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« Ciltacabtagene autoleucel (cilta-cel), a B-cell maturation antigen—targeting chimeric antigen « The CARTITUDE-2 cohort D study design is shown in Figure 1
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CARTITUDE-2 is a phase 2, multicohort study evaluating cilta-cel across various clinical maintenance 221 days post dlta-cel ey (3 days; days -5to -3)
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3 Results LT Table 3: MRD negativity
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Figure 1: CARTITUDE-2 cohort D study design

40 2 months Criteria for Adverse Events v5) Cy, cyclophosphamide; Flu, fludarabine.
cilta-cel; all of these patients had stringent CR (sCR) Overall 81.3% (13/16 evaluable patients?)
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= P (rang ) » Responses to treatment with cilta-cel were durable (Figure 2); of the _ MRD-negative 2CR rate®
F I = . - 16 responders: 12month 71.4% (10/14 evaluable patients®

to ro n t I I n e AS C - Table 1: Posttransplant baseline characteristics B _ ) monhe A% ( evaluable patients)
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(1 patient had disease progression) = In 12 patients who initiated continuous lenalidomide maintenance after
cilta-cel, lenalidomide was given at a dose of 10 mg daily upon adequate
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* No new safety signals were observed at this longer follow-up
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AEs were consistent with the known safety profile of cilta-cel, and hematologic recovery (Table 2)

no new safety signals were observed at this longer follow-up — Lenalidomide maintenance was provided until confirmed progression,
unacceptable toxicity, or 2 years after cilta-cel infusion (whichever
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Table 2: Lenalidomide maintenance

Patients progression free and alive, %
Patients alive, %
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