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Cultural Linguistic Competency (CLC) & Implicit Bias (IB)

STATE LAW:

The California legislature has passed Assembly Bill (AB) 1195, which states that as of July 1, 2006, all Category 1 CME activities that relate to patient care must
include a cultural diversity/linguistics component. It has also passed AB 241, which states that as of January 1, 2022, all continuing education courses for a
physician and surgeon must contain curriculum that includes specified instruction in the understanding of implicit bias in medical treatment.

The cultural and linguistic competency (CLC) and implicit bias (IB) definitions reiterate how patients’ diverse backgrounds may impact their access to care.

EXEMPTION:
Business and Professions Code 2190.1 exempts activities which are dedicated solely to research or other issues that do not contain a direct patient care
component.

The following CLC & IB components will be addressed in this presentation:

* Inthis presentation, | plan to address how cultural, socioeconomic, and structural factors influence treatment access,
shared decision making, and outcomes for patients with relapsed or refractory follicular lymphoma, with an emphasis
on equitable delivery of emerging therapies.

» Inthis presentation, | plan to address how implicit biases may influence clinical judgment and treatment decisions in
relapsed or refractory follicular lymphoma, and discuss strategies to promote more deliberate, consistent, and
evidence-based care across diverse patient populations.


https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
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SUGGESTED TREATMENT REGIMENS?P:¢

SECOND-LINE THERAPY!

Preferred (in alphabetlcal order)
« Bendamustine® + Oblnutuzumabe or Rituximab (not recommended if treated with prior Bendamustine)
« CHOP + Oblnutuzumabe or Rituximab

including an anti-CD20 mAb

Other recommended (in alphabetical order)

* Lenalidomide (if not a candidate for anti-CD20 mAb therapy)
* Lenalidomide + Obinutuzumab or Rituximab

» Obinutuzumab

* Rituximab

SECOND-LINE THERAPY FOR OLDER OR INFIRM
(if none of the therapies are expected to be tolerable in the opinion of treating physician)

Preferred
* Rituximab (375 mg/m? weekly for 4 doses)

SECOND-LINE EXTENDED THERAPY (optional)

Preferred
» Rituximab maintenance 375 mg/m? one dose every 12 weeks for 2 years (category 1)
» Obinutuzumab maintenance for rituximab-refractory disease (1 g every 8 weeks for total of 12 doses)




Time to First Progression in FL is prognostic

e Biopsy recommended to detect
histologic transformation of FL,

which is reported to occur at a v —
—_
rate of 2% per year! 5 0 Wores OS
* Higher rates among early relapse patients? % o | 17 in patients
] ] H with early POD
Early progression of disease (<2 E 04
years) after frontline |
chemoimmunotherapy (POD24) N —
occurs in approximately 20% of a 2 m w4 m 0B s s
patie nts ot isk Tirne from Risk-Defining Events {manths)
— Associated with inferior 0S3 FPeR e wes = * = ’
Raferance 430 404 =7 3 ki 253 145 34 [
— Represents a population requiring novel
intervention
1. Link BK et al. J Clin Oncol. 2013;31(26):3272-3278. 2. Batlevi C et al. European Journal of Cancer. 2020;126:78-90.
3. Casulo C et al. J Clin Oncol. 2015;33(23):2516-2522.




R-Len iIs an effective treatment option for R/R FL in the 2L+
settingl?2

Phase Ill AUGMENT study of R-Len versus R mono in R/R indolent non-Hodgkin lymphoma

Baseline characteristic R-Len R mono PFS (ITT population)?2
n=178 n=180

(ITT population), %'?

