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EDITORIAL

Dear Colleagues,

It's a privilege to invite you to the 9th Aegean Hematology Oncology Symposium which will be held

on 15-18 September 2022. The Symposium is organized by the Balkan Myeloma Study Group under the
auspices of the National and Kapodistrian University of Athens (School of Medicine) and the Turkish Medical
Association of EHOD (Aegean Hematology Oncology Society).

Also, for another year, it is a privilege and a great honor for AHOS to be organized under the auspices of
the European Hematology Association, “Scientific Working Group MM”.

This meeting is planned to share country perspectives on Hematology Oncology topics between Greek and
Turkish Clinicians, to exchange experiences and to create the basis for multi-center, multi- national studies.
During the last years, there was a significant progress in the biology of hematological malignancies that led
to the development of several novel drugs in the field. Furthermore, COVID-19 has made several changes
in the management of hematology patients, while several complications affecting the blood are developed
during COVID-19 or post-COVID-19. The scientific program includes all these data presented by experienced
hematologists and it is organized in well-balanced interactive sessions and teaching programs focusing on
the needs of Hematology/Oncology Clinicians. This year oral and poster sessions are included again in the
program to facilitate the scientific dialogue between Greek and Turkish colleagues and enhance the collabo-
ration between the hematologists of both countries.

On behalf of the Organizing Committee
Evangelos Terpos & Giiray Saydam
Co-Chairs




15 SEPTEMBER 2022, THURSDAY

Summary of the seven previous AHOS
Guray Saydam - Evangelos Terpos

Chairs Nora-Athina Viniou, GR - Giiray Saydam, TR

Lecturel: What is essential to know in treating MDS
Speaker: Mustafa Cetiner, TR

Lecture2: The IPSS-M in practice: Is there any clinical value
Speaker: loannis Kotsianidis, GR

Lecture3: Strategies to improve hypomethylating-based therapy
Speaker: Meltem Kurt Yiiksel, TR

Chairs: Nil Giiler, TR - Despina Mparmparoussi, GR
Lecturel: Classification and Epidemiology

Speaker: Asu Fergiin Yilmaz, TR

Lecture2: Molecular Pathogenesis
Speaker: Athanasios Galanapoulos, GR
Lecture3: Practical management of chronic myelomonocytic leukemia

Speaker: Pelin Aytan, TR

Chair: Georgios Vasilopoulos, GR
Speaker: Panagiotis Tsirigotis, GR




16 SEPTEMBER 2022, FRIDAY

Chairs: Evdokia Mandala, GR - Nur Soyer, TR

Chairs: loannis Kotsianidis, GR - Vassiliki Pappa, GR

Clinical perspectives in treating real life CLL patients with novel fixed duration
therapies

Speaker: Alexandra Kourakli, GR

Clinical perspectives in treating real life unfit AML patients with novel

Lecture:

Lecture: ..
combinations

Speaker: loannis Tsonis, GR

Chair: Evangelos Terpos, GR

Speaker: Efstathios Kastritis, GR
11:30-12:00  Coffee Break

Chairs: Panayiotis Panayiotidis, GR - Argiris Symeonidis, GR
Lecturel: Navigating New Standards in AML Maintenance
Speaker: Panagiotis T. Diamantopoulos, GR

Lecture2: Managing Myelofibrosis with JAK2 inhibitors

Speaker: Damianos Sotirgpoulos, GR

Chair: Giiray Saydam, TR
Speaker: Ahmet Emre Eskazan, TR

13:30-15:00 Break

Chairs: Ahmet Ifran, TR - Sofia Vakalopoulou, GR - Mine Hekimgil, TR

Chairs: Ismet Aydogdu, TR - Anna Kioumi, GR - Fatma Keklik Karadag, TR

(2]



16 SEPTEMBER 2022, FRIDAY

Chairs: Flora Kontopidou, GR - Irfan Yavasoglu, TR

Lecture: Prognostic scores in MPN

Speaker: Umit Yavuz Malkan, TR
Debate: Should Hydroxyurea be the first-line therapy in all patients with Polycythemia
Vera or Essential Thrombocythemia?

