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Aim: Given the limited availability of real world diffuse large B-cell ymphoma (DLBCL) data in Germany, we
assessed the baseline characteristics, treatments, clinical complications, healthcare resource utilization and
costs of DLBCL across treatment lines using German claims data. Materials & methods: In a retrospective
cohort study using claims data from a German sickness fund (AOK PLUS), we identified patients with
an incident DLBCL diagnosis between 2012 and 2022. Using an algorithm based on German treatment
guidelines, patients were stratified into first (1L), second (2L) and third line (3L) treatment. We then
descriptively analyzed baseline characteristics, treatments, clinical complications, healthcare resource
utilization and costs. Results: A total of 2423 patients with DLBCL and 1L treatment were included in
the study (49.1% female; mean age: 69.7 years; mean CCl: 7.0; median follow-up: 29.3 months). A total
of 1209 (49.7%) and 505 (20.8%) patients progressed to 2L and 3L, respectively. A total of 209 patients
received a stem cell transplant (SCT; mean age: 56.1 years); 37 received a chimeric antigen receptor T-
cell therapy (CAR-T; mean age: 60.8 years). Most patients had at least one DLBCL related hospitalization
during follow-up (1L: 79.2%; 2L: 60.0%; 3L: 71.9%; mean length of stay [days/patient year]: 1L: 15.2; 2L:
6.4; 3L: 14.2), with corresponding hospitalization costs of 12,777€ (1L), 5993€ (2L) and 17,408€ (3L) per
patient year. Clinical complications were common, particularly in 3L, including neutropenia (1L: 31.9%;
2L: 27.0%; 3L: 46.9%), pneumonia (1L: 19.6%; 2L: 16.8%; 3L: 30.3%), anemia (1L: 17.8%; 2L: 18.7%; 3L:
35.2%), thrombocytopenia (1L: 17.3%; 2L: 21.8%; 3L: 45.1%) and sepsis (1L: 14.6%; 2L: 13.0%; 3L: 23.2%).
Conclusion: The high proportion of patients with second or later-line treatment (indicating a relapse or
refractory disease), the low number of SCTs together with many clinical complications and healthcare
resource use underscore the need for novel effective and well-tolerated DLBCL treatment options.

Plain language summary

What is this article about? Diffuse large B-cell lymphoma (DLBCL) is a fast-growing cancer that is usually
first treated with a combination of chemotherapy and immunotherapy called R-CHOP. While R-CHOP helps
most patients, for some patients the cancer returns or they do not respond to the treatment.

This study tries to better understand how DLBCL is treated in the real world, looking at treatments,
complications, and the use of healthcare services among DLBCL patients. We used data from a large
German health insurance fund, covering 3.5 million people from 2010 to 2022. For the study, we included
patients diagnosed with DLBCL for the first time between 2012 and 2022 and followed them until 2022
or until they died. Patients were tracked through different lines of therapy.

What were the results? We identified 2432 patients with first-line treatment, with an average age of
69.7 years. Nearly half of these patients needed further treatment lines. Most patients (about 85%
in first-line treatment) received chemotherapy combined with rituximab. A small number of typically
younger patients received advanced therapies like stem cell transplants or so-called chimeric antigen
receptor T-cell therapy. Hospitalizations among patients were common, with around 6 to 15 hospital days <" ~*>%a.
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per year and costs ranging from around €6000 to €17,000 per year, depending on the treatment line.
Common complications included neutropenia, pneumonia, anemia, thrombocytopenia and sepsis. Blood
and platelet transfusions were also common, especially in later treatment lines.

What do the results mean? With nearly half of the patients having more than one line of treatment,
our study indicates that many patients experience relapses or do not respond well to treatment initially.
We also observed a high number of hospitalizations and complications, showing the negative impact of
DLBCL despite current treatments. This highlights the need for new, effective and better-tolerated DLBCL
treatments.

Shareable abstract: Our German claims data study on diffuse large B-cell ymphoma patients found that
about half of initially treated patients received at least one further therapy while, depending on treatment
line, up to 50% of patients experienced clinical complications underlining the need for effective and
better-tolerated treatments!

