
BACKGROUND
• Axi-cel, an autologous anti-CD19 chimeric antigen receptor T-cell therapy, is approved for adults with relapsed/refractory (R/R) follicular 

lymphoma (FL)1,2

• Approval was supported by ZUMA-5, a Phase 2, multicenter, single-arm study of axi-cel in patients with R/R indolent non-Hodgkin lymphoma3

 – After a median of ≥3 years of follow-up in patients with FL, median duration of response was 38.6 months and 53% of patients were in 
ongoing response4

• While responses were higher with axi-cel in ZUMA-5 compared with a matched standard-of-care (SOC) cohort (SCHOLAR-5), differences in 
patient characteristics between the groups limited comparison5 

• Here we report a retrospective, intrapatient assessment of axi-cel versus prior SOC from the 4-year analysis of ZUMA-5

OBJECTIVE
• To evaluate the efficacy of axi-cel versus patients’ most recent prior line of SOC therapy among those with R/R FL in ZUMA-5

METHODS

Figure 1. ZUMA-5 Study Design4
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Key ZUMA-5 Eligibility Criteria
• R/R FL (Grades 1-3a) or MZL (nodal or extranodal)a

• ≥2 prior lines of therapy that must have included an 
anti-CD20 mAb combined with an alkylating agentb

• CR rate
• DOR, PFS, OS
• AEs
• CAR T-cell and cytokine levels

• ORR (centrally assessed per Lugano6)
Primary Endpoint Key Secondary Endpoints

Lymphodepleting Chemotherapy
Fludarabine 30 mg/m2 IV and

cyclophosphamide 500 mg/m2 IV 
on Days −5, −4, −3

Axi-Cel Infusion
2×106 CAR+ cells/kg

on Day 0

Post-Treatment 
Assessment 

and Long-Term 
Follow-Up 

Period

a Patients with stable disease (without relapse) >1 year from completion of last therapy were not eligible. b Single-agent anti-CD20 antibody did not count as line of therapy for eligibility.  
AE, adverse event; axi-cel, axicabtagene ciloleucel; CAR, chimeric antigen receptor; CR, complete response; DOR, duration of response; FL, follicular lymphoma; iNHL, indolent non-Hodgkin lymphoma; IV, intravenous;  
mAb, monoclonal antibody; MZL, marginal zone lymphoma; ORR, overall response rate; OS, overall survival; PFS, progression-free survival; R/R, relapsed/refractory.

Intrapatient Efficacy Analysis
• This analysis used efficacy data from the 4-year data cutoff date (March 31, 2023)
• Efficacy outcomes were compared between axi-cel and a patient’s most recent prior therapy (MRPT)

 – Progression-free survival (PFS) after the MRPT was calculated from the date of therapy initiation to progression; those who did not have 
progression reported prior to leukapheresis were censored at leukapheresis

• If multiple regimens were used in the same line, the earliest date of initiation and latest date of progression were used

 – Time to next treatment (TTNT) after the MRPT was calculated as the time from initiation of the MRPT to leukapheresis
 – For axi-cel, PFS was defined as time from leukapheresis to progression or death and TTNT was defined as time from leukapheresis to the 
start of subsequent anticancer therapy or death

• All efficacy endpoints were per investigator assessment

RESULTS

Table 1. Common Regimens in the MRPT
Patients with FL (N=127)

Patients with any prior therapy, n (%) 126 (99)a

Anti-CD20 mAb-containing chemoimmunotherapy 91 (72)

Bendamustine-containing 25 (20)

ICE-containing 18 (14)

Lenalidomide-containing 14 (11)

CHOP-containing 13 (10)

Chemotherapy multiple agent 12 (9)

Other 9 (7)

PI3K inhibitors 17 (13)

Other therapy 18 (14)
Multiple prior therapies within the same line are counted as one incidence. 
a One patient received previous therapy for DLBCL instead of for the primary disease of FL. 
CHOP, cyclophosphamide, doxorubicin, vincristine, and prednisone; DLBCL, diffuse large B-cell lymphoma; FL, follicular lymphoma; ICE, ifosfamide, carboplatin, and etoposide; mAb, monoclonal antibody;  
MRPT, most recent prior therapy; PI3K, phosphoinositide 3-kinase.

