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T-cell therapeutic approaches have come of age over the last 5 years and dramatically changed the
treatment paradigm for relapsed/refractory (R/R) indolent and aggressive B-cell lymphomas. This
consists of bispecific T-cell engaging antibodies (BiAbs) and autologous, ex vivo, expanded T cells with
a chimeric antigen receptor (CAR T). Both of these therapies result in target cell lysis independent of
T-cell receptor specificity and major histocompatibility complex presentation of a tumor antigen.1 BiAbs
combine the antigen binding regions from 2 different single chain antigen binding domains to form an
antibody construct binding, with one arm to a surface antigen on B cells, for example CD20, and the
second arm to an activating component of the T-cell receptor, CD3, causing cytotoxic T-cell activation
and lysis.

Tisagenlecleucel (tisa-cel), axicabtagene ciloleucel (axi-cel), and lisocabtagene maraleucel (liso-cel) are
the 3 CAR-T therapies currently approved in the United States and Europe to treat adult patients with
R/R large B-cell lymphoma (LBCL).2-4 In addition, axi-cel and tisa-cel are approved for R/R follicular
lymphoma (FL). Brexucabtagene autoleucel (brexu-cel), with an identical CAR design to axi-cel but
generated using CD4 and CD8 selected T cells, is approved for R/R mantle cell lymphoma and R/R B-
cell precursor acute lymphoblastic leukemia (BCP-ALL) in adults. All 4 CAR-T products are directed
against the same epitope on CD19, the B-cell lineage marker, and are second generation constructs
with an intracellular costimulatory region. They differ in their costimulatory domain, CD28 for axi-cel and
brexu-cel, responsible for early, rapid expansion with limited long-term persistence and 4-1BB for tisa-
cel and liso-cel responsible for greater long-term CAR-T persistence. The degree to which the CAR-T
construct affects clinical efficacy and toxicity outcomes remains unclear.5

Besides blinatumomab, a CD19-directed T-cell engager approved for minimal residual disease positive
and R/R BCP-ALL, mosunetuzumab and teclistamab are the only bispecific antibody constructs
approved for patients with R/R FL and R/R multiple myeloma, respectively. Subcutaneous epcoritamab
based on the EPCORE NHL-1 trial6 and glofitamab from the NP30179 study7 in R/R LBCL are
expected to be approved shortly with odronextamab currently progressing through phase 2 studies.8

Results from the pivotal phase 2 trials for the CAR-T products in LBCL along with real-world registry
studies from the United States and European groups are detailed in Table 1.2,3,9-14 ZUMA-1 has the
longest follow-up over 5 years confirming durability of response with axi-cel achieving a median overall
survival (OS) of 25.8 months with 5-year OS rate of 43%, whereas tisa-cel in the JULIET study had a
median OS of 11.1 months.3,15 However, cross-trial comparisons can be misleading because of dif-
ferences in study designs between ZUMA-1 and JULIET trials.5

Both the European and US real-world evidence consistently demonstrated in nonrandomized retro-
spective comparisons that axi-cel is associated with higher efficacy defined by objective response rate
(ORR) and complete response rate (CRR), corresponding to greater progression free survival and OS
in comparison with tisa-cel. The improved efficacy with axi-cel is counterbalanced with higher rates of
cytokine release syndrome (CRS), any grade immune effector cell–associated neurotoxicity syndrome
(ICANS), high grade ICANS (≥ grade 3) and higher 1-and 2-year nonrelapse mortality.10,11,14
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Registry studies have consistently demonstrated a higher median
age for patients treated with tisa-cel, suggesting that clinicians may
choose tisa-cel because of perceptions regarding toxicity.10,11,14

Interestingly, the ZUMA-7 trial had a preplanned subgroup anal-
ysis which compared axi-cel to standard of care in patients aged
>65 years that identified that axi-cel achieved CRR and event free
survival outcomes similar if not greater than that in younger
patients, with similar toxicity levels in the overall population.16 Given
the high efficacy and a favorable safety profile identified in the
TRANSFORM trial, including median OS rate not reached with a
median follow-up of 17.5 months and low CRS and ICANS rates in
line with tisa-cel outcomes, liso-cel may be a preferred choice for
some patients.17 Currently, the main limitations with liso-cel include
an absence of real-world evidence to confirm efficacy and safety
and a more complicated manufacturing process with separate
CD4 and CD8 products, which can increase the chances of out-of-
specification products.

