|decabtagene vicleucel versus standard regimens in patients with triple-class-exposed relapsed and refractory multiple myeloma: a KarMMa-3 analysis in high-risk subgroups
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IntrOdUCtion  In this analysis, efficacy and safety were assessed in high-risk subgroups (Table 1) Figure 4. sSBCMA levels (safety population)
e An analysis was also performed to determine the sBCMA levels in high-risk subgroups at Median PFS was longer in patients treated With ide'cel versus Standard regimens

screening, at nadir, and at disease progression M lde-cel M Standard regimens

o Despite improvements in the treatment landscape of relapsed and refractory multiple
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myeloma (RRMM) with the use of combination therapy, the introduction of immunomodulatory : : e s in the ove rall opu latlon and h]gh'rISk SU bgrou S, lntel‘ I'etathn 1N atlentS W]th ~ ~ ~ ~ ~ ~
(IMiD®) agents, proteasome inhibitors (Pls), and anti-CD38 monoclonal antibodies in frontline Table 1. High-risk subgroup criteria p p p ) p p 2 600+ 2 600- 2 600- 2 600- 2 600- 2 600-
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and early relapse settn?_g;,s results in patients becoming triple-class-exposed (TCE) earlier in — — . R_ISS Stage I" dlsease was l-lm-lted due to Small SuU bgroup size (F-Igu re 2) D £ D £ D £ D £ D £ D £
their treatment course High-risk High-risk R-ISS stage I High tumor EMP TCR disease = = = = = <
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o QOutcomes in patients with high-risk disease characteristics such as cytogenetic abnormalities, . . . . . © © S I S S
advanced disease stage, high tumor burden, presence of extramedullary plasmacytoma (EMP), . de.ce| Standard .~ Standard |, . Standard |, . Standard . Standard Flgure 2. Progressmn-free survival (|TT and hlgh-rlSk SLIng'OLIpS) g 3007 g 3007 . g 3007 £ g 3007 g 3007
and triple-class-refractory (TCR) disease remain poor?® Patients (n = 107) r(igl:m:r; (n = 31) r(igl:mfz)s (n = 71) r(?‘gl:mﬁ; (n = 61) r(?‘ngéeQ)s (n = 164) r(igL"‘SSf § 200- § 200 - § 200 - § § 2004 § 200-
o Idecabtagene vicleucel (ide-cel), a B-cell maturation antigen (BCMA)-directed chimeric — Ide-cel  — Standard regimens é 100 é 100 é 100 é é 100 é 100
antigen receptor (CAR) T cell therapy, significantly improved median progression-free survival Serum A Overall B Hiah-risk i C R-ISS st Il O o i o ) ) i )
. . . . B2-microsgslobulin g -rs cytogene ICS - S age m 0- T = T (a)] 0- T T (a] 0- T T (a] T = T (a)] 0- T T (a] 0- T = T
(PFS; 13.3 vs 4.4 months; HR, 0.49; 95% Cl, 038_065’ P < 0.001) and Overall,response .rate >55m g/L and Soft-tissue-onl Refractory to 100 - 100 - 100 - v Screening  Nadir PD ’ Screening  Nadir PD 7 Screening  Nadir PD 7 Screening  Nadir PD v Screening  Nadir PD . Screening  Nadir PD
0 0 g 9 y
(ORR; 71% vs 2%; P < 0.001) versus standard regimens in the overall population of patients Definition Del(17p), t(4;14), either high-risk praos/;’nnge:;l?; and soft-tissue |Aii|13 gggﬂt"faagl Median PFS® Hazard ratio> | 12-month PFS rate Median PFS* Hazard ratio® Median PFS? Hazard ratio® n 224123 219120 84 85 n 84 55 80 54 32 40 n 20 11 20 11 12 7 n 56 32 54 32 21 26 n 52 30 51 29 24 27 n 13883 13480 49 63
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with TCE RRMM in KarMMa-3 (NCT03651 128) or t(14;16) ;S;g?nggﬂggé in bone marrow pllD: Srr‘ﬁ;?lgﬁg s and ggt?lggii-c{)% 80. . 1i3mn;::t‘:s (95;'3 33:365); 35% | 30% 80 ) 1.129m'2:$:$ (95;(5: 3416_1.90) 80 . ii 22:::: (95; (I;f c()). 3?_61_93) Data shown as median sBCMA level. Error bars show interquartile range. Nadir equals the minimum observed concentration after ide-cel infusion or initiation of standard regimens up to month 25.
