Subgroup analysis in RE-MIND2, an observational, retrospective cohort study of tafasitamab plus
lenalidomide versus systemic therapies in patients with relapsed/refractory diffuse large B-cell lymphoma
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Background

® The cohorts in each MAS were matched using an ePS-based 1:1 nearest neighbor (NN) method

— The L-MIND and STP cohorts were balanced for nine baseline covariates: age (<70 vs 270 years),
Ann Arbor stage (I/ll vs lll/1V), refractory to last therapy line (yes vs no), number of prior lines of therapy

Table 1A. Demographics and baseline characteristics for the tafasitamab + LEN versus systemic therapies pooled

matched analysis set

® Median OS and hazard ratios for OS indicated a trend toward favoring tafasitamab + LEN in each MAS and in
patient subgroups across most MASs (Figure 4)

1:1 matched patients from the L-MIND study and those who received R2. ***Included 1:1 matched patients from the L-MIND study and those who received CAR-T. CAR-T, CD19 chimeric antigen receptor T-cell; ePS,
estimated propensity score; FAS, full analysis set; LEN, lenalidomide; pola-BR, polatuzumab vedotin + bendamustine + rituximab; R2, rituximab + LEN; STP, systemic therapies pooled.

17. The International Non-Hodgkin’s Lymphoma Prognostic Factors Project. N Engl J Med
1993;329(14):987-94.

_ _ _ | ® The analyses did not show or suggest a clear difference in the relative treatment effect of tafasitamab + LEN
(1 VS 2/3), hlstory of primary refractoriness (yes VS no), prior ASCT (yes VS no), elevated lactate Patient disposition versus Comparator therapies according to number of ENS or elevated LDH
® Diffuse large B-cell lymphoma (DLBCL) is the most common subtype of non-Hodgkin’s lymphoma, accounting for dehydrogenase (LDH) (>upper limit of normal), neutropenia (cut-off <1.5 x 10%L), and anemia (cut-off Tafasitamab + LEN (n=76) STP (n=76)
up to 45% of cases’ <10 g/dL [6.21 mmol/L]) Sex, n (%) Female 36 (47.4) 32 (42.1)
® Recommended first-line treatment is with R-CHOP (rituximab, cyclophosphamide, doxorubicin, vincristine, and — Six balancing covariates were used to compare the L-MIND and pola-BR, R2, and CAR-T cohorts . Male 40 (52.6) 44 (57.9) Figure 4. Analyses of OS for subgroups for tafasitamab + LEN versus systemic therapies pooled, pola-BR, R2, and CAR-T
prednisone)? (number/choice of covariates was driven by their clinical relevance and availability in patient records): Age at index date, years mez_” (S(gz ) 7129(';2(2'771(; ) 726(?'(2313'8787)0)
. . . . . . . : : : A edlan - . -U—10. - I—1 1. Median OS, ths (95% CI
— R-CHOP is curative in 60—70% of patients, while 30-40% experience relapsed/refractory (R/R) disease after an number of prior lines of therapy (1 vs 2/3), refractory to last therapy (yes vs no), history of primary Range, min_max 186 2787 o o
initial response3 refractoriness (yes vs no), prior ASCT (yes vs no), age (<70 vs 270 years), and Eastern Cooperative £COG PS. n (9 o 20 (38 7 (294 overall N/N*  E/E  Tafa+LEN cohort HR'  95%Cl