10 A — R-Len (n=178)
— R mono (n=180)
ECOGPSO 65 71 0.8 - + Censored
. >
FLIPI high risk 39 30 = 06 A Median, months (95% CI):
©
S 27.6 (22.1-60.5)
Refractory to last therapy 17 14 g 04 A L )
Prior therapies 23 25 23 02 1 HR (95% CI): 0.50 (0.38-0.66) . 143d24-177)
P value: <0.0001
High-tumor burden per 0.0 T T T T T T T T T T T T T 1
GELE criteria 54 48 0 6 12 18 24 30 36 42 48 54 60 66 72 78 84
I';kl)_ of patients at risk: 178 151 128 107 62 -IA-fiQme (;Zomhlz) 13 6 4 3 1
o -Len
82% Of patlents had FL1'2 R mono 180 141 98 69 Eg 41 29 21 13 5 3 2 1 0

R-Len is superior versus R mono, but most patients will relapse

Median follow-up was 65.9 months. 1. Leonard JP, et al. J Clin Oncol 2019;37:1188-99;
GELF, Groupe d'Etude des Lymphomes Folliculaires; HR, hazard ratio; ITT, intention-to-treat; mono, monotherapy. 2. Leonard JP, et al. ASH December 2022; Oral presentation (abstract #230).



INMIND Phase 3 Study of Tafa+ Len + RIin R/R FL

Kev Inclusion Criteria Tafasitamab-cxix Arm (Experimental Arm)
ey J — * Tafasitamab-cxix 12 mg'kg iv, 12 cycles (cycles 1-3: qw, cycles 4—12: g2w)
* Age =18 years 3 — [T " * Len 20 mg/day (days 1-21) po for 12 cycles E 5‘
* FL grades 1-3A (or MZL?) - E * R 375 mg/im? iv for 5 cycles (cycle 1: gqw, Cycles 2-5: gdw) E E
L 54] —
* 21 prior line of therapy, o I £ =
including an anti-CD20 mAb E g Placebo Arm (Control Arm) ‘6 E
* ECOGPS 0-2 ﬁ E * Placebo iv for 12 cycles (cycles 1-3: qw, cycles 4—12: g2w) E E"‘
* No prior treatment with W o ™" * Len20 mg/day (days 1-21) po for 12 cycles
Len in combination with R * R 375 mg/m? iv for 5 cycles (cycle 1: qw, Cycles 2-5: gdw)
Stratification Factors (Patients With FL) Study Endpoints in FL Population (Investigator Assessed Unless Specified)
* POD24
* Refractoriness to prior anti-CD20 mAb therapy * Primary study endpoint: PFS
* Number of prior lines of therapy (1 or 22) * Key secondary: PET-CR. rate in the FDG-avid population, OS
* Select other secondary: PFS by IRC, ORR, DOR, safety, QoL, MRD
* Select exploratory: TTNT, B-cell recovery, lg levels, CD19 expression

Sehn et al. Lancet 2026



INMIND Efficacy - Response

Tafasitamab plus Placebo plus
0 0 lenalidomide plus lenalidomide plus
8 4 A) V S 7 2 A) rituximab rituximab

Overall response rate . ) .
Overall response rate (intention-to-treat population)

Patients 273 275

Best response®

0 0 Complete response 124 (45%) 94 (34%)
45 /O VS 34 /O Partial response 104 (38%)

105 (38%)
Complete response Stable disease 28 (10%) 46 (17%)
Progressive disease 7 (3%) 20 (7%)
Not evaluable 2 (1%) 0
Not done 8 (3%) 10 (4%)
O R 2 . O Complete response (radiographic)t 141 (52%) 110 (40%)
95% Cl 1.30-3.02; p=0.0014 Overall response ratet, % (95% Cl1)§ 84% (78-6-87-7) 72% (66-7-77-6)
Odds ratioq]|| (95% C1)§ 2.0 (1-30-3-02)
Nominal p value|| 0-0014

Sehn et al. Lancet 2026



inMIND - Survival

Time-to-event endpoints

Endpoint

Median PFS, months

Tafasitamab-cxix +
Len +R

22.4(19.2, NE)

Placebo + Len + R

13.9(11.5, 16.4)

HR (95% Cl)

0.43 (0.32, 0.58)

Median DOR, months

21.2 (19.5, NE)

13.6 (12.4, 18.6)

0.47 (0.33, 0.68)