e Here, we assess the efficacy and safety of ide-cel versus standard regimens in patients with by FISH OR Y peo
high-risk disease characteristics in KarMMa-3 high LDH 50 50 50
S ] S ] S ] Table 3. Safety summary (treated population
FISH, fluorescence in situ hybridization; LDH, lactate dehydrogenase; R-ISS, revised International Staging System. etl-; S(I-; 9“.; y y ( p p )
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o The full details of the KarMMa-3 study design have been previously presented® (Figure 1) Results 20+ 20+ L‘—I_l—l_‘ 20+ : (n=250) (2 126) e s 56) (n =29) = 12) = 33) (n=59) ha31) (n = 160) = 85)
— I H | Patients with any-grade AE 248 (99) 123 (98) 102 (98) 56 (100) 28 (97) 100) 67 (9 32 (97) 59 (100) 29 (94) 158 (99) 83 (98)
i ' 2 2
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Fi ure 1. KarMMa-3 Stud deSi N . . . . 0 . . . i . . . . . . . 0 . . . . . . . . . . 0 . . . . . . ! Patients with grade 3/4 AE 233 (93) 94 (75) 96 (92) 45 (80) 26 (90) 12 (100) 63 (93) 27 (82) 57 (97) 21 (68) 148 (93) 61 (72)
g y g Baseline characteristics and prior treatment 0 3 6 9 12 15 18 21 24 27 30 33 o 3 6 9 12 15 18 21 24 27 30 0 3 6 9 2 15 18 21 Patients with grade 5 AE 36 (14) 8 (6) 20 (19) 4 (7) 6 (21) 2 (17) 13 (19) 2 (6) 11 (19) 2 (6) 24 (15) 7 ®)
PFS analysis* o Baseline characteristics were generally balanced between treatment arms and high-risk Moo ot ick Months since randomization Normber ot rick Months since randomization Normer ot ick Months since randomization Patients with any-grade serious AE 130 (52) 48 (38) 62 (60) 22 (39) 17 (59) 9 (75) 37 (54) 12 (36) 38 (64) 12 (39) 89 (56) 32 (38)
, s acti Ide-cel 254 206 178 149 110 62 40 22 14 4 2 0  Ide-cel 107 76 64 53 41 21 15 7 3 0 0  Ide-cel 31 17 12 7 1 1 1 0 Lo
KarMMa-3 Leukapheresis LDCP ObJeCtlves SUbgroupS (Table 2) Steancdeard regimens 132 75 42 32 25 13 10 7 6 2 1 0 Stzncdeard regimens 61 32 16 15 12 7 5 4 3 1 0 SthCdeard regimens 14 5 2 1 1 0 0 Data are in n (%).
Endpoints e Median time to progression on the last prior regimen was < 7 months in all high-risk : :
386 patients —— Primary endpoint o . D High tumor burden E EMP F TCR disease .