: : : : : : : : 0/ 5 anok)gy Group performance status (ECQG PS) (()_1 VS 22) 0 (%) (38.2) (22.4) STP 76/76 36/49 34.1(18.3-NR) 11.6(8.8-16.1) 0.553  (0.36, 0.85) — |
— Five-year overall survival (OS) for patients with high-risk disease is 27-36% _ _ _ _ _ 1 41 (53.9) 27 (35.5) Pola-BR  24/24 1316 201 (86-NR) 7.2(49-116) 0441 (020 096) | |
® Salvage therapy for patients with R/R disease comprises chemotherapy followed by high-dose chemotherapy and — To achieve a high quality of balance between cohorts, the absolute standardized difference of each 2 6(7.9) 18 (23.7) 3333 18/25 246 (121-NR) - 74 (4.2-11.1) - 0435 (0.22,0.85)
5 o : 6.7 covariate post-matching was pre-defined as <0.2 3 0 3 (3.9) 37/137 21114 225(8.6-NR) 15.0(10.1-NR) 0.953  (0.47,1.91)
autologous stem cell transplant (ASCT);? 40—-65% of patients who proceed to ASCT subsequently relapse® o The or o0 OS ' y ; o Elevated LDH
— Patients with primary refractory disease or who relapse <12 months post-R-CHOP may receive chimeric antigen © primary en point was _ | _ o . X 1 (145 o ik tina s 1181-3;3‘(91-‘;‘_3,;‘;)) o 223:112; N ESZ ]2:; ! L
receptor T-cell (CAR-T) therapy? ® To investigate the comparative effectiveness of the tafasitamab + LEN combination versus the comparator o~ o %) Y'SS'”Q > 26 526 é)) 002 1318 138(27NR) 523379 042 (049004 '
: - - S therapies for patients with high-risk disease, data in subgroups representative of risk factors from the rimary progressive disease, n (7o ©s ' ' 1921 1417  86(27-264) 159 (41-NR) 1633  (0.66, 4.19)
® Inthe single-arm, Phase || L-MIND study (NCT02399085), the immunotherapy tafasitamab + lenalidomide (LEN) International Prognostic Index for DLBCL were examined No 74 (97.4) 71 (93.4) o orp 3532 117 NRGIGNR) 217 (1O0NR) 0448 (021096 | :
demonstrated efficacy in ASCT-ineligible patients with R/R DLBCL?? _ o _ _ Number of extranodal sites, n (%) 0—1 52 (68.4) 38 (50.0) Pola-BR  10/4 4/3 NR(1.7-NR)  85(4.6-32.0) 0.388 (0.08,1.79) | |
2020 ;. . ) SIS . : In most subgroups; the number of extranodal sites (ENS) (0—-1 vs 22) and elevated LDH (yes vs no) were Missin 0 7(9.2) 1815 77— NR(131-NR)  14.6(9.9-2r.3)  0.371  (0.12,1.15)
( ), conditional marketing authorization in the European Union and Canada (2021), and temporary approval in determined to provide the most meaningful insights. OS was therefore assessed for these patient subgroups 9 - Number of extranodal disease sites
1 I Tl I I I I I 1 l " 0—1 STP 52/38 22/24 NR (19.3-NR) 14.5(10.0-30.8) 0.476 0.27,0.85 | ]
SWItzerIand (2022) for A.SCT'"].ellg.lbIe Patlents Wlth R/R DLBCL The Combln.atlcn |.S d preferred treatment Optlon N ECOG PS, Eastern Cooperative Oncology Group performance status; LEN, lenalidomide; Q1, lower quartile; Q3, upper quartile; SD, standard deviation; STP, systemic therapies pooled. Pola-BR 18/11 9/6 24.8( (8.6—NR; 85 24_9_32_0)) 0573 20_20’ 1.65; [ ]
