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• In patients with DLBCL & HGBCL, median DOR was 15.5 mo (95% CI, 9.7–20.8)
• For patients with LBCL previously treated with CAR T, median DOR was not reached
• Median overall survival was 18.5 mo (95% CI, 11.7–NR) in patients with LBCL (N=157) and 

18.5 mo (95% CI, 11.3–NR) for DLBCL & HGBCL patients (n=148)

OBJECTIVE

To evaluate the longer-term clinical efficacy and 
safety of epcoritamab monotherapy 

in patients with R/R LBCL

CONCLUSIONS

BACKGROUND STUDY DESIGN: EPCORE™ NHL-1 LBCL Expansion

RESULTS

Longer Follow-up Reaffirms Subcutaneous 
Epcoritamab Induces Deep and Durable 
Complete Remissions in Patients With 

Relapsed/Refractory Large B-Cell 
Lymphoma: Updated Results From the 

Pivotal EPCORE NHL-1 Trial
Yasmin Karimi, MD,1 Herve Ghesquieres, MD, PhD,2 Wojciech Jurczak, MD, PhD,3 Chan Y. Cheah, MBBS, FRACP, FRCPA, DMSc,4

Michael Roost Clausen, MD, PhD,5 Pieternella Lugtenburg, MD, PhD,6 David Cunningham, MD, FRCP, FMedSci,7
Young Rok Do, MD, PhD,8 David John Lewis, MD,9 Robin Gasiorowski, MBBS, FRACP, FRCPA, PhD,10 Tae Min Kim, MD, PhD,11

Marjolein van der Poel, MD, PhD,12 Michelle Limei Poon, MBBS, MRCP,13 Tatyana Feldman, MD,14 Kim M. Linton, MBChB, PhD,15

Anna Sureda, MD, PhD,16 Martin Hutchings, MD, PhD,17 Mariana Cota Stirner, MD, PhD,18 Yan Liu, PhD,19

Nurgul Kilavuz, PharmMS,19 Mariana Sacchi, MD,19 Catherine Thieblemont, MD, PhD20

1University of Michigan Comprehensive Cancer Center, Ann Arbor, MI, USA; 2Hospices Civils de Lyon, Centre Hospitalier Lyon Sud, Pierre-Bénite, France; 3MSC National Research Institute of Oncology, Kraków, 
Poland; 4Sir Charles Gairdner Hospital, Nedlands, Australia; 5Vejle Hospital, Vejle, Denmark; 6On behalf of the Lunenburg Lymphoma Phase I/II Consortium-HOVON/LLPC, Erasmus MC Cancer Institute, University 
Medical Center, Department of Hematology, Rotterdam, Netherlands; 7The Royal Marsden NHS Foundation Trust, Sutton, UK; 8Keimyung University Dongsan Medical Center, Daegu, Republic of Korea; 9University 

Hospitals Plymouth NHS Trust, Derriford Hospital, Plymouth, UK; 10Concord Hospital, University of Sydney, Sydney, Australia; 11Seoul National University Hospital, Seoul, Republic of Korea; 12On behalf of the 
Lunenburg Lymphoma Phase I/II Consortium-HOVON/LLPC, Maastricht, Department of Internal Medicine, Division of Hematology, GROW School for Oncology and Developmental Biology, Maastricht University 

Medical Center, Maastricht, Netherlands; 13National University Hospital, Singapore; 14Hackensack Meridian Health Hackensack University Medical Center, Hackensack, NJ, USA; 15The Christie NHS Foundation Trust 
and Manchester Cancer Research Centre, Manchester, UK; 16Institut Català d’Oncologia, Hospital Duran i Reynals, IDIBELL, Universitat de Barcelona, L’Hospitalet de Llobregat, Barcelona, Spain; 17Rigshospitalet, 

Copenhagen University Hospital, Copenhagen, Denmark; 18AbbVie, North Chicago, IL, USA; 19Genmab, Plainsboro, NJ, USA; 20Assistance Publique & Hôpitaux de Paris (APHP), Hôpital Saint-Louis, 
Hémato-oncologie, Université de Paris, Paris, France

Copies of this 
poster obtained 
through quick 
response (QR) 
code are for 
personal use only 
and may not be 
reproduced 
without permission 
from the authors of 
this poster.

Acknowledgments
On behalf of all the authors, we thank the patients, study investigators, and site personnel for their participation in this study. This study was funded by Genmab A/S and AbbVie. Medical writing and 
graphical support were provided by Peloton Advantage, LLC, an OPEN Health company, Parsippany, NJ, USA, and funded by Genmab. These results were previously presented in part at the American 
Society of Clinical Oncology Annual Meeting; June 2–6, 2023; Chicago, IL, USA.