@ P o b « PFS (ITT population by IRC) subgroups and was shorter with ide-cel versus standard regimens (Table 2) 100 100 100 Table 4. Grade 3/4 AEs (treated populatlon)
Inclusion criteria ptiona 150 to 450 x 10° Key secondary endpoints . . . . . . Median PFS? Hazard ratio® Median PFS? Hazard ratio® Median PFS? Hazard ratio®
* Aged > 18 years CAR+ T cells? « ORR (by IRC), OS  The numbers. of patients .WhO hé.ld TC;R disease at baseline were higher in the ide-cel versus e 11.0 months HR 0.60 e 7.2 months HR 0.40 e 11.2 months HR 0.46 Overall® High-risk cytogenetics R-ISS stage |l High tumor burden TCR disease
+ ECOG performance N Other secondary endpoints standard regimens arms in all high-risk subgroups (Table 2) 80 4 e 4.9 months | (95% Cl. 0.37-0.97) 80 4 e 20months | (95% Cl. 0.25-0.65) 80 - e 3.5 months | (95% Cl. 0.34-0.62)
status U- =
- - « CRR by IRC Standard Standard Standard Standard Standard Standard
« 2-4 previous regimens : Ide-cel : Ide-cel : Ide-cel : - : Ide-cel :
(including an IMID agent, Ide-cel allowed after PFS follow-ups; - Safety Response rates regimens _ regimens _ regimens regimens regimens regimens
a Pl, and daratumumab) @ confirmed PD 3-month safety follow-up’ Exploratory endpoints P : L Q 60 - Q 60 - Grade 3/4 AEs occurring in > 10% of patients, n (%)>" (n = 126) = ek, (n = 56) (n = 29) (n =12) (n = 33) (n = 31) (n = 85)
« Refractory to the last - SBCMA levels  ORRs and CRRs were improved, and responses were deeper with ide-cel versus standard S >
regimen Pp—— . regimens in all high-risk subgroups (Figure 3) {JL) (utz Any grade 3/4 event 233 (93) 94 (75) 96 (92) 45 (80) 26 (90) 12 (100) 63 (93) 27 (82) 57 (97) 21 (68) 148 (93) 61 (72)
Stratification factors I i rencant el PD., o 404 o 404 Hematologic 218 (87) 75 (60) 89 (86) 36 (64) 24 (83) 9 (75) 59 (87) 22 (67) 54 (92) 17 (55) 134 (84) 46 (54)
« Age (< 65 Vs = 65 years) or EPd) unacceptable toxicity, or SBCMA Ievels Neutropenia 189 (76) 50 (40) 74 (71) 23 (41) 16 (55) 4 (33) 48 (71) 15 (45) 45 (76) 9 (29) 106 (66) 26 (31)
« Number of previous consent withdrawal Data cutoff: April 18, 2022 Anemia 127 (51) 23 (18) 8 (8) 5(9) 3 (10) 5 (42) 41 (60) 7 (21) 4 (7) 3 (10) 14 (9) 5 (6)
;?g;]m‘?”:‘iv-°'3°tr_4> n=132 n =126 S () i e Tumor clearance, as measured by sBCMA, was deeper with ide-cel versus standard regimens 20+ = 201 Thrombocytopenia 106 (42) 22 (17) 44 (42) 12 (21) 12 (41) 5 (42) 37 (54) 7 (21) 22 (37) 4 (13) 54 (34) 13 (15)
« High-risk cytogenetics of follow-up: . : i . Leukopenia 71 (28) 11 (9) 26 (25) 4 (7) 6 (21) 2 (17) 21 (31) 3(9) 21 (36) 1(3) 42 (26) 5 (6)
Junk ; in all high-risk subgroups (Figure 4 \_l—‘ P
(Vs VS ofUnknown) 16.6 (0.4-35.4) months g groups (Fig ) 0 | 0 — S 0 - Lymphopenia 70 (28) 23 (18) 20 (19) 8 (14) 6 (21) 3 (25) 15 (22) 8 (24) 15 (25) 4 (13) 39 (24) 10 (12)
— sBCMA levels at screening were similar across high-risk subgroups in both the ide-cel and 0 3 6 9 12 15 18 21 24 27 30 33 0 3 6 9 12 15 18 21 24 97 0 3 6 9 12 15 18 21 24 927 30 33 Non-hematologic
Ide-cel arm: treated population (patients who underwent either leukapheresis, bridging therapy, LDC, or ide-cel treatment) was used to standard regimens arms Months since randomization Months since randomization Months since randomization Infections and inf?StationS 61 (24) 23 (18) 10 (10) 6 (11) 2(7) 3 (25) 8 (26 7 (21) 4 (7) 3 (10) 18 (11) 7 (8)