Each BiAb product developed for the LBCL setting comes with its
own advantages and disadvantages with respect to administration,
such as mosunetuzumab and glofitamab have fixed schedule reg-
imens, whereas epcoritamab and odronextamab are continued until
disease progression or toxicity is detected. Regular 3-week
administrations until disease progression is difficult for maintain-
ing the patients’ quality of life in comparison with the one-and-done
approach with CAR T. Mosunetuzumab and epcoritamab have
subcutaneous formulations, which may be convenient to administer
in the outpatient setting.18

The efficacy of the BiAbs in R/R LBCL are promising, with sub-
cutaneous epcoritamab and IV glofitamab and odronextamab
demonstrating response rates nearing those of tisa-cel in
JULIET.3,6-8 This is highlighted in Table 1 using the headline figures
from the phase 2 bispecific trials in LBCL, albeit it includes some
patients treated after CAR-T relapse. Longer-term data is neces-
sary to confirm durability of response with real-world evidence
needed to verify whether it proves to be a viable alternative to
CAR T.

A recent phase 2 trial of fixed duration IV mosunetuzumab in R/R
FL for 8 to 17 cycles based on the response demonstrated an
ORR of 80% and CRR of 60%, which is comparable with an ORR
of 94% and CRR of 70% with axi-cel in ZUMA-5 and an ORR of
87% and CRR of 73% with tisa-cel in the ELARA trial.19-21

Notably, the median age of participants for all these studies at
~60 years is much younger than the real world R/R FL population.
Given the follow-up is <18 months for these studies, it is not yet
possible to draw conclusions comparing the durability of efficacy.

The BiAbs are potentially an alternative to CAR T in R/R disease,
particularly in older patients, because they have relatively low rates
of high grade (≥grade 3) CRS and ICANS, and off-the-shelf
availability has convenience for use in community oncology
setting. However, initial community use may remain impractical,
given the incidence of grade 2 CRS events, which may necessitate
hospitalization in 15% for epcoritamab, 17% for mosunetuzumab in
FL, 12% for glofitamab, and 19% for odronextamab in LBCL
cases.6,7,19,22 Reassuringly, most BiAb-associated CRS events
occurred in cycle 1 during step-up dosing soon after infusion, from
within a few hours to the next day, with a short duration lasting from
1 to 3 days, rarely requiring intensive care unit admissions with
usually no requirement for vasopressor support or high flow
10 OCTOBER 2023 • VOLUME 7, NUMBER 19



oxygen.7,19,22,23 One potential solution would be to treat patients in
cell therapy centers for the first 1 or 2 cycles, followed by a tran-
sition to the community oncology to continue therapy.

A challenge is determining the order in which to treat R/R LBCL:
CAR T, BiAbs, or autologous stem cell transplantation. ZUMA-7
and TRANSFORM, using axi-cel and liso-cel, respectively, found
that CAR-T therapy is superior to autologous stem cell trans-
plantation at the first relapse of LBCL in response rates and long-
term survival.24,25 The BELINDA trial found tisa-cel to be equivalent
to autologous stem cell transplantation in this setting, but there
were concerns about the methodology of all 3 trials that make
comparison difficult.26,27 There are limited data on the sequencing
of BiAbs after CAR T for relapsed disease and vice-versa. In the
BiAb trials, 11% of patients with R/R LBCL were treated with
epcoritamab, 40% with odronextamab, 12% with mosunetuzumab,
and 33% with glofitamab after CAR-T relapse. Reassuringly, these
patients showed similar responses to patients with no prior CAR-T
exposure.6,7,22,28 The reverse may be true with BiAbs used as a line
of therapy before CAR T, given that they target different tumor
associated antigen, CD20 for BiAbs and CD19 for CAR-T cells.
This approach has recently been described by the French LYSA
group, and more evidence is expected in the future as BiAbs will be
used as earlier lines of therapy.29

The case for BiAbs as an alternative to CAR-T therapy in R/R
lymphoma is compelling, given less frequent toxicity and the
capacity to manufacture to scale an off-the-shelf product, thus,
providing rapid access. However, the survival data with BiAbs
remain immature in comparison with those of CAR-T therapy,
which has a wealth of evidence proving durability in the ~40% of
patients expected to have a long-term cure.

