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ABSTRACT

Background Non-Hodgkin lymphoma (NHL) is the most common hematologic malignancy. Diffuse large B-cell
lymphoma (pLBcL) and follicular lymphoma (L) constitute 55% of new NHL cases and are initially treated with
rituximab-based chemoimmunotherapy. Relative to intravenous (IV) rituximab, a subcutaneous (sc) formulation
approved in 2016 has comparable pharmacokinetics, efficacy, and safety, and a greatlyreduced administration time;
it is also preferred by patients. The objective of the present study was to estimate the effect (on systemic therapy
suite time and on the costs of drug acquisition and administration) of implementing sc rituximab in the initial
chemoimmunotherapy for FL and pLBcL over 3 years in the Canadian market.

Methods An Excel (Microsoft Corporation, Redmond, WA, U.S.A.)-based model was created with a population size
based on epidemiologic data and current rituximab use, duration of use considering initial therapy, time savings for
sc rituximab administration from published studies, costs from standard Canadian sources, and assumed uptake
in implementing provinces of 65%, 75%, and 80% over 3 years. Key parameters and sensitivity analysis values were
validated by clinical experts located in various Canadian jurisdictions. Costs are reported in 2017 Canadian dollars
from the perspective of the health care system.

Results More than 3 years after implementation of sc rituximab, we estimated that 5762 Canadians would be
receiving sc rituximab, resulting in savings of 128,715 hours in systemic therapy suite time and approximately $40
million in drug and administration costs. Sensitivity analyses suggest that the model is most sensitive to sc market
uptake, number of induction therapy cycles, and eligible patients.

Conclusions Subcutaneous administration of rituximab can significantly reduce systemic therapy suite time and
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achieve substantial savings in drug and administration costs.
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INTRODUCTION

Non-Hodgkinlymphoma (NHL) is the most common hema-
tologic malignancyin Canadian adults!, with an estimated
8300 new cases diagnosed and 2700 attributable deaths
in 20172. The CD20-positive B-cell lymphomas constitute
85%-90% of NHL, with diffuse large B-cell lymphoma
(pLBcr) and follicular lymphoma (FL) making up more than
half of new NHL cases!.

In Canada, standard frontline treatment for DLBCL
and rL involves rituximab-based chemoimmunotherapy,

traditionally with an intravenous (IV) infusion of
rituximab (375 mg/m?)%4. In Canada, the standard
treatment for bLBCLis rituximab—cHop (cyclophosphamide—
doxorubicin-vincristine—prednisone) for 6 cycles, without
rituximab maintenance. For FL, patients receive 6 cycles of
rituximab-bendamustine [or 6-8 cycles of rituximab-cve
(cyclophosphamide-vincristine—prednisone)], followed by
8 cycles of rituximab maintenance therapy given every 3
months, exceptin Quebec, where rituximab maintenance
is not used after rituximab-bendamustine. Studies have
demonstrated that patients receiving IV rituximab in
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addition to chemotherapy not only experience improved
progression-free survival, but also superior overall surviv-
al>~7. The preparation and administration of IV rituximab
is resource-intensive, requiring 2-6 hours to calculate
the appropriate dose based on body surface area (Bsa),
to prepare fluids, and to titrate and administer the infu-
sion*8-10—all of which occurin addition to the preparation
and administration time associated with chemotherapy
treatment, which is administered sequentially.

Recently, asubcutaneous (sc) formulation of rituximab
was approved by Health Canada for use in pr.BcL and FLl.
The sc formulation has the same active ingredient as IV
rituximab, but it has been concentrated to one twelfth of
the IV format, with the enzyme recombinant human hy-
aluronidase acting as a permeation enhancer, increasing
dispersion and absorption to supportadministration of the
rituximab in high volume*#12,

After one initial IV administration of rituximab is
tolerated, sc rituximab administered as a fixed dose pro-
vides an alternative to the IV formulation in pLBcL and FL,
as currently used in rituximab-containing regimens. The
sc administration of rituximab takes significantly less
time than IV administration®!3; however, to monitor for
side effects, administration must still occur in a systemic
therapy suite'!. Nevertheless, sc rituximab simplifies ad-
ministration and reduces the treatment burden both for
patients and for already constrained health care resources,
including systemic therapy suite time.

