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2 Data from the U.S., between 2016 and 2020, all races, both sexes. ?Data from the U.S., between 2016 and 2020, all races. °IPI risk categories. ¢ Data from 2,124 patients with DLBCL enrolled in 7 multicenter randomized clinical trials and
treated with R-CHOP between 1998 and 2009. ¢ Based on Kaplan-Meier estimates.

DLBCL, diffuse large B-cell ymphoma; IPI, International Prognostic Index; NHL, non-Hodgkin lymphoma; R-CHOP, rituximab, cyclophosphamide, doxorubicin, vincristine, and prednisone.
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The causes of DLBCL
are mostly unknown'2

DLBCL is not an inherited
disease, but ~9% of patients
have a first-degree relative?
with lymphoma or CLL®

Factors known to increase
risk of DLBCL:3?

 Age

e Immunosuppression
» Caucasian ethnicity
 Male

The diagnosis
of DLBCL relies

on biopsy®

&

Excisional or incisional biopsy is
the preferred type of biopsy®

Alternative procedures:®

Needle biopsy (eg, fine needle
aspiration biopsy or core needle biopsy)

2 Parent or sibling. ® As per Ann Arbor staging system.
CLL, chronic lymphocytic leukemia; EBV, Epstein—Barr virus; ECOG PS, Eastern Cooperative Oncology Group performance status; LDH, lactate dehydrogenase; ULN, upper limit of normal; UV, ultraviolet.

1. Habermann TM. Accessed Oct 2023. https://www.cancertherapyadvisor.com/home/decision-support-in-medicine/hematology/diffuse-large-b-cell-lymphoma/. 2. Lymphoma Action. Accessed Oct 2023. https://lymphoma-
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html/dlbcl.ntml. 6. Friedberg JW, Fisher Rl. Hematol Oncol Clin North Am. 2008;22:941-952. 7. Martelli M, et al. Crit Rev Oncol Hematol. 2013;87:146-171. 8. Kumar V, et al. Recent advances in diffuse large B cell ymphoma. In:
Hematology - Latest Research and Clinical Advances: IntechOpen; Published online 2018. 9. American Cancer Society. Accessed Oct 2023. https://www.cancer.org/cancer/types/non-hodgkin-lymphoma/detection-diagnosis- I cy e
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DLBCL often presents as
a rapidly enlarging mass

(typically alymph node)
Factors suspected to

increase risk of DLBCL:® Patients may exhibit B symptoms:”&®

. .. . Fever
e UVradiation  <Diet >38°C lasting “
e Pesticides « EBV >3 consecltive
days

Clinical Characteristics

Weight loss

C Night

of >10% during the sweats

6 months prior
to diagnosis

IP] criteria are used for risk evaluationin

patients with DLBCL™

Ann Arbor stage llI-IV
Age >60 years
ECOG PS =2

LDH >ULN

Patients are stratified into low (score 0-1), low-intermediate (2),
high-intermediate (3), and high (4-5) prognostic risk groups™

Tests for DLBCL include:®

A
g‘ Blood tests

-:_;_) Imaging

Heart and
lung function

¢
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Beell =150 mutated genes
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a B-cell-specific antigen expressed across B-cell

oment and B-cell-derived malignancies'? | as genetic drivers of
DLBCLS
Development and Subtypes
DLBCL can also result from | DLBCL has a diffuse growth
transformation of indolent Most DLBCLs occur inlymph nodes, but some pattern and cell nuclei more than
lymphomas®°- initially present in extranodal sites®™ twice the size of normal
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DLBCL subtypes can be distinguished by
genetic features”' "
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2 Percentage of patients with the indicated histologies who develop transformation to DLBCL. * From a site-specific survival analysis of 93,638 patients with DLBCL aged =18 years in the SEER database, between 2000

and 2015.

ABC, activated B-cell-like; BCR, B-cell receptor; CD19, cluster of differentiation 19; COQ, cell of origin; FL, follicular lymphoma; GC, germinal center; GCB, germinal center B-cell-like; GEP, gene expression profile; MZL, marginal

zone lymphoma; SEER, Surveillance, Epidemiology, and End Results; SLL, small lymphocytic lymphoma.
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