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Cautionary note regarding forward-looking statements
These slides and the accompanying oral presentation may contain “forward -looking statements”. These statements include, but are not limited to: statements about our plans, 

strategies, timelines and expectations with respect to the development and commercialization of ABECMA (ide-cel); timelines for the results of ongoing and planned clinical trials for 

ABECMA in additional indications; the timing or likelihood of regulatory filings and acceptances and approvals thereof; expectat ions as to the market size for ABECMA; the progress 

and results of our commercialization of ABECMA, including our goal of increasing manufacturing capacity and improving the man ufacturing process and the number of patients that 

are expected to be treated with ABECMA in the commercial setting and potential late line global revenue for ABECMA; anticipated revenues resulting from sales of ABECMA; 
statements about the efficacy and perceived therapeutic benefits of our product candidates and the potential indications and market opportunities therefor; and expectations regarding 

our use of capital, expenses and other future financial results, including our net cash spend and cash runway. Any forward -looking statements in this presentation are based on 

management's current expectations and beliefs and are subject to a number of risks, uncertainties and important factors that may cause actual events or results to differ materially 

from those expressed or implied by any forward-looking statements contained in this presentation, including, without limitation, the risk that the market opportunities for our approved 

product or any future approved product are smaller than we believe they are; the risk that BMS, upon whom we rely for the suc cessful development and commercialization of ABECMA 
does not devote sufficient resources thereto, is unsuccessful in its efforts, or chooses to terminate its agreements with us; the risk that we and/or BMS or our third party vendors will be 

unable to increase manufacturing and supply capacity for ABECMA; the risk that our BLAs, sBLAs and INDs will not be accepted for filing by the FDA on the timeline that we expect, or 

at all; the risk that ABECMA will not be as commercially successful as we may anticipate; and the risk that we are unable to manage our operating expenses or cash use for 

operations. For a discussion of other risks and uncertainties, and other important factors, any of which could cause our actu al results to differ from those contained in the forward-

looking statements, see the section entitled “Risk Factors” in the information statement contained in our most recent Form 10 -K and most recent quarterly reports any other filings that 
we have made or will make with the Securities and Exchange Commission in the future. All information in this presentation is as of the date of the release, and 2seventy bio 

undertakes no duty to update this information unless required by law. This presentation has been prepared by 2seventy bio for the exclusive use of the party to whom 2seventy 
bio delivers this presentation. This presentation does not constitute an offer to sell or the solicitation of an offer to buy any securities of the Company. The information contained herein 

is for informational purpose, and may not be relied upon in connection with the purchase or sale of any security. Neither 2seventy bio nor any of its affiliates or representatives makes 

any representation or warranty, expressed or implied, as to the accuracy or completeness of this presentation or any of the i nformation contained herein, or any other written or oral 

communication transmitted or made available to the you or your affiliates or representatives. 2seventy bio and its affiliates and representatives expressly disclaim to the fullest extent 

permitted by law any and all liability based, in whole or in part, on the presentation or any information contained herein or any other written or oral communication transmitted or made 

available to you or your affiliates or representatives, including, without limitation, with respect to errors therein or omissions therefrom.



Unlocking Abecma Value in 2024
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Abecma opportunity
to see sustainable 

growth

Strong cash and
path to profitability

Lean, fit-for-purpose  
structure

First-in-class CAR T 
treatment for 4L+ r/r 

multiple myeloma

$358M total US 
commercial revenue in 

2023

Prepared to launch 
Abecma in earlier lines, 

if approved, in 
partnership with BMS

Anticipated approval in 3L+ 

setting, supported by robust 
KarMMa-3 ph. 3 data; 

ODAC scheduled for 3/15

~$222M cash balance 

as of Dec. 31; runway 
extended beyond 2027

Tuned organization with sole 

focus on Abecma growth

Additional studies ongoing 

to investigate potential for 
Abecma in front-line setting

Recent strategic re-alignment 

generates cost savings of 
~$150 million in 2024 and 

~$200 million in 2025

Streamlined cost structure 

and financial profile



Regeneron asset purchase agreement and strategic realignment
Closed April 2024
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Completed asset purchase agreement with Regeneron: sold 

oncology and autoimmune research and development programs

2seventy focused exclusively on development and 

commercialization of Abecma, creating path to financial sustainability

New company structure and leadership aligns with

go-forward business needs; streamlined team of ~60 employees 

including Quality and small G&A group

Transaction maximizes value for shareholders
and best positions assets to deliver for patients



