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GMMG-HD10/DSMM-XX/MajesTEC-5:

Study Design

Key eligibility
criteria:

*« TE NDMM

+ ECOG PS score
of 0-2

* Aged 18-70 years

Induction (6 x 28-day cycles)?

Arm A (n=10):
Tec (1.5 mg/kg QW)-DR

Arm A1 (n=20):
Tec (3 mg/kg Q4W)-DR

Maintenance®¢ (x 18 cycles)

A\ vrD

+ Tec (Cycle 1): Tec step-up dosing (0.06 and 0.3 mg/kg on Days 2 and 4) + 1.5 mg/kg on Days 8 and 15°
- Tec (Cycles 2-6): 1.5 mg/kg QW on Day 1 (Arm A); 3 mg/kg Q4W on Day 1 (Arm A1 and B)

V: 1.3 mg/m? SC QW

R: 25 mg PO daily starting in Cycle 2 (Days 1-21)
d: 20 mg (PO or IV) in Cycles 1-4 (Arm A) or Cycles 1-2 (Arm A1/B) only

D: 1800 mg SC per label (QW for Cycles 1-2; Q2W for Cycles 3-6)

Primary endpoints:
+ AEs, SAEs

Select secondary
endpoints:

MRD negativity
(10 and 10 9)
ORR

2CR

2VGPR

Stem cell yield

A MRD 10-% via NGF
A VRD 10 via NGS



GMMG-HD10/DSMM-XX/MajesTEC-5:

Hematologic TEAEs GMMG-HD10/DSMM-XX/MajesTEC-5:

|
i

Nonhematologic TEAEs
‘ + Safety consistent with
N=49 individual treatment

Arm A: Arm A1: R ' T TETT
Tec (QW)-DR Tec (Q4W)-DR Tec W)- Total Tec (QW):DR Tec (Q4W):DR
18 N=49 (n=10) (n=20)

TEAES, n (%)* 4 | All grade | Grade 3/4 EAEs, n (%) Ty All grade |Grade 3/4 |l grade |Grade 3/4| All grade |Grade 3/4 RS 1o S L0
Hematologic lonhematologic® .
9 CRS 6 (60) 0 14 (70) 0 12 (63.2) 0 32 (65.3) 0| ?};iﬁg ree\é%r;\t;c\:lere grade
Neutropenia 4 (40) 3(30) 13(65) | 13(65) | 14(73.7) | 12(63.2) | 31(63.3) | 28(57.1) Eyrexa 1) | vagy 1 0 P 2y ledshl 0 1ERGLG] 6.1
URTI 6 (60) 0 8 (40) 1(5) | 6(31.6) 0 20 (40.8) | 1(2) - 10 (20.4%) were grade 2
; Rash 6 (60) | 2(20) 5 (25) 0 8 (42.1) 0 19(38.8) | 2(4.1) )
Lymphopenia 9 (90 8 (80 9 (45 9 (45 12 (63.2 12 (63.2) | 30(61.2) | 29(59.2
YIRPOR (90) (20) () ) i) iz, (Bl il GGT increased | 3 (30) 0 6(30) | 3(15) | 5(26.3) | 4 (21.1) | 14 (28.6)| 7(14.3)  — Mostoccurredin Cycle 1
Anemia 5 (50) 0 8 (40) 4 (20) T (368) 1 (53) 20 (408) 5 (102) Hypokalemla 1(10) 0 9 (45) 2 (10) 4(21.1) 0 14 (28.6) | 2(4.1) — No discontinuations
Diarrhea 6 (60) 0 4 (20) 1(5) 4(21.1) 0 14 (28.6) 1(2) due to CRS
‘ Nausea 1(10) 0 4 (20) 0 8 (42.1) 0 13 (26.5) 0
Thrombocytopenia 3 (30 1(10 7(35 2 (10 7(36.8 1158 17 (34.7 4(8.2
yiop (30) (10) (%5) (10) (%6.8) (3) il ©2) PN 1(10) 0 5 (25) 0 4(21.1) 0 10(204)] 0 __|* NoICANS reported
Leukopenia 5 (50) 2 (20) 3(15) 2(10) | 6(316) | 5(26.3) | 14(286) | 9(18.4) BAP Increased 4 (40) 0 1(5) 0 3(158) | 1(53) | 8(163) | 1(2) . No grade 5 TEAEs
Lipase increased 1(10) 1(10) 5 (25) 3 (15) 1(5.3) 1(6.3) | 7(14.3) | 5(10.2) ) ) )
ALT increased 3 (30) 0 2(10) 1(5) | 2(105) [ 2(105) | 7(14.3) | 3(6.1) * Noincreasein PN with
. : Nasopharyngitis 3 (30) 0 2(10) 0 2 (10.5) 0 7 (14.3) 0 bortezomib
Neutropenia was the most common all grade hematologic TEAE. Hyperglycemia 3 (30) 0 3(15) 1(5) 0 0 6(12.2) | 1(2)
The addition of weekly bortezomib did not increase the rate of thrombocytopenia P bbbl bl e ol b oAb Sl At e A A i il ol il oo sl
Deutsche Studiengruppe Multiples Myelom; GGT, gamma.glutamy! transferase, GMMG, German.speaking Myeloma Multicenter Group, ICANS, immune effector cell-associated neurotoxicity syndrome; NCI-CTCAE, National
Cancer Institute Common Terminology Critena for Adverse Events, PN, penpheral sensory neuropathy, QW, weekly, Q4W, every 4 weeks, R, lenalidomide, TEAE, treatment.emergent adverse event, Tec, techistamab, URTI, upper
respiratory tract infection; V, bortezomib
*TEAES reported in 225% of patients in any arm_ AES are graded according to the NCI.CTCAE Version 5.0 The median follow-up was 7 3 (3 1-14 5) months. - Presented by MS Raab al the 22nd International Myeloma Society (IMS) Annual Meeting, September 17-20, 2025, Toronto, Canada
AE, adverse event, D, daratumumab, DSMM, Deutsche Studiengruppe Multiples Myelom, GMMG, German-speaking Myeloma Multicenter Group, NCI.CTCAE, National Cancer Institute Common Terminology Crtena for Adverse Events, K A‘;;

