Preliminary Clinical Data From a Phase 1b Study of Mavorixafor and lbrutinib in Patients With Waldenstrom’s Macroglobulinemia With MYD88 and CXCR4 Mutations
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Background Results (continued)
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 To report preliminary findings from our ongoing phase 1b study that
examines the safety and efficacy of mavorixafor in combination with 200 1 5 - Low provided by Pharmacyclics LLC, an AbbVie Company.
ibrutinib in patients with WM with MYD88 and CXCR4 mutations
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DLT, dose-limiting toxicity; QD, once daily. Mavorixafor Exposurea
alf DLT occurs, patient is withdrawn. Day 1 Mavorixafor + Ibrutinib 420 mg/d . : . . ; : : : : : : :
bIf dose escalation not cleared, patient remains at current dose level. If dose escalation is cleared but 1600 - Mavorixafor and ibrutinib exposures were consistent with previous single-agent studies, suggesting no drug—drug interactions, and
DLT occurs, patient stays in the study after dose de-escalation. - T T T 301 Low dose Mid dose mavorixafor exposures tracked with increases in key WBC counts
°If dose escalation is not cleared, patient remains at current dose level. If dose escalation is cleared %) 1400 - \
but DLT occurs, patient is withdrawn. | < 25| | M ‘ -« Combination of mavorixafor with ibrutinib led to a rapid and clinically important decrease in IgM levels and increase in Hgb levels
dIf DLT occurs, patient stays in the study after dose de-escalation. S 1200 -
Cohort A will continue to receive 400 mg until 600 mg is deemed tolerable by Cohort B. Once 600 mg 8 . . . . . . . . . . .
is deemed tolerable, all enrolled patient doses may escalate to 600 mg, and additional patients gt 1000 - = 20 A * Further fO||OW-Up of our ongoing study will help define the potentlal of combination therapy (mavorlxafor and |brut|n|b) to Improve
enrolled will start at 200 mg and their doses will escalate to 600 mg. g% - L clinical response to BTK:i in patients with MYD88 and CXCR4 mutations
© S | -~
o 5
ke =
2
S
o
=

Maximum Counts of Leukocytes (109/L)

. o . Cycle SPT reports receiving research support and being a consultant for Pharmacyclics, AbbVie, Janssen, BeiGene, and BMS. CB reports receiving research support from Amgen, research support, honoraria and
e Clinical assessment of drug act|V|ty is defined as change from ~=-Mav 200 mg —e—Mav 400 mg serving as a board member and speaker for Roche, Janssen, Bayer, MSD, and Celltrion. ST reports receiving research support from X4, BMS, Genentech, Ascentage Pharma, Acerta Pharma, BeiGene, and
baseline in IgM and Hgb measured monthly during dose escalation _ _ _ _ Pharmacyclics. AB is a board member for BeiGene, Sanofi-Genzyme, Karyopharm, and Pharmacyclics. MD is a honorarium recipient from Amgen, Takeda, Janssen, BMS, and BeiGene. JJC reports receiving
’ ’ 2Data cutoff at March 15, 2021. 2Interim early data analysis performed with data cutoff at April 15, 2021. research support and being a consultant for AbbVie, BeiGene, Pharmacyclics, Janssen, Roche, and TG Therapeutics. FG receives consulting fees from X4. WT, SS, VG, SA, AT, AB, KZ, SM, BM, KC are
- PK parameters of mavorixafor and ibrutinib during dose-escalation employees and stock owners of X4 Pharmaceuticals. RR is an employee of X4 Pharmaceuticals. JM is a board member for Janssen and Pharmacyclics.

phase . Mavorixafor and i_brutinib exposures were consistent with previous - Mavorixafor exposures tracked with increases in key WBC counts References
. . . . single-agent studies0.14 in all patients (Fi 4
* PD changes in maximum WBC during dose-escalation phase in all patients (Figure 4)

. . . 1. Advani P, et al. Hematol Oncol Stem Cell Ther. 2019;12(4):179-188. 2. Referenced with permission from the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for Guideline Name V.1.2021. © National Comprehensive
¢ NO apparent drug_d rug lnteractlons between mavorlxafor and Cancer Network, Inc. 2021. All rights reserved. Accessed May 12, 2021.To view the most recent and complete version of the guideline, go online to www.NCCN.org. 3. Kaiser LM, et al. Leukemia. 2021;35(2):333-345. 4. Castillo JJ, et al.
|brut|n|b were Observed Expert Rev Hematol. 2019;12(10):873-881. 5. Treon SP, et al. Blood. 2014;123(18):2791-2796. 6. Treon SP, et al. J Clin Oncol. 2021;39(6):565-575. 7. Treon SP, et al. J Clin Oncol. 2018;36(27):2755-2761. 8. Cao Y, et al. Br J Haematol.

2015;168(5):701-707. 9. Cao Y, et al. Leukemia. 2015;29(1):169-176. 10. X4 Pharmaceuticals. Data on File. 11. McDermott D, et al. Poster presented at: ESMO 2019 Congress; September 27-October 1,2019; Barcelona, Spain. 12. Choueiri
TK, et al. Invest New Drugs. Published online January 28, 2021.doi: 10.1007/s10637-020-01058-2. 13. Kyle RA, et al. Semin Oncol. 2003;30(2):116-120. 14. Jan de Jong, et al. Cancer Chemother Pharmacol. 2015;75(5):907-916.

Presented at EHA 2021, Virtual Congress; June 9-17, 2021



http://www.nccn.org/

	Slide Number 1

