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Background

« Elranatamab is a humanized bispecific antibody that targets B-cell maturation
antigen (BCMA) on myeloma cells and CD3 on T cells’

* The ongoing phase 2 MagnetisMM-3 (NCT04649359) study demonstrated the
efficacy and safety of elranatamab monotherapy in patients with relapsed or

refractory multiple myeloma (RRMM) and no prior BCMA-directed therapy
(Cohort A)’

— As of the September 10, 2024 data cutoff (median follow-up of 33.9 months in
Cohort A), the overall response rate (ORR) was 61.0%, median progression-
free survival (PFS) was 17.2 months, and median overall survival (OS) was
24 .6 months?

« Here we report results for the subgroup of patients enrolled in MagnetisMM-3
(Cohort A) in the US

Methods

Eligible patients had RRMM with disease refractory to 21 immunomodulatory
drug, 21 proteasome inhibitor, and =1 anti-CD38 antibody

Patients were given subcutaneous elranatamab as step-up priming doses
followed by 76 mg once-weekly (QW) for 6 cycles

Patients treated with elranatamab QW for 26 cycles who achieved partial
response or better lasting 22 months were transitioned to a dosing schedule of
once every 2 weeks (Q2W), then to once every 4 weeks (Q4W) after 26 cycles
of Q2W dosing

The primary endpoint was ORR, assessed by blinded-independent central
review (BICR) per International Myeloma Working Group (IMWG) criteria

Secondary endpoints included duration of response (DOR) and PFS by BICR,
OS, and safety

Adverse events (AEs) were graded using the National Cancer Institute
Common Terminology Criteria for AEs (version 5.0)

Outcomes in patients who switched to Q4W dosing were assessed in a post
hoc analysis

The data cutoff date was March 10, 2025, approximately 38 months after the
last patient’s first dose

— Median follow-up by reverse Kaplan-Meier was 39.6 (95% CI, 38.7-41.5)

months
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Table 1. Demographics and baseline characteristics

improved their response 26 months after the switch

Among 8 responders who switched to Q4W, 7 (87.5%) maintained their
response =6 months after the switch

0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48
Months

No.atrisk 47 42 38 36 30 29 28 27 25 22 22 21 20 14 7 1 0

NE=not estimable; OS=overall survival
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