the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) in this setting®'%-"3 2017 10/9 316 (86-NR)  9.5(34-NR) 0491  (0.19, 1.28)
® Inthe primary analysis of the observational, retrospective cohort study RE-MIND2 (NCT04697160), efficacy Table 1B. Demographics and baseline characteristics for the tafasitamab + LEN versus pola-BR, R2, and CAR-T L, o AT A AL S A | :
outcomes of patients treated with tafasitamab + LEN in L-MIND were closely matched with cohorts of real-world matched analysis sets Pola-BR 612 410  7.6(08-NR)  64(25-74) 0524  (014.202) | |
I I I + i I I I -+ I I I I - 13/13 8/11 24.6 (1.3-NR) 6.2 (4.2-11.1) 0.478 (0.17,1.34)
Fs)agteerr];[\?c\,\’m(e)r;e(izglsvfodr %el_rgjélr_nugglr;ed inn(t)t:]ﬂrggrt: O(rl?l(?s)’lrgyxmab gemcitabine and oxaliplatin (R-GemOx), or MAS for pola-BR MAS for R2 MAS for CAR-T 1414 10/6  7.6(1.3-264) 146 (9.9-NR) 1459  (0.52,4.11)
y D e P : : P . _ Tafasitamab pola-BR Tafasitamab R2 Tafasitamab CAR-T —— — T T T — T 71— T
— A significant difference in OS was observed with tafasitamab + LEN (31.6—-34.1 months) versus STP (11.6 o , , + LEN (n=24) (n=24) + LEN (n=33) (n=33) + LEN (n=37) (n=37) 000 025 050 075 100 125 1.50 175 200 225 250 275 300 325 350 375 4.00 425 450
months; HR: 0.553; p=0.0068), BR (9.9 months; HR: 0.418; p<0.0001), and R-GemOx (11.0 months; HR: 0.467; In total, 3,454 patients were enrolled from 200 sites | | | Sex, n (%) Female 10 (41.7) 10 (41.7) 17 (51.5) 11 (33.3) 18 (48.6) 17 (45.9)
p=0.0003)" ® The 1:1 NN matching method resulted in strictly matched pairs of patients for tafasitamab + LEN versus STP Male 14 (58.3) 14 (58.3) 16 (48.5) 22 (66.7) 19 (51.4) 20 (54.1)
l " " l I . *Number of patients in the tafasit b + lenalidomid dob tional cohorts, tively. THR estimated using C rtional h d model with ob tional cohort fi :
® A SeC()nda anal SiS Of RE-IV”ND2 com ar'ed the efﬁcaC Of tafaSitamab + LEN W|th Olatuzumab Vedotin + BR (76 paIrS)! tafaSItamab T LEN Versus pOIa_BR (24 paIrS)’ tafaSItamab T LEN Versus R2 (33 palrS), and Age at index date, Mean (SD) 72.3 (8-19) 73.7 (13-66) 67.9 (10-54) 69.9 (11 -80) 65.8 (10-79) 63.7 (11 -45) CAJFr{r-]T,eE)%1p9ac|:?1?n?ellri]c aiti%:‘r?lraercr:]:ptor '(Ia'flc:,a(‘alll;O(rlr:,I c?oﬁgdeoncseem?elr(\)/ra]i E(/)E,onﬁrr:gZF? I(l,/\(/ae)|/1ts in ?hselr;\?aZit:r?llgg +0I_XEeroc§)oohoK|?t;lt?1e sgarparpa?ofcv;;]or?; IfleRr,V?w;;g?dcr:\tig; Ifl[s)lfle Iearcetg(t:g dehydrogenase; LEN, lenalidomide;
ry y P y P . . . eric ¢ . ! ! D+ . ard ratio; LDH, lactate d se; LEN .
) . . ] . 15 tafas|tamab + LEN versus CAR_T (37 pa"'S) (Flgure 2, Table 1AIB) years Median 73.0 78 5 720 69 .0 68.0 64.0 N/N, number of patlents in the tafasitamab + LEN cohort/the comparator cohort; NR, not reached; OS, overall survival; pola-BR, polatuzumab vedotin + bendamustine + rituximab; R2, rituximab + lenalidomide; STP, systemic
(pOla BR), rituximab + LEN (RZ), and CD19 CAR T theraples _ _ _ _ (Q1-Q3) (69.5-78.5) (69.5-81.0) (58.0-75.0) (63.0-78.0) (58.0—75.0) (57.0-70.0) therapies pooled; tafa, tafasitamab.