Median TTNT, months

NR (NE, NE)

28.8 (20.7, NE)

0.45 (0.31, 0.64)

Median OS, months

NR (27.9, NE)

NR (NE, NE)

0.59 (0.31, 1.13)

Sehn et al. Lancet 2026
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E 20 Tafasitamab-cxix + Len+R  Placebo + Len +R
Median PFS (95% Cl),2 months  22.4 (19.2, NE) 13.9 (11.5, 16.4)
HR {95% CI)b 0.43(0.32, 0.58)
0+ Pvalue <0.0001
T T T T T T T T T T T T T T T T
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up time: 14.1 months

100

80

60

40

Probability of TTNT, %
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Tafasitamab-cxix + Len+ R Placebo + Len +R

Median TTNT (95% Cl),2 months NR (NE, NE) 28.8 (20.7, NE)
HR (35% Cl)b 0.45(0.31, 0.64)
Nominal P values <(.0001

0
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INMIND - Safety

Most Common Grade 3 or 4 TEAEs (25% in Any Group)

Key safety takeaways Tafasitamab-cxix + Placebo +
Preferred Term, n (%) Len+R Len+R
Rates of High-Grade AEs were comparable
between both arms Neutropenia 109 (40) 102 (38) 211 (39)
Pneumonia 23 (8 14 (5 37 (7
Lenalidomide dose interruptions or ) ® @
discontinuation were similar between both arms Thrombocytopenia 17 (6) 20 (7) 37(7)
Decreased neutrophils 16 (6) 18 (7) 34 (6)
Anemia 12 (4) 16 (6) 28 (5)
COVID-19 16 (6) 6 (2) 22 (4)

COVID-19 pneumonia 13 (5) 3(1) 16 (3)

Sehn et al. Lancet 2026



EPCORE FL-1 Phase 3 Study of Epcoritamab + R? vs R? in Patients With R/R FL.:
Study Design and Patients

. _ Epcoritamab+R? Overall
Key Inclusion Griteria (N = 243) m (N = 488)
= Histologically confirmed FL and CD20+ .
60 (30, 84 63 (24, 89) 61 (24, 89
= Grade 1-3a, Stage II-IV JECITEIN E1E65 EINE)) VEETS (i, 1) &) 22 &) 22
= >1 prior treatment (anti-CD20 mAb plus chemotherapy) ECOG 0 166 (68) 170 (69) 336 (69)
* Met> 1 GELF criterion PS, % 1-2 77 (32) 75 (31) 152 (31)
Fixed-Duration 12 Cycles (28-Day Cycles) FLIPI score 0-1 63 (26) 56 (23) 119 (24)
\ n (%) ’ 2 79 (33) 76 (31) 155 (32)
a (o]
= Epcoritamab plus R 3-5 100 (41) 113 (46) 213 (44)
— ituxi 7 ! le 1, QW; cycles 2-5, Q4W
> SIBSUESIS MR, © @i (el &, ON5 eiels =g, DR Prior anti-CD20 antibody, n (%) 243 (100) 245 (100) 488 (100)
o Lenalidomide (20 mg), 12 cycles (cycle 1-12, QD, D1-21) S P
= AR e i 239 (98) 240 (98) 479 (98)
= R2 containing chemo, n (%)
- " POD24, n (%) 106 (44) 93 (38) 199 (41)
> Rituximab (375 mg/m?2), 5 cycles (cycle 1, QW; cycles 2-5, Q4W) .
o Lenalidomide (20 mg), 12 cycles (cycle 1-12, QD, D1-21) Refractory to 1L therapy, n (%) 86 (35) 81(33) 167 (34)
Double refractory 91 (37) 91 (37) 182 (37)
Dual primary endpoints: ORR per IRC and PFS per IRC Number of prior lines of 1(1,7) 1(1,6) 1(1,7)

Secondary endpoints: CR rate, OS, and MRDc therapy, median (range)

