ABCL - 615

EPCORE NHL-6: Phase 2
Study of Subcutaneous
Epcoritamab as
Outpatient Treatment for
2L+ Relapsed/Refractory
Diffuse Large B-cell

Lymphoma

Christina Y. Lee,” David Andorsky,? Ralph Boccia,*
Adelba Torres Lopez,* Rakhee Vaidya,> Mitul Gandhi,®
Seema Naik,” J. Erika Haydu,® Sami Ibrahimi,?
Fernando Vargas Madueno,'® Suchitra Sundaram,
Iman Sahnoune,'? Tony Jiang,'* Minling Zhang, !4
Signe Diness Vindelov,'? Jeff P. Sharman4

'Stony Brook Cancer Center, Stony Brook, NY, USA; “Rocky Mountain Cancer Centers,
Boulder, CO, USA; 3Center for Cancer and Blood Disorders, Bethesda, MD, USA;
“Hospital Auxilio Mutuo, San Juan, PR, USA; °*Wake Forest Baptist Health, Winston-
Salem, NC, USA; %Virginia Cancer Specialists, Gainesville, VA, USA; "Penn State
Milton S. Hershey Medical Center, Hershey, PA, USA; 8Massachusetts General
Hospital, Boston, MA, USA; °University of Oklahoma, Stephenson Cancer Center,
Oklahoma City, OK, USA; ''Moffitt Cancer Center at Memorial Healthcare System,
Pembroke Pines, FL, USA; ""Mount Sinai Ilcahn School of Medicine, New York, NY,
USA; ?AbbVie Inc., North Chicago, IL, USA; 3Genmab, Plainsboro, NJ, USA;
14Willamette Valley Cancer Institute and Research Center, Eugene, OR, USA
*Presenting author

Objective

« To assess long-term efficacy and safety of patients with
relapsed/refractory diffuse large B-cell ymphoma (R/R DLBCL) treated
with epcoritamab and monitored in the outpatient setting in the United
States and Puerto Rico

Conclusion

Responses observed with epcoritamab were durable, and the median overall
survival was 27.2 months

Higher complete response rates (57%) observed in the 2L group suggested
enhanced benefit with using epcoritamab in earlier lines of therapy

Overall response rate was 64% and the complete response rate was 49% in
patients with = 1 prior lines of therapy

The overall safety profile remained consistent with previous reports with no
new safety signals identified with longer follow-up

The results support feasibility of outpatient administration and monitoring of
epcoritamab in 2L+ DLBCL without mandatory hospitalization
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Introduction

Epcoritamab, a CD3xCD20 bispecific antibody approved for relapsed/refractory diffuse large B-cell lymphoma (R/R DLBCL) after 22 prior lines of therapy, is administered subcutaneously with inpatient monitoring for 24 hours after the first full dose required in the initial
United States Prescribing Information or European Summary of Product Characteristics™-2

Outpatient administration may overcome barriers associated with inpatient monitoring, making treatment with epcoritamab more accessible to patients in community-based clinics while reducing treatment costs
 Previous reports from the EPCORE NHL-6 study (NCT05451810) demonstrated feasibility of outpatient monitoring after the first full dose of epcoritamab in patients with 2L+ DLBCL3+4
« Most patients (92%) received the first full dose of epcoritamab in the outpatient setting, with only 13.6% of these being admitted for the management of cytokine release syndrome during the first full dosing period

« Based on the EPCORE NHL-6 study, the U.S. Prescribing Information was updated to remove mandatory inpatient monitoring following the first full dose for patients with DLBCL or high-grade B-Cell lymphoma with assessment by treating physician, whether
hospitalization or outpatient monitoring is appropriate

* Here we present the efficacy and safety from the EPCORE NHL-6 trial with a longer median follow-up of 17.3 months

Methods

Figure 1: EPCORE NHL-6 (NCTO5451 81 O) StUdy Design Figure 2: Outpatient Monitoring
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Data cutoff: November 11, 2025 - CRS .  TEAEs epcoritamab. Patients instructed to contact their physician if Remain within ~30 minutes of treatment
Median foIIow-up: 17.3 months R ICANS Signs or Symptoms of CRS deve|op faoility for 2 24 hours after the first full dose
*  Neurotoxicity
aA center not affiliated with teaching/academic institutions. PMost patients received dexamethasone as preferred prophylaxis for CRS. cAll patients in this presentation received the first full dose
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ASCT, autologous stem cell transplantation; C, cycle; CRR, complete response rate; CRS, cytokine release syndrome; D, day; DLBCL, diffuse large B-cell lymphoma; FL, follicular lymphoma; FLBL, follicular large B-cell ymphoma; HGBCL, high-grade B-cell lymphoma; saturation checks in C1.
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2L, second line; 3L+, third line and beyond; ASCT, autologous stem cell transplant; CAR T, chimeric antigen
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I 4 (9.5) 4 (8.0) 8 (8.7) _ 0 3 6 9 12 15 18 21 24 27 30 0 3 6 9 22 15 18 21 24 21 30 33 36
[l 8 (190) 11 (220) 19 (207) Anemia 32 (348) 15 (163) Time (Months) \ ) Time (Months)
. o. atris o. atris
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De novo 38 (90.5) 35 (70.0) 73 (79.3) Lymphocyte count decreased 15 (16.3) 10 (10.9)
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>10 cm 3(7.1) 7(14.0) 10 (10.9) « Most frequent (>1 patient) grade 5 TEAESs: malignant neoplasm progression (n=6), « Overall estimated 12- and 18-month OS (95% CI) was 63.4% (52.6%, 72.5%) and 55.0% (43.2%, 65.3%), respectively
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Cooperative Oncology Group; IPI, international prognostic index. * In 21 (22.8%) patients TEAESs led to treatment discontinuation mPFS, median progression-free survival rate; NR, not reached.
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