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Methods
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• Individual-level data from DESCAR-T registry 

(NCT04328298) 

– Adults (≥18 years)

– LBCL or high-grade B-cell lymphoma (HGBL)

– refractory to first-line immunochemotherapy or relapsed 

within 12 months

– Leukapheresis between June 23 and Sept 2024

• PMBL were excluded

• Multiple imputations to deal with missing data

– MICE

– Combination of results by within method 

– Complete case analysis performed as sensitivity analysis

• Stabilized Inverse Probability of Treatment Weighting 

(sIPTW) method to balance axi-cel and liso-cel populations

• Propensity score calculated for each patient with a logistic 

regression using the following variables:

– Age, sex, LBCL histology, Ann Arbor stage

– At leukapheresis: refractory status at 1st line completion, time 

between 1st treatment end and leukapheresis, performance status 

(ECOG PS), LDH level

– At infusion: time between 1st treatment end and infusion, response to 

bridging therapy, ECOG PS, LDH, CRP

• Endpoints: 

– Best ORR and CRR (Lugano 2014), 

– Progression-free survival (PFS), OS since leukapheresis

– Progression-free survival (PFS), OS since infusion

– Toxicities (CRS, ICANS, intensive care unit transfer)



Patients Disposition
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Leukapheresis Jun 23 to Sep 24
n = 555

Axi-cel, n = 447

Liso-cel, n = 108

Infused patients
n = 503 (90.6%)

Untreated patients
n = 52 (9.4%)

Axi-cel, n = 410 Liso-cel, n = 93

Evaluable for response

N = 404 (98.5%)

Evaluable for response

N = 87 (93.5%)

Axi-cel, n = 447 Liso-cel, n = 108

Not treated 37 (8.2%) 15 (13.9%)

Patient deceased 30 (81.1%) 13 (86.6%)

Progression without 

death
2 (5.4%) 1 (6.7%)

Patient Decision 0 (0.0%) 1 (6.7%)

Physician Decision 3 (8,1%) 0 (0.0%)

Delivery Failure 1 (2.7%) 0 (0.0%)

Missing reason 1 (2.7%) 0 (0.0%)

Axi-cel, n = 30 Liso-cel, n = 13
Progression before 

death
18* (60.0%) 9** (69.2%)

Death without recorded 

progression
12*** (40,0%) 4 (30.7%)

Focus on deceased patients

*2 patients deceased the same day than progression

**2 patients with physician decision not go to CAR-T administration before death

*** 2 patients with physician decision not go to CAR-T administration before death and 2 patients with 

manufacturing failure before death
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Infused Patients' characteristics

At leukapheresis Axi-cel, n = 447 Liso-cel, n = 108

Male 300 (67.1%) 63 (58.3%)

Median age (min; max) 63.0 (18-84) 71.0 (19-86)

Median time between Last Treatment and Leukapheresis (Days) 39 42

Primary refractory 338 (76.1%) 72 (66.7%)

Elevated LDH (LDH > N) 271 (61.3%) 58 (55.8%)

ECOG ≥ 2 45 (11.4%) 22 (22.4%)

Ann Arbor Stage III/IV 349 (84.5%) 77 (75.5%)

LBCL 366 (81.9%) 87 (80.6%)

HGBL 27 (6.0%) 2 (1.9%)

Transformed Indolent 54 (12.1%) 19 (17.6%)

At infusion Axi-cel, n = 410 Liso-cel, n = 93

Median time between Last Treatment and Infusion (Days) (Q1-Q3)

  including vein-to-vein time
87.5 (62-188) 113 (78-260)

CRP > 30mg/L 94 (24.9%) 15 (17.9%)

LDH > Upper  Limit 153 (41.7%) 37 (42.5%)

Response After Bridging

No Bridge 28 (7.3%) 3 (3.7%)

CR /PR 173 (44.8%) 42 (50.6%)

SD/PD 185 (47.9%) 38 (45.8%)



Toxicity Analysis 
PS-matching stabilized IPTW
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Multiple imputations (MICE)

Liso cel = Lower toxicity burden



Survival from leukapheresis 
sIPTW multiple imputations
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Standardize Mean Difference (SMD) for each Imputated Dataset

Covariate Balance
Range across imputations

Age

ECOG PS

R/R status

Sex

Diagnosis
De novo LBCL vs transformed indolent

Time between last treatment and leukapheresis

LDH

Ann Arbor Stage

Sample:

Unadjusted

Adjusted



Survival from leukapheresis
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PFS

Log-Rank test P-value 

0.004 0.9484 

 

  Arm Quartile Estimate 95% confidence interval 

Lower Upper 

PFS (months) Axi Median 8.1 2.0 14.2 

Liso Median 9.8 7.3 12.2 

 

OS

Median follow up since leukapheresis: Axi-cel = 14 months (IC95%: 13.4-14.4); Liso-cel = 13.5 months (IC95%: 12.8-13.9)

Log-Rank test P-value 

0.695 0.4044 

 

OS
Time point 
(months)

OS (%)
95% Confidence Interval

Lower Upper

Axi
6 80.37 76.22 83.87

12 65.01 59.91 69.63

Liso
6 80.55 69.52 87.92

12 71.57 59.36 80.69



Outcome after Infusion
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PFS OS

sIPTW with multiple imputations

78.2%

86.5%

64.5%
68.5%

Axi n = 400 Liso n = 86

Best response (%)

ORR CRR

PFS
Time point 
(months)

OS (%)
95% Confidence Interval

Lower Upper

Axi
6 54.62 49.43 59.51

12 49.27 43.98 54.34

Liso
6 61.17 45.76 73.42

12 51.09 35.62 64.59

OS
Time point 
(months)

OS (%)
95% Confidence Interval

Lower Upper

Axi
6 80.98 76.61 84.62

12 68.47 63.18 73.17

Liso
6 90.27 77.08 96.05

12 82.45 66.84 91.17



Non-Relapse Mortality
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Non-relapse mortality Progression

Axi

Liso

Axi

Liso

6.3%

40.5%

2.2%

40.9%

NRM Progression

NRM event (%)

Axi n = 410 Liso n = 93

Liso cel = safer profile?



Conclusions
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• This large real-world dataset confirms

– The efficacy of anti-CD19 CAR-T in 2L R/R LBCL: CR rate above 60%, estimated 1-year OS rate of 70-80%

– Low NRM rate around 5-6%

– Patients treated with liso-cel and axi-cel differ in both baseline characteristics and disease features.

• Propensity score adjustments confirmed balanced cohorts on available variables.

• Weighted comparison between Axi-Cel and Liso-Cel suggests that:

– Liso-Cel and Axi-Cel have comparable PFS and OS since leukapheresis.

– Liso-Cel has a more favorable safety profile, with lower rates of ICANS, CRS, ICU transfers and NRM.

– Longer vein to vein time in the Liso-Cel arm may explain higher dropout before infusion

• Liso-Cel may offer a more tolerable alternative to Axi-Cel in LBCL patients, with comparable 

disease control and reduced toxicity, for patients that can handle longer vein to vein time.
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