Additional secondary endpoints: DOR, DOCR, TTNLT, safety, and
PRO assessments

Lancet 2026; 407: 133-46



EPCORE FL-1 Efficacy: Response

Epcoritamab + R2 vs R2

95% vs 79%

Overall response rate

83% vs 50%

Complete response

89% vs 49%

12-month duration of response (KM estimate)

Lancet 2026; 407: 133—46

Epcoritamab plus R* (n=243)

R? (n=245)

Median follow-up, months, median
(95% Cl) [IQR]

Overall response rate, n (% [95% Cl])*
Complete response, n (% [95% Cl])*
Partial response
Stable disease
Progressive disease
NET
Duration of response
Median, months§
12-month Kaplan-Meier estimate, %
Duration of complete response
Median, months§

12-month Kaplan-Meier estimate, %

14-8 (13-96-16-23)
[12-0-19:3]

231(95% [92-97])
201 (83% [77-87))
30 (12%)
1 (<1%)
7 (3%)
4 (2%)3

NE (NE-NE)
89.2% (83-6-93.0)

NE (NE-NE)
91-2% (84-5-95-0)

14-6 (13.57-15-64)
[10.2-18-6]

194 (79% [74-84])
122 (50% [43-56])
72 (29%)
17 (7%)
16 (7%)
18 (7%)1

115 (8-5-18-6)
48.5% (38-8-57.5)

18-6 (11-1-NE)
56-0% (42-4-67-6)

13



EPCORE FL-1 Efficacy: Survival

Time-to-event endpoints

Endpoint Epcoritamab + R? R? HR (95% Cl)
Median PFS, months NE (NE-NE) 11.7 (11.1-15.1) | 0.21(0.14-0.31)
L ELNL NE (NE-NE) 24.3 (18.2-NE) | 0.15 (0.09-0.27)
months

Median OS, months NE (NE-NE) NE (NE-NE) -

Lancet 2026; 407: 133-46

— Epcoritamab plus R?
— Ri

804
g
E
£ 60+
16-mo PFS o
a
85.5% : .
7 40+ Median time (95% Cl), months
vs 40.2% &
E Epcoritamab plus R* NE (NE-NE)
R* 117 (11-1-151)
20
HR* 0-21 (95% C1 0-14-0-31); p<0-0001*
0 T T T T T T T T T 1
o 3 6 9 12 15 18 21 24 27 30
t risk Time since randomisation (months)
B
100
£ g0
H
E
3
16-mo TTNT ‘E‘ 60
0 2
92.8% +
0 = 404 Median time (95% Cl), months
vs 64.9% 5
2 Epcaritamab plus R*  NE (NE-NE)
g R 24-3(182-NF)
= 204
—— Epcoritamab plus R?
HR* 0-15(95% Cl 0-09-0-27); p<0-0001* —R?
0 I T I T T L L I L I 1
'] 3 13 9 12 15 18 21 24 27 30 33

eratrisk

Time since randomisation {(months)

14



EPCORE FL-1 Efficacy: Survival

Consistent benefit across subgroups PFS by Prespecified Relevant Subgroups

PFS
14/14 Age <70 years —e—
=70 years | &
subgroups favoured epcoritamab + R? Baseline FLIPI score 0-2 e @i
3-5 ——
NHL-5 comorbidity index Low —_
H+1 I & |
O 1 2_0 2 9 POD24 status No POD24 ——
’ : POD24 —
HR range across all subgroups Prior LOTs y — e
22 —a—
Double refractory status  Not double refractory ——
Double refractory e
Bulky disease status® Non-bulky disease ——
O . 2 2 Bulky disease k @ |
HR in the POD24 high-risk subgroup 0.01 01 1 .
) Favors Epcoritamab + R* Favors R* ;

= Both low and high risk
clinically relevant subgroups
showed improved PFS with
Epcor-R2 vs R2