Yes Giilsiim Akgiin Caglayan, TR

No Maria Tsirogianni, GR

Lecture: Novel therapies for Myelofibrosis
Speaker: Stavroula Giannouli, GR

Chair: Vassiliki Pappa, GR

Speaker: Georgia Kaiafa, GR

Chairs: Nikos Harhalakis, GR - Mehmet Yilmaz, TR

Debate: Intensive chemotherapy for older fit patients

The reasons to favor standard intensive chemotherapy
Speaker: Itir Sirinaglu Demiriz, TR
The reasons to favor venetoclax-azacitidine

Speaker: Zois Mellios, GR
Case-based

. Who should receive a RIC transplant?
presentation

Speaker: Deniz Gdren Sahin, TR




17 SEPTEMBER 2022, SATURDAY

Chairs:

Chairs:

Debate:
Yes
No

Lecture:

Speaker:

Chair

Speaker:

Cengiz Ceylan, TR - Anastasia Pouli, GR - Fatos Dilan Atilla, TR

Meletios Athanasios Dimopoulos, GR - Hayri Giiner (zsan, TR

Should we Treat Patients with High-Risk Smoldering Myeloma?
Tiilin Tuglular, TR
Vasiliki Douka, GR

Should MRD be the goal of anti-myeloma treatment?
Meral Beksac, TR

Efstathios Kastritis, GR
Eirini Katodritou, GR

11:30-12:00 Coffee Break

Chair
Speaker:

Chair:

Lecture:
Speaker:
Lecture:
Speaker:

Chair
Speaker:

Sosana Delimpasi, GR
Eirini Katodritou, GR

Efstathios Kastritis, GR

Carfilzomib potential in treating multiple myeloma
Maria Gavriatopoulou, GR

Managing Bone disease with multiple myeloma
Evangelos Terpos, GR

Maria Kotsopoulou, GR
Nikolaos Giannakoulas, GR




17 SEPTEMBER 2022, SATURDAY

Chair: Eirini Katodritou, GR
Speaker: Efstathios Kastritis, GR
14:30-15:30  Break

Chairs: Melda Cémert, TR - Anna Christoforidou, GR - Burak Deveci, TR

Chairs: Eurydiki Michalis, GR - Giilsiim Ozet, TR
Chairs: Burhan Ferhanoglu, TR - Gerasimos A. Pangalis, GR
Will novel agents replace autologous stem cell transplant in relapsed Diffuse
Debate:
Large-B CellLymphoma?
Yes Maria Angelopoulou, GR
No (izgiir Mehtap, TR
Lecture: Treatment of R/R Peripheral T Cell Lymphomas with Belinostat and Pralatrexate

Speaker: Aydan Akdeniz, TR

Chair: Niki Stavroyianni, GR
Speaker: Emmanouil Spanoudakis, GR
Chair: Theodoros Vassilakapoulos, GR

Speaker: Sotirios Papageorgiou, GR

Chairs: Evangelos Terpos, GR - Guray Saydam, TR
Presentation
Title

Speaker: Derya Demir, TR

Update in diagnostic tools in hematopathology and related molecular methods




18 SEPTEMBER 2022, SUNDAY

Chairs Atilla Gzkan, TR - Mahmut Tobi, TR
Speaker: Omiir Gékmen Sevindik, TR

Chairs loanna Sakellari, GR - 0zan Salim, TR

Lecturel: Approved and Emerging CAR-Ts in Non-Hodgkin's Lymphoma
Speaker: Ali Unal, TR

Lecture2: How to learn to detect and treat adverse events: CRS & ICANS
Speaker: Eleni Gavriilaki, GR

Chairs Elisavet Grouzi, GR - Fahri Sahin, TR

Lecturel: Hemostatic and Thrombothic Changes in COVID-19 related infections and inflammations
Speaker: Nevin Alayvaz Aslan, TR

Lecture2: Antibody development against SARS-CoV-2 variants and vaccination

Speaker: Vassiliki Galea, GR

Chairs: Argiris Symeonidis, GR - Evangelos Terpos, GR
Lecture: First oral antiviral treatment approved by EMA for COVID-19
Speaker: Karolina Akinosoglou, GR
Isavuconazole in the treatment of invasive mould infections in the hematology
Lecture: .
patient
Speaker: Maria N. Gamaletsou, GR
Chair: Maria-Christina Kirtsoni, GR