assess AEs; the safety population (patients who received ide-cel) was used to assess TRAES, iiNT, and CRS; standard regimens arm: the ) ) ) ) ) _ _ _ Hypophosphatemia 50 (20) 3(2) 5(5) 0 1(3) 0 3 (19) 2 (6) 2 (3) 0 8 (5) 2 (2)
treated and safety populations included those patients who received any treatment. — Nadir sBCMA levels were numerically lower in the ide-cel versus standard regimens arm Numberatrisk . a s e oo Numberatrisk o s s e . ) , o Numberatrisk i e s a1 e s 4 Hypertension 22 (9) 4 (3) 3 (3) 2 (4) 0 0 (13) 2 (6) 2 3) 13) 3 (2) 2 (2)
Zyé?:pargsrghr:rg?gén;%%tﬁg /tr?1 21:.hceU Ers; (;ccc;lcrlrsrc\)?e[)gg PI[)) \;)5 dlgzthKZroLnr ?:?:}éj c;g;ebzcgsrggnagstgﬁlg/\;}g i;iéfe;:;,;- beg?g: Zl%c‘j‘%riliigf)ec.’ﬁlgnge/ :nnii?tnecii . in all high-riSk subgroups , and remained lower at time of disease progression Standard regimens 34 19 10 9 7 5 5 3 2 1 1 0  Standard regimens 32 8 4 3 3 1 1 1 1 0  Standard regimens 89 45 22 15 12 6 4 2 2 0 0 0 CRS 10 (4) 0 2 (2) 0 0 0 7 (10) 0 0 0 4 (3) 0
PFS assessed monthly for pati’ents randomized to ide-cel for 24-months then every 3 months until PD, and n’10nthly until PD for patients ’ S f t ﬁCUtT E:)dnl(ley injury g (;) g (%) g (;) % (‘21) 31 (130) 21 (187) % (?) % (g) % (g ) 8 3 (()2) 1 (1)
domized to standard regi ; TPatient domized to standard regi d ived sub t ide-cel th ; °E 3 ths aft ) ) ) ) ) ) ) .. ) ) ) trial fibrillation
E%numl]zeend ;’fstr‘?;‘l;a_r,r ye“;?;”;?{‘esr la?t ‘[‘f;‘tis‘e;ir‘raﬁ?;ﬁzeg;Shg‘;‘sei{Orr,er%,‘;‘;f ?anennt rtfgg]c\;ﬁenstur:geﬁ:: a;,deiﬁﬁestiggiopﬁd,-scvfe?éonf“"” >aner are y PFS was analyzed in the ITT population of all randomized patients in both arms and included early PFS events occurring between randomization and ide-cel infusion. 2) ) 2) 2) (19) ©) () &) 2) ()
AE, adverse event; CRR, complete response rate; CRS, cytokine release syndrome; DPd, daratumumab, pomalidomide, dexamethasone; DVd, ° Safety data were generally consistent between treatment arms and high-risk subgrou PS PFS based on IMWG criteria per IRC. *Based on Kaplan-Meier approach; "Unstratified HR based on univariate Cox proportional hazard model. Cl is 2-sided; “Based on stratified log-rank test. 3n either treatment arm of any high-risk subgroup. In treated population (ide-cel arm: patients who underwent either leukapheresis, bridging therapy, LDC, or ide-cel treatment; standard regimens arm: patients who received any dose of study treatment). In standard regimens arm, for the 69 patients
daratumumab, bortezomib, dexamethasone; EPd, elotuzumab, pomalidomide, dexamethasone; iiNT, investigator-identified neurotoxicity; IMWG, (Table 3) who underwent leukapheresis in preparation for planned ide-cel treatment upon documented PD on standard regimen, only AEs before leukapheresis were included. All AEs were assessed from collection of informed consent for a minimum of 6 months after initiation of study treatment; grade > 3 events
International Myeloma Working Group; IRC, Independent Response Committee; IRd, ixazomib, lenalidomide, dexamethasone; Kd, carfilzomib, continued to be recorded from month 7 until 28 days after PFS discontinuation visit, or 28 days after end of treatment visit for patients not continuing in PFS follow-up; PAEs were coded using Medical Dictionary for Regulatory Activities version 24.1 and graded using Common Terminology Criteria for
dexamethasone LDC, lymphodepleting chemotherapy; OS, overall survival; PD, progressive disease; R, randomization; sBCMA, soluble BCMA; ] . . . Adverse Events version 4.03.