Lancet 2026; 407: 133—46

HR (95% CI)
0.19 (0.12-0.31)
0.29 (0.14-0.60)
0.18 (0.10-0.33)
0.25 (0.15-0.42)
0.27 (0.17-0.42)
0.14 (0.06-0.29)
0.17 (0.09-0.32)
0.22 (0.13-0.37)
0.20 (0.12-0.34)
0.24 (0.13-0.42)
0.19 (0.11-0.34)
0.23 (0.13-0.39)
0.26 (0.17-0.41)
0.12 (0.05-0.28)

15



EPCORE FL-1: CRS

CRS Events by Dosing Period (3-SUD)

100+ Grade 1
B Grade 2

804
£ 60-
o
Q
c
o]
o
Ew

20~ ﬁ

=1 2 2 16 4
0 5 — <1

1 1 1 1 1 1
Step-up Step-up Step-up First Second Third

dose 1 dose 2 dose 3 full full full+

Lancet 2026; 407: 133-46

Cycle 1

CRS, n (%)

CRS grade, n (%)
1
2

CRS signs and symptoms, n (%)?
Fever
Hypotension
Hypoxia

Time to first CRS onset from first full

dose, days, median (range)
Time to CRS resolution, days,
median (range)

CRS interventions, n (%)?
Treated with tocilizumab
Treated with corticosteroid

Epcoritamab+R?

2-SUD
N =110

50 (45)

40 (36)
10 (9)

49 (98)
9 (18)
1(2)

1(<1,6)

1(<1,12)

12 (24)
23 (46)

Epcoritamab+R?
3-SUD
N=133

35 (26)

28 (21)
7 (5)

33 (94)
6(17)
2 (6)

1.5 (< 1, 10)

1(<1,26)

9 (26)
13 (37)

16
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SUGGESTED TREATMENT REGIMENS2:P:¢

THIRD-LINE AND SUBSEQUENT THERAPY

Second-line therapy regimens (FOLL-B 2 of 6) that were not previously given can also be used as options for
third-line and subsequent therapy

Preferred (in alphabetical order)
« T-cell mediated therapy®
» Bispecific antibody therapy'
O Epcoritamab-bysp
0 Mosunetuzumab-axgb (IV or SC)™
» Chimeric antigen receptor (CAR) T-cell therapy™®°
0 Axicabtagene ciloleucel (CD19-directed)
¢ Lisocabtagene maraleucel (CD19-directed)
0 Tisagenlecleucel (CD19-directed)

Other recommended

« BTK inhibitor gBTKi)
» Zanubrutinib’ + Obinutuzumab
* Loncastuximab tesirine-lpyl"n + Rituximab (category 2B)

THIRD-LINE CONSOLIDATION THERAPY

Useful in Certain Circumstances

« Allogeneic hematopoietic cell transplantation (HCT) in selected casesP




Bispecific antibodies in R/R FL after =2 prior therapies

Formulation

Key Phase Il study

Treatment schedule

Status

Mosunetuzumab

Epcoritamab

Odronextamab

IV or SCt?

SCo

I\/6

G029781
(median follow-up:
>49.4 months)?1.2

EPCORE NHL-1
(median follow-up:
17.4 months)5t

ELM-2
(median follow-up:
28.3 months)é

PodPRE

Shadman et al. ASH 2024

Hess et al. EHA June 2025

US Pl www.accessdata.fda.gov/scripts/cder/daf/
. EU SmPC. www.ema.Europe. n/medicin

Fixed duration:
Q3W* for eight cycles if
CR is achieved, or
up to 17 cycles?

QW, C1-3*; Q2W for
six cycles (C4-9); Q4W
until progression®

QW, for four cycles;* Q2W

until progression®:

Approved in R/R FL
after =2 prior
therapies by the
EMA and FDA34

Approved in R/R FL
after 22 prior
therapies by the
FDA and EMA34

Approved in R/R FL
after =2 prior
therapies by the EMA?