First draft submitted: 14 November 2024; Accepted for publication: 3 July 2025; Published online:
13 August 2025
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Accounting for about 25% of all new non-Hodgkin Lymphomas (NHLs), diffuse large B-cell ymphoma (DLBCL)
is the most common type of NHL (1]. At incident diagnosis, the median age is 67 years in the US and up to 75 years
in Europe, thus mainly affecting older patients who often also have a high comorbidity burden 2-7). DLBCL is an
aggressive cancer, requiring urgent treatment [1]. Common first-line (1L) therapy with the chemoimmunotherapy
R-CHOP, consisting of rituximab, cyclophosphamide, doxorubicin, vincristine and prednisone, is effective in 50—
70% of patients, while 30~-50% of patients experience refractory or relapsing (r/r) disease [5]. Treatment options in
second line (2L) include salvage chemotherapy followed by stem cell transplantation (SCT), or chimeric antigen
receptor T-cell therapy (CAR-T), the eligibility for which depends on patients’ individual fitness and health status.
Moreover, not all patients eligible for SCT or CAR-T may receive those interventions given potential access
barriers. In addition to the above treatments, several newer treatment combinations such as polatuzumab plus
BR (bendamustine and rituximab) or tafasitamab plus lenalidomide have been approved in recent years [8]. While
previous research reported epidemiology, treatment patterns and survival for patients with DLBCL using German
claims data (7], real-world data on the burden of r/r DLBCL symptoms and healthcare use are limited, particularly
for Europe. This study aims at providing real-world evidence (RWE) on patient characteristics, treatments, clinical
complications, healthcare resource utilization (HCRU) and costs in DLBCL based on German claims data.

Materials & methods

This retrospective non-interventional cohort study used German claims data from the sickness fund AOK PLUS,
covering approximately 3.5 million patients across the central eastern German states of Saxony and Thuringia.
Collected for reimbursement purposes, the data include information on patient demographics, in- and outpatient
diagnoses and procedures, outpatient and partly inpatient medications as well as HCRU and costs from 2010 to
2022. We identified incident DLBCL patients via diagnosis codes (ICD-10 GM: C83.3) from the inpatient (one
discharge diagnosis) or outpatient sector (two confirmed diagnosis codes within two consecutive quarters from a
hematologist, oncologist or radiologist) between 2012 and 2022. To ensure that only newly diagnosed patients were
counted as incident cases, we applied a 2-year ‘wash-out’ period prior to the index date (the date of the first recorded
DLBCL diagnosis), during which no DLBCL diagnosis codes were allowed. For example, a patient with a DLBCL
diagnosis in 2012 was counted as incident if no prior DLBCL diagnosis in 2010 and 2011 was observed. Patients
were followed up from index date until the end of data collection or death. Since treatment line information is
not directly recorded in German claims data, we used the previously published algorithm by Pacis ez 4l. to identify
the first three treatment lines based on prescription patterns and hospital procedure codes 7. DLBCL treatments
starting within 45 days of index date were classified as 1L (see Supplementary Table 1 for a full list of treatments
and codes considered for this study). Treatments that were initiated after discontinuation of the previous line or
the introduction of new agents more than 30 days after treatment line start were classified as second (2L) or third
line (3L) treatment. Discontinuation or end of treatment line was defined as any gap of 60 days of all drugs of the
respective treatment line. To identify the gap, a runout date was determined. For oral drugs, the runout date was
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defined as the administration date plus the days of supply based on defined daily doses. In the outpatient sector, the
defined daily doses are derived from information of package size and dosage of the administered pharmaceutical
product and hence complete. Periods of hospitalization, during which drug supply from the hospital was assumed,
and stock piling were considered. For medications administered otherwise, the runout date was defined as date of
administration plus 60 days. When entering the next treatment line group, patients were censored in the previous
group and outcomes were reported for the duration of each line. The treatment line algorithm also considered
prescription and procedure codes for identifying SCT or CAR-T therapy (Supplementary Table 1). While we used
ATC codes to identify outpatient treatments, we used OPS codes to identify inpatient treatments (Supplementary
Table 1). For some treatment options, no specific OPS codes are available. To identify inpatient treatment in these
cases, generic OPS codes for chemotherapy were considered. Patients without any of the predefined treatment
codes were excluded from further analysis.

We determined baseline characteristics such as age, gender, and the Charlson Comorbidity Index (CCI) at index
date and calculated the incidence rate (IR) of DLBCL. We assessed HCRU with regards to outpatient general
practitioner (GP) and specialist (hematologist, oncologist or radiologist) visits as well as all-cause and DLBCL
related hospitalizations including length of stay (LOS). We also assessed treatments, clinical complications and
the number of patients with blood or platelet transfusions. For the cost analyses, we report costs for outpatient
visits, prescriptions, hospitalizations (all-cause and DLBCL related) and others (medical aids, remedies, inpatient
rehabilitation costs).