Perhaps the question of greatest interest is how to determine the
order in which to sequence these therapies. The durability of CAR
T in comparison to immature survival data with BiAbs currently
favors a CAR T first followed by BiAbs for progressive disease.
Given the modest efficacy of standard frontline chemo-
immunotherapy for LBCL and FL, the sequencing question is best
answered by using prognostic tools and identifying patients at high
risk of relapse and then offering them CAR T or BiAbs at an earlier
line of therapy. An example of this approach was applied in the
ZUMA-12 trial in which axi-cel was used at interim therapy
response in the first line setting resulting in excellent outcomes.30

Similarly, there is a great deal of interest with multiple studies
combining BiAbs with conventional chemoimmunotherapy or novel
therapies, such as polatuzumab, immunomodulators or Bruton’s
tyrosine kinase inhibitors, for earlier lines of therapy for patients
who are treatment naive and in the R/R setting to improve
response rates and survival. We are yet to identify the best com-
bination approach incorporating either BiAbs or CAR T in frontline
therapy for the minority of patients who are at high risk of early
relapse of aggressive and indolent lymphoma. However, the
promise of this future appears exciting.

Acknowledgments: This work was supported by a Deutsche
Forschungsgemeinschaft (DFG, German Research Foundation)
research grant provided within the Sonderforschungsbereich
SFB-TRR 388/1 2021 – 452881907, and DFG research grant
451580403 (M.S.). The work was further supported by the Bavarian
Elite Graduate Training Network, the Wilhelm–Sander Stiftung
(project 2018.087.1), the Else–Kröner–Fresenius Stiftung, the
10 OCTOBER 2023 • VOLUME 7, NUMBER 19
Bavarian Center for Cancer Research (BZKF), and research funding
from Miltenyi Biotec BV & Co KG (M.S.). In addition, this work was
financially supported by ASCOConquer Cancer and the Schweitzer
Family Foundation. The trial was in part supported by the National
Institutes of Health through MD Anderson’s Cancer Center support
grant CA016672.

Contributions: M.S., J.W., and A.G. wrote the manuscript.
Concept and content were based on a pros-and-cons session by
M.S. and J.W. at a meeting about lymphoma in September 2022.

Conflict-of-interest disclosure: M.S. receives industry research
support from Amgen, Bristol Myers Squibb/Celgene, Gilead,
Janssen, Miltenyi Biotec, MorphoSys, Novartis, Roche, Seattle
Genetics, and Takeda; serves as a consultant/adviser to AvenCell,
CDR-Life, Ichnos Sciences, Incyte Biosciences, Janssen, Molecu-
lar Partners, and Takeda; and serves on the speakers’ bureau at
Amgen, AstraZeneca, Bristol Myers Squibb/Celgene, Gilead,
GlaxoSmithKline, Janssen, Novartis, Pfizer, Roche, and Takeda.
J.W. receives industry research support from Kite/Gilead, Bristol
Myers Squibb, Novartis, Genentech/Roche, AstraZeneca, Janssen,
ADC Therapeutics, MorphoSys/Incyte, and Kymera, and serves as
a consultant/adviser to Kite/Gilead, Bristol Myers Squibb, Novartis,
Genentech/Roche, AstraZeneca, Janssen, ADC Therapeutics,
MorphoSys/Incyte, AbbVie, Seagen, MonteRosa, Umoja, and
Iksuda. A.G. serves as an adviser to Kite Pharma.

ORCID profiles: A.G., 0000-0003-2335-7769; J.W., 0000-0002-
1824-2337; M.S., 0000-0003-3905-0251.

Correspondence: Marion Subklewe, Gene Center and Depart-
ment of Biochemistry, Department of Medicine II, University
Hospital, Ludwig-Maximilians-Universität München, 81377 Munich,
Germany; email: marion.subklewe@med.uni-muenchen.de.

References

1. Subklewe M. BiTEs better than CAR T cells. Blood Adv. 2021;5(2):
607-612.

2. Locke FL, Ghobadi A, Jacobson CA, et al. Long-term safety and
activity of axicabtagene ciloleucel in refractory large B-cell lymphoma
(ZUMA-1): a single-arm, multicentre, phase 1–2 trial. Lancet Oncol.
2019;20(1):31-42.

3. Schuster SJ, Tam CS, Borchmann P, et al. Long-term clinical
outcomes of tisagenlecleucel in patients with relapsed or refractory
aggressive B-cell lymphomas (JULIET): a multicentre, open-label,
single-arm, phase 2 study. Lancet Oncol. 2021;22(10):1403-1415.

4. Abramson JS, Palomba ML, Gordon LI, et al. Lisocabtagene
maraleucel for patients with relapsed or refractory large B-cell
lymphomas (TRANSCEND NHL 001): a multicentre seamless design
study. Lancet. 2020;396(10254):839-852.

5. Westin JR, Kersten MJ, Salles G, et al. Efficacy and safety of
CD19-directed CAR-T cell therapies in patients with relapsed/
refractory aggressive B-cell lymphomas: observations from the JULIET,
ZUMA-1, and TRANSCEND trials. Am J Hematol. 2021;96(10):
1295-1312.