5. Linton KM et al. Lancet Hematology 2024
6. Jagadeesh D et al. ASCO May 2025
7. Ordspono EMA. www. Ema.Europe.eu



http://www.ema.europe.eu/en/medicines

Phase |1 GO29781 study of mosunetuzumab in 3L+ FL

Key inclusion criterial? Endpointslz2

» Histologically confirmed FL (Grade 1-3a) * Primary: CR (best response) rate by IRC*
« ECOGPSOorl1 « Secondary: ORR, OS, DOR, PFS, safety and tolerability

e 22 prior regimens, including an anti-CD20 antibody and an alkylator

*  Q3W IV administration CRS mitigation
ixed-d . * Step-up dosing during C1
* Fixed-duration treatment - Corticosteroid premedication during C1 and C2, optional from C3 onwards

— Eight cycles if CR after C8

— 17 cycles if PR/SD after C8

O O
* No mandatory hospitalization D8: 2mg
* Retreatment permitted at relapse for
patients who achieved a CR D1: 1mg
v \4 \4

1. Budde et al Lancet Oncol 2022 2. Shadman et al. ASH 2024 3. Cheson et al. JCO 2007 4. Dreyling t al. JCO 2017



Mosun phase Il study in R/R FL: 5-year follow up

Median PFS 24.0 mos Median OS NR Median TTNT 64.1 mos
5-year PFS 36.5% 5-year OS 78.5%

* ORR and CRR were 78% and 60%
* Median DOCR was NR, 5-year DOCR was 52%
* More than half of pts did not require new anti-lymphoma txt at 5-year landmark

Budde et al. ASH 2025



Mosun phase Il study in R/R FL: 5-year follow up subgroups

Median PFS 61.0 mos
5-year PFS 56.8%

Median OS NR
5-year OS 91.6%

POD24 and non-POD 24 pts
Median PFS 22.0 vs 26.0 mos

5-year PFS 36.9% vs 36.0%

1.009
| —— POD24 (n=47)
: ——Mon-POD24 (n=43)
0.759 1
£
B L —
| 0501 e
E [
[ \—1—Tv
0259 -
FoOOZ4 HenPODZ4
Madian PFS. monts 45% Cl} =2 (11 6=-61.0] 28 (11 5-HE)
0,00 Saaar PFE rabs, % (#5% CI) 363 {20.7-53.1] 380 (20.4-51.5]

O & 12 18 24 30 36 42 48 54 60 66
) ] Time {menths)
Patients at risk
47 31 22 18 16 16 15 15 13 8 & 0
—d43 28 25 23 M 18 16 14 13 10 4 0

* In those who achieved CR, 5-year PFS 56.8% and 5-year OS 91.6%

* |In POD24 vs non-POD24, 5-year PFS 36.9% vs 36.0%

Budde et al. ASH 2025



Single-Agent Mosunetuzumab: Safety iInR/R FL

Summary of AEs

n (%) patients with 21 AE N=90

Number of patients with at least one AE 890 (100)
Grade 3/4 AE 62 (68.9)
Serious AEs 43 (47.8)
Grade 5 AEs* 2(2.2)

AEs leading to treatment discontinuation 4 (4.4)

Infections 45 (50.0)
Serious infections 18 (20.0)
Grade 3/4 infections 15 (16.7)
Infection AEs leading to treatment withdrawal 1(1.1)t

20.0% 0 73.71%

of patients had a serious infection infectious deaths of serious infections in the first 4 cycles

1. Schuster et al. ASH Dec 2023 2. Shadman et al. ASH Dec 2023 3. Budde et al. Lancet Oncol 2022 4. Lee et al. Biol Blood Marrow Transplant 2019



CAR T in R/R FL after 22 prior therapies

Axicabtagene Ti lecl 2 Lisocabtagene
Ciloleucel! ISSESIISEIaHES Maraleucel®

Ant—CD19-CD23-CD3z Anti—CD19-4188CD3z Ant—CD19-4188-CD3z
In2L: 90-110 x 10°

=

Dose 2 x 10%/kg {max 2 x 105) 0.6-6.0 x 105/kg In 34 50-110 x 10°F
Fhu/Cy 25/250 mg/m?