• Common MRPT regimens included anti-CD20 mAb-containing chemoimmunotherapy and PI3K inhibitors (Table 1)

Figure 2. Best Response to MRPT and Axi-Cel
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a One patient received previous therapy for DLBCL instead of for the primary disease of FL.  
Axi-cel, axicabtagene ciloleucel; CR, complete response; DLBCL, diffuse large B-cell lymphoma; FL, follicular lymphoma; MRPT, most recent prior therapy; NE, undefined/not done/not evaluable; ORR, overall response rate;  
PD, progressive disease; PR, partial response; SD, stable disease.

• A total of 46% of patients responded to their MRPT (27% complete response [CR] rate; Figure 2)
• In contrast, 94% of patients had a subsequent overall response to axi-cel (79% CR rate; Figure 2)
• Among patients who responded to MRPT (n=59), 97% had a response to axi-cel (83% CR rate)
• Among those who did not respond to MRPT (n=67), 91% responded to axi-cel (76% CR rate)

Figure 3. Progression-Free Survival and Time to Next Treatment With MRPT and Axi-Cel 
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a One patient received previous therapy for DLBCL instead of for the primary disease of FL.  
Axi-cel, axicabtagene ciloleucel; DLBCL, diffuse large B-cell lymphoma; FL, follicular lymphoma; MRPT, most recent prior therapy.

• Prior to leukapheresis, 83% of patients (106/127) had disease progression
 − Median time between prior progression and leukapheresis was 1.4 months

• Median PFS with MRPT was 9.4 months (95% CI, 7.5-11.9; Figure 3)
• Median PFS with subsequent axi-cel was substantially longer than MRPT at 57.3 months (95% CI, 30.9-not estimable; Figure 3)
• Median TTNT with MRPT was 8.6 months (95% CI, 6.5-11.7) and median TTNT with axi-cel was 62.2 months (95% CI, 37.8-not estimable; 

Figure 3)

Figure 4. Progression-Free Survival and Time to Next Treatment With MRPT and Axi-Cel Among 
Patients With ≥3 Lines of Therapy 
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Axi-cel, axicabtagene ciloleucel; MRPT, most recent prior therapy.

• In a subgroup analysis of patients with ≥3 prior lines of therapy prior to axi-cel infusion (n=80), medians of PFS with MRPT and axi-cel were  
8.5 and 40.2 months, respectively (Figure 4)

• Median TTNT in those with ≥3 prior lines of therapy was 6.7 months with MRPT and 51.8 months with axi-cel (Figure 4)

Figure 5. Progression-Free Survival and Time to Next Treatment With Axi-Cel and MRPT Among 
Patients With a Response to MRPT 
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• Among patients who responded to MRPT (n=59), medians of PFS and TTNT after axi-cel were 62.2 months and 62.2 months, respectively 
(Figure 5)

 − Those who did not respond to MRPT (n=67) had medians of PFS and TTNT post axi-cel of 34.9 and 40.2 months, respectively

Figure 6. Progression-Free Survival With Axi-Cel and MRPT Among Patients With POD24 
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Axi-cel, axicabtagene ciloleucel; MRPT, most recent prior therapy; POD24, progression <2 years after initial chemoimmunotherapy.

• Among patients who had progression <2 years after initial chemoimmunotherapy (POD24; n=70), the medians of PFS after later-line MRPT and 
axi-cel were 7.4 and 57.3 months, respectively (Figure 6)

 – Among those without POD24 (n=41), the medians of PFS after MRPT and axi-cel were 12.0 and 48.6 months, respectively

• Median TTNT among those with POD24 was 6.6 months with MRPT and 62.2 months with axi-cel (Figure 6)

CONCLUSIONS
• Through this retrospective analysis, axi-cel demonstrated robust improvement in median PFS 

and TTNT compared with the MRPT among patients with R/R FL in ZUMA-5, a population 
with substantial high-risk characteristics

 – Improvement was sustained in high-risk subgroups, including in patients with POD24 
and ≥3 prior lines of therapy

• Results support use of axi-cel earlier in the treatment paradigm for R/R FL
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