Phase 1111 studies comparing sc with IV rituximab
for FL and pLBCL have demonstrated similar pharmacoki-
netics, similarityinrates of overall response and complete
response (CR) or unconfirmed cr, and similar safety profiles
(with the exception of an increase in mild, but expected,
local injection site reactions for sc rituximab) %1314,

Large proportions of nurses (94.6%) and patients
(92.9%) prefer scadministration of rituximab, with reasons
for that preference beingreduced clinic time, increased com-
fort during administration, and less emotional distress!®.

Adecision to administer scrituximab therefore has the
potential to reduce the overall burden on systemic thera-
py suites, making that valuable and constrained health
care system resource available for the treatment of other
patients while maintaining the safety and effectiveness of
rituximab treatment and improving patient satisfaction?®.
Making this change in administration format, with its
reduced use of systemic therapy suites, is also expected to
lower the cost to the health care system.

To date, several provinces in Canada have begun us-
ing the sc formulation; others are considering its use. In
Quebec, the scformulationisnotbeingimplemented at this
time', and IV administration of rituximab for all patients
is assumed for Quebec in the present analysis.

Given the potential resource savings associated with
the implementation of sc rituximab, we aimed to

estimate, on a population level, savings in the form of
systemic therapy suite time that would be freed with
the implementation of sc rituximab in the Canadian
market; and

estimate the aggregate cost impact of implementing
sc rituximab in the Canadian market, including the

acquisition cost for rituximab and administration
costs associated with each therapy.

The findings from this study will support clinicians
and health care administrators as they consider whether
to implement sc rituximab into their clinical processes.

METHODS

Using a health care system perspective, the impact on
systemic therapy suite time, rituximab acquisition, and
administration costs of providing sc rituximab were es-
timated. An Excel (Microsoft Corporation, Redmond, WA,
U.S.A.)-based model was used to estimate annual systemic
therapy suite time saved and the annual net cost impact
ofdrugacquisition and administration, including hospital
and physician services. Year 1 of the 3-year analysis was
assumed to begin January 2018. Key input parameters of the
model were based on literature and chart review data and
were validated by the clinical authors of this paper (DAS,
RF, JSB) and by therapeutic-area experts (TAgs) located in
three distinct jurisdictions of Canada (Ontario, Alberta,
and Quebec).

The chart review included 762 charts collected from
several provinces across Canada, including Ontario, Que-
bec, British Columbia, and several of the Atlantic provinces.
National estimates were determined by weighting the
data collected from the various provinces to reflect their
expected proportional contribution according to Canadian
Cancer Statistics 2017'. The expert clinicians, working pri-
marilyin oncology settings, validated the appropriateness
ofthe chartreviewand best-available-literature estimates
to reflect Canadian practice. Sensitivity analyses (sas) for
key parameters were conducted to reflect variations in
province-specific estimates. Costs are reported in 2017
Canadian dollars.

Key Parameters

Population and Market Assumptions

The target population (incident patients with bLBCL or FL),
corresponding to the clinical indication for rituximab in
Canadal!, was estimated using an epidemiologic approach,
assuming that the sc formulation would be adopted where
IV rituximab is currently used. A Canadian-specific NHL
incidence rate from the Canadian Cancer Society! of 20.8
cases per 100,000 individuals was applied to expected pop-
ulation estimates for 2015-2017 from Statistics Canada'®
and projected to 2018-2020, using an annual growth rate
of 1%. Expected NHL incidence was further stratified by
the proportions of pLBcL (33%) and FL patients (22%), as
reported by the Canadian Cancer Society'.

Itwas estimated that, because of being elderly and frail,
being diagnosed at alater stage, or feeling that they cannot
tolerate treatment, 10% ofindividuals diagnosed with pLBCL
and 15% of those diagnosed with rL might not proceed to
discuss treatment options with their hematologist or med-
ical oncologist. For patients presenting to the hematologist
or medical oncologist to discuss treatment, the base-case
analysis assumes that 96% of those with pLBcL and 90% of
those with L will receive rituximab. For bLBcCL, rituximab
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is the primary frontline treatment choice, and for rr, 90%
of patients overall receive rituximab, some as immedi-
ate treatment, and some after an initial watch-and-wait
strategy—thatis, they are assumed to have been diagnosed
in a prior year and are now receiving rituximab in the
current year (estimated by chart review of treatment in
patients with rr). Table1summarizes the eligible Canadian-
wide population of bLBCL and FL patients receiving ritux-
imab for years 2018-2020. The sa values varied by +20%
from the base-case estimates (Table 11).