Speaker: Evangelos Terpos, GR

Chair Osman lthan, TR

Lecture: Opening remarks and classification of mastocytosis
Speaker: Birol Guvenc, TR

Lecture: Update in the treatment of mastocytosis

Speaker: Zehra Narli Ozdemir, TR
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01.COEXISTENCE OF >2 HIGH-RISK MOLECULAR ABNORMALITIES SUPERVENES
THE PROGNOSTIC VALUE OF THE REVISED INTERNATIONAL STAGING SYSTEM
FOR MYELOMA: REAL-WORLD DATA ANALYSIS FROM THE GREEK MYELOMA
STUDY GROUP

Dimitra Dalampira’, Evgenia Verrou', Theodora Triantafyllou', Maria Gavriatopoulou?,
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Xirou®, Sotirios Barbanis®, Meletios A. Dimopoulos?, Evangelos Terpos?, Efstathios
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Unit, Evangelismos General Hospital, Athens, Greece; * Department of Hematology, Agios
Savwvas Cancer Hospital, Athens, Greece; ° Department of Hematology, Metaxa Cancer
Hospital, Piraeus, Greece; ° First Department of Propaedeutic Internal Medicine, National
and Kapodistrian University of Athens, School of Medicine, Athens, Greece; ” Department of
Hematology, Democritus University of Thrace, School of Health Sciences, Faculty of Medicine,
University Hospital of Alexandroupolis, Alexandroupolis, Greece; ® Department of Immunology,
Theagenio Cancer Hospital, Thessaloniki, Greece; ° Department of Pathology, Theagenio
Cancer Hospital, Thessaloniki, Greece

OBJECTIVE: Revised International Staging System (R-ISS) has improved the prognostic value of
ISS in multiple myeloma (MM). Recently, the Mayo Additive Staging System incorporated +1 g21 to
determine a 5-factor 3-tier system, providing an add-on value on R-ISS. The prognostic impact of
the coexistence of 22 high-risk molecular abnormalities, including +1 21, compared to R-ISS, has
not been validated adequately. The aim of this study was to evaluate the prognostic impact on sur-
vival of the coexistence of >2 high-risk molecular abnormalities, defined as Ultra High Risk (UHR)
MM, in comparison with R-ISS and other established prognostic markers, in the real-world setting.
METHODS: We analyzed the data of 1352 consecutive newly diagnosed MM patients, treated be-
tween 2002-2021 and which had been tested for molecular abnormalities i. e. del17 p, t(14; 16),
t(4; 14) and +1 g21 using fluorescence in situ hybridization. Patients with >2 high-risk features
were classified as UHR. We compared the two groups for age, performance status, ISS, R-ISS, lac-
tate dehydrogenase (LDH), albumin, hemoglobin (Hb), B2-microglobulin, estimated glomerular fil-
tration rate (eGFR), 1 st and 2 nd line therapies and response rates. A Cox regression model was
used to determine independent prognostic factors for overall survival (0S). Progression-free sur-
vival (PFS) and 0S were plotted with Kaplan-Meier; a p<0.05 was considered as statistically sig-
nificant.
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RESULTS: 116 (9%) were classified in the UHR group vs. 1236 (91%) in the non-UHR group; 106
patients had 2, and 10 patients had 3 molecular abnormalities. The most common combination of
high-risk features was +1 21 plus t(4; 14) (40%). Median age, sex, performance status, LDH and
serum albumin, did not differ, whereas the UHR group had lower eGFR, higher 2-microglobulin and
lower Hb. Early stage (ISS1/R-1SS1) was more frequent in the non-UHR group; 1 st line treatment,
including autologous transplantation (ASCT), and second line treatment were well balanced be-
tween groups. Overall response rate after induction therapy was 86% and did not differ between
groups. Complete response was lower in the UHR group (11% vs. 19%). After a median follow up
of 49 months (95% Cl: 44-54), 59% of patients were alive. Median PFS was significantly shorter
for the UHR group (15.8 vs. 31.9 months; HR: 0.45, 95% Cl: 0.36-0.58). Median 0S was 28 months
(95% Cl: 18-38) for patients in the UHR group vs. 69 months (95% Cl: 61-77) for others. In the uni-
variate analysis, age, anemia, eGFR, upfront ASCT, R-ISS and UHR myeloma were independent pre-
dictors for 0S. In the multivariate analysis UHR myeloma was the strongest independent predictor
for 0S (HR: 0.42), supervening the prognostic value of R-I1SS (R-1SS1 vs. R-1SS2 HR=0.58, R-1SS2 vs.
R-1SS3 HR: 0.75). Additionally, UHR status singled out a distinct group within R-1SS2 patients with
significantly worse 0S (38 months, 95% Cl: 28-48 vs. 64 mo, 95% Cl: 55-72).