TRAE, treatment-related adverse event. e The most common side effects were hematologic, and their frequency was consistent
between high-risk subgroups (Table 4)

Table 2. Baseline demographics and disease characteristics Table 5. CRS and iiNT in patients treated with ide-cel (safety population)

Overall® High-risk cytogenetics R-ISS stage Ill High tumor burden TCR disease

o Patients with RRMM who received 2-4 prior lines of therapy, were TCE (including an IMiD o Incidence of high-grade (grade = 3) CRS and iiNT was low in all high-risk subgroups and
agent, a Pl, and daratumumab), and had disease refractory to the last regimen were resolved within a median of 3-4 and 2-3 days, respectively (Table 5) Overall® High-risk cytogenetics R-ISS stage I High tumor burden TCR disease

randomized 2:1 to receive ide-cel (target dose range: 150-450 x 10® CAR+ T cells) or a

(n = 225) (n = 56) (n = 139)

— No parkinsonism was reported Standard Standard Standard Standard Standard Standard o/ \a
ndard regimen (DPd. D IRd. Kd. EP Ide-cel : Ide-cel : Ide-cel . Ide-cel : Ide-cel . Ide-cel : CRS, n (%)
standard regimen (DPd, DVd, IRd, Kd, EPd) (n = 254) regimens (n = 107) regimens (n = 31) regimens (n = 71) regimens (n = 61) regimens (n = 164) regimens Any grade 197 (88) 75 (89) 19 (95) 54 (96) 47 (89) 126 (91)
(n=132) (n =61) (n = 14) (n = 34) (n =32) (n = 89)
Grade 3 6 (3) 3 (4) 1(5) 4 (7) 3 (6) 5(4)
. . Median age, years (range 63.0 (30-81 63.0 (42-83 61.0 (34-81 63.0 (42-83 63.0 (48-72 63.5 (51-82 62.0 (30-76 63.0 (46-83 62.0 (34-78 59.0 (42-82 62.0 (30-78 62.0 (42-83 Grade 4 3(1) 2 (2) 0 2(4) 0 3(2)
Figure 3. Best overall response (ITT population) ge, years (range) Sl (42:83) Sanld @283) @8-72) 152) (R-76) (46-53) (475) @42-82) BO75) (42:83) Crade 5 » (1) ; 0 2 8 0 1 1)
Male, n (%) 156 (61) 79 (60) 63 (59) 39 (64) 14 (45) 12 (86) 41 (58) 21 (62) 37 (61) 20 (63) 97 (59) 55 (62) Median (range) time to first onset, days: 1.0 (1-14) 1.0 (1-6) 1.0 (1-6) 1.0 (1-6) 1.0 (1-14) 1.0 (1.5)
m <R CR = VGPR oR Median time since diagnosis, years (range) 4.1 (0.62-21.8) | 4.0 (0.7-17.7) | 3.6 (0.8-13.1) | 3.8 (1.1-12.4) 3.8 (1.2-8.8) 3.2 (0.7-9.1) 3.8 (0.6-15.3) | 3.6 (0.7-12.1) 3.4 (0.8-8.1) 3.3(0.7-11.4) | 3.9 (0.6-21.8) | 4.0 (0.7-17.7) Median (range) duration, days® 3.5 (1-51) 3.0 (1-30) 3.0 (1-24) 4.0 (1-51) 4.0 (1-16) 4.0 (1-51)
S O High tumor burden, n (%) 71 (28) 34 (26) 40 (37) 21 (34) 17 (55) 8 (57) 71 (100) 34 (100) 16 (26) 8 (25) 53 (32) 22 (25) Medications used for CRS management, n (%)