Scenarios

The impact on systemic therapy suite time was estimated
by comparing two scenarios. The first represented a world
without availability of sc rituximab, in which only IV
rituximab was available for use in Canada. In an alterna-
tive scenario, sc rituximab was available for use and was

TABLE 1 Population eligible for rituximab treatment?
Parameter Study year
1 2 3
Incident patients” in Canada 4242 4284 4327
Patients seeking treatment® 3733 3770 3808
Eligible cases treated with rituximab 3359 3393 3427

2 Includes patients with diffuse large B-cell lymphoma (DLBCL) and
follicular lymphoma (FL).

b Calculated as the Canadian-based non-Hodgkin lymphoma (NHL)
incidence rate multiplied by the total Canadian population estimates
for2018-2020, considering that DLBCL and FL respectively account
for 33% and 22% of all patients with NHL.

¢ Further stratifies incident patients with DLBCL and FL by the proportions
assumed to undertake treatment (90% for DLBCL and 85% for FL).

assumed to be used in varying market-share proportions
of the initial induction IV rituximab use each year.

Market Uptake

The base-case analysis assumed sc formulation uptake of
65%, 75%, and 80% of the IVrituximab marketin years 1, 2,
and 3 respectively for provinces implementing sc rituximab.
Because of Quebec nonparticipation, the Canada-wide
estimates were adjusted to 50%, 58%, and 62% in years 1, 2,
and 3 respectively. Table 111 summarizes the distribution of
patients by scenario and market share. The lower sa value
was 50% for all 3 years, and the upper sa values were 90%,
95%, and 100% for years 1, 2, and 3 respectively.

Therapy Considerations

Patients receiving IV rituximab as single-agent induction
were not included, because sc rituximab is not approved
for monotherapy induction. Furthermore, DLBCL patients
received scrituximab during induction only; FL patients re-
ceived scrituximab during the induction and maintenance
phases. Based on chart review data, 85% of FL patients
who receive induction therapy are assumed to respond
well and are eligible for maintenance therapy. For many
provinces, sc rituximab would be considered a switch in
administration route from the IV formulation and would
therefore be used in all pLBcL and FL indications in which
IV rituximab is currently used, including in combination
with multiple chemotherapy agents or bendamustine,
given that bendamustine-rituximab induction followed by
rituximab maintenance is commonly used. The sa values
varied by +20% from the base-case estimates.

Based on chart review and validation by TaEs, the
base-case analysisassumed an average of 5.6 three-weekly
cycles of induction therapy and 7.1 cycles of mainte-
nance therapy given every 3 months (weighted average of

TABLE Il Key model parameters and alternative values for the sensitivity analyses
Parameter Base case Sensitivity analyses
Year 1 Year 2 Year 3 Lower Upper
Year 1 Year 2 Year 3 Year 1 Year 2 Year 3
Eligible patients (nf 3359 3393 3427 2687 2714 2742 4031 4072 4112
Market capture for SC rituximab (%) 50 58 62 50 50 50 90 95 100
Patients with drug wastage (%) 10 0 20
Costs (CA$, 2017)
IV 100 mg format 471 453 489
IV 500 mg format 2353 2266 2447
Systemic therapy suite hour 199 159 239
Savings per administration
Systemic therapy suite time (minutes) 199 159 238
Cycles (n)
Induction therapy 6
Maintenance therapy 7
Patients with FL receiving maintenance (%) 75 60 90

2 Includes patients with diffuse large B-cell lymphoma (DLBCL) and follicular lymphoma (FL).
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TABLE 1l Patients receiving intravenous (IV) or subcutaneous (SC)
rituximab with and without implementation of the SC formulation?

Drug Patients receiving the formulation
formulation in study year ...
availability

1 2 3
Only IV
v 3359 3393 3427
Both SC and IV
Y 1675 1430 1312
SC 1684 1963 2115

2 When rituximab SC is also available for use, the market share for
the SC formulation is assumed to be 50%, 58%, and 62% of the IV
rituximab share in years 1-3.

first-line and later-line use). During the induction phase,
patients were assumed to receive the IV formulation for
their first dose before starting the sc formulation. The sa
values ranged between 4 and 8 cycles of IV therapy during
induction and maintenance.