ABECMA Poised for a Comeback
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*US ABECMA profit and loss shared 50/50 betw een 2seventy and BMS as part of the collaboration agreement 

Reset and Return to Growth

• Prepared to meet demand upon potential 
approval in 3L+

• Educate on safety and efficacy profile 
with RWE

• Educate on treatment sequencing

Long Term Future
• Potential approval in NDMM 

following completion of KarMMa-9 
study 

• Build on 7+ years of RWE to solidify 
Abecma position within MM 
treatment landscape

Prove and Execute
• Build on growth in 3L+ setting following 

potential 2024 launch

• Growing body of RWE reinforcing 
Abecma’s differentiated safety and 
efficacy

• Execute KarMMa-9 study in NDMM

Today

2025-2027

2028 – 2030+



• Several large global studies show 
ABECMA efficacy in the real world is 
consistent with the KarMMa study

• Many RWE patients across all studies 
would not have met the eligibility 
criteria for KarMMa

• Safety data similar to KarMMa with 
no new safety signals; limited 
Parkinsonism and Guillain-Barre and 
low non-relapse mortality*

ABECMA real world experience shows consistent outcomes with the 
KarMMa pivotal study despite sicker patient population

6
Hansen et al, J Clin Oncol (2023), Sidana et al, oral presentation 1027 ASH 2023; Cayla et al, abstract 2139 ASH 2023

*Source: FAERS database. RWD analyses are observational in nature and reflect data outside of the controlled clinical trial setting.   These analyses are not tested for statistical signif icance and are not intended 

to be compared to clinical trial data

20 22
17 15

20 20 31
26

33

42
25

47

KarMMa (n=128) 11 US centers (n=159) CIBMTR database
(n=603)

11 French centers
(n=134)

PR VGPR CR/sCR

ORR: 73%

ORR: 84%

ORR: 73%

ORR: 88%

Abecma best overall responses from KarMMa trial 

and RWE studies with N>100*



KarMMa-3 results and planned KarMMa-9 front-line study have the 
potential to drive label expansion into broad U.S. market opportunity
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Addressable U.S. Patients on ABECMA label over time
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~22,000

0

5,000

10,000

15,000

20,000

25,000

2021 2024 2028+
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~5,000

KarMMa: 

initial approval in 

2021 based off study 

in late-line patients

KarMMa-9: front 

line setting phase 3 

study underway
KarMMa-3: 

sBLA in review; 

Positive ODAC 

meeting



Key questions informed by ASH 2023 data
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What is the potential profile 
of Abecma in front line?

What did we learn from 
KarMMa-3 in terms 

of OS?

What does this mean for 
Abecma in the 3L+ 

commercial setting?

What are you doing to shift 
the dynamics in the 

market?

• KarMMa-2c data demonstrate potential of Abecma to deliver frequent, deep and 
durable responses in patients with inadequate response to front line ASCT.

• After median FU of 39.4 months, all patients who received maintenance with 
lenalidomide are still in response.

• OS confounded by patient-centric design which allowed for crossover. Imbalance 
in early deaths driven by patients untreated with ide-cel. 

• No difference between Abecma and SOC in ITT; when adjusted for crossover, OS 
favors Abecma arm

• Significant PFS benefit over standard of care in heavily pretreated, triple class 
exposed patient population

• Importance of bridging therapy, especially in high risk patients

• BMS driving rapid expansion of site footprint, education on real world evidence 
and treatment sequencing.

• Educating market on Abecma’s consistent safety and competitive efficacy profile



KarMMa-2c
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KarMMa-2c: Deepened responses in patients with inadequate response 
to frontline ASCT  (<VGPR)
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The bar starts at month 2, day  1 (equiv alent to 1 month post ide-cel inf usion) and continues to later of  last response assessment date or data cutof f  date (May  3, 2023). Response was def ined as ≥ PR 
based on IMWG criteria by  inv estigator assessment.
D, day ; LEN, lenalidomide; M, month.
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DAYS ON STUDY

Rodríguez-Otero P, et al. ASH 2023 Abstract 1028

➤ KarMMa-2 cohort 2c

• All treated patients alive at 
data cut-off with median FU 
of 39.4 months; no new 
safety signals

