Epcoritamab, a Novel Subcutaneous (SC) EPCORE NHL-1: LBCL Expansion Cohort

Subcutaneous epcoritamab
In patients with relapsed

Bispecific Antibody in Development

Dose expansion data cutoff: January 31, 2022

Dose escalation Median follow-up: 10.7 mo

» Despite therapeutic advances, most relapsed or refractory (R/R)
large B-cell lymphoma (LBCL) patients have a poor prognosis
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* Here, we present pivotal dose-expansion results in patients with disease by CT/MRI
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v Manageable safety profile « To ensure patient safety and better characterize CRS, inpatient monitoring was required at first full dose for 24 h in this part of the study

pivotal results from
a phase 2 study

* Primary endpoint: ORR by independent review committee (IRC)
» Key secondary endpoints: DOR, TTR, PFS, OS, CR rate, and safety/tolerability
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aStep-up dosing (priming 0.16 mg and intermediate 0.8 mg dosing before first full dose) and corticosteroid prophylaxis were used to mitigate CRS. PRadiographic disease evaluation was performed every 6 wk for the first 24 wk (6, 12, 18, and 24 wk), then every 12 wk (36 and 48 wk), and every 6 mo thereafter. “Measurable disease with CT or MRI scan with involvement of 22 lesions/nodes with a long axis >1.5 cm and short axis >1.0 cm (or 1 lesion/node with a long axis >2.0 cm and short axis 21.0 cm) and FDG PET scan that demonstrates positive lesion(s) compatible with
CT-defined (or MRI-defined) anatomical tumor sites for FDG-avid lymphomas. ClinicalTrials.gov: NCT03625037. EudraCT: 2017-001748-36.
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Results

Patients Were Challenging to Treat and Highly Refractory SC Administration and Step-up Dosing May Mitigate CRS Epcoritamab Drives Deep and Durable Complete Responses
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T-cell-engaging bispecific antibody

aDouble/triple-hit patients included, many with responses. PRefractory disease is defined as disease that either progressed during therapy or progressed within <6 months of completion of therapy.
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aCOVID incidence 4.5%. "Patient experienced ICANS after intermediate dose with multiple confounders, including extensive opioid use for Gr3 pancreatitis, hyperammonemia, multifocal cerebral infarcts in setting of possible microangiopathy, and tocilizumab

administration. °Combined term includes neutropenia and decreased neutrophil count. Based on IRC assessment and Lugano criteria.