References
1. Van Den Neste E, et al. Bone Marrow Transplant. 2016;51:51-7. 2. Crump M, et al. Blood. 2017;130:1800-8. 3. Miller SD, et al. J Comp Eff Res. 2023;12:e220146. 4. Sermer D, et al. Blood Adv. 2020;4:3382-
90. 5. Sehn LH, Salles G. N Engl J Med. 2021;384:842-58. 6. Di Blasi R, et al. Blood. 2022;140:2584-93. 7. Hamadani M, et al. Clin Lymphoma Myeloma Leuk. 2022;22:373-81. 8. Thieblemont C, et al.
J Clin Oncol. 2023;41:2238-47. 9. EPKINLY [prescribing information]. Plainsboro, NJ: Genmab US, Inc.; 2023. 10. Lee DW, et al. Biol Blood Marrow Transplant. 2019;25:625-38.

Disclosures
Karimi: There are no relationships to disclose. Ghesquieres: Gilead, Roche: Consultancy; AbbVie, BMS, Gilead, Roche: Honoraria. Jurczak: AbbVie, Roche: Research Funding, Consultancy. Cheah:
Roche, Janssen, MSD, Gilead, Ascentage Pharma, AstraZeneca, Lilly, TG Therapeutics, BeiGene, Novartis, BMS: Consulting, Advisory, Honoraria; BMS, Roche, AbbVie: Research Funding; Roche: 
Travel Expenses. Clausen: AbbVie, Janssen, Gilead, AstraZeneca, Genmab, Incyte: Consultancy; AbbVie, Janssen, Gilead, Genmab: Advisory; AbbVie, Janssen, AstraZeneca, Genmab, Roche: Travel 
Expenses. Lugtenburg: Takeda, Servier: Research Grants; Celgene, Roche, Takeda, Genmab, AbbVie, Incyte, Regeneron: Advisory Honoraria; Y-mAbs Therapeutics: Consultancy Honoraria. 
Cunningham: MedImmune/AstraZeneca, Clovis, Lilly, 4SC, Bayer, Celgene, Roche: Research Grants (Paid to Institution, Royal Marsden Hospital). Do: There are no relationships to disclose. Lewis:
Janssen, Lilly, Roche, BeiGene, Kite: Advisory Boards, Consultancy. Gasiorowski: MSD, Otsuka, Novartis, Astellas, Janssen, AbbVie, Takeda: Honoraria. Kim: AstraZeneca, Boryung, F. Hoffmann-La 
Roche Ltd/Genentech, Janssen, Novartis, Sanofi, Takeda, Yuhan: Consulting or Advisory Role; AstraZeneca-KHIDI: Research Funding Outside This Work. van der Poel: There are no relationships to 
disclose. Poon: There are no relationships to disclose. Feldman: AbbVie, AstraZeneca, Epizyme, Genmab, Gilead/Kite, Karyopharm, Takeda: Consultancy; Seagen: Consultancy, Speakers Bureau. 
Linton: Genmab: Member of the Epcoritamab Global Council; AbbVie, BeiGene, BMS, Celgene, Genmab, Kite/Gilead, Roche: Consulting or Advisory Role; AbbVie, Celgene: Speakers Bureau; AbbVie, 
ADC Therapeutics, AstraZeneca, BeiGene, BMS, Celgene, CellCentric, Genmab, Janssen, Kite/Gilead, MorphoSys, MSD, Nurix, Regeneron, Roche, Step Pharma, Viracta: Research Funding (Paid to 
Institution); Celgene: Travel Expenses. Sureda: Takeda, BMS/Celgene, Novartis, Janssen, MSD, Amgen, GSK, Sanofi, Kite, Mundipharma: Consultancy; Takeda, BMS/Celgene, Novartis, Janssen, MSD, 
Amgen, GSK, Sanofi, Kite: Honoraria; Takeda, BMS/Celgene, Novartis, Janssen, Amgen, Bluebird, Sanofi, Kite: Membership on an Entity’s Board of Directors or Advisory Committees; Takeda, 
BMS/Celgene, Roche: Travel Expenses; Takeda: Research Funding; Takeda, BMS/Celgene, Novartis, Janssen, MSD, Amgen, GSK, Sanofi, Kite: Speakers Bureau. Hutchings: AbbVie, Celgene, 
Genmab, Janssen, Roche, Takeda: Scientific Advisory Boards; Celgene, Genentech, Genmab, Incyte, Janssen, Novartis, Roche, Takeda: Research Support (Paid to Institution). Cota Stirner: AbbVie: 
Current Employment. Liu: Genmab: Current Employment. Kilavuz: Genmab: Current Employment. Sacchi: Genmab: Current Employment. Thieblemont: BMS/Celgene, Hospira, Roche: Research 
Funding; AbbVie, Amgen, BMS/Celgene, Cellectis, Gilead Sciences, Kite, Novartis, Roche: Consultancy; AbbVie, Amgen, Bayer, Cellectis, Gilead Sciences, Incyte, Janssen, Kite, Novartis, Takeda: 
Honoraria; AbbVie, Amgen, BMS/Celgene, Cellectis, Gilead Sciences, Incyte, Janssen, Kite, Novartis, Roche, Takeda: Membership on an Entity’s Board of Directors or Advisory Committees; AbbVie, 
Amgen, BMS/Celgene, Cellectis, Gilead Sciences, Kite, Novartis, Roche: Travel Expenses.