• ORR: 87.1%; CRR: 77.4%

• At 36 months, DOR was 
80.9% and PFS was 76.8%

• Of the 8 patients that  
received lenalidomide 
maintenance, progression 
events have not been 
observed

CR/sCR 
VGPR
PR 

MINIMAL RESPONSE

STABLE DISEASE
PD
LEN Maintenance

Ongoing



KarMMa-2c: deep and durables responses in 

suboptimal ASCT responders support 

KarMMa-9 design

KarMMa-2c data support conviction in transformative potential of ABECMA 
in front-line setting
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• With a median follow-up of 39.4 months, the ORR in 

patients treated with Abecma (n=31) was 87.1% (95% 

CI: 70.2-96.4), CRR: 77.4% (95% CI: 58.9-90.4).

• No progressive disease (PD) events occurred in 

patients who received maintenance

KarMMa-9: seeks to improve upon the SoC 

in transplant eligible NDMM

• ASCT is SoC in NDMM transplant eligible 

patients, however high unmet need of up to 50-

60% patients <CR after transplant

• KarMMa-9 will address a unique NDMM 

segment by adding on to transplant

• All patients will receive lenalidomide 

maintenance per protocol

• Study is open and enrolling



KarMMa-3

12Rodríguez-Otero P, et al. ASH 2023 Abstract 1028



KarMMa-3 study design (NCT03651128)
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➤ KarMMa-3 updated analysis

R 2:1

Key inclusion criteria

• 2-4 previous regimens 

(including an IMiD agent, PI, 

and daratumumab)

• Refractory to the last regimen

Stratification factors

• Age (< 65 vs ≥ 65 years)

• Number of previous regimens 
(2 vs 3 or 4)

• High-risk cytogenetics (yes 
vs no/unknown)

KarMMa-3

PFS analysisa

Endpoints

Primary endpoints

• PFS by IRC

Key secondary endpoints

• ORR, OS

Other secondary endpoints

• CRR, DOR, MRD negative CR, 
PFS2

• Safety

Survival

follow-up

PFS follow-up;

3-month safety follow-up

LDC

Single ide-cel 

infusion
150 to 450 x 106

CAR+ T cells

n = 225

ObjectivesLeukapheresis

Optional bridging 
therapy 

(n=212, 83%)

≤ 1 cycle,b  min 14 

days of washout 

Standard regimens

Continuous treatment until PD, 
unacceptable toxicity or 

consent withdrawal 

n = 126

Standard regimens

(DPd, DVd, IRd,
 Kd, or EPd)

n = 132

Ide-cel

n = 254

aTime from randomization to the f irst occurrence of disease progression or death from any cause according to IMWG criteria; bUp to 1 cycle of DPd, DVd, IRd, Kd, or EPd may be given as bridging
AE, adverse event; DPd, daratumumab/pomalidomide/dexamethasone; DVd, daratumumab/bortezomib/dexamethasone; EPd, elotuzumab/pomalidomide/dexamethasone; IRC, Independent Response Committee; IRd, 
ixazomib/lenalidomide/dexamethasone; Kd, carf ilzomib/dexamethasone; LDC, lymphodepleting chemotherapy; min, minimum; MRD, minimal residual disease; PD, progressive disease; PFS2, progression-free survival on next line of therapy; PROs, 
patient-reported outcomes; PS, performance status; R, randomization

Ide-cel crossover 

therapy allowed 
after confirmed 

PD (n=74, 56%)

Rodríguez-Otero P, et al. ASH 2023 Abstract 1028

29 (11%) patients in the ide-
cel arm and 6 (5%) patients 
in the SoC arm remained 
untreated



Heavily Pretreated, Triple Class Exposed Patient Population
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➤ KarMMa-3 updated analysis

Rodríguez-Otero P, et al. ASH 2023 Abstract 1028

Characteristic
Ide-cel

(n = 254)

Standard regimens

(n = 132)

Median (range) age, years 63 (30–81) 63 (42–83)

Median (range) time from diagnosis to screening, years 4.1 (0.6–21.8) 4.0 (0.7–17.7)

Previous autologous HSCT 214 (84) 114 (86)

R-ISS disease stage

I 50 (20) 26 (20)

II 150 (59) 82 (62)

III 31 (12) 14 (11)

EMP 61 (24) 32 (24)

High tumor burdena 71 (28) 34 (26)