6. Thieblemont C, Phillips T, Ghesquieres H, et al. ABCL-422
subcutaneous epcoritamab in patients with relapsed or refractory
large B-cell lymphoma (EPCORE NHL-1): pivotal results from a
phase 2 study. Clinical Lymphoma Myeloma Leukemia. 2022;22:
S379.
COMMENTARY 5715

https://orcid.org/0000-0003-2335-7769
https://orcid.org/0000-0002-1824-2337
https://orcid.org/0000-0002-1824-2337
https://orcid.org/0000-0003-3905-0251
mailto:marion.subklewe@med.uni-muenchen.de
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref1
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref1
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref2
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref2
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref2
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref2
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref3
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref3
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref3
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref3
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref4
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref4
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref4
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref4
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref5
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref5
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref5
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref5
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref5
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref6
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref6
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref6
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref6
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref6


7. Dickinson MJ, Carlo-Stella C, Morschhauser F, et al. Glofitamab for
relapsed or refractory diffuse large B-cell lymphoma. N Engl J Med.
2022;387(24):2220-2231.

8. Kim WS, Kim TM, Cho SG, et al. Odronextamab in patients with
relapsed/refractory (R/R) diffuse large B-cell lymphoma (DLBCL):
results from a prespecified analysis of the pivotal phase II study ELM-2.
Blood. 2022;140(suppl 1):1070-1071.

9. Abramson JS, Palomba ML, Gordon LI, et al. Two-year follow-up of
transcend NHL 001, a multicenter phase 1 study of lisocabtagene
maraleucel (liso-cel) in relapsed or refractory (R/R) large B-cell
lymphomas (LBCL). Blood. 2021;138(suppl 1):2840-2840.

10. Kuhnl A, Roddie C, Kirkwood AA, et al. A national service for delivering
CD19 CAR-Tin large B-cell lymphoma - the UK real-world experience.
Br J Haematol. 2022;198(3):492-502.

11. Bethge WA, Martus P, Schmitt M, et al. GLA/DRST real-world
outcome analysis of CAR T-cell therapies for large B-cell lymphoma in
Germany. Blood. 2022;140(4):349-358.

12. Kwon M, Iacoboni G, Reguera JL, et al. Axicabtagene ciloleucel
compared to tisagenlecleucel for the treatment of aggressive B-cell
lymphoma. Haematologica. 2023;108(1):110-121.

13. Bachy E, Le Gouill S, Di Blasi R, et al. A real-world comparison of
tisagenlecleucel and axicabtagene ciloleucel CAR T cells in relapsed
or refractory diffuse large B cell lymphoma. Nat Med. 2022;28(10):
2145-2154.

14. Riedell PA, Hwang WT, Nastoupil LJ, et al. Patterns of use, outcomes,
and resource utilization among recipients of commercial axicabtagene
ciloleucel and tisagenlecleucel for relapsed/refractory aggressive B
cell lymphomas. Transplant Cell Ther. 2022;28(10):669-676.

15. Jacobson CA, Locke F, Ghobadi A, et al. Long-term (5 year) overall
survival in zuma-1, the pivotal study of axicabtagene ciloleucel (axi-cel)
in patients with refractory large b-cell lymphoma (LBCL). Bone Marrow
Transplant. 2022;57(suppl 1):131-132.

16. Westin J, Locke FL, Dickinson M, et al. Clinical and patient (pt)-
reported outcomes (PROs) in a phase 3, randomized, open-label study
evaluating axicabtagene ciloleucel (axi-cel) versus standard-of-care
(SOC) therapy in elderly pts with relapsed/refractory (R/R) large B-cell
lymphoma (LBCL; ZUMA-7). J Clin Oncol. 2022;40(suppl 16):
7548-7548.

17. Abramson JS, Solomon SR, Arnason JE, et al. Lisocabtagene
maraleucel (liso-cel) versus standard of care (SOC) with salvage
chemotherapy followed by autologous stem cell transplantation
(ASCT) as second-line (2L) treatment in patients with relapsed or
refractory large B-cell lymphoma (LBCL): primary analysis of the
randomized, phase 3 transform study. Blood. 2022;140(suppl 1):
1581-1583.

18. Gonzalez Barca E. Role of bispecific antibodies in relapsed/refractory
diffuse large B-cell lymphoma in the CART era. Front Immunol. 2022;
13:909008.
5716 COMMENTARY
19. Budde LE, Sehn LH, Matasar M, et al. Safety and efficacy of
mosunetuzumab, a bispecific antibody, in patients with relapsed or
refractory follicular lymphoma: a single-arm, multicentre, phase 2
study. Lancet Oncol. 2022;23(8):1055-1065.