QW, weekly, Q4W, every 4 weeks, R, lenalidomide, TEAE, tieatment-emergent adverse event, Tec, teckstamab, V, bortezomib.

Presented by MS Raab al the 22nd International Myeloma S

GMMG-HD10/DSMM-XX/MajesT-5:
Infections

Arm A: Arm A1:

18 (36.7%) patients had

Tec(ﬁ‘:g)'DR Tec zr?-‘zwo))-DR grade 3/4 infections®
All | Grade | All | Grade ] - No discontinuations due to infection
TEAE, n (%)" grade | 3/4 | grade 3/4 | grade | 3/4 - No grade 5 infections

10 (50) 39 (79.6)|18 (36.7)*| *+ Hypogammaglobulinemia® reported
in 45 (91.8%) patients

Any infection 10 (100) 18 (90)

Infections® . -
- 44 (89.8%) patients received 21
URTI 6 (60) 0 8 (40) 1(5) |[6(31.6) 0 20 (40.8) 1(2) dose of IVIg
COVID-19 2(20) 0 4 (20) 1(5) |3(15.8)|2(10.5)|9(18.4)| 3(6.1) = Stringent infection prophylaxis was
. strongly recommended,® including
h i 1 10. 7 (14,
Nasopharyngitis | 3 (30) 0 2(10) 0 2(10.5) 0 (14.3) 0 Ig replacement
Pneumonia 1(10) | 1(10) 0 0 2(105)|2(10.5)] 3(6.1) | 36.1) | o patient numbers and relatively
RTI 0 0 1(5) 0 2(10.5) 0 3(6.1) 0 short follow-up time may account
Bronchitis 2 (20) 0 0 0 0 0 2(4.1) 0 for differing infection rates across
arms
he NCLCTCAE Version 50 Tho moduan folow-up was 7 3 (3 1-14 5) m
w'l b, DSMM. Do
unon Torminolog;

ab, URTI upper ¢ V, bortezomi

Presented by MS Raab at th mational Myoloma Socsety (IMS) Annual Meeting, September 17.20, 2025



GMMG-HD10/DSMM-XX/MajesTEC-5:
Stem Cell Mobilization?

M . b
gt(\:/lc)ergone stem cell mobilization, 10 (100) 20 (100) 17 (89.5)¢ 47 (95.9)
0
Received plerixaford 2 (20) 11 (55) 7 (41.2) 20 (42.6)

Received cyclophosphamide
and G-CSF¢ 10 (100) 15 (75) 14 (82.4) 39 (83)

Stem cell yield (10° CD34 cells/kg)

Median (range) 8.6 1.7 7.5 8.1
9 (5.7-14.9) (2.6-15.1) (2.9-15.9) (2.6-15.9)

Tec-D(V)R enabled successful stem cell mobilization (~96% of patients) with total median

stem cell yield surpassing minimum protocol requirements®

*Stom call collection was planned aftar 3 cycles of mduchion ®Percentages are calculated based on the number of patients in each lreatment group as the denommator %2 patients in the Tec-DVR group did not undergo
mobibkzation, 1 patient withdrew consent alter Cycle 3 and 1 pationt failed to proceed to mobilzation due 1o cytopana and insufficient crculation of CD34+ cells *Parcentages are calculated based on the number of patwnts who
underwent stem cell mobilzation as the denominator *Per prolocol minimum, defined as 2 5x10%kg CD34+ celis In addiion, andeal targel was also entfed as a yield of 5»10%kg CD34+ cells

D, daratumumab, DSMM, Deutsche Studiengruppe Multiples Myelom, G-CSF, granulocytle-colony stimulating factor, GMMG, German-speaking Myeloma Mulicenter Group, QW, weekly, Q4W, every 4 weeks, R, lenaldomide,

Tec, teclistamab, V, bortezormib 1

Presented by MS Raab at the 22nd International Myeloma Society (IMS) Annual Meeting, September 17-20, 2025, Toronto, Canada



GMMG-HD10/DSMM-XX/MajesTEC-5:
Response Rates?