All variables were analyzed descriptively, and the absolute number of patients or days, proportions, means and
standard deviation or medians were reported. Epidemiological estimates were reported per 100,000 persons per
year, while HCRU and costs were reported per patient-year (PY) to account for variable follow-up duration across
patients.

Results

From 2012 to 2022, we identified 3360 patients with a diagnosis record of incident DLBCL, leading to an IR of
8.7/100,000. Of these, 2432 initiated 1L treatment within 45 days of diagnosis (IR 6.3/100,000). A total of 188
patients received treatment after more than 45 days after index diagnosis and were not included in the treatment
line subgroups. A total of 740 DLBCL patients without any study-relevant treatment (mean age: 75.9 years) were
excluded from analyses of treatments, clinical complications, HCRU and costs (Figure 1).

A total of 1209 (49.7%) of 1L patients initiated a 2L treatment, and 505 (20.8%) received 3L treatment. Patients
were followed up for a median of 29.3 months. Table 1 shows baseline characteristics of patients. Patients initiating
later treatment lines had a slightly lower mean age at treatment line start compared with patients initiating earlier
lines (1L: 69.7 years; 2L: 68.3 years; 3L: 67.5 years). The comorbidity burden of patients was high, with mean
CClIs of 7.0 (1L), 6.8 (2L) and 7.9 (3L). Among the total 37 patients receiving CAR-T therapy, the mean age was
60.8 years and the mean CCI was 10.1.

Table 2 shows treatments, clinical complications and blood and platelet transfusions during the follow-up per
treatment line. Across all treatment lines, most patients were treated with rituximab-containing chemotherapies
(1L: 84.7%; 2L: 81.2%; 3L: 65.9%). Chemotherapy without any additional monoclonal antibody or targeted
therapy was administered to 9.1% (1L), 6.5% (2L), and 10.9% (3L) of patients. Of all patients with DLBCL
treatment (n = 2620), regardless of treatment line, 209 patients (8.0%) received an SCT (mean age: 56.1 years) and
37 patients (1.4%) received a CAR-T therapy (mean age: 60.8 years) at any time during follow-up. Of the clinical
complications investigated, neutropenia was most commonly reported, affecting 31.9% (1L), 27.0% (2L) and
46.9% (3L) of patients, followed by pneumonia and anemia (Table 2). Blood transfusions and platelet transfusions
were common, with 39.1% (1L), 36.4% (2L) and 58.4% (3L) of patients receiving the former, while 13.2% (1L),
17.0% (2L) and 40.2% (3L) of patients received the latter.

Table 3 shows HCRU and costs of patients by treatment line. The number of outpatient visits per PY was highest
in 1L (GP: 11.9; specialist: 4.2) and decreased in 2L (GP: 10.3; specialist: 3.8) and 3L (GP: 8.9; specialist: 4.1).
Most patients were hospitalized for DLBCL at least once during follow-up (1L: 79.2%; 2L: 60.0%; 3L: 71.9%)
with the highest mean LOS ranging from 6.4 days/PY to 15.2 days/PY (Table 3). Hospitalization costs (all-cause)
per PY ranged from €10,909.26 to €27,379.63 and DLBCL related hospitalization ranged from €5993.49 to
€17,407.56 per PY. Compared with hospitalization costs, costs for outpatient treatment (GP and specialist visits)
were low and decreased across treatment lines (Table 3). Conversely, prescription costs increased across treatment

lines and were particularly high in 3L (1L: €6374.07; 2L: €6574.87; 3L: 10,356.79€)
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@ At least one inpatient DLBCL diagnosis
(ICD-10 GM: C83.3) between
1 Jan 2012 and 31 Dec 2022 and/or two
confirmed outpatient DLBCL diagnoses
in two consecutive quarters
by a specialist
(oncology, hematology, or radiology)
n = 4078

l

DLBCL patients continuously insured (or
with data availability) for at least 2 years
before the first DLBCL diagnosis
n = 3846

l

Incident DLBCL patients between
01/01/2012 and 31/12/2022
n = 3360

l

Patients with at least 1 DLBCL-related
treatment code during
individual follow-up
n = 2620

l

Excluded

Patients not continuously insured for at least
2 years before the first DLBCL diagnosis
n =232

Patients with prior DLBCL diagnosis
n = 486

Patients without DLBCL-related treatment
n =740

First relevant treatment code occurs more
than 45 days after index
n =188

Patients initiating first line treatment

n = 2432
Patients initiating first line treatment
n = 2432

At least one treatment code indicating a

second treatment line
n =1209

l

At least one treatment code indicating a

third treatment line
n =505

Figure 1.