Lympho- Flu/Cy 30500 mg/m? x 3 days, or Fhu/Cy 30/300 mg/m? x

depletion x 3 days bendamustine 3 days

x 2 days



ZUMA 5 Axi-cel In FL Efficacy

Duration of Response

100+
]
94% ORR
£ 80
@
g .
E Median DOR
60 i
8
®
s A 60.4 mo
c 40
o FL MZL All Patients - [0)
B Estimated DOR ‘ {n=127) (n=31) {N=159) 60-mo DOR 52.2%
= 1 .
& Median, mo (95% CI) 60.4 (36.6-NE)  NR({135:-NE) 604 (39.7-NE) 43% ongoing
60-mo rate, % (95% CI) | 52.2 (41.8616) 60.0(363-77.3) 53.4(439-62.0)
G T T T T T T T T T T T T T T T T T T T T T T T T T T T 1 response
0 3 6 9121518212427 30333639424548 5154 5760636669 7275788184
Months
Mo, at risk

FL 11910097 95 87 B4 78 78 66 83 61 61 58 54 53 52 37 33 12 30 12 6 8 & 0
MZL 24 22 21 20 19 17 16 16 15 4 4 &4 11 11 11 10 5 4 4 4 1 0
All patiants 143131118115106 101 &4 92 81 77 75 75 67 65 64 G2 42 37 36 34 13 6 6 6 0

Time to Next Treatment

100+
o
2% 3%
— o
(n=2) (n=4) f o
o Median TTNT
% 1 FL MZL All Patiants Not reached
DR R S D N D ® Estimated TTNT ‘ {n=12T) {n=31) {N=159)
— E 207 "pedian, mo (95% ¢ NR(3TENE) NR(1Z1-NE)  NR (38.6-NE)
FL { n= 1 2?] 60-mo rate, % (35% CI) | 54.0 (448-62.3) 50.9(31.5675) 53.3(45.0-60.9)
G T

T T T T T T T T T T T T T T T T T T T T T T T T T T 1
0 3 6 91215182124273033363942454851 54 57 6063 6669727578 8184
Months
Mo, at risk
FL 127123115108102 85 91 ©1 88 81 79 76 72 70 &3 67 67 &7 62 60 45 35 28 9 11 6§ 2 O

MZL 3 27 23 23 21 20 17 16 96 16 16 15 14 14 ¥4 13 12 W0 6 6 6 1 O
All patiants 150150 138131 123115108107 104 97 95 91 B6 B4 &2 80 79 77 68 66 51 36 M 1w 11 5 2 0

Neelapu et al. ASH 2024



ZUMA 5 Axi-cel Survival Outcomes

Progression-Free Survival®
Overall Survival

100+
= 100~
g -
E = —
&0 — e ——
8 $ o
w E
§ 40 =
] FL MZL All Patients s 407 - - P
wm = = = Il Fatients
2 o5 Esinamares ‘ et e ki g Estimated 0S | {n=127) {n=31) {N=158)
2 Median, mo (95% CI) S7.3(30.9NE)  NR(124-NE) 622 (34.9NE) 207 " paedian, mo (85% CI NR(NENE)  NR(NENE)  NR(NENE)
&0-mo rate, % (95% CI) 498 (33.8-53.0) S539(325-T1.0) 504(41.3-587) 60-mo rate, % (85% CI) | 6.9 (59.8-76.3) T71.1(50.1-B4.5) B9.0(60.8-75.8)
G’ L T T L L T L L L T Li T L] L Li Li L T T L T T L T T L L 1 {} T T T T T T T T T T T T T T T T T T T T T T T T T T T 1
0 3 6 9121518212427 30333639424548515457T6063 6669727578 81 84 0 3 6 9121518212427 3033363042454851545T60636660727578581 84
Months Months
Mo, at risk Mo, at risk
FL 127120111 98 95 B7 84 78 75 B5 €3 B2 59 55 53 51 52 38 34 22 29 7 & & & 0O FL 127123 1221212 115 M5 114110103101 97 82 90 88 87 B85 85 83 B0 60 45 36 24 4 8 3 1 0
MZL 3 26 23 22 2 19 17 16 16 15 14 44 13 11 11 11 8 & 4 4 4 © MIL 3 20 28 27 27 24 24 22 22 M1 2019 18 17 17T 16 1513 O 8 & 3 2 1 1 1 0
All patiants 160146134 120197 106101 94 §1 00 77 76 72 65 64 66 61 40 38 % 33 7 6 B & 0 All patisnts 159 152 150 149 140 130 129136 132 124 121 116110107 105103101 98 92 68 68 48 28 25 15 9 3 1 0