ORR ORR ORR
100 100 100

100 - .
90
80
= 704 2CR
g o 73.7 usCR
% % 2CR_| | 2VGPR 2CR | |_2VGPR | 2VGPR aCR
K 100 100 95 95 94.7 SBH
® 40 |
o PR
30
20
211
10 |
= = 53 =
0
Arm A: Arm A1: Arm B:
Tec (QW)-DR Tec (Q4W)-DR Tec (Q4W)-DVR
n=10 n=20 n=19

100% of patients responded by the end of induction

GMMG-HD10/DSMM-XX/MajesTEC-5:
MRD Negativity (10-°)2in the MRD-Evaluable Analysis Set

+ MRD-evaluable population: all patients with an available MRD test (positive or negative)®

- Only 1 patient was not evaluable for MRD throughout induction (Cycle 3 or 6) due to discontinuation before Cycle 3

Arm A: Tec (QW)-DR Arm A1: Tec (Q4W)-DR Arm B: Tec (Q4W)-DVR
100 1

90
80 -
70 A
60 4
50 4
40
30 -
20
10 4

MRD-evaluable patients (%)

Cycle 3 Cycle 6 Cycle 3 Cycle 6 Cycle 3 Cycle 6

With completion of induction, 100% MRD negativity (10-°) continues to be observed in

MRD-evaluable patients, regardless of depth of response

MRD-negativity rate was defined as the proportion of patients who achieved MRD negativity (10-%) per NGF, regardiess of resp
baselne clone detected (NC One patient was not tested. *One patient had discontinued after completing Cycle 3. <One pat
elor sycle 3 J 1 had an indeterminate resull. CR, comy numab, DS
5P, next-generation flow cytometry. NGS, next-generation sequet

s@ (ke, nol all patients achieved CR). PExcluding those who were not tested, indalerminate, or had no
s not tested, and 1 had discontinued before completing Cycle 3. 'One patient had dscontinued

alom, GMMG, (
istamab, V. bortezomib

speaking Myeloma Multicenter Group, MRD, minimal

residual disease, |

Prosented by MS Raab at the 22nd Intemational Mveloma Socioty (IMS) Annual Meatina. Seotombar 17-20. 2026: Toronto. Canada



Elranatamab in Combination With Daratumumab and
Lenalidomide in Patients With Newly Diagnosed Multiple
Myeloma Not Eligible for Transplant: Initial Results from
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Suzanne Trudel,! Hang Quach,? Ludék Pour,* Sebastian Grosicki,* Hanlon Sia,’ Jiri Minarik,® Ja Min Byun,” Cyrille Touzeau,®
Carmine Liberatore,? Sharon T. Sullivan,'° Eric Leip,'" Eeman Shaikh,'" Andrea Viqueira,'? Meletios-Athanasios Dimopoulos'®

' Department of Medical Oncology and Hematology, University Health Network-Princess Margaret Cancer Centre, Toronto, ON, Canada; ?St. Vincent's Hospital, Melbourne,
University of Melbourne, VIC, Australia; *Department of Internal Medicine, Hematology and Oncology, University Hospital Brno, Brno, Czech Republic; ‘Department of
Cancer Prevention, Medical University of Silesia, Katowice, Poland; “Department of Haematology, Tweed Valley Hospital, NSW, Australia; *®Department of Hemato-
Oncology, University Hospital Olomouc, Olomouc, Czech Republic; "Department of Internal Medicine, Seoul National University Hospital, Seoul National University College
of Medicine, Seoul, Republic of Korea; *The Hematology Clinic, University Hospital Hotel-Dieu, Nantes, France; “Hematology Unit, Santo Spirito Hospital, Pescara, Italy;
OPfizer Inc, Cambridge, MA, USA; "'Pfizer Inc, Bothell, WA, USA; "?Pfizer SLU, Madrid, Spain; "*"Department of Clinical Therapeutics, National and Kapodistrian University
of Athens, Athens, Greece

Presented at the IMS 2025 Annual Meeting | September 17-20, 2025 | Toronto, Canada

Previously presented at the 2025 ASCO Annual Meeting | May 30-June 3, 2025 | Chicago, IL and the EHA 2025 Congress | June 12-15, 2025 | Milan, Italy




Objectives

* MagnetisMM-6 (NCT05623020) is designed to:

— Evaluate the efficacy and safety of elranatamab + lenalidomide + daratumumab (EDR or ER)
vs daratumumab + lenalidomide + dexamethasone (DRd) in patients with transplant-
ineligible NDMM

— Part 1 of the study evaluates the optimal dose of EDR or ER in patients with RRMM or
NDMM to determine the recommended phase 3 dose for Part 2

MagnetisMM-6 Part 1 Study Design

Dose level 1, A Primary endpoint

EDR (28D cycle): Elra 76 mg QW

+ Dara 1800 mg + Len 15 mg » DLTs during DLT observation period¢
b PP N T Secondary endpoints
Key eligibility criteria for Part 1 EDR (28D cycle): Elra 76 mg QW ry p
« Age 218 years with RRMM® and/or TI NDMM® 3 Dara 1600 mg + Len 25 mg * AEs and laboratory abnormalities
. d