No second line of treatment
n=1223

No third line of treatment
n =704

Attrition charts for incident diffuse large B-cell ymphoma patients: Overall and by treatment line group.

(A) Attrition chart for incident DLBCL patients. (B) Attrition chart for stratification of incident DLBCL patients into

treatment line groups.
DLBCL: Diffuse large B-cell lymphoma.
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Table 1. Baseline characteristics of incident diffuse large B-cell lymphoma patients at start of the

respective treatment initiation.

1L patients 2L patients 3L patients CAR-T patients’

Total, n 2432 1209 505 37
Gender, n (%)

Female 1194 (49.1%) 589 (48.7%) 233 (46.1%) 14 (38%)

Male 1238 (50.9%) 620 (51.3%) 272 (53.9%) 23 (62%)
Age (in years)

Mean (SD) 69.7 (13.9) 68.3 (13.8) 67.5(13.3) 60.8 (13.7)
Charlson comorbidity index, points

Mean (SD) 7.0 (4.0) 6.8 (3.9) 7.9 (4.0) 10.1 (4.1)

TAll CAR-T patients irrespective of inclusion into treatment line algorithm.
1L: First line; 2L: Second line; 3L: Third line; CAR-T: Chimeric antigen receptor T-cell therapy; SD: Standard deviation.

Table 2. Treatments, clinical complications and transfusions of incident diffuse large B-cell lymphoma

patients during follow-up stratified by treatment line.

1L patients 2L patients 3L patients
Treatment patterns’
Chemotherapy with rituximab, n (%) 2059 (84.7%) 982 (81.2%) 333 (65.9%)
Chemotherapy without additional monoclonal antibody or targeted therapy, n (%) 221 (9.1%) 78 (6.5%) 55 (10.9%)
Clinical complications
Neutropenia, n (%) 776 (31.9) 327 (27.0) 237 (46.9)
Pneumonia, n (%) 477 (19.6) 203 (16.8) 153 (30.3)
Anemia, n (%) 434 (17.8) 226 (18.7) 178 (35.2)
Thrombocytopenia, n (%) 421 (17.3) 264 (21.8) 228 (45.1)
Sepsis, n (%) 354 (14.6) 157 (13.0) 117 (23.2)
Nausea, n (%) 153 (6.3) 71 (5.9) 35(6.9)
Fatigue, n (%) 74 (3.0) 35(2.9) 34 (6.7)
Skin lesions, n (%) 67 (2.8) 28 (2.3) 21(4.2)
Pyrexia, n (%) 23(0.9) 6 (0.5) 14 (2.8)
CNS infections, n (%) 24 (1.0) 7 (0.6) 3(0.6)
Cytokine release syndrome, n (%) 5(0.2) 3(0.2) 17 (3.4)
EBV infections, n (%) 11(0.5) 3(0.2) 4(0.8)
Osteomyelitis, n (%) 8(0.3) 5(0.4) 2(0.4)
Infections after transfusions, n (%) 5(0.2) 3(0.2) 1(0.2)
Meningitis, n (%) 0(0) 2(0.2) 1(0.2)
Diarrhoea, n (%) 3(0.1) 2(0.2) 0(0)
Hepatitis C infections, n (%) 2(0.1) 0(0) 0(0)
HTLV-1 infections, n (%) 0(0) 0(0) 0 (0)
Blood and platelet transfusions
Blood transfusions, n (%) 952 (39.1) 440 (36.4) 295 (58.4)
Platelet transfusions, n (%) 322 (13.2) 206 (17.0) 203 (40.2)

TInformation on individual inpatient medications is not fully available in German claims data as some medications are recorded via generic chemotherapy procedure
codes. Exact regimens are therefore not reported.
1L: First line; 2L: Second line; 3L: Third line; EBV: Epstein—Barr virus; HTLV-1: Human T-lymphotropic virus 1.

