Background | Clinical response Safety
- . - - - After a median follow-up of 12.6 months (range: 0—22), the intent-to-treat population (n=155) had an objective * Glofitamab was well tolerated, with a favorable safety profile (Table 2 and Figure 5), including a low rate of
G I Ofl ta m a b I n P at I e n ts WI t h _ _ _ _ response rate (ORR) of 51.6% (95% Cl: 43.5-59.7) and a CR rate of 39.4% (95% ClI: 31.6—47.5), both based on treatment-related adverse events leading to discontinuation (Table 2).
Patients with relapsed/refractory (R/R) diffuse large B-cell lymphoma (DLBCL) have a poor prognosis. = best responses. - The Immune Effector Cell Associated Neurotoxicity Syndrome (ICANS) event rate was also low (any Grade [Gr]:

n=12, 7.8%; Gr 23: n=4, 2.6%). Gr =23 ICANS events were: Gr 3 somnolence (n=1), Gr 3 agitation (n=1), Gr 3

m Glofitamab is a T-cell-engaging bispecific antibody with a novel 2:1 configuration that confers bivalency for CD20 - The primary endpoint was met in the primary efficacy population (n=108), with a significantly greater CR rate 1< i 7t -
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« All patients had DLBCL and had received =2 prior regimens, including =1 anti-CD20 antibody and =1 anthracycline. HGBCL 11 (7%) 0% ® i Related 140 (90.9) Anemia 30.5 13.0
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| e IV glofitamab was then given as step-up doses on D8 (2.5mg) and D15 (10mg) of C1 and at the target dose (30mg) B:;g;y disease >6¢cm s 1 5% (2.46) . . . Related 64 (41.6) Thrombocytopeniat 24.7 I I 9.1
Michael Dickinson,! Carmelo Carlo-Stella,? Franck Morschhauser,? on D of C2=12 (21-day cycles). No 08 4% (3459 T ——— Serious AES, n (%) 73 47.4) _
4 5 : s 7 » The primary endpoint was complete response (CR) rate assessed by Independent Review Committee (IRC) Unknown/Missing 1(1%) 0% ® Relat ’ 46 (2 '
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Refractory 132 (85%) 34% (26-43) —— delirium (n=1); AE, adverse event; Gr, Grade *pyrexia events separate from CRS; CRS, cytokine release syndrome
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D1: 1000mg Gpt » Durable responses were maintained after cessation of therapy (Figure 3). Duration of CR in earlier cohorts showed | giRir\gaGS; mostly low grade; time of onset was predictable, and most events occurred during C1 (Table 3 and
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>2 prior therapies Median age was 66 years and 75% had Ann Arbor stage IlI-IV disease (Table 1). ’ 20 -
B ' - The patient population was heavily pre-treated and highly refractory to previous therapies. Median DoR follow-up, months (range) 10.6 (0-21) Median DoCR follow-up, months (range) 106 (0-21) CRS management, n (%) 0.9% 2.0%
12-month DoR, % (95% CI) | 63.6(51.1-76.2) 12-month DoCR, % (95% Cl) | 77.6 (64.3-90.8) Corticosteroids 27/97 (27.8) 0 o '
Response ongoing at CCOD, n (%) I 53 (66.3) CR ongoing at CCOD, n (%) I 49 (80.3) . . C1D8-14 I C1D15-21 I C2 I C3 I C4+ I
Table 1. Baseline characteristics Tocilizumab 3197 (32.0) 2.5mg 10mg 30mg 30mg 30mg

CCOD, clinical cut-off date; DoR, duration of response; DoCR, duration of complete response; IRC, independent review committee; NE, not estimable

D, Day; Gr, Grade re-expansion.
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T-cell-engaging bispecific antibody to | | (%) (64.9) Prior lines, n (%) Time-to-event endpoints CRS rates were Iovx(/)er in patle(:)nts who re_celved manc_latory dexamethasone versus patients who received any
- . Glofitamab was well tolerated, with a ECOG PS, n (%) 2 62 (40.3) - o _ _ _ _ corticosteroid (47.5% vs 68.4%, respectively). Severity of CRS was also lower with mandatory dexamethasone versus
demonstrate clinically meaningful low discontinuation rate. Cytokine 0 69 (44.8) >3 92 (59.7) - Clinically significant progression-free survival at 12 months and long-term overall survival were observed (Figure 4). any corticosteroid.
OUtCO_meS fpr patients with R/R DLBCL release svndrome was r.nostl oW 1 84 (54.5) Prior therapies, n (%) - 4. PES by IRC (A) and OS' (B - There were some Gr 4 CRS events at the 2.5mg glofitamab dose when any corticosteroid was given (and none for
In a pivotal Phase |l setting. y _ ) y 2 1(0.6) Anti-CD20 anti’body 154 (100.0) 'gure 4. y (A) an (B) mandatory dexamethasone). There were no Gr 22 CRS events with 10mg or 30mg glofitamab and mandatory
Glofitamab is a promising new therapy grade and predictable, with most Ann Arbor stage, n (%) Anthracycline 149 (96.8) A 1004 B 100- dexamethasone (but some for any corticosteroid).
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trFL 27 (17.5) Primary refractory, n (%) 90 (58.4) ' T T T A ! T T L A The primary efficacy endpoint was met, with a CR of 39.4% reported in heavily pre-treated, highly refractory patients
HGBCL 11 (71 th DLBCL
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PMBCL 6 (3.9) Refractory to prior CAR T-cell therapy, 46 (29.9) Pts atrisk 155 92 47 35 29 18 13 1 NE Ptsatrisk 155 121 97 58 49 33 20 5 1 NE — CR rates were consistent in patients with prior CAR T-cell therapy
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: : : — CRs were achieved early and were durable after the fixed treatment duration.
>6cm 64 (41.6) Refractory to any prior anti-CD20 antibody, 128 (83.1) Median PFS follow-up, months (range) 12.6 (0-22) Median OS, months (95% CI)* 11.5 (7.9-15.7) . y _ _ . .
>10cm 18 (11.7) n (%) Median PFS, months (95% CI)t | 29(34-81) 12-month OS rate, % (95% Cl) | 49.8 (41.1-58 5) Glofitamab was well tolerated, with a low rate of treatment-related discontinuations.
'Peter MacCallum Cancer Centre, Royal Melbourne Hospital and The University of Melbourne, 6-month event-free rate, % (95% Cl) | 45.5 (37.2-53.8) CRS was predictable, mostly low grade, and the incidence was lower with mandatory dexamethasone.
Melbourne, VIC’ Australia; 2Humanitas University and IRCCS Humanitas Research HOSpita/’ ASCT, autologous stem cell transplant; CAR, chimeric antigen receptor; DLBCL, diffuse large B-cell lymphoma; ECOG PS, Eastern Cooperative Oncology Group 12-month event-free rate, % (95% Cl) | 37.1(28.5-45.8) _ _ _ _ _ » _ - _ _
) LA , : , . 4 s performance status; HGBCL, high-grade B-cell lymphoma; NHL, non-Hodgkin lymphoma; PMBCL, primary mediastinal large B-cell lymphoma; Glofitamab is the first T-cell-engaging bispecific antibody to demonstrate clinically meaningful outcomes for patients
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