The average Bsa of patients with pLBCL and FL was
based on the Canadian chart review and provincial data.
Average estimates were derived based on the distribution
of patients within the Bsa ranges. The midpoint of each
BsA range was used in the acquisition cost calculation for
IV rituximab. Provincial estimates, when available, were
used directly; otherwise, national average Bsas (1.868 m?
for pLBcLand 1.844 m? for FL) were used (DeltaPA Database:
IQVIA, Kirkland, QC).

Drug wastage for IV rituximab was considered and
assumed to be minimal in real-world settings, given that
several large centres across Canada work to minimize
wastage by introducing strategies such as “rituximab days,”
duringwhich patients who require rituximab are scheduled
for therapy on the same day or days, such that centres can
combine fractional drugleftovers for subsequent patients.
Another commonly used strategy is “dose banding,” in
which patients are categorized and receive standard dos-
ing rather than dosing customized to Bsa. The base case
therefore reflected use of those methods, assuming that
drug wastage would be generated by only 10% of patients;
the sa values varied by £10%.

Systemic Therapy Suite Time Considerations

A time-and-motion study conducted alongside a phase 111
randomized controlled trial in the United Kingdom ob-
served the time required for health care professionals
to prepare and administer IV and sc rituximab, and also
the time spent by the patient in the treatment room and
the infusion chair®. The total systemic therapy suite time
was estimated as the patient bed or chair time plus the
drug preparation task time and was validated by TAEs as
being aligned with their expectations. The total systemic
therapy suite time for IV rituximab was reported to be 278
minutes per therapy session, compared with 79 minutes
per scrituximab therapy session®. The net time savings in
systemic therapy suite time between sc and IV rituximab
was therefore 199 minutes per therapy session. The sa
varied the time savings by +20%.

Costs

The costs of companion chemotherapy, adverse events
management, and downstream health care were excluded
from the analysis, given that they were expected to be equal
for each scenario. The base-case list price for IV rituximab
($470.515 per 100 mg vial, $2352.590 per 500 mg vial) was
sourced from the Ontario Exceptional Access Program,
and the price for sc rituximab ($2,888.51 per 1400 mg vial)
islisted publiclyin Quebec and reflects an acquisition cost
perrituximab administration slightlylower than thatfor IV
rituximab [AQPP (Association québécoise des pharmaciens
propriétaires) Listed Price (DeltaPA Database: IQVIA, Kirk-
land, QC)]. Thelower sa value forIVrituximab reflected the
lowest public acquisition price in Canada, available from
the Régie del'assurance maladie Québec, and the upper sa
value reflected a 4% increase from the base case.

The aggregate systemic therapy suite per-hour cost of
$178 (2010 Canadian dollars), including drug preparation,
chair time, pharmacist and nurse wages, and overhead, was
obtained from an Ontario-based study examining the cost
effectiveness of systemic therapies for pancreatic cancer!.
The systemic therapy suite time cost was calculated by
multiplying the time impacts of IV and sc rituximab from
the U.K. time-and-motion study? by the per-hour systemic
therapy suite cost, and then adjusting the result to 2017
Canadian dollars ($199.05) based on the Bank of Canada
consumer price index. The sa values varied by £20% from
the base-case estimates. Physician fees for chemotherapy
administration and oncologist visits were added based on
the Ontario Health Insurance Plan Schedule of Benefits for
Physician Services'®.

Table 11 shows the key base-case parameter assump-
tions and the upper and lower sa values.

RESULTS

During the 3 years after implementation of sc rituximab,
1684, 1963, and 2115 patients were estimated to receive
thatformulationinyears 1,2, and 3 respectively (Table 1),
leading to anincremental savings in systemic therapy suite
time of 32,063 hours in year 1, 45,995 hours in year 2, and
50,656 hours in year 3, and an incremental cost savings of
approximately $10 million, $14 million, and $16 million
respectively (Table 1v). Overall, implementation translates
into 5762 patients using the sc formulation, with associated
overall savings of 128,715 hours of systemic therapy suite
time and approximately $40 million dollars in rituximab
acquisition and administration costs. Incremental time
and administration cost savings are greater for patients
with rFL than for those with pLBcL, with 56%-58% of the
time and cost savings being accrued by the FL patients.
The incremental savings for 1 full course of treatment are
$5,017 (cost) and 15.28 systemic therapy suite hours per
DLBCL patient, and $12,212 and 38.8 hours per FL patient.
The sas showed that our model is most sensitive to the
market uptake of scrituximab over 3 years, with savings in
systemic therapy suite time ranging from 114,530 to 216,778
hoursand associated drug and administration cost savings
ranging from approximately $36 million to $68 million.
The next most influential parameter was the number of
cycles of induction therapy, with systemic suite therapy
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TABLE IV Impact of subcutaneous (SC) rituximab on systemic therapy suite time and administration cost