« Measurable disease according to IMWG criteria’ Dose level C ORRand coinpiets fesporise rate
ECOG P8 22 EDR (28D cycle): Elra 76 mg Q2W * Time to event endpoints

+ Dara 1800 mg + Len 25 mg ~ Time to response
» Adequate liver, renal, and bone marrow function ~ Duration of response

Dose level G

- P -] ¥
EDR (28D cycle): Elra 76 mg Q4W rogression-free surviva
+ Dara 1800 mg + Len 25 mg - Overall survival

* MRD negativity rate®
+ Pharmacokinetics
* Immunogenicity

Dose level H

ER (28D cycle): Elra 76 mg Q2W
+Len25mg

- -

MagnetisMM-6 Part 1 dose level G is evaluating the combination of
elranatamab 76 mg SC Q4W, daratumumab 1800 mg SC, and lenalidomide 25 mg PO
in patients with transplant-ineligible NDMM (Data cutoff: April 1, 2025)

1. Kumar S, et al Lancet Oncol 2016,17 0328.0346

* Must he

apy including =1 IMD and =1 P1, * Defined as age 265 yoars or <65 years with comorbidities smpacting the possibiity of transplant, * DLTs wil not be assessed in any DL that represents a lower
1l DLT period 1s the same as an akeady cleared DL, ® Per IMWG rasponse critena, * Par IMWG sequencing critena

AL “adverse ovont, D-day, Dara-daratumumab, DL =dose lovel, DL T -dose lmtng toxcity, ECOG PS-Eastorm Cox alivo Oncology Group parformar tatus, EDR-okanalamab + daratumumab « lonakdomdo, Ela-olranalamab
ER-okanatamab + lenahidomide, INID = immunomodulatory diug, IMWG: International Myeloma Working Group, Lon-lonalidomsdo, MRD -minimal residual disoaso, NDMM -1 gnosod multiplo myoloma, ORR -objoctivo response rale
Pl=proteasome inhibitor, PO=osally, RRMM=relapsed of rofractory multiplo myoloma, SC=subcutancously, Tiztransplant inoligiblo, QW=once weokly, Q2W=ovory 2 wooks, QAW

ovory 4 woeks



MagnetisMM-6 Part 1 Dose Level G Dosing Schedule

Cycle 0°

Cycles 1-2 u Cycles 3-6

. Al > @

| Cycles 27
|

-
-

Step-up doses of
Elra 12 and 32 mg WIrG 76 thg

L >«

Elranatamab 12 mg SC

I Elranatamab 32 mg SC

' Elranatamab 76 mg SC

. Daratumumab 1800 mg SC

== | enalidomide 25 mg PO

Elranatamab premedication
Diphenhydramine 25 mg (or equivalent) PO or IV
Acetaminophen 650 mg (or paracetamol 500 mg) PO
Dexamethasone 20 mq (or equivalent) PO or IV

Daratumumab premedication
Diphenhydramine 25-50 mg (or equivalent) PO or IV

- Acetlaminophen 650-1000 mg (or paracetamol 500) PO
Dexamethasone 20 mg (or equivalent) PO or IV

D=day, Dara=daratumumab, Elra=elranatamab, IV=intravenously, PO=orally, QD=daily, QW=once weakly, Q2W=avery 2 waeks, Q4W=avary 4 weeks, SC=subcutlanaously

I |
D1 D4 D8 D1 D8 D15 D22 : D1 D8 D15 D22 : D1 D8 D15 D22
I |
I | wee 10
I |
= ] ! | —

* Protocol-required hospitalization for elranatamab
Dose 1: 48 hours
Dose 2: 24 hours

Cycle length
Cycle 0: 14 days
Cyle 21: 28 days



Baseline Characteristics
« All patients (100%) had NDMM

Age, median (range), years 75.0 (67-83) R-ISS disease stage by investigator, n (%)
Female, n (%) 23 (62.2) | 9 (24.3)
Race, n (%) Il 20 (54.1)
Asian 5(13.5) i 5(13.5)
White 32 (86.5) Unknown 3(8.1)
ECOG PS, n (%) Baseline bone marrow plasma cells, n (%)
<50% 28 (75.7
2 21(09.9) 250% 9 ((24.3))
i 14.(37.8) Frail status, n (%)?
2 1(2.7) Yes 9 (24.3)
No 28 (75.7)
* According 1o the simpliied IMWG scale using scores for ECOG PS, Chartson Comarbidity Index, and age
ECOG PS=Eastern Cooperative Oncology Group performance status, IMWG=Interational Myeloma Working Group. NDMM=newly diagnosed multiple myeloma, R-ISS=Revised Inte