Discussion

Evaluating real-world data from Germany, we generally found that patients with DLBCL had a high burden of
disease across treatment lines. About half of the patients initiated a second line treatment, consistent with the
literature that up to 50% of patients relapse following 1L or have refractory disease [21. Notably, 22.0% of patients
initially identified via DLBCL diagnosis codes had no claims record for DLBCL treatment, potentially indicating
that these patients received no DLBCL related medical treatment during follow-up. A similar observation was
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Table 3. Healthcare resource utilization and costs of incident diffuse large B-cell lymphoma patients

stratified by treatment line.

1L patients 2L patients 3L patients

Total, n 2432 1209 505
Mean time on treatment line in days (SD) 99.9 (113.6) 112.1(119.4) 77.8 (110.5)
HCRU
All-cause GP visits (per PY) 11.9 10.3 8.9
All-cause outpatient specialist visits (per PY) 4.2 3.8 4.1
All-cause inpatient hospitalizations

n patients (%) 2292 (94.2) 1070 (88.5) 490 (97.0)

Mean length of stay (days/PY) 24.6 13.6 25.6

DLBCL-related inpatient hospitalizations

Patients, n (%) 1925 (79.2) 726 (60.0) 363 (71.9)

Mean length of stay (days/PY) 15.2 6.4 14.2
Costs (in EUR per PY)
All-cause inpatient hospitalizations 18,823.35 10,909.26 27,379.63
DLBCL-related inpatient hospitalizations 12,777.44 5993.49 17,407.56
GP visits 277.28 248.08 204.45
Outpatient specialist visits 248.77 239.35 227.50
Outpatient prescriptions 6374.07 6574.87 10,356.79
Other costs (includes medical aids, remedies, and inpatient rehabilitation) 1672.44 1461.86 1743.12
Total direct costs 27,395.91 19,433.42 39,911.49

DLBCL: Diffuse large B-cell ymphoma; GP: General practitioner; HCRU: Health care resource utilization; PY: Per year; SD: Standard deviation.

reported by Borchmann ez a/. finding that 20.2% of patients did not receive any medical treatment. Likewise,
a Belgian registry study reports that 15.5% of DLBCL patients received no treatment [4,9], and three US claims
data and electronic health records studies found that only 54.0-60.1% of DLBCL patients received predefined
treatments [5,10,11]. Possible explanations include the revision of initial diagnoses, an older age which might disqualify
patients for certain treatment options, the presence of comorbidities, a short individual follow-up ending before
treatment start, or radiation being chosen over systemic medical treatment [4,10,12]. Further, patients might be
included into clinical trials as recommended by the German medical guideline and thus, their treatments would
not be captured within claims data [8,12]. Given these diverse rationales for patients not receiving treatment, we
decided to exclude these patients from analysis as they might potentially dilute the outcome results.

Across all treatment lines, the majority of patients received a chemotherapy in combination with rituximab, a
finding consistent with treatment guidances [13,14] and real-world studies from England, Belgium and the USA 3-
5,10,15,16]. Considering the high proportion of patients who relapse or are refractory to 1L treatment and the high
number of patients treated with rituximab, our study indicates a need for new and more effective therapies.