— While CAR-T therapy was recently approved in second-line DLBCL, the current analysis is limited to its use ® Ahigh degree of covariate balance was achieved between the tafasitamab + LEN and comparator therapy Range . o . o D o
in the previous indication, i.e. after two or more lines of previous systemic therapy cohorts (an absolute standardized difference of <0.2 for the balancing covariates in each MAS was achieved) min—max 55-86 30-91 47-82 31-91 41-82 30-92
. . L, . Figure 3A/B i -
® Here, we examine OS in patients from L-MIND matched with the STP, pola-BR, R2, and CAR-T cohorts from (Figt ) . . Do PR L ° 5 (12 ° +(12.1) y 121 Conclusions
RE-MIND2 in clinically relevant subgroups ® Median duration of follow-up (months) in the matched cohorts was 31.8 versus 33.3 for tafasitamab + LEN versus A » No 24 (100) 17 (70.8) 33 (100) 28 (84.8) 37 (100) 36 (97.3)
STP, 31.8 versus 16.6 for tafasitamab + LEN versus pola-BR, 31.8 versus 13.4 for tafasitamab + LEN versus R2, Missing 0 4 (16.7) 0 1(3.0) 0 0
and 31.6 versus 10.2 for tafasitamab + LEN versus CAR-T éﬂ?—rgilfahemoglobin \,\(,is 2; 235233) 167((27560§) ; 22'31)9) 266((178528)) 352((183655)) 289((2713) ® In each subgroup, there was a trend favoring enhanced OS with tafasitamab + LEN when compared with
Ob.ec tive <10 g/dL), n (%) Missing 0 (4 2') 0 13 6) 0 0 STP, R2, and pola-BR, indicating the combination may improve OS in patients with high- and lower-risk
j Figure 2. Number of patients analyzed per MAS for systemic therapies pooled, pola-BR, R2, and CAR-T Elevated LDH Yes 14 (58.3) 18 (75.0) 20 (60.6) 22 (66.7) 19 (51.4) 21 (56.8) R/R DLBCL versus other therapies in the setting
(>ULN), n (%) No 10 (41.7) 4 (16.7) 13 (39.4) 8 (24.2) 18 (48.6) 15 (40.5) The differences in OS duration observed with CAR-T versus tafasitamab + LEN warrant further
® To conduct hypothesis-generating analyses for clinically relevant patient subgroups to examine the relative y _ :(’“SS'”Q 1 22 32 (182'35) , g 1 83 (2?2) , 24 61 (12672) investigation
effectiveness of tafasitamab + LEN versus selected systemic therapies for the treatment of ASCT-ineligible - amany oo e L TS 4.2) (12.5) (6-1) (24.2) (54) (16.2) The analyses between tafasitamab + LEN and each comparator therapy were not powered for statistical
patients with high-risk R/R DLBCL Tafasitamab RE-MIND2 observational cohorts disease. n (%) No 23 (95.5) 21(87.5) 31(93.9) 25(75.8) 35 (94.6) 31(83.5) comparison. Small sample sizes result in wide confidence intervals; therefore, results must be interpreted
+ LEN STP pola-BR Ann Arbor stage, +11 3(12.5) 4 (16.7) 8 (24.2) 2 (6.1) 6(16.2) 8 (21.6) : . : : el sy " : i :
n (%) Y 21 (87.5) 14 (58.3) 25 (75.8) 17 (51.5) 31 (83.8) 18 (48.6) with caution but warrant further evidence generation within high-risk patient populations
N=81 | | | Missing 0 6 (25.0) 0 14 (42.4) 0 11 (29.7) However, despite the limitations of these analyses and the small sample sizes, these results may help
Patients and methods Total patients enrolled in observational cohort N=3,454 Number of extranodal 01 18 (75.0) 11 (45.8) 20 (60.6) 17 (51.5) 23 (62.2) 23 (62.2) contextualize therapeutic options for treating high-risk patients with R/R DLBCL
| | | | sites, n (%) >2 6 (25.0) 12 (50.0) 13 (39.4) 13 (39.4) 14 (37.8) 14 (37.8)
Excluded Excluded Excluded Excluded Excluded Missing 0 1(4.2) 0 3(9.1) 0 0
XClude XClude Xcludae XClude XClude
Data were CO”eCted from the e|eCtr0nIC health records Of patlentS dlagnOSGd W|th DLBCL between 201 O and ];:rgg fSr(_i_rS fiorgR f:gg] CfKDIQnT CAR-T, CD19 chimeric antigen receptor T-cell; LEN, lenalidomide; LDH, lactate dehydrogenase; MAS, matched analysis set; pola-BR, polatuzumab vedotin + bendamustine + rituximab; R2, rituximab + lenalidomide; Q1, lower
: : : : : : : : ' poia- - quartile; Q3, upper quartile; SD, standard deviation; ULN, upper limit of normal.
