Glofitamab resulted in high response rates Adverse events reported with glofitamab

BaCkgrOund Table 2. Summary of AEs

* Response rates for aggressive and indolent NHL are shown in Figure 2 and waterfall plots in Figure 3 * A summary of adverse events (AES) is presented in Table 2.
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* C1 was 14-days long. After SUD in C1, glofitamab was given every 3 weeks for a fixed duration of treatment
up to 12 cycles.

Summary

* Aggressive NHL: 13/16 CMRs are ongoing, 8 CMRs lasting >3 months; 5 CMRs lasting >6 months.
* Indolent NHL: 16/17 CMRs are ongoing, 10 CMRs lasting >3 months; 3 CMRs lasting >6 months.

* The primary objectives of the study were to evaluate safety, tolerability, pharmacokinetics, and the anti-
tumor efficacy (per Lugano criteria®) of glofitamab as well as its maximum tolerated dose, optimal biological
dose and the recommended Phase Il dose (RP2D).

“Pyrexia events separate from CRS.

Figure 4. Kaplan—Meier plot for duration of complete response
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Results are from secondary efficacy population, which includes all pts who had a response assessment performed, or who are still on treatment at the time of their first scheduled response
assessment. TPatient had paradoxical response with PD in one lesion.

CT, computer tomography; DLBCL, diffuse large B-cell lymphoma; FL, follicular lymphoma; HGBCL,; high-grade B-cell ymphoma; MCL, mantle cell ymphoma; NE, not evaluable;

RICH TRAN, Richter’s transformation; tr, transformed.

CAR-T, chimeric antigen receptor T-cell; DLBCL, diffuse large B-cell ymphoma; FL, follicular lymphoma; MCL, mantle cell ymphoma; NHL, non-Hodgkin lymphoma; PI3Ki, phosphoinositide
3-kinase inhibitor.

Glofitamab SUD enabled the attainment of a 30mg target dose while CRS remains mainly low grade
and confined to Cycle 1 and 2.
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