Median PFS 57.3 mos; 60-month PFS rate 49.8% Median OS not reached; 60-month OS rate 68.9%

Neelapu et al. ASH 2024



ZUMA 5 Axi-cel Safety

MZL All 0) 0)
Adverse Events (n = 22) (N = 148) 70 A) 18 A) 1
Grade 23 Grade 23 Unresolved
Any AE, % 99 100 o9 cytopenias infections CRS event
= Any grade infection 52 63 53
Grade >3 AFs, % 85 % 86 e Grade 23 infections included
- LENTE T 60 67 61 pneumonia (n = 10), opportunistic (n =
= Anemia 23 29 24 4), URTI (n=1)
= Thrombocytopenia 23 21 23
= Infedion 15 29 18 e All CRS ]?venlts: resolved excefp’gll
Serious AEs, % a6 1 0 gvent or mu tl.system organ failure
in a patient with FL and bulky
= Grade >3 o 8 7
N . ~ - ?1 o * No new treatment related safety
B e S signals observed in 3 and 5-yr follow-
= Grade >3* 15 38 19

" _ up analysis
= Median duration, days {IQR) 14 {5-43) 10 {5-28)

Jacobson. Lancet Oncol. 2022;23:91. Neelapu. ASH 2022. Abstr 4660.



BsSAbvs CART Efficacy iInR/RFL
I T T N N

Mosunetuzumab? 54 mo 46% 5-year 37% 5-yr 79%
(5-yr 52%
DOCR)
Epcoritamab? 82 63 18 mo 72% 1.5 year 49% 1.5-yr 70%
(DOCR)

CAR T-cell therapy

Axi-cel* 5-yr 52% 5-yr 50% 3-yr 69%
Tisa-cel’ 86 68 4-yr 61% 5-yr 46% 5-yr 74%
Liso-cel® 97 94 3-yr 70% 3-yr 68% 3-yr 86%

CR (avg) DoCR (avg) PFS plateau?

CAR T ~80% CART ~74% at 24 mos CAR T ~51% at 5-yr
BsAb ~65% BsAb ~¥65% at 28 mos BsAb ~39% at 5-yr

1. Sehn Blood. 2024 2. Linton Lancet Hem 2024 3. Kim Annal Oncol 2024 4. Neelapu Blood 2024 5. Dreyling Blood 2024 6. Morschhauser Nat Med 2024



BsAbvs CAR T Safety in R/R FL

Agent CRS Rate Grade3+ | Tocilizumab
Infections Required
2% 5% 2%

Mosun 44%

13% 8%

49% 0% 0% 0%

1%

CAR T-cell therapy

Axi-cel

9% 34%

Tisa-cel 49% 0% 23%

Liso-cel 58% 1% 15% 2% 5% 25%

1. Sehn Blood. 2024 2. Linton Lancet Hem 2024 3. Kim Annal Oncol 2024 4. Neelapu Blood 2024 5. Dreyling Blood 2024 6. Morschhauser Nat Med 2024



BsAbvs CART

Russler-Germain et al. 2024



Thank You

Questions?

cityofhope.org




Question 1

In the EPCORE FL-1 trial, the addition of epcoritamab to R? provided
superior efficacy, and a higher incidence of adverse events, compared
with R? alone.

A. True B. False




Question 2

In the InMind trial; the addition of tafasitamab to lenalidomide and
rituximab resulted in improvement in progression-free survival; without
a clinically significant increase in adverse event

A. True B. False
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