CONCLUSION: According to our analysis of a large cohort of newly diagnosed MM patients UHR my-
eloma, was the strongest independent predictor for 0S, supervening the prognostic value of R-ISS.
Moreover, UHR status could serve as an additional prognostic marker for R-1SS2 patients, helping
thus to optimize therapeutic approach of MM patients.
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02. EFFICACY AND SAFETY OF DARATUMUMAB WITH IXAZOMIB AND DEXA-
METHASONE IN LENALIDOMIDE-EXPOSED PATIENTS WITH ONE PRIOR LINE OF
THERAPY: RESULTS OF THE PHASE 2 STUDY DARIA

Evangelos Terpos', Maria Gavriatopoulou’, loannis Ntanasis-Stathopoulos', Eirini
Katodritou?, Evdoxia Hatjiharissi®, Panagiotis Malandrakis', Evgenia Verrou?,
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of Hematology, Evangelismos Hospital, Athens, Greece; ® Hematology Division, Department
of Internal Medicine, School of Medicine, University of Patras, Patras, Greece

OBJECTIVE: The use of lenalidomide in frontline therapy for patients with newly diagnosed multi-
ple myeloma (NDMM) has increased the number of patients who become refractory to lenalidomide
at second line. In this context, we assessed the efficacy of daratumumab in combination with ixaz-
omib and dexamethasone (Dara-Ixa-dex) as second-line therapy in patients with RRMM who have
been previously treated with a lenalidomide-based regimen.

METHODS: DARIA is a prospective, open-label, multicenter, phase 2 study. Eligible adult patients
with RRMM had measurable disease after one prior line with a lenalidomide-based regimen and a
Karnofsky Performance Status (KPS) score of >70. Treatment with Dara-Ixa-dex comprises an in-
duction phase of nine 28-days cycles and a maintenance phase. In induction, patients received
DARA 16 mg/kg (weekly for cycles 1-2, bi-weekly for cycles 3-6, and every 4 weeks thereafter)
administered intravenously until November 2020 and subcutaneously at a fixed dose of 1800 mg
thereafter; 4 mg oral ixazomib (days 1, 8, and 15 of each cycle); and 40 mg oral dexamethasone
(weekly, each cycle). In maintenance, Dara-Ixa were administered every 4 weeks until disease pro-
gression or unacceptable toxicity, with dexamethasone being discontinued. The primary endpoint
was overall response rate (ORR). Secondary endpoints included progression-free survival (PFS),
the toxicity profile of Dara-Ixa-dex, and the effects of the combination on serum bone metabolism
markers (C-terminal telopeptide of type 1 collagen [CTX], tartrate-resistant acid phosphatase iso-
form 5 b [TRACP-5 b], bone-specific alkaline phosphatase [bALP], and osteocalcin [0C]) from base-
line until disease progression.