High-risk cytogeneticsb 166 (65) 82 (62)

del(17p) 66 (26) 42 (32)

t(4;14) 43 (17) 18 (14)

t(14;16) 8 (3) 4 (3)

1q gain/amplification 124 (49) 51 (39)

Ultra-high–risk cytogeneticsc 67 (26) 29 (22)

Median (range) time to progression on last prior antimyeloma therapy, months 7.1 (0.7–67.7) 6.9 (0.4–66.0)

Daratumumab refractory 242 (95) 123 (93)

Triple-class–refractoryd 164 (65) 89 (67)

Adapted f rom Rodríguez-Otero P, et al. N Engl J Med 2023;388:1002–1014.
Data are n (%) unless otherwise stated. a≥ 50% CD138+ plasma cells in bone marrow;  bIncluded del(17p), t(4;14), t(14;16), or 1q gain/amplif ication; c≥ 2 of  del (17p), t(4;14), t(14;16), t(14;20), or 1q gain/amplif ication; dRef ractory  to ≥ 1 each of  an IMiD agent, a PI, and an anti-CD38 
antibody . EMP, extramedullary  plasmacy toma; HSCT, hematopoietic stem cell transplantation; R-ISS, rev ised International Staging Sy stem.

Baseline characteristics were generally balanced between treatment arms

Overall, 66% of patients had triple-class refractory RRMM and 95% were daratumumab refractory,
indicating a difficult-to-treat patient population



Significant benefit with ide-cel at final PFS analysis (ITT population)

15Rodríguez-Otero P, et al. ASH 2023 Abstract 1028

➤ KarMMa-3 updated analysis

PFS was analy zed in the ITT population of  all randomized patients in both arms and included early  PFS ev ents occurring between randomization and ide-cel inf usion. PFS based on IMWG criteria per IRC. aBased on Kaplan-Meier approach;  bStatif ied HR based on 

univ ariate Cox proportional hazard model. CI is two-sided. IMWG, International My eloma Working Group; mITT, modif ied intent-to-treat; SE, standard error.

1. Rodríguez-Otero P, et al. N Engl J Med 2021;384:705-716. 2. Rodríguez-Otero P, et al. N Engl J Med 2021;384:705-716; 3. Munshi NC, et al. N Engl J Med 2021;384:705-716; 4. Raje N, et al. N Engl J Med 2019;380:1726-1737.

Ide-cel Standard regimens

Patients at risk:

41%

19%
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0
0 3 6 9 12 15 18 21 24 27 30 33 3936

Months since randomization

Ide-cel

Standard regimens

254 206 177 153 131 111 94 77 54 25 14 7 7 2

132 76 43 34 31 21 18 12 9 6 5 3 2 1

HR 0.49
(95% CI, 0.38–0.63)

Hazard ratiob

41% 19%

18-month PFS rate

13.8 months

Median PFSa

4.4 months

• Ide-cel continued to 
show longer PFS 
than standard 
regimens, with a 51% 
reduction in risk of 
PD or death, 
consistent with the 
KarMMa-3 interim 
analysis1

• With extended follow-
up, the safety profile 
of ide-cel was 
consistent with prior 
reports with no new 
safety signals 
identified2-4
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Ide-cel Standard regimens

Statistically significant, deep and durable responses with ide-cel

Rodríguez-Otero P, et al. ASH 2023 Abstract 1028

➤ KarMMa-3 updated analysis

Per IMWG criteria. Indiv idual responses may  not sum to ORR due to rounding. 
aOR is f or ORR, calculated based on the observ ed response rate with two-sided Wald CI; bTwo-sided Wald interv al; cPatients with ≥ PR; dPatients with CR or sCR; e≥ 1 negativ e MRD v alue within 3 months prior to achiev ing ≥ CR until PD or death. MRD was assessed by  NGS at a 
sensitiv ity of  10-5 per IMWG Unif orm Response Criteria and as specif ied by  the protocol. 95% CI was calculated using 2-sided Wald interv al. OR, odds ratio; NGS, next generation sequencing; PR, partial response; sCR, stringent complete response; VGPR, v ery  good partial response.
1. Rodríguez-Otero P, et al. N Engl J Med 2021;384:705-716. 2. Hansen et al, ASH 2023

Difference in ORR, 29%

OR, 3.36a (95% CI, 2.17–5.22)b sCR

CR

VGPR

PR

ORR, 42%c

(95% CI, 34–51)

ORR, 71%c

(95% CI, 66–77)