IZDOZ%at academic hospitals, public hospitals and private practices in North America, Europe, and the Asia 216 S e e Acknow'edg ments
dClITIC region = = = = = . . . . . .
Jon | | | | n=> n=444 N=3,362 n=3,362 n=3,314 Figure 3A. Cohort balancing covariates from the tafasitamab + LEN versus systemic therapies pooled matched
— The anaIySIS window for patlents from L_MIND was defined as the interval bet\_Neen the index date and | | | | analysis set This study was funded by MorphoSys AG. Medical writing assistance was provided by Eoin Duffy, PhD, CMPP of Syneos Health, UK, and funded by MorphoSys AG.
the data cut-off date (November 2019, approximately 2 years after the last patient was enrolled in Patients enrolled in comparator cohorts
RE-MIND2) (Figure 1) | | | | N B Tatestanah + LEN (+76)
n=76* n=3 010" Nn=92% Primary refractoriness
| | | | Refractoriness to last therapy
Figure 1. Data collection from the observational cohort
g Matching Matching Matching Matching Matching Age 270 years About Tafasitamab
criteria criteria criteria criteria criteria 2/3 prior systemic treatment lines Tafasitamab is a humanized, Fc-modified, cytolytic CD19-targeting monoclonal antibody. In 2010, MorphoSys licensed exclusive worldwide rights to develop and commercialize tafasitamab from
not met not met not met not met not met : Xencor, Inc. Tafasitamab incorporates an XmAb® engineered Fc domain, which mediates B-cell lysis through apoptosis and immune effector mechanisms, including antibody-dependent
= = = = = Ann Arbor stage 111+]V T EETEETTTTETTETEIIIIIITTTITETTEREERRI e cell-mediated cytotoxicity (ADCC) antibody-dependent cellular phagocytosis (ADCP). In January 2020, MorphoSys and Incyte entered into a collaboration and licensing agreement to further
. n=0 n=2,049 n=438 =45 n=69 J 750 develop and commercialize tafasitamab globally. Following accelerated approval by the U.S. Food and Drug Administration in July 2020, tafasitamab is being co-commercialized by MorphoSys
28 days of Response assessment | Survival assessment Elevated LDH (>ULN) and Incyte in the United States. Conditional/accelerated approvals were granted by the European Medicines Agency and other regulatory authorities. Incyte has exclusive commercialization rights
Y P | | | |
b : . . _ outside the United States. Xm Is a registered trademark of Xencor, Inc.