Variable Study year
1 2 3 Overall
Systemic therapy suite time (hours)
Current scenario: rituximab 1V only 104,925 130,028 132,291 367,244
SC implementation scenario 72,861 84,033 81,634 238,529
Incremental savings (CA$, 2017)
Total 32,063 45,955 50,656 128,715
Patients with FL 16,278 27,595 30,832 74,705
Patients with DLBCL 15,785 18,400 19,824 54,009
Administration cost (CA$, 2017)
Current scenario: rituximab IV only 23,448,090 29,058,145 29,563,785 82,070,019
SC implementation scenario 17,065,918 19,902,854 19,480,616 56,449,388
Incremental savings? (CA$, 2017)
Total 6,382,172 9,155,290 10,083,169 25,620,632
Patients with FL 3,240,070 5,492,846 6,137,158 14,870,074
Patients with DLBCL 3,142,103 3,662,444 3,946,011 10,750,558
Total drug and administration cost (CA$, 2017)
Current scenario: rituximab IV only 95,000,136 114,028,505 115,892,336 324,920,977
SC implementation scenario 84,869,229 99,756,912 100,201,482 284,827,623
Incremental savings? (CA$, 2017)
Total 10,130,907 14,271,593 15,690,854 40,093,353
Patients with FL 4,942,095 8,223,499 9,174,483 22,340,077
Patients with DLBCL 5,188,811 6,048,094 6,516,371 17,753,276
@ Calculated as the difference between the current scenario and the SC implementation scenario.
IV = intravenous; FL = follicular lymphoma; DLBCL = diffuse large B-cell lymphoma.
time saved ranging from 99,345 to 171,393 hours, and the
associated costranging from approximately $31 million to .
$54 million (Figures 1 and 2). o SCmantspure Yo 1
Cycles of induction therapy
DISCUSSION O
W Lower SA
Several studies support the use of sc rituximab in pref- Systemic suite time saved N
erence to IV rituximab for NHL. In patients with rL, the T —
pharmacokinetics of fixed-dose sc rituximab (1400 mg)
130 150 19 210

compared with standard IV rituximab (375 mg/m?)
demonstrate noninferiority in the trough and area-under-
the-curve concentrations®!2. Efficacy studies have shown
treatment response to be similar for the sc and IV formula-
tions. In treatment-naive patients with rL, induction using
sc rituximab with cHop or cvp chemotherapy and subse-
quent maintenance showed similar overall response rates
[IV rituximab: 84.9%; 95% confidence interval (cD): 79.2%

FIGURE 1 Tornado diagram for total savings in systemic therapy suite
time. SC = subcutaneous; DLBCL = diffuse large B-cell lymphoma; FL =
follicular lymphoma; SA = sensitivity analysis.

Base Case

128,715 hrs

x 1,000 hours

to 89.5%; sc rituximab: 84.4%; 95% c1: 78.8% to 89.1%] and
equal cr point estimates (32.2%; 95% cr: 25.9% to 39.1%) %13
In treatment-naive patients with pLBcL, induction using sc
rituximab with cHop showed similar overall response rates
(IVrituximab: 78.0%; 95% cr: 71.1% to 83.8%; scrituximab:
82.2%; 95% c1: 77.7% to 86.1%) and cr rates that were not
significantly different (IV rituximab: 42.4%; 95% c1: 35.1%
to 49.7%; sc rituximab: 50.6%; 95% cI1: 45.3% to 55.9%;
p=0.076)1%.Inallthestudies, safety profileswere similar, with

the exception of an expected increase in administration-
related reactions for rituximab sc that were generally mild
and transient®81219,

Additionally, compared with the IV formulation, the
sc formulation was shown to provide significant time
savings®9121519 with a median administration time of
6 minutes®!? and relative reductions in active health
care provider time of 27%-58% and patient chair time of
53%-91%13.
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Rituximab SC market capture, Years 1-3

Cycles of induction therapy

Eligible cases of DLBCL+FL, Years 1-3

Cost of systemic suite per hour

Systemic suite time saved |
Cost of IV rituximab (100mg, S00mg)

Cycles of maintenance therapy

" Lower SA
Upper SA

Proportion of patients with drug wastage

Proportion of FL patients receiving maintenance

300 400 500 600 700
Base Case

$40,093,353 x $100,000

FIGURE2 Tornado diagram for total rituximab acquisition and adminis-
tration cost. SC = subcutaneous; DLBCL = diffuse large B-cell lymphoma;
FL = follicular lymphoma; IV = intravenous; SA = sensitivity analysis.