P
a

ti
e

n
ts

 (
%
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Ide-cel

(n = 254)
Standard regimens

(n = 132)

1

• With extended follow-up, ide-cel continued to demonstrate higher ORR 
versus standard regimens1

• CR rate increased by 5% in the ide-cel arm but was unchanged for 
standard regimens

• Ide-cel continued to demonstrate durable, statistically significant and 
clinically meaningful improvements in patient-reported outcomes2

Ide-cel

(n = 254)

Standard regimens

(n = 132)

CR rate, % (95% CI)d 44 (38–50) 5 (2–9)

MRD-negative CR rate, n/N (%) (95% CI)e 57/163 (35)

(28–42)

1/54 (2)

(0–5)

Median (95% CI) DOR, months 16.6 (12.1–19.6) 9.7 (5.5–16.1)

Median PFS2, months 23.5 16.7

HR (95% CI) 0.79 (0.60–1.04)



Information fraction for OS w as 74% (n = 164/222 required events). aBased on Kaplan–Meier approach; bStratif ied HR is based on the univariate Cox proportional hazards model. CI is 2-sided and calculated by bootstrap method; cTw o-stage Weibull 

model w ithout recensoring (prespecified analysis). NR, not reached.

OS analysis confounded by substantial crossover
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KarMMa-3 updated analysis

254 240 223 208 190 175 169 161 143 103 75 48 44 30 13 4 0

132 126 118 93 67 50 42 34 21 14 9 8 4 2 1 1 0
254 240 223 208 190 175 169 161 143 103 75 48 44 30 13 4 0

132 128 120 114 103 91 81 75 59 45 32 24 18 11 4 3 0

Sensitivity analysis adjusted for crossoverc

O
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Patients at risk

Ide-cel Standard regimens

41.4 (30.9-NR) mo

Median (95% CI) OSa

23.4 (17.9-NR) mo

HR 0.72

(95% CI, 0.49–1.01)

Hazard ratiob

41.4 (30.9-NR) mo

37.9 (23.4-NR) mo

Median (95% CI) OSa

HR 1.01

(95% CI, 0.73–1.40)

Hazard ratiob

Rodríguez-Otero P, et al. ASH 2023 [Abstract 1028]

42% crossed over 

More than half of patients in standard regimens arm received ide-cel as subsequent 

therapy upon confirmed PD and the majority received ide-cel within 3–16 months of randomization

Prespecified crossover-adjusted analysis shows OS benefit of ide-cel



Patients who never received ide-cel drive imbalance in early OS 
events

18Rodríguez-Otero P, et al. ASH 2023 Abstract 1028

aAll 4 cases of  “death f rom other cause” in the ide-cel arm were reported v erbatim as ”unknown”, which was coded under the sy stem organ class of  “general disorder and administration site condition”; bIncluded del17p13 (ref lectiv e of  del[17p]), t(14;16), or t(4;14); cDetermined by  the higher 

v alue between bone marrow aspiration and bone marrow biopsy  CD138+ plasma cell. Low tumor burden: < 50%, high tumor burden: ≥  50%.

Patients who died ≤6 months from 

randomization, n (%)

Ide-cel  

(n = 254)

Standard 

regimens
(n = 132)

Patients who died 30 (12) 9 (7)

Did not receive study treatment 17 (7) 0

Received study treatment 13 (5) 9 (7)

Primary cause of death

AEs 8 (3) 3 (2)

Myeloma progression 18 (7) 6 (5)

Other causesa 4 (2) 0

Ide-cel Standard regimens

Baseline 

characteristic, n (%)

Deaths ≤ 6 

months from 
randomization

(n = 30)

ITT 

population
(n = 254)

Deaths ≤ 6 

months from 
randomization

(n = 9)

ITT 

population
(n = 132)

R-ISS stage III 9 (30) 31 (12) 2 (22) 14 (11)

High-risk cytogenetic 

abnormalitiesb
21 (70) 107 (42) 6 (67) 61 (46)

EMP 12 (40) 61 (24) 3 (33) 32 (24)

High tumor burdenc 14 (47) 71 (28) 2 (22) 34 (26)

Early deaths occurred most commonly in patients with multiple high-risk features, mostly due to myeloma progression, 
and mostly in patients in the investigational arm who never received ide-cel 