100 — Overall : High-risk cytogenetics : R-ISS stage M : High tumor burden : EMP : TCR disease Extramedullary disease, n (%) 61 (24) 32 (24) 24 (22) 14 (23) 10 (32) 5 (36) 16 (23) 8 (24) 61 (100) 32 (100) 48 (29) 25 (28) T.o.ciliz.umab 161 (72) 64 (76) 15 (75) 47 (84) 37 (70) 106 (76)
ECOG performance status, n (%)° iﬁ;ﬁﬁ:?;ab g 21; ; El; 1 ?5) 62 ((141)) % Ej; Z g;
Difference in ORR, 30% i Difference in ORR, 27% i Difference in ORR, 17% i Difference in ORR, 12% i Difference in ORR, 37% i Difference in ORR, 33% 0 120 (47) 66 (50) 50 (47) 30 (49) 9 (29) 4 (29) 28 (39) 19 (56) 18 (30) 14 (44) 77 (47) 41 (46) Steroidse 64 (28) 26 (31) 2 (10) 20 (36) 17 (32) 39 (28)
] OR, 3.47° b ] OR, 3.00° b ] OR, 2.06° i ] OR, 1.64° b ] OR, 5.46° b ) OR, 3.38° i 1 133 (52) 62 (47) 56 (52) 28 (46) 22 (71) 8 (57) 43 (61) 14 (41) 43 (71) 17 (53) 86 (52) 44 (49) iiNT, n (%)
. (95%Cl,2.24-5.39)° | (95%Cl, 1.56-5.76)> | (95%Cl, 0.53-8.01) - (95%C1,0.71-3.75° | (95%CI, 1.96-15.15° | (95%Cl, 2.24-6.72) T pre——r Ay grade 34 (15) 17 20) 3 (15) 1 20) 2 13) 25 (18)
l | l | l | l | l | A Grade 3 5 (2) 4 (5) 0 1(2) 0 3(2)
’ \ | ’ \ | ’ \ | ’ \ | ’ \ | ’ ‘ I 50 (20) 26 (20) 0 (0) 0 (0) 0 (0) 0 (0) 7 (10) 1(3) 5 (8) 6 (19) 24 (15) 19 (21) Grade 4 2 (1) 0 0 2 (4) 0 2 (1)
Il 150 (59) 82 (62) 84 (79) 48 (79) 0 (0) 0 (0) 46 (65) 24 (71) 42 (69) 18 (56) 108 (66) 53 (60) Grade 5 0 0 0 0 0 0
Il 31 (12) 14 (11) 20 (19) 12 (20) 31 (100) 14 (100) 17 (24) 8 (24) 10 (16) 5 (16) 23 (14) 10 (11) Median (range) time to first onset, days* 3.0 (1-317¢) 4.0 (1-3178) 4.0 (1-5) 4.0 (1-22) 3.0 (1-6) 3.0 (1-22)
§ 60 — Unknown 23 (9) 10 (8) 3 (3) 1(2) 0 (0) 0 (0) 1(1) 1(3) 4 (7) 3 (9) 9 (6) 7 (8) Medl:an ?range) durati?n, days o 2.0 (1-37) 3.0 (1-30) 2.0 (1-2) 3.0 (1-37) 2.0 (2-14) 2.0 (1-37)
b High-risk cytogenetics, n (%) 107 (42) 61 (46) 107 (100) 61 (100) 20 (65) 12 (86) 40 (56) 21 (62) 24 (39) 14 (44) 77 (47) 40 (45) M‘;f;:;t(;g“s used for 1iNT management, n (%) 50 12 (14 ) (10) 6 (1) 4 8) 30
2 del(17p) 66 (26) 42 (32) 66 (62) 42 (69) 11 (35) 9 (64) 23 (32) 14 (41) 14 (23) 11 (34) 47 (29) 27 (30)
c
o . 3CRS was graded according to modified Lee’s criteria'; maximum-grade events are reported, patients could have > 1 event; "One of the grade 5 CRS events occurred after a decline in organ function (acute myocardial infarction potentially related to anemia, and rapid atrial flutter; the patient