Implementing sc rituximab as an alternative to IV
rituximab for pLBcL and FL patients would lead to its use
for an estimated 5762 patients and would increase the
systemic therapy suite time available for other patients by
a total of 128,715 hours over 3 years, assuming that the sc
formulation is administered within a monitored systemic
therapy suite setting and that, by the 3rd year of adoption,
screaches 80% market uptake in provinces other than Que-
bec. Given that systemic therapy suites are a valuable but
constrained resource in Canada, treatments that reduce
the burden of suite-time use should be considered a priority
for implementation. Use of the sc formulation is further
associated with savings of approximately $26 million in
administrative health care resources and approximately
$40 million if the rituximab acquisition costs over 3 years
are included.

The greatest impact on savings in systemic therapy
suite timeis related to the proportion of the population that
will be given the sc formulation in preference to the IV for-
mulation, and yet institutions and clinicians in provinces
across Canada that are implementing the sc formulation
might differ in whether sc is used as the institutional
default or whether use of the sc formulation is a clinician
decision. At the time of our analysis, the sc formulation
was not funded in Quebec, but Alberta had completely de-
faulted to scrituximab for all NHL patients and used the IV
formulation only for those rare patients who can’t tolerate
the scformulation. Other provinces have also seen varying
levels of adoption. We did not evaluate the potential addi-
tional time and cost savings associated with the use of sc
rituximab for other CD20-positive NHL subtypes, although
similar savings could be expected when rituximab becomes
available for chronic lymphocytic leukemia.

Introduction of other new treatments might also
affect the use of rituximab overall. If a 20% reduction in
population is assumed, 102,960 hours of systemic therapy
suite time are still saved, together with an approximately
$32 million of cost savings for rituximab acquisition and
administration. An IV rituximab biosimilar could soon
become available, and at that time, an adjustment to the
sc formulation’s pricing would be required to maintain
budget neutrality at the system level.

Drugwastage is a concern for costly medications, and
the fixed dose for the sc formulation of rituximab avoids
that problem, increasing its cost advantage given the
greater wastage with the IV formulation. The base-case

analysis conservatively assumed drug wastage for only
10% of patients receiving IV rituximab, given that most
centres use the fractional leftover amounts of rituximab
to treat subsequent patients during the same day and also
use dose-banding calculations to minimize wastage.

Limitations to this study do exist. Our analysis esti-
mates the impact on health care costs across Canada, but
uses unit costs from asingle province as a proxy for national
costs. This accepted method for Canadian economic anal-
yses is used, given that providing 10 provincial analyses
is beyond the scope of the present work. The estimated
patient population might not capture the full prevalence
pool, because incidence is used as a proxy. Patients being
re-treated, orreceivingrituximab as second-line treatment,
might not be captured—a situation that is less common in
pLBcLthanin FL. Further, we were unable to use Canadian
estimates for time differences in IV compared with sc rit-
uximab administration and patient chair time. However,
the U.K. estimates that were used aligned with estimates
from a time-and-motion study conducted in 8 countries!3.
In addition, the market-share uptake values forimplemen-
tation of the sc formulation were based on data estimates,
and as seen in the sa, the model is most sensitive to those
values. However, despite that sensitivity, we still expect that
implementation of the sc formulation willlead to time and
costsavingsranging between 114,530 and 216,778 hours in
systemic therapy suite time and between approximately
$36 million and $68 million dollars over 3 years. Lastly,
we did not evaluate the potential additional cost savings
associated with the use of sc instead of IV rituximab for
other subtypes of CD20-positive NHL.

The strengths of our study include validation of its
parameters and assumptions by TAEs and, as much as
possible, the use of Canadian-based chart review and lit-
erature data in forming estimates.

CONCLUSIONS

Rituximab in a sc formulation for Canadian patients with
pLBCL and FL can reduce the overall burden on systemic
therapy suites, making that valuable resource available
for the treatment of other patients, while maintaining
the safety and effectiveness of rituximab treatment and
providing substantial savings in administration costs to
the health care system.
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