20. Jacobson CA, Chavez JC, Sehgal AR, et al. Axicabtagene ciloleucel in
relapsed or refractory indolent non-Hodgkin lymphoma (ZUMA-5): a
single-arm, multicentre, phase 2 trial. Lancet Oncol. 2022;23(1):
91-103.

21. Fowler NH, Dickinson M, Dreyling M, et al. Tisagenlecleucel in adult
relapsed or refractory follicular lymphoma: the phase 2 ELARA trial.
Nat Med. 2022;28(2):325-332.

22. Bannerji R, Arnason JE, Advani RH, et al. Odronextamab, a human
CD20×CD3 bispecific antibody in patients with CD20-positive B-cell
malignancies (ELM-1): results from the relapsed or refractory non-
Hodgkin lymphoma cohort in a single-arm, multicentre, phase 1 trial.
Lancet Haematol. 2022;9(5):e327-e339.

23. Hutchings M, Mous R, Clausen MR, et al. Dose escalation of
subcutaneous epcoritamab in patients with relapsed or refractory
B-cell non-Hodgkin lymphoma: an open-label, phase 1/2 study.
Lancet. 2021;398(10306):1157-1169.

24. Kamdar M, Solomon SR, Arnason J, et al. Lisocabtagene
maraleucel versus standard of care with salvage chemotherapy
followed by autologous stem cell transplantation as second-line
treatment in patients with relapsed or refractory large B-cell
lymphoma (TRANSFORM): results from an interim analysis of an
open-label, randomised, phase 3 trial. Lancet. 2022;399(10343):
2294-2308.

25. Locke FL, Miklos DB, Jacobson CA, et al. Axicabtagene ciloleucel as
second-line therapy for large B-cell lymphoma. N Engl J Med. 2022;
386(7):640-654.

26. Bishop MR, Dickinson M, Purtill D, et al. Second-line tisagenlecleucel
or standard care in aggressive B-cell lymphoma. N Engl J Med. 2022;
386(7):629-639.

27. Westin J, Sehn LH. CAR T cells as a second-line therapy for
large B-cell lymphoma: a paradigm shift? Blood. 2022;139(18):
2737-2746.

28. Budde LE, Assouline S, Sehn LH, et al. Single-agent mosunetuzumab
shows durable complete responses in patients with relapsed or
refractory B-cell lymphomas: phase I dose-escalation study. J Clin
Oncol. 2022;40(5):481-491.

29. Crochet G, Audrey C, Bachy E, et al. CAR T-cell therapy remain
effective in patients with relapse/refractory B-cell non-Hodgkin
lymphoma after bispecific antibodies exposure: results of a lysa study
based on the descar-T registry. Blood. 2022;140(suppl 1):
4639-4641.

30. Neelapu SS, Dickinson M, Munoz J, et al. Axicabtagene ciloleucel as
first-line therapy in high-risk large B-cell lymphoma: the phase 2
ZUMA-12 trial. Nat Med. 2022;28(4):735-742.
10 OCTOBER 2023 • VOLUME 7, NUMBER 19

http://refhub.elsevier.com/S2473-9529(23)00185-4/sref7
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref7
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref7
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref8
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref8
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref8
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref8
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref9
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref9
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref9
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref9
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref10
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref10
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref10
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref11
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref11
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref11
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref12
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref12
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref12
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref13
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref13
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref13
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref13
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref14
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref14
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref14
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref14
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref15
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref15
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref15
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref15
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref16
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref16
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref16
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref16
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref16
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref16
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref17
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref17
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref17
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref17
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref17
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref17
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref17
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref18
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref18
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref18
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref19
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref19
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref19
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref19
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref20
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref20
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref20
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref20
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref21
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref21
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref21
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref22
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref22
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref22
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref22
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref22
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref23
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref23
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref23
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref23
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref24
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref24
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref24
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref24
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref24
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref24
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref24
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref25
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref25
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref25
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref26
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref26
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref26
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref27
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref27
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref27
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref28
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref28
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref28
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref28
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref29
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref29
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref29
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref29
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref29
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref30
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref30
http://refhub.elsevier.com/S2473-9529(23)00185-4/sref30

	The race is on: bispecifics vs CAR T cells in B-cell lymphoma
	References