• Outcomes are poor for patients with relapsed or 
refractory (R/R) large B-cell lymphoma (LBCL)1-7

• Epcoritamab SC is a CD3xCD20 bispecific antibody
– Developed using the DuoBody® platform
– Demonstrated deep and durable responses (ORR: 

63%; CR: 39%) and a manageable safety profile as 
a single agent in patients with R/R LBCL in the 
EPCORE NHL-1 phase 1/2 trial8

– Approved by the US FDA for the treatment of adult 
patients with R/R DLBCL, NOS, including DLBCL 
arising from indolent lymphoma, and HGBCL after 
≥2L systemic therapy9

• Here, we present longer follow-up of the ongoing 
EPCORE NHL-1 trial aStep-up dosing (SUD; priming [SUD 1] 0.16 mg and intermediate [SUD 2] 0.8 mg dosing before first full dose) and corticosteroid prophylaxis were used to mitigate CRS. bRadiographic 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. c≥2 measurable (by 

CT/MRI) and FDG PET–positive lesions. ClinicalTrials.gov: NCT03625037. EudraCT: 2017-001748-36.

• Primary endpoint: ORR by independent review committee (IRC)
• Key secondary endpoints: DOR, TTR, PFS, OS, CR rate, and safety/tolerability

Demographics
DLBCL & 

HGBCL, n=148 LBCL, N=157
Median age (range), y 65 (22–83) 64 (20–83)

≥75 y, n (%) 29 (20) 29 (18)

ECOG PS, n (%)

0 71 (48) 74 (47)

1 72 (49) 78 (50)

2 5 (3) 5 (3)

Disease Type, n (%)
DLBCL & 

HGBCL, n=148 LBCL, N=157
DLBCLa 127 (86) 127 (81)

De novo 92/127 (72) 92/127 (72)

Transformed 33/127 (26) 33/127 (26)

HGBCL 21 (14) 21 (13)

PMBCL 0 4 (3)

FL G3B 0 5 (3)

Prior Treatments
DLBCL & 

HGBCL, n=148 LBCL, N=157
Median time from initial diagnosis to first dose, mo​ 19 19

Median time from end of last therapy to first dose, mo 2.4 2.4

Median prior lines of therapy (range) 3 (2–11) 3 (2–11)

≥3 Lines of therapy, n (%) 104 (70) 110 (70)

Primary refractoryb disease, n (%) 88 (59) 95 (61)

Refractoryb to last systemic therapy, n (%) 122 (82) 130 (83)

Refractoryb to ≥2 consecutive lines of therapy, n (%) 112 (76) 118 (75)

Prior ASCT, n (%) 27 (18) 31 (20)

Prior CAR T therapy, n (%) 58 (39) 61 (39)

Refractoryb to CAR T therapy 43/58 (74) 46/61 (75)
aDe novo versus transformed status of 2 patients with DLBCL was unknown. bRefractory disease is defined as disease that either progressed during therapy or 
progressed within <6 mo of completion of therapy.

Highly Refractory Patient Population

High Rates of Complete Response

Presented at the Society of Hematologic Oncology Annual Meeting; September 6–9, 2023; Houston, TX, and virtual

Treatment-Emergent Adverse Events in LBCL Patients

ABCL-500

Key inclusion criteria:

• R/R CD20+ mature B-cell neoplasm

• ECOG PS 0–2

• ≥2 prior lines of antineoplastic therapy, 
including ≥1 anti-CD20 mAb

• Measurable disease by PET/CT

• Prior CAR T allowed
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a Epcoritamab SC RP2D 48 mg

Treatment until PDb,c or unacceptable toxicity
LBCL cohort, N=157

DLBCL & HGBCL, n=148; PMBCL, n=4; FL G3B, n=5

Dose expansion data cutoff: November 18, 2022
Median follow-up: 20.0 mo

B-NHL: 