RESULTS: Overall, 50 patients have been enrolled (mean [range] age: 69.0 (50.0-89.0) years; fe-
male: 28 [56.0%]). At screening, 24 (48.0%) patients had a KPS score =90, and most were at re-
vised ISS stage | and Il (47, 94.0%). Thirty-two (64.0%) patients were refractory to lenalidomide,
and 15 (37.5%) had prior ASCT. ORR was 50.0% (25 patients); one (2.0%) patient had a complete
response, 13 (26.0%) a very good partial response (VGPR), and 11 (22.0%) patients had a PR.
The median (range) time from first Dara-Ixa-dex dose until first response (=PR) is 1.0 (0.9-3.7)
month. The median PFS was 8.1 months (95% Cl: 5.8-15.6). After a median (range) follow-up of
12.4 (0.9-28.4) months, 14 (28.0%) patients are still on treatment; reasons for treatment discon-
tinuation were progressive disease (28 patients, 77.8%), physician's decision and fatal serious ad-
verse event [SAE] (3 patients, 8.3% each), and adverse event [AE] (2 patients, 5.6%). Following
15 months of treatment, the median change from baseline for CTX, TRACP-5 b, bALP and OC were
significant (p<0.05). Overall, 20 (40.0%) patients have >1 grade 3/4 AE, the most common being
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thrombocytopenia (10 patients, 20.0%), and 14 (28.0%) patients have >1 SAE, the most common
being acute kidney injury and pneumonia (2 patients [4.0%] each condition). Four fatal SAEs were
reported (pneumonia, infection, urinary tract infection, and lower respiratory tract infection).
CONCLUSION: In conclusion, second-line treatment with Dara-Ixa-dex in patients with RRMM who
were pre-treated with a lenalidomide-based regimen resulted in rapid (<2 months) and satisfacto-
ry responses along with a favorable effect on bone metabolism.
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03. EFFICACY AND SAFETY OF BELANTAMAB MAFODOTIN WITH LENALIDOMIDE
AND DEXAMETHASONE IN PATIENTS WITH NEWLY DIAGNOSED MULTIPLE MY-
ELOMA NOT ELIGIBLE FOR TRANSPLANT; PRELIMINARY RESULTS OF A PHASE
1/2 STUDY
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Dimopoulos’
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OBJECTIVE: Belantamab mafodotin (belamaf), a multi-modal antibody-drug conjugate targeting
BCMA, has shown efficacy and tolerability in pretreated patients (pts) with relapsed/refractory
multiple myeloma. Herein, we aimed to evaluate the safety and efficacy of belamaf plus lenalido-
mide and dexamethasone (Rd) in transplant-ineligible (TI) pts with newly diagnosed multiple my-
eloma (NDMM).

METHODS: The ongoing, prospective, open-label, 2-part, phase 1/2 BelaRd study (NCT04808037)
aims to enroll 66 pts with TI NDMM from a Greek center. Eligible are adult pts with Eastern
Cooperative Oncology Group status 0-2 and adequate organ function. Part 1 (dose selection) eval-
uates the safety/tolerability of 3 belamaf doses (2.5, 1.9, and 1.4 mg/kg on Day 1 of every other
28-day cycle) plus Rd (each dose regimen administered to a cohort of 6 pts) over 24 weeks of fol-
low up; subsequently, an additional 6 pts are enrolled in each dose cohort to establish the recom-
mended phase 2 dose (RP2 D). Part 2 (dose expansion) evaluates the safety and clinical activity of
belamaf RP2 D plus Rd in 30 additional pts. This descriptive analysis presents the safety data for
all Part 1 pts and the efficacy data for all Part 1 pts with >2 post-baseline efficacy assessments by
the cut-off date (14/01/2022).

RESULTS: Of 36 pts included, 35 (97.2%) continued study treatment by the cut-off date, and 1
(2.8%) had died due to a belamaf unrelated adverse event (AE). The pt median age was 72.5 years
(range 64.0-86.0). Of pts with available data (30 [83.3%]), pts at revised International Staging
System stages |, Il, and lll were 6 [20.0%)], 21 [70.0%], and 3 [10.0%], respectively, and 3 (10.0%)
had high-risk cytogenetics (i. e., del17 p13, t(4; 14), t[14; 16]). Median duration of therapy was 4.2
months (range 0.5-11.9) and median number of cycles reached was 5.0 (range 1.0-11.0). Twenty-
two (61.1%) pts experienced at least one grade (Gr) 3-4 AE. One (2.8%) pt experienced a Gr 5 AE
(pneumonia), unrelated to belamaf. Most common (> 10.0% of pts) Gr 3-4 AE were fatigue (13
[36.1%)] pts), visual acuity reduced (6 [16.7%] pts), and rash (5 [13.9%] pts). Gr 3-4 thrombocy-
topenias and infections were not reported, as were any infusion-related reactions (Table). Pts with
Gr 1-2 ocular symptoms, visual acuity reduced, and keratopathy, were 27 (75.0%), 21 (58.3%), and
18 (50.0%), respectively. Pts with Gr 3-4 ocular symptoms, visual acuity reduced, and keratopathy
were 0 (0.0%), 5 (13.9%) and 0 (0.0%), respectively. Of all pts, 28 (77.8%) were evaluable for ef-
ficacy. At a median follow up of 4.2 months (range 0.5-11.9), the overall response rate was 96.4%
(27/28 pts; complete response [CR]: 14.3% [4/28 pts]; VGPR: 35.7% [10/28 pts]; partial response
[PR]: 46.4% [13/28 pts]); no disease progression was reported. Among pts achieving VGPR, 6/10
(60.0%) had negative status serum/urine immunofixation electrophoresis. Median time to PR or
better was 1.0 months (range 0.9-2.0).