No differences in death rates due to AEs were observed between treatment arms



Suboptimal bridging therapy  

19

Cumulativ e dose during bridging therapy  f or the ide-cel arm and cy cles 1 and 2 f or the standard regimens arm was def ined as the sum of  all doses taken in mg. Dose intensity  was def ined as the cumulativ e dose div ided by  total day s. aFor patients in the ide-cel arm, bridging 

therapy  was considered in the dose intensity  calculation: total day s in denominator = (earliest date of  inf usion, death, of f-study, last aliv e, or start of  subsequent therapy ) − randomization date. For patients in the standard regimens arm, only  the cy c le 1 and cy cle 2 dose were 

considered in dose intensity  calculation. Einsele H et al. IMS 2023.
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Kd, 11

Others, 9

None, 17

Lower use of effective bridging regimens

• Less use of DPd and Kd in ide-cel arm―the 2 
regimens with the most disease burden reduction 
during bridging therapy1

Lower dose intensity bridging therapy in ide-cel arm

• 17% had no bridging; median 24 day washout period 
before ide-cel

Median (range) time without therapy within first 60 days

• Ide-cel arm: 26 (1–60) days
• Standard regimens arm: 6 (0–60) days

Rodríguez-Otero P, et al. ASH 2023 Abstract 1028



Trend of OS benefit with ide-cel among treated patients

20Rodríguez-Otero P, et al. ASH 2023 Abstract 1028

➤ KarMMa-3 updated analysis

aBased on Kaplan–Meier approach; bStratif ied HR based on the univ ariate Cox proportional hazards model. CI is two-sided.

O
S

 (
%

)

HR 0.83
(95% CI, 0.58–1.18)

Median OSa

Hazard ratiob
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Ide-cel Standard regimens

0 3 6 9 12 15 18 21 24 27 30 33 4836 39 42 45
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20

0

Months since randomizationPatients at risk:

Ide-cel

Standard regimens

225 223 212 200 185 171 165 157 139 99 71 45 41 28 13 4 0

126 123 115 109 101 89 79 73 58 44 31 23 18 11 4 3 0

In the treated population of patients who received the study treatment to which they were randomly 
assigned, there was a trend toward OS benefit with ide-cel versus standard regimens



KarMMa-3 Data Supports Potential of Abecma in Earlier Lines 

21

• KarMMa-3 demonstrates a significantly longer and clinically meaningful improvement 
of PFS with ide-cel versus standard regimens in patients with early line relapse and triple-class 
exposed (TCExp) RRMM across all subgroups1 

– 51% reduction in risk of disease progression or death with ide-cel

• Patient-centric KarMMa-3 design allowed crossover, which confounds the OS interpretation 

– 56% of patients in the standard regimens arm crossed over to receive ide-cel

– A prespecified analysis adjusting for crossover showed improved OS with ide-cel versus standard regimens

• Bridging therapy was suboptimal for patients with multiple high-risk features and rapidly progressing 
disease

– This highlights the importance of effective bridging therapy

• The safety profile of ide-cel was manageable and consistent with previous studies1-3

• KarMMa-3 shows a favorable benefit-risk profile with ide-cel, and supports the use of ide-cel in patients 
with TCExp RRMM, a population with poor survival outcomes with conventional therapies



Abecma Data at ASH Reinforce Potential in Earlier Lines and 
Differentiated Safety Profile

➤ Encouraging phase II data in patients with 
suboptimal response to ASCT

➤ ORR: 87.1%; CRR: 77.4%, at 36mts PFS was 
76.8%

➤ None of 8 patients with lenalidomide 
maintenance after ide-cel progressed

➤ These data are highly supportive of our 
KarMMa-9 study

➤ Heavily pretreated patients with highly 
significant improvement in PFS of ide-cel vs 
SoC

➤ OS confounded by patient-centric design that 
allowed crossover 

➤ Patients untreated with ide-cel drove 
imbalance in early deaths

➤ Durable, statistically significant and clinically 
meaningful improvements in patient-reported 
outcomes

➤ Safety profile manageable and consistent with 
previous studies

KarMMa-2 NDMM KarMMa-3 phase III

22Rodríguez-Otero P, et al. ASH 2023 Abstract 1028

Abecma continues to demonstrate significant benefit in the real-world setting with consistent efficacy and 

safety, despite a sicker patient population than the pivotal KarMMa trial



THANK YOU

23Rodríguez-Otero P, et al. ASH 2023 Abstract 1028
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