Patient Disposition

Patients enrolled in dose level G

« 37 patients with TI NDMM enrolled and _
received at least one dose of elranatamab | N=37 received at least one dose of

elranatamab
— 34 patients received the EDR regimen (n=34 received EDR)
— 3 patients received only elranatamab
and discontinued during the step-up
period Discontinuations, n=5
Adverse event n=3
+ As of the data cutoff (Apr 1, 2025), median Death (Candida pneumonia) n=1
follow-up was 7.9 (range, 1.2-9.5) months Refused further treatment n=1
— 32 (86.5%) patients were still on
treatment

Treatment ongoing

n=32

* 3 patients receved only elianatamab and discontinued during the step.up dose penod



Treatment-Emergent Adverse Events 215%

* The most frequent (250%) TEAEs were
hematologic (83.8%; grade 3/4 78.4%),
infections (70.3%; grade 3/4 18.9%), and
CRS (62.2%, grade 3/4 0%)

+ All CRS events were grade <2
* 45.9% grade 1, 16.2% grade 2
* One grade 2 ICANS event was reported

1. Lee DW, ot al Biol Blood Marrow Transplant 2019,25 625.638

“ TEAES according 1o the Medical Dictionary for Regulatory Activities v27 1 and Common Terminology Cntena
for Adverse Events v, sevonly of CRS and ICANS was assessed according to the Amancan Society for
Transplantation and Cellular Therapy ctena’, * Including neutrophil count decreased, noutrophil percentage
docroased, cychc neuliopoma, agranulocyloss, nulocytopenia, and granuloc count decreased, ¢ Includes
hemoglobin decreased, red blood cell count decreased, hematocnt decrease: MOChIomic anamia,
normocytic anemia, and normochromic normeocytic anemia; @ Includes platelet count decreased

CRS=cytokine release syndrome; ICANS=immune effector cell-associated neurotoxicity syndrome
TEAE =treatment-emergent adverse event

N=37
TEAE, n (%)? Any grade Grade 3/4
Any 37 (100) 35 (94.6)
Hematologic
Neutropenia® 28 (75.7) 27 (73.0)
Anemia’ 13 (35.1) 7(18.9)
Thrombocytopenia® 6(16.2) 4(10.8)
Nonhematologic
CRS 23 (62.2) 0
Pyrexia 14 (37.8) 0
Cough 11 (29.7) 0
Injection site reaction 11(29.7) 0
Nausea 11 (29.7) 0
Rash 11 (29.7) 3(8.1)
Diarrhea 9(24.3) 1(2.7)
Hypogammaglobulinemia 9(24.3) 1(2.7)
Constipation 8 (21.6) 0
Decreased appetite 8 (21.6) 2(5.4)
Fatigue 7(18.9) 0
Peripheral sensory neuropathy 7(18.9) 0
Asthenia 6(16.2) 4(10.8)
Cytomegalovirus test positive 6(16.2) 0
Edema peripheral 6(16.2) -

TEAE=treatmont. emerg

TEAESs: Infections 25%

+ Any-grade infections were reported in

aver

70.3% of patients (grade 3/4, 18.9%) TEAE, n (%)® Any grade Grade 3/4
~ One case of grade 5 Candida Infections® 26 (70.3) 7(18.9)
pneumonia was reported Upper respiratory tract infection 8(21.6) 0
Frequent (any grade >10%) infections Escherichia urinary tract infection 4(10.8) 1.(2:7)
included upper respiratory tract Bronchitis 3(8.1) 0
infection and Escherichia urinary tract Cytomegalovirus reactivation’ 4(10.8) 1(2.7)
Infection Rhinitis 3(8.1) 0
* Anti-infective prophylaxis was given Viral upper respiratory tract infection 3(8.1) 0
- 91.9% received immunoglobulin Pneumonia 2(5.4) 1(2.7)
replacement therapy Urinary tract infection 2(5.4) 0
- 81.1% received anti-viral prophylaxis Y OGRS ) YR AMNEOCH L ENCHER TERCSHIMAS:(| PHERH R 7 CIMGHCTANS NI W PHASIIOTS CHOTR IR S
- 83.8% received anti-Pneumocystis
Jirovecii prophylaxis
S TEAES according 1o th

tionary for Regulatory Activities v27.1 and Common Terminology Criteria for Adverse Events v5, ® Infections include prefered terms in the System organ class of infections and infestations
t



Early Emerging Response Data

* The confirmed ORR (ITT, N=37) by investigator ~Pata cuteff Do 2% 2024 Aot 2085
was 97.3% (95% Cl, 85.8-99.9) Mediah (rons®) 4.6 (1.2-6.2) mo - 7.9 (1.2:9.5) mo
—~ 94.6% had VGPR or better ORR 91.9% 97.3%
— 27.0% had CR or better 100 -
901 XeR4 2CR
* Responses occurred early 32 i &40
— Median time to response of 1.5 (range, 0.3-4.2) ;e_ 60
months g 50 4 | 2VGPR | 2VGPR
2 81.1% 94.6%
a 40 A
+ Median follow-up was short 30 -
— CR rate will increase over time 20 -
12 i 10.8% 27%

PR »VGPR mCR msCR

Duration of Progression-Free Survival

CR=complete response, mo=months, ORR=objective response rale, PR=partial response, sSCR=stnngent complete response, VGPR=very good partial response

