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BACKGROUND RESULTS (Continued)

Historically, patients with primary refractory large B-cell lymphoma (LBCL) or those who relapse Figure 1. EFS in Patients With Primary Refractory and Early Relapsed LBCL Who Table 2. Key Safety Data Figure 6. Gene Expression Signatures in Patients With Primary Refractory vs Early Relapsed LBCL
<12 months after first-line (1L) chemoimmunotherapy have had poor outcomes’ Received Axi-Cel vs SOC

Primary Refractory Early Relapsed Nanostring 10-360™ Dataset RNAseq-Deconvolution via xCell

Axicabtagene ciloleucel (axi-cel) is an autologous anti-CD19 chimeric antigen receptor (CAR) T-cell
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Axi-cel, axicabtagene ciloleucel; EFS, event-free survival; HR, hazard ratio; LBCL, large B-cell ymphoma; NE, not estimable; SOC, standard of care. 1T

Figure 4. Immune Cell Population Densities in Patients With Top 20 General Cell Types?® Top 20 General Cell Types?® Upregulated Individual Genes®

 EFS was improved with axi-cel vs SOC in primary refractory (HR, 0.448; 95% CI, 0.335-0.598) and in early relapsed Primary Refractory VS Early Relapsed LBCL? Cellular response to stress. °
LBCL (HR, 0.394; 95% Ci, 0.236-0.655; Figure 1) Small molecule metabolic process- @

M E T H 0 D S Carboxylic acid metabolic process- ®

Significant Early relapsed Primary refractory Oxoacid metabolic process @
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— At a median follow-up of 47.2 months, 54% and 47% of patients in the axi-cel and SOC treatment arms
were alive, respectively’
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There remains a need to better understand the efficacy and safety outcomes in patients with early
relapsed or primary refractory disease receiving axi-cel versus SOC
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It remains unclear what biological characteristics lead to primary refractoriness
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To investigate tumor microenvironment differences between primary refractory and early relapsed disease
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Descriptive statistics summarized baseline patient and disease characteristics, efficacy outcomes, and CD8Jeg PD1+

safety outcomes
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— Kaplan—Meier method was used to assess time-to-event outcomes, including OS, EFS per investigator,
and progression-free survival (PFS) per investigator
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— Estimated hazard ratios (HRs) and 2-sided 95% Cls for axi-cel versus SOC were calculated from
stratified Cox regression models
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Preinfusion tumor biopsies were collected and used to assess levels of gene expression signatures and
immune cell infiltration by Nanostring 10-360™, RNAseq, and multiplex immmunohistochemistry
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R E S U LT S No. at Risk No. at Risk e Upregulation of hypoxia and glycolytic activity and lower T-cell infiltration was observed in patients with primary refractory LBCL compared with early relapsed

Axi-cel Axi-cel LBCL (Figure 6)
133 75 64 58 56 53 52 51 46 43 35 23 13 3 0 47 37 35 33 27 26 25 22 22 20 17 9 9

Soc Soc — Enrichment of macrophages/monocytes, fibroblasts, myeloid cells, and stromal cells was observed in patients with primary refractory LBCL
131 38 28 20 19 19 19 19 19 19 15 8 7 3 0 48 23 15 13 12 12 12 11 11 10 8 2 1

Table 1 - Basellne Patlent and Dlsease CharaCterIStlcs Axi-cel, axicabtagene ciloleucel; HR, hazard ratio; LBCL, large B-cell ymphoma; NE, not estimable; PFS, progression-free survival; SOC, standard of care. — More Iymph0|d cell infiltration was observed in patients with early relapsed LBCL

Primary Refractory Early Relapsed

_ _  PFS was improved with axi-cel versus SOC in primary refractory (HR, 0.528; 95% CI, 0.384-0.725) and in early
Axi-Cel SOC Overall Axi-Cel SOC Overall relapsed LBCL (HR, 0.496; 95% ClI, 0.286-0.861; Figure 2) C O N C L U S i O N S RE F E RE N C ES
Characteristic n=133 n=131 n=264 n=47 n=43 n=95 Median Ratio (Log2) . Gisselbrecht C, et al. J Clin Oncol. 2010:28:4184-4190.

58 58 58 58 62 61 Figure 3. 0OS in Patients With Primary Refractory and Early Relapsed LBCL Who a Assessed by multiplex immunohistochemistry. _ _ _ _ . van Imhoff GW, et al. J Clin Oncol. 2017;35:544-551.
(51-65) (49-67) (50-66) (52-67) |(49.5-67.5)| (52-67) Received Axi-Cel vs SOC LBCL, large B-cell lymphoma.  QOverall, EFS, PFS, and OS were markedly improved in patients who received . Van Den Neste E, et al. Bone Marrow Transplant.

>65 37 (28) 39 (30) 76 (29) 14 (30) 19 (40) 33 (35) axi-cel versus SOC in ZUMA-7, regardless of early relapse or primary 2016;51:51-57.

Primary Refractory Early Relapsed . . . . . refractory disease . YESCARTA® (axicabtagene ciloleucel) Prescribing
Male Séx, n (OA)) 80 (60) 97 (74) 177 (67) 30 (64) 30 (63) 60 (63) ‘ Median OS, OS at 48 Months, Unstratified HR ‘ Median OS, OS at 48 Months, Unstratified HR Flgure 5. CD4 and CD8 T Ce" FrequenCieS in Basellne Tumor in information. Kite Pharma, Inc; 2024.

: Months (95% Cl) % (95% CI) (95% Cl) Months (95% CI) % (95% Cl) (95% CI) Patients With Primary Refractory vs Early Relapsed LBCL? The magnitude of improvement was numerically greater in the early relapsed . YESCARTA® (axicabtagene ciloleucel) [summary of
Disease stage -1V, n (%) 102 (77) | 105(80) | 207 (78) 37 (79) 41 (89) 78 (82) Axi-cel (n=133) ‘ 48.4 (20.8-NE)  50.6 (41.7-58.8) Axi-cel (n=47) | NR(NE-NE)  65.9 (50.5-77.5) 1y Yy Y P 2 . Y Y P product characteristics]. Amsterdam, The Netherlands:

) _ _ : _ ] group compared with the primary refractory group . .
Derived SAAiPi total score SOC (n=131) 19.8 (11.2-NE) 43.4 (34.6-51.8) SOC (n=48) 52.0 (17.6-NE) 53.2 (38.1-66.2) CD4 T CeIIs CD8 T CeIIs Kite Pharma EU B.V., 2024.

of 2, n (%) 68(51) | 61(47) | 129(49) | 18(38) | 18(38) | 36(38) Based on results herein, patients with lower levels of T-cell infiltration may be more Neelapu SS, et al. Blood. 2023;141:2307-2315.
, 10,0007 10,0007 likely to fail 1L chemoimmunotherapy and should be monitored closely for referral - Westin JR, etal. N Engl J Med. 2023;389:148-157.
e to CAR T-cell therapy
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