aseline assessment (for each eligible (after last treatment Neutropenia <1.5 x 10°/L e the United 5 XmAD™ ! stered trademark of X |
. . . . . Patients eligible for matching ' : Conflicts of interest
(for each e“glble treatment “ne) freatment Ime) line of 'ntereSt) Anemia <10 g/dL _6 : GSN: Consultancy or advisory role: Celgene, MorphoSys, Genentech, Selvita, Debiopharm Group, Kite/Gilead, TG Therapeutics, Kymera, Karyopharm Therapeutics, Ryvu Therapeutics, Bantham;
l J' l l | ' | | | | | research funding: Celgene, NanoString Technologies, MorphoSys. DHY: Consulting or advisory: Roche, Janssen, Amgen, Celgene, GC Pharma, Novartis, Abclone; honoraria: Celltrion, Roche,
g ~ 0 20 40 o 60 80 100 Janssen, Amgen, Celgene, Samyang, Kirin Pharmaceuticals, Takeda; research funding: Samyang, Abclone, Roche/Genentech, Janssen Oncology, Genmab, Boryung, Eutilex. EJ: Consultancy:
Initial n=76 n=44** Percentage (%) AstraZeneca, Epizyme. PLZ: Consultancy: Celltrion, Gilead Sciences, Janssen-Cilag, Bristol-Myers Squibb, SERVIER, Sandoz, MSD, Roche, EUSA Pharma, Kyowa Kirin, Takeda, Secura BIO,
DLBCL TG Therapeutics, Novartis, ADC Therapeutics, Incyte, BeiGene; speakers’ bureau: MSD, EUSA Pharma, Novartis. LS: Employee and stockholder of Incyte Biosciences International Sarl. EEW:
. . ‘ ‘ ‘ ‘ ‘ ASCT, autologous stem cell transplant; LDH, lactate dehydrogenase; LEN, lenalidomide; STP, systemic therapies pooled; ULN, upper limit of normal. Employment: MorphoSys AG; research funding: MorphoSys AG. CGA: Employment: MorphoSys US Inc; stock or other ownership: MorphoSys US Inc; research funding: MorphoSys US Inc; travel
dlagn05|s cht:orgmodatlogs_bexpenéas\éi\\/kgphoSys l(JBSI Indc. IGH:tHanorarla: AﬁbVlii_Aslt?raZﬁneca, Bel(ﬁ?nea_EUSAAt\),b(\B/_enrréatI), G"ea((;j'] In(é)//t}gE Jalnsiten,JNovartls, RRocrr:e; tc:onslultlng or ad\éls?ry role: AbbVie,
straZeneca, BeiGene, , Genmab, Gilead, Incyte, Janssen, Novartis, Roche; research funding: ie, Celgene, Gilead/Kite, Incyte, Janssen, Roche; travel, accommodations, expenses:
Not Not Not Not Not . - . fasi Janssen. PR: Consultancy: Kite, a Gilead Company,yNovartis, Bristol-Myers Squibb, Takeda, BeiGe%e, Karyophar?n Therapeutics, Verastem, Bayer; speakers’ bureau: Kite, a Gilead Copmpany,
matched , matched matched matched matched Figure 3B. Cohort balancing covariates from the tafasitamab + LEN versus pola-BR, versus R2, and versus CAR-T Bayer; honoraria: Novartis; reseacgch funding: Ngvartisl, Bristol-lc\i/lyers Squibll\a/{(I;,elgelr(l% MorphoSé/s AG,é(ite, aHGiIead Ck)om([))anyl/(, C?/Iilrl)r. K[;(: Research quEiggé I\gogoh083l/s AG,AI_\\)strahZ?geca, Grarill,
i i i Pola-BR. n=5 b d b d b d b d : Pacira Pharmaceuticals, Myriad Genetics. DB: Consulting or advisory role: Millcreek Outcomes Group, Sage, Haymarket, Otsuka, Value Demonstration, . : Consultancy: Roche/Genentech,
Pre-indeXx period Observatlo_nal perlod of treatment line °e ’=n e eal el eal matched analysis sets Gilead Sciences, Janssen,yCeIgene, Novartis, MorphoSygs AG, Epiz?//me, Alimera Sciences, Genmati)), Degiopha?f/m Group, Velosbio, Bristol-Myers Squibb, BeiGene, Incyte, I\)/Ililtenyi Biotec, Ipsen;
P of interest (ZL 3L 4L) R2, N=43 ePS ePS ePS ePS honoraria: Roche/Genentech, Janssen, Celgene, Gilead Sciences, Novartis, AbbVie, MorphoSys AG