Confirmed Response (per IMWG)
| sCR
®m CR
® VGPR
PR
| SD
NE

Dose level G (N=37)

Patient

4 EOT due to AE

Y EOT due to other reason
=» Ongoing treatment

I Confirmed PD

® Death

0 5 10
Time from initial dose, months

AE =adverse event, CR=complete response, EOT=end of tnal, IMWG=Intemational Myeloma Working Group, NE =not evaluable, PD=progressive disease, PR=partial response, SCR=stringent compléte response, SD=stable disease,
VGPR=verv aood partial response



MagnetisMM-6 Phase 3 — Enrolling

* Phase 3 MagnetisMM-6 Part 2 evaluates EDR (elranatamab 76 mg SC Q4W + daratumumab
1800 mg SC + lenalidomide 25 mg PO) vs DRd (daratumumab + lenalidomide +
dexamethasone) in transplant-ineligible and transplant-deferred patients with NDMM

Key eligibility criteria for Part 2 Arm A: EDR

Primary endpoints

* MRD negativity rate at 12 months

* Age 218 years with transplant-ineligible or Eira 76 msgcsfg:vgs:'ga';gwoo mg « PFS
transplant-deferred NOMM R
Key secondary endpoints
* Measurable disease per IMWG criteria 11
« ECOG performance status <2 Arm B: DRd + Overall and sustained MRD negativity rate
« Adequate liver, renal, and bone marrow function Dara 1800 mg SC + Len 25mg PO + * Duration of MRD negativity rate

Dex 40 mg

+ PFS and PFS2 by investigator

— Phase 3 design incorporates treatment de-escalation
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Methods

Inclusion criteria Outcomes of interest
« Patients treated with bispecific ||« Relapse-free survival

or multispecific antibodies . i :
targeting BCMA andj/or Relapse and non-relapse mortality

GPRCS5D (either standard of « Cumulative incidence of 2 grade 3
care or an investigational drug) | « Kinetics of humoral
« Stopped treatment for reasons iImmunodeficiency (assuming an
other than progression or death | 19G level of >700 mg/dL as normal)
« Remained in remission 23 « Utilization of infravenous
months post-discontinuation Immunoglobulin supplementation

knowledge changing life

Email: memohan@mcw.edu ; X/Twitter @ MeeraMohanMD



Patient Characteristics

78 out of 720 patients treated with a bispecific antibody were included

Median prior lines of therapy: 4
(range 1-9)

Median total duration of bispecific
antibody before treatment
discontinuation: 7 (range 1-40)
months

97% of patients attained a 2VGPR at

treatment discontinuation
72% of patients were treated with a
BCMA-directed bispecific antibody
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Characteristics N = 78!
Age at initiation of bispecific antibody therapy 70 (26 - 86)
Sex
Female 43 (55%)
Male 35 (45%)
Race
Asian 2 (2.9%)
Black 14 (18%)
Cavcasian 57 (73%)
Hispanic 3 (3.8%)
Others 2 (2.6%)
Subtype of myeloma
IgA Kappa 12 (15%)
IgA Lambda 5 (6%)
IgG Kappa 19 (24%)
IgG Lambda 20 (26%)
Kappa light chain 16 (21.3%)
Lambda light chain 6 (7.7%)
High-risk cytogenetics® 35 (47%)
Extraosseous extramedullary disease” 6 (8%)
Median (Min-Max): n (%)
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Causes For Treatment Discontinuation

The most common reason for treatment discontinuation was
infections

Minfections (44%, N=34)
Ectodermal toxicities (15%, N=12)
Failure to thrive (8%, N=6)

WPhysician's discretion (6%, N=5)

Secondary primary cancers (6%, N=5)
WPatient’s decicison (6%, N=5)
MGastrointestinal & pulmonary toxicity (4%, N=3) |
MOsteomuscular toxicity (4%, N=3)

Neurotoxicity & cranial nerve palsy (3%, N=2)

Non-compliance (3%, N=2)

MMaculopapular rash (1%, N=1)




Relapse-Free Survival and Its Predictive
Factors

Percent alive in sustained remission

100%
NG,
\k“
Y
o‘\‘
75% H=th o
Bgprpy

%% 24-month relapse-free survival rates: 68%
7 patients had sustained remissions 2 3 years
Most extended remission off therapy ~5 years
0 6 12 18 24 30 36 48 48 54
Time from stopping bsAb therapy, months
AtRisk 78 67 48 3 24 15 7 4 3
Events 0 7 15 19 20 2 2 23 23 23

60

23

Factors associated with inferior

relapse-free survival
Presence of EMD (HR = 7.88; 95% CI.
1.95-31.8; p < 0.004)
Higher number of prior lines of therapy
(HR =1.79; 95% Cl: 1.32-2.43; p < 0.001)
Partial remission at time of treatment
discontinuation (HR = 28.3; 95% CI:
2.03-390; p = 0.012)




Risk of 2 Grade 3 Infection Following

Discontinuation of Treatment

ce of G3+ infections
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Time from stopping bsAb therapy, months