% t(4,14) 43 (17) 18 (14) 43 (40) 18 (30) > (16) 4 (29) 15 (21) 6 (18) 11 (18) 2 (6) 31 (19) 12 (14) died on day 6) and 1 from concomitant grade 5 Candida sepsis; ‘Time to first onset of CRS or iiNT: first start date of CRS or iiNT - infusion date + 1; 9Algorithm for duration: if the gap between 2 events is < 1 day, then these 2 events are considered as 1 event regardless of grade change, drug
L) . relationship change, or severity change; ¢Steroid use was not mandated in the protocol and was used based on clinical judgement; fiiNT includes immune effector cell-associated neurotoxicity syndrome reported by investigator as a neurologic toxicity AE; ¢Grade 2 encephalopathy, unrelated to
(2% 40 — t(14,16) 8 3) 4(3) 8 (7) 4 () > (16) 0(0) 6 (8) 10) 2(3) 0(0) 6 (4) 30) ide-cel, was reported in 1 patient 317 days after ide-cel infusion, and was considered by the investigator to be related to worsening pneumonia and C. difficile colitis, not ide-cel.
1q gain/amplification, n (%) 125 (49) 51 (39) 63 (59) 28 (46) 17 (55) 8 (57) 49 (69) 17 (50) 30 (49) 10 (31) 87 (53) 35 (39)
1 Median (range) number of prior regimens 3 (2-4) 3 (2-4) 3 (2-4) 3 (2-4) 3 (2-4) 3 (2-4) 3 (2-4) 3 (2-4) 3 (2-4) 3 (2-4) 3 (2-4) 3 (2-4) R f
Previous autologous HSCT, n (%) 214 (84) 114 (86) 85 (79) 53 (87) 22 (71) 11 (79) 57 (80) 29 (85) 51 (84) 27 (84) 135 (82) 74 (83) C l o ererences
20 ] 3 1 transplantation 167 (66) 87 (66) 65 (61) 39 (64) 16 (52) 10 (71) 46 (65) 20 (59) 41 (67) 23 (72) 102 (62) 58 (65) Onc US] onS 1. Chari A, et al. Blood 2017;130:974-981. 9. Rodriguez-Otero P, et al. N Engl J Med 2023;388:1002-1014.
; 2. Dimopoulos MA, et al. N Engl J Med 2018;379:1811-1822. 10. International Staging System (ISS) and Revised ISS (R-ISS). !nternatjonal
> | | | | M>d1 tra(nsplan’;atlon 47 (19) 27 (20) 20 (19) 14 (23) 6 (19) 1(7) 11.(15) 9 (26) 10 (16) 4(13) 33 (20) 16 (18) « The KarMMa-3 study enrolled a high-risk TCE and highly refractory population of patients 3. Dimopoulos MA, et al. Lancet Oncol 2016;17:27-38. il Tyl Lo
’ ’ ’ ’ edian (range) time to progression on 7.1 (0.7-67.7) | 6.9 (0.4-66.0) | 5.5 (1.0-46.5) | 6.9 (0.4-66.0) | 3.9 (1.1-18.2) | 3.5(1.0-40.6) | 5.1 (1.0-42.6) | 6.2 (1.1-44.6) | 5.1 (1.0-44.0) | 5.1 (0.4-27.0) | 5.6 (1.0-42.6) | 5.8 (0.4-66.0) with RRMM 4. Moreau P, et al. N Engl J Med 2016;374:1621-1634. June 2, 2023. | o
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