The relatively low number of patients treated with an SCT is consistent with numbers published in the annual
report of the German SCT centers (in 2022, a total of 546 DLBCL patients in Germany received autologous or
allogeneic SCTs) [17). Similarly, two US claims data studies found that, depending on treatment line, 3.1-9.6%
of DLBCL patients received an SCT during follow-up (5,11]. The low number of SCTs is likely related to the
relatively high age and comorbidity burden of our patient population, resulting in most patients not being eligible
for the intensive treatment component of SCT. Additionally, some of the 2L patients might have received salvage
R-chemo in preparation to proceed to SCT but did not respond adequately and thus switched to 3L treatment
instead. The development of new pharmacological therapies could help to provide adequate treatment options to
these older patients. The very low usage of CAR-T in our study could possibly be explained by the rather high age
of our study population as well, as the mean age of CAR-T patients was 6.7-8.9 years below the mean age of 1-3L
patients. Additionally, during most of the study period CAR-T therapy was only recommended for r/r disease
following to two previous therapy lines [18]. Also, patients eligible for CAR-T therapy might have been selected
for clinical trials and thus, their treatment would not have been collected in claims data [8]. Due to the high costs
associated with CAR-T treatment, incomplete coding from medical staff seems unlikely. Bispecific monoclonal
antibodies such as glofitamab or epcoritamab were approved for DLBCL treatment in Germany in 2023, thus
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missing the study period [19]. We observed a significant number of clinical complications during follow-up, further
underlining the high disease burden of patients and the toxicity profile of existing DLBCL therapies. As these
clinical complications were assessed based on recorded diagnosis codes, these events might be underestimated, and
actual complication numbers may be even higher. Hospitalization and total costs were lowest for 2L patients and
highest for 3L patients. While Borchmann ez a/. and Moertl ez al. reported decreasing costs from 1L to 3L, observed
in data from a different German sickness fund and from one tertiary teaching hospital, respectively, Gatwood ez a/.
found that in the US, costs increased with increasing treatment lines. Tsutsué ez a/. reported almost equal costs
for 2L and 3L based on Japanese claims data [9,20-22]. Note that costs in the US and Japan were generally much
higher compared with Germany, and comparison is difficult due to different health systems [5,9,11,22]. Congruent
with the low hospitalization costs in 2L in our study, 2L patients also had the shortest mean LOS and the lowest
proportions of patients admitted to a hospital during follow-up. At the same time, 2L patients had slightly higher
outpatient prescriptions costs than 1L patients. Considering additionally that most of the clinical complications
we looked at were least frequent in 2L patients, 2L treatments might partly have been shifted from the inpatient
to the outpatient sector toward less toxic options. However, this interpretation is speculative and would need to be
explored more closely in future research.

Our study has several limitations. First, claims data are not primarily collected for research purposes leading to
possibly missing information or coding imperfections. However, coding quality is generally considered to be high
in German claims databases, and they are frequently used for epidemiological research. Yet, clinical variables of
potential interest, such as Eastern Cooperative Oncology Group status, DLBCL subtype or Ann Arbor stage, are
not available in claims data, thus limiting the detailed characterization of patients. Second, our study used data from
one sickness fund, AOK PLUS, covering patients in central eastern parts of Germany, which could have resulted
in some regional bias. However, given the uniform healthcare regulations in Germany, treatment of patients in
AOK PLUS is not expected to differ from patients in other parts of Germany. Third, since neither treatment
line nor information on r/r disease are directly available in German claims data, we used a previously developed
algorithm based on treatment recommendations in Germany [8] to determine treatment lines and assumed patients
proceeding to the next treatment line suffered from r/r DLBCL [71. This could have resulted in some degree of
misclassification. However, the number of r/r patients we found is consistent with another German claims data
study and findings from clinical studies [12,23]. Fourth, while our data captured treatment classes, data on individual
treatment is not accurately captured and therefore not reported in our study. At last, the study period ends in 2022
and thus does not capture more recent changes in the treatment landscape (for example, the label expansion for the
CAR-T treatment axicabtagene-ciloleucel from 3L to 2L in Germany was only introduced a few weeks prior to the
end of the study period). Future RWE studies utilizing more recent data can help to provide further insights about
the impact of novel treatment options on current clinical practice. In addition, an analysis of treatment switching,
disease progression and treatment discontinuation could further enhance understanding of real-world treatment
patterns and inform strategies for improving patient care and outcomes.

In conclusion, the high proportion of patients progressing to second and later treatment lines, and the high
number of hospitalizations, healthcare costs, clinical complications and related procedures indicate a high disease
and treatment burden among patients with DLBCL. This underscores the unmet need for novel effective and
well-tolerated treatment options for DLBCL patients.

Summary points

e Diffuse large B-cell ymphoma (DLBCL) is the most frequent acute non-Hodgkin Lymphoma mostly affecting older
patients who are often comorbid.

e Being an aggressive cancer, DLBCL requires urgent treatment; while this is effective in 50-70% of patients,
30-50% of the patients need second or later line treatments.

e In this retrospective observational cohort study, we used German claims data covering the years 2010-2022.

e Of 3360 incident DLBCL patients identified, we found 2432 to initiate treatment. About half of these patients
proceeded to second and 20% to third line treatment.

e Rituximab containing chemotherapies were the most common treatment options across all treatment lines.

e The most common clinical complications affected up to 47% of patients and included neutropenia, pneumonia,
anemia, thrombocytopenia and sepsis.

e Our findings indicate a high burden of disease and treatment, underscoring the need for novel effective and also
well-tolerated treatments.
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