The rates of high-grade infection improve with time off therapy, with no infection reported beyond 200 days

after ceasina all treatment
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Immune Reconstitution and IVIG Utilization

The Kinetics of IgG After Discontinuation o‘ Therapy
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n Mean 19gG 1gG<700 i

Characteristic N = 2051 N = 2052 ! N = 2053 !
Window |
DO - 179 64 495 (255] 74.90% :
D180 - 359 95 (265) 70.90% :
D360 - 539 39 745 (317) 46.90% :

|

D540 - 719 25 759 (339) 44.90% i

|

D720 - 899 17 943 (390) 22.50 i

|

D900 - 1079 Y 1,110 (348) 110" :

| n; 2 Mean (SD); 3 Mean :
lomal i9G level ot >0t 22 NEEaaaammemee -
————————— 1

|

'Any IVIG In 30-day]| ,

n IVIGs per month | window I

= !

iCharacteristic N = 2641 N = 2642 N = 2643 :
Window [ M
DO . 179 78 0.35 (0.34) 32.90% "
D180 - 359 67 0.42 (1.25) o 26.80% :
D340 - 539 49 0,28 (0.39) i 26.50% |

|

D540 - 719 | 0.25 (0.35) 22.60% |

|

D720 - 899 24 0.12(029) ¥ 10.80% i

|

D900 - 1079 15 0.11 (029 | 10.00 "

I n; 2 Mean (SD);3 Mear : !
L }

Slow but steady improvement in serum IgG levels, with 13 mg/dL increments each month off therapy, along
with a significant decrease in IVIG supplementation over time, nearly 2.5 years after stopping treatment




|\ Amsterdam UMC

IVIG and longer dosing intervals reduce risk of infections in
patients with RRMM treated with teclistamab
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Retrospective, single center cohort study

= All patients with RRMM who were treated with teclistamab in Amsterdam University Medical Center, The
Netherlands

= Antimicrobial prophylaxis: cotrimoxazole and valaciclovir

= |VIG as primary prophylaxis when polyclonal 1gG was <4 g/L or as secondary prophylaxis in patients who
developed a severe infection (CTC grade >3) with polyclonal IgG <4 g/L
= Patients more often received primary prophylaxis due to increasing evidence on the benefit of IVIG
U
= [nfections documented from start of treatment until disease progression, death or the date of last follow-up

Patient characteristics

17% never received IVIG, 90% due to early progression 80 patients with RRMM

= 51/80 (64%) in clinical trial

= 29/80 (36%) in compassionate use program

= ISSIIlin 17% of patients

= High-risk cytogenetic abnormalities in 40%
= Extra-medullary disease in 23%

*  Median 5 prior lines of therapy

= 52% triple-class refractory



High incidence of infections

Incidence
= 72/80 (90%) patients experienced

No IVIG
IVIG prophylaxis

>1 infection (all grades)

= 30/80 (38%) patients experienced A e
e 1
>1 severe infection &
= 4/80 (5%) died due to infection ® 3
A 4
m 5

Total R
)]

IVIG supplementation prolonged the time to first severe infections

= 390 infections occurred,

of which 48 (12%) were severe

0 % 40 P
Teckistamab treatment (months)

)
All-grade infections Severe infections
& | 2 No primary IVIG
prophylaxis
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IVIG reduced annualized rates of both all-grade and severe infections

* Annualized infection rate = total number of infections per patient-year

6
p =001
B All infections
§ Severe infections
z 4
2
8 *
2 W
@ p <0.001
2?2 ' ' ; ; i Z 3 ;
8 Risk factors associated with infections during IVIG supplementation
£ 0.93
| 033
0 | ] Multivariate analysis including all variables with p<0.10 in univariate analysis

No IVIG +IVIG NolVIG +IVIG

All-grade infections Severe infections
Lymphocyte count =o— Age U
Beta-2-microglobulin £ Beta-2-microglobulin o
Triple-class refractory 1—0—{ Number of prior lines
I T T 1 ! ; ] 1
0 1 2 3 0 1 2 3

Odds Ratio Odds Ratio
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Suboptimal IgG levels may have contributed to infections during IVIG

supplementation

* |In 82/265 (31%) infections that occurred
during IVIG supplementation patients had

IgG levels below 4 g/L

* Most infections during IVIG supplementation
with suboptimal IgG levels occurred early
after start of IVIG (56% in first 3 months,
73% in first 6 months)

IgG level [g/L]

Severity infection

® Low-grade
° & Severe

below target
IgG 4 g/L

— - - . — .
10 20 10 40 o 60

Time since IVIG (months)
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Longer dosing intervals reduced annualized rates of infections

Infections per patient-year

0

All-grade infections

p<0.001

I I I ]

)(0 01

<0.01

Weekly

Biweekly

Monthly

Bimonthly

1.00

Infections per patient-year
=] [=)
o )
=) o

o
n
o

Severe infections

P<0.05

J p=007 )

OID

Weekly Biweekly Monthly Bim

During IVIG a

Infections per patient-year
FS

N

L/
)
reduced risk for severe infections was still observed

All-grade infections .
during IVIG supplementation Severe infections
during IVIG supplementation