CONCLUSION: In pts with TI NDMM, belamaf every 2 months plus Rd showed an improved safety
profile, especially at lower doses. Rapid and deep hematological responses were recorded.
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04. A NON-INTERVENTIONAL, PROSPECTIVE, OBSERVATIONAL STUDY OF
RELAPSED/REFRACTORY MULTIPLE MYELOMA PATIENTS TREATED WITH
IXAZOMIB IN REAL-WORLD SETTINGS IN GREECE; INTERIM RESULTS OF THE
‘OL-ORAL' STUDY

Eirini Katodritou', Marie-Christine Kyrtsonis;, Sosanna Delimpasi:, Emmanouil
Spanoudakis:, George Vassilopouloss, Panagiotis Zikos:, Nora-Athina Viniou:, Georgia
Kaiafa’, Maria Papathanasious, Vasiliki Pappa, Evridiki Michalis®, loannis Adamopou-
los", Kyriaki Kokoviadou®, George Tsirakis®, Christos Poziopoulos*, Evangelos Ter-
poss
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Greece; * Department of Hematology, Democritus University of Thrace, School of Health
Sciences, Faculty of Medicine, University Hospital of Alexandroupolis, Alexandroupo-
lis, Greece; ° Department of Hematology, University of Thessaly Medical School, Larissa,
Greece; ® Department of Hematology, “Agios Andreas” General Hospital of Patras, Patras,
Greece; 7 First Department of Propaedeutic and Internal Medicine, Aristotle University of
Thessaloniki, AHEPA University Hospital, Thessaloniki, Greece; ¢ Hematology Department
and BMT Unit, G. Papanikolaou Hospital, Thessaloniki, Greece; ° Second Department of Pro-
paedeutic and Internal Medicine, National and Kapodistrian University of Athens, School of
Medicine, “"ATTIKON" University General Hospital, Athens, Greece; '° Department of Clinical
Hematology, “G. Gennimatas” General Hospital, Athens, Greece; " Department of Hema-
tology and Thalassemia, Kalamata General Hospital, Kalamata, Greece; '? Department of
Hematology, Papageorgiou General Hospital, Thessaloniki, Greece; * Department of Hema-
tology, «Agios Georgios” General Hospital, Chania, Greece, '“"Metropolitan” Athens Private
Hospital, Athens, Greece; * Department of Clinical Therapeutics, National and Kapodistrian
University of Athens, School of Medicine, Athens, Greece

OBJECTIVE: Ixazomib combined with lenalidomide and dexamethasone (IRd) is approved for adults
with multiple myeloma (MM) after >1 prior therapy. Real-world data on IRD use in Greece are lim-
ited. The objective of this study is to generate data on progression-free (PFS) and overall survival
(0S) rates, as well as on medication adherence in IRd-treated MM patients.

METHODS: Relapsed/refractory MM patients prescribed IRd for the first time, after 1-3 prior thera-
pies, per the approved label, were eligible to consent and consecutively enrolled. Patients refracto-
ry to bortezomib, pre-treated with ixazomib, and having received >1 IRd cycles, are excluded. Data
were collected by routine assessments, patient self-report, and medical chart review. We present
interim analysis results with cut-off at 24 months after first patient’s enrollment.
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RESULTS: Forty eligible patients [57.5% (23/40) males; median (interquartile range, IQR) age:
71.7 (64.8-77.3) years] were enrolled from Sep-2018 to Sep-2020 by 14 hospitals. Prior to IRd,
80.0% (32/40) of patients had received proteasome inhibitors [77.5% bortezomib; 7.5% carfilzo-
mib], 65.0% (26/40) immunomodulatory drugs (57.5% lenalidomide; 10.0% thalidomide; 2.5% po-
malidomide), and 30.0% (12/40) autologous stem cell transplantation. At IRd initiation, the me-
dian (