✓ No DLTs

✓MTD not reached

✓ RP2D identified

✓Manageable safety profile

✓ Encouraging antitumor activity

Dose escalation

QW Q2W Q4W
SC injections in minutes

C1 2 3 4 5 6 7 8 9 10
Wk 0 4 8 12 16 20 24 28 32 36

Follow-up DLBCL & HGBCL, n=148 LBCL, N=157
Median follow-up (range), mo 20.0 (0.3+ to 28.2) 20.0 (0.3+ to 28.2)

Mean number of treatment cycles 9 9

Ongoing treatment, n (%) 34 (23) 36 (23)

Discontinued treatment, n (%) 114 (77) 121 (77)

PD 84 (57) 88 (56)

AE 18 (12) 18 (11)

Allogeneic transplant 5 (3) 7 (4)

Withdrawal by patient 4 (3) 5 (3)

Other 3 (2) 3 (2)

Patient Disposition and Exposure

• Safety was consistent with previous findings; the most common TEAEs of any grade were CRS 
(51%), neutropenia (24%), pyrexia (24%), fatigue (23%), nausea (22%), and diarrhea (21%)

• Ten patients (6%) experienced ICANS; 9 (6%) had G1–2 events, and 1 patient (1%) with 
several confounding factors experienced a fatal ICANS event

• Fatal TEAEs occurred in 15 patients (COVID-19 [n=8])
– 2 were considered related events (COVID-19 pneumonia and ICANS)

CRS Was Predictable and Primarily Low Grade
LBCL, N=157

CRS, n (%)a 80 (51)
Grade 1 50 (32)
Grade 2 25 (16)
Grade 3 5 (3)

Median time to onset after first full dose, h 20
Treated with anticytokine therapy, n (%) 23 (15)
Leading to treatment discontinuation, n (%) 1 (1)
CRS resolution, n/n (%) 79/80 (99)
Median time to resolution, d (range)b 2 (1–27)
aGraded by Lee et al 2019 criteria.10 bMedian is Kaplan–Meier estimate based on longest CRS 
duration in patients with CRS.

Epcoritamab SC is a bispecific antibody that has 
demonstrated unprecedented single-agent activity in 

R/R LBCL 

With longer follow-up, we continue to observe durable 
complete responses

Patients who achieved a complete response had 
favorable long-term outcomes, with median overall 

survival not reached

Safety was manageable and consistent with previous 
reports; there were no new safety signals

• CRS occurred primarily 
following the first full dose 
(C1D15)

• Tocilizumab was used 
predominantly to treat CRS 
events following the first full 
dose (C1D15) in patients who 
experienced grade 2 or grade 3 
CRS events

Epcoritamab SCT cell Target 
B cell

CD20CD3

Cytotoxic activity

• Additionally, median progression-free survival was not reached among DLBCL & HGBCL 
complete responders (n=57)
– At 9, 12, and 15 mo, an estimated 91%, 87%, and 80% of patients remained progression 

free, respectively

Overall Survival Among Complete Responders

Percentages shown in the graph are Kaplan–Meier estimates for complete responders remaining alive at the specified time point.
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Grade 3+ TEAEs Over Time

Best Overall Response, n (%)
LBCL
N=157a

DLBCL & 
HGBCL 
n=148a

PMBCL
n=4

FL G3B
n=5

Overall response 99 (63) 90 (61) 4 (100) 5 (100)

Complete response 62 (39) 57 (39) 2 (50) 3 (60)

Partial response 37 (24) 33 (22) 2 (50) 2 (40)

Stable disease 5 (3) 5 (3) — —

Progressive disease 37 (24) 37 (25) — —
Based on IRC per Lugano criteria. a16 patients were not evaluable.

Durable Complete Responses

Overall Survival

Percentages shown in the graph are Kaplan–Meier estimates for patients remaining alive at the specified time point.

Percentages shown are Kaplan–Meier estimates for complete responders remaining in complete response at the specified time point.
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LBCL (n=62),
median 20.8 mo
(95% CI, 15.8–NR)

DLBCL & HGBCL (n=57),
median 20.8 mo
(95% CI, 15.8–NR)

88%
88%

76%
77%

67%
68%

Number at risk

148 70 57 23 7113 97 86 79DLBCL & 
HGBCL

157 74 60 23 7122 104 93 85LBCL

Number at risk

57 49 42 17 557 56 54 52DLBCL & 
HGBCL

62 53 45 17 562 61 59 57LBCL

57 22 849 45 39 33
62 22 852 47 41 34

Number at risk

DLBCL & 
HGBCL

LBCL

QW dosing
N=157

Q2W dosing
n=99

Q2W dosing
n=65

Q4W dosing
n=57

Q4W dosing
n=50

Q4W dosing
n=46

Q4W dosing
n=39