1.00
5075
x
5
-
- 8§90 044
302 — ° 2.88 §
§ 0.31 0.32
£025
0‘1i
0.00
Weekly Biweekly Monthly Bimonthly Weekly Biweekly Monthly Bimonthly

Negative binomial models for statistical comparisons could not be estimated due to limited patient numbers
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(PA-037) Real World Accelerated Step-up Dosing
of Teclistamab and Talquetamab in the Outpatient
Setting Is Feasible and Associated with Low
Incidence of Cytokine Release Syndrome



Real-World Experiences Demonstrated Feasibility of Managing .
CRS and ICANS Associated With Outpatient Step-Up Dosing

« Of 65 patients with MM treated with teclistamab
at Mayo Clinic, Rochester, between October
2022 and October 2023, 57 (89%) initiated
step-up dosing in outpatient setting:’

- All patients received premedication per label
recommendations’

- Patients with grade 1 CRS were treated with
dexamethasone 10 mg and acetaminophen 1000
mg and admitted to hospital if there was no
improvement or new symptoms?

-~ Patients with grade 22 CRS or ICANS of any grade
were admitted to hospital?

* 18 (31.6%) developed CRS and were admitted
to hospital (median hospitalization: 2 days)'

+ 2(3.5%) had ICANS'

» All CRS and ICANS resolved, and patients
continued on therapy’

CRS, cytokine release syndrome; ICANS, immune effector cell-associated neurotoxicity syndrome; LOH, lactate dehydrogenase; MGH, Massachusetts General Hospital;

MM, multiple myeloma.

1. Sandahl TB et al. JCO Oncol Pract, 2025;21:702-707, 2. Sandahl TB et al. ASH 2024, Poster MON-5047. 3. Cirstea et al. ASCO 2025. Abstract e19507,

At Massachusetts General Hospital, Boston,
eligibility for outpatient step-up dosing determined
based on patient fitness, disease extent, LDH,
ferritin, cytopenia, and proximity to hospital®

Of 43 patients with MM treated with elranatamab
at MGH, 9 (20.9%) initiated step-up dosing in
outpatient setting®

CRS occurred in 33% of those initiated in
outpatient setting vs. 71% in inpatient setting®

- Tocilizumab administered to all outpatients who
experienced CRS

- Median hospitalization: 3 days

ICANS occurred in 11% of those initiated in
outpatient setting vs. 27% in inpatient setting®
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(PA-018) Severe Tumor Flare Pain Syndrome During Step-Up
Dosing of Teclistamab in High-Risk Relapsed/Refractory Multiple
Myeloma

Introduction: 3.6% of patients complaining debilitating bone pain episodes. In contrast, we have observed a higher frequency of such
events in our outpatient setting, particularly during the step-up dosmdg (SUD) phase. This study aimed to assess the incidence,
presentation, and outcomes of tumor flare pain syndrome associated with TEC.

Methods: We conducted a retrospective, single-center analysis of patients 218 years of age with RRMM treated with TEC in the outpatient
setting. Tocilizumab prophylaxis 8 mg/kg was administered before SUD 1 of TEC. The SUD regimen consisted of 0.06 mg/kg
subcutaneously (SC) on dai/ 1, 0.3 mg/kg SC on day 3, and 1.5 mg/kg SC on day 5. TEC 1.5 mg/kg SC was then given weekly, until MM
progression or unacceptable toxicity. The primary endpoint was the incidence of severe tumor flare pain syndrome occurring during SUD
(equivalent to bone pain grade =3 per CTCAE v5.0).

Results: A total of 49 patients who received teclistamab were reviewed. Among them, we identified 7 subjects (5 males, 2 females) who
developed tumor flare pain syndrome during SUD, including 3 patients with plasmablastic myeloma and 1 with plasma cell

leukemia. Median age was 63 years (39-79 years). Each of these patients had extramedullary disease at the beginning of TEC
administration. One patient experienced grade 2 CRS, none had ICANS. Median time until the onset of tumor flare pain syndrome was 3
days (range: 2-4) after the first TEC dose, and the median duration was 5 days (range: 2 to 7). Tumor flare pain syndrome only occurred
during SUD. Imaging finding on PET-CT or CT-scan included (in contrast with baseline imaging) progression of bone lesions (n=4),
progression of extramedullary plasmacytomas (lung and peritoneum; n=2) and a new muscular lesion in one patient. Four patients
required hospitalization for pain control. All received opioids, and 4 (n=4/7) were relieved by dexamethasone 10 mg PO/IV q 6h. All 7
patients were evaluable for clinical response; with complete response in 2, partial response in 2, and stable disease in 3.

Conclusions: Clinicians should be aware that tumor flare pain syndrome is an underreported manifestation occurring during the SUD
phase of T-cell redirected therapies. It is associated with intense pain sometimes requiring hospitalization and may mimic disease
progression radio raphicallY (pseudoprogression). Dexamethasone seems most beneficial for pain management, but prospective studies
are needed to guide optimal relief strategies.
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