’ ’ CAR-T, n=39 n=885 n=20 n=14 n=34 ' ! ! ! ! ! ! '
B Tafasitamab + LEN (n=24) B Tafasitamab + LEN (n=33) B Tafasitamab + LEN (n=37)
l l l l l B pola-BR (n=24) R2 (n=33) CAR-T (n=37)
Index End of
: B 27.3 B 21.6
date follow-up STP n=7658 n=24T Prior ASCT ¢ 21.2 29.7 Re'fe rences
Primary refractoriness - ggg I 42'451 5 — 27'(:)351
. . . . . . . . . . — — — — pola-BR n=241 ' ' '
DLBCL diagnogis and index date of reatments (2L, 3L o L), Index date. start of RIR DLBOL treatmont (2L, 3L, o 4L). Observational perod: time betwaen index date and end of folow-up, ioluding survival asseesment. Refractoriness to last therapy | NNEEE— 70. I 576 I  62.2 1. WHO. World Cancer Report: Cancer Research for Cancer Prevention. IARC Press; 2020 11. Health Canada. Minuv. htps:healt-products canada.caldpc-bdppiinfo.do?lang=en&code=100793 [Accessed July 2022]
Baseline: 28 days of baseline assessment prior to index date. Nn=33# 2. Referenced with permission from the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for B-Cell 12. European Medicines Agency. Minjuvi. https://www.ema.europa.eu/en/medicines/human/EPAR/minjuvi [Accessed July 2022].
DLBCL, diffuse large B-cell lymphoma: R/R. relapsed/refractory. Age 270 years _ ;gg _4215.5 _3231.8 _Il__ymphomas V5.2022. ®National Comprehensive Cancer Network, Inc. 2022. All rights reserved. Accessed July 18, 2022, 13. Swiss Agency for Therapeutic Products. htips:/www.swissmedic.ch/swissmediclenhome/
P, ' : ' 0 view the most recent and complete version of the guideline, go online to NCCN.org. NCCN makes no warranties of any humanarzneimittel/authorisations/new-medicines/minjuvitm-pulver-tafasitamabum.htm
o . . . . . . . n=37 2/3 prior systemic treatment lines _ gg; _63% 6 - 211 I::;lj V\\//v:;tsoever regarding their content, use or application and disclaims any responsibility for their application or use in [Accessed J'uly 2022 | |
® Eligibility criteria were based on the L-MIND study: patients were aged =18 years with histologically confirmed - : : 3. Coliffier B. Sarkozy C. Hematol Am Soc Hematal Educ Progr 2016:2016(11:366_78. 14. Nowakowski GS, et al. Clin Cancer Res 2022,0F1-OF15. doi: 10.1158/1078-0432.CCR-21-
, y gr 2016;2016(1)
. . . . . . . 10 ECOG PS >2 8.3 B 18.2 - KX 3648. Epub ahead of print.
DLBCL and had received at least two prior systemic therapies for R/R DLBCL (including 21 anti-CD20 therapy) ) _ — _ _ » , _ — 2 . 8.3 18.2 8.1 4. Sarkozy C, Sehn LH. Ann Lymphoma 2019;3:10. 15. Nowakowski GS, et al, Blood 2021:138(Suppl 1)-183.
] ] ] ] ] ] ] Included patients who met the eligibility criteria of RE-MIND2 and who received at least one dose of tafasﬂamab aind one dose _of LEN and had a minimum of 6 months follow-up. TIn(;luded patients who met the eligibility | | | | | | | | | | | | | | | | | | 5. Johnson NA, et al. J Clin Oncol 2012;30(28):3452-9. 16. FDA. https:/www.da.govidrugsiresources-information-approved-drugs/fda-approves-
®  Matching criteria and an estimated propensity score (ePS)-based method were applied; efficacy outcomes from o of R MND2,ecened any ystamc thorepy o R DLBCL an had a inmum o & mont’ llwu incuced patiets ot e lgbily e of RE MIND2, roosed pola B nd had  miimu of 0 20 40 6 8 10 0 20 40 6 6 10 0 2 40 6 s 100 . Gorze B .ol G Trarpant 02055 350-5.
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