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Background

» Programmed cell death protein-1 (PD-

Results

Table 1: Baseline Characteristics

Figure 1: Complete Response Rate by Cohort
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» Key Inclusion Criteria:

» Relapsed/refractory (R/R) and untreated EBV-LPD and B-cell NHL (R/R
only)

» Known immunodeficiency or autoimmune illness eligible if not on
steroids or immunosuppression within 14 days of study

» CNS involvement permitted if no seizures within 4 weeks of study
» Key Exclusion Criteria:
» Prior immunotherapy (PD-1/PD-L1/PD-L2/CD137/CTLA-4 antibodies)
» Solid organ transplant
» HIV infection
» Nivolumab 480 mg IV every 4 weeks
» 1 year duration (if CR); 2 years duration maximum (if <CR)

» Baseline CT, PET, MRI brain, flow of blood and CSF, BM, and optional
tumor biopsy were performed.

» Restaging CT after cycles 3, 6, 13, 19, and EoT, and PET after cycles 1, 3
and EoT.

» Surveillance CT performed g3m for 1y, gébm for yrs 2-5 then annually.
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Figure 3: Tumor Reduction and Clinical Outcome
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Figure 4: Progression-free Survival (PFS) by Cohort
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» Median TTR = 3.0 months

» 50% (3/6) responses ongoing, from 3-56 months

» 2-year PFS 33%; 63% vs 0% in LPD vs NHL (P=0.003)
» 2-year OS 72%; 100% vs 40% in LPD vs NHL (P=0.04)

Conclusions

> Nivolumab is well tolerated in LYG and
other EBV-LPDs and NHLs without
unexpected toxicities

» Nivolumab is active in EBV-LPD and NHL
and can result in durable CRs, including
natients with EBV-LPD of the CNS

Durable CRs were observed in both
natient cohorts with ongoing remission
in 50% of patients

» Study enrollment continues to better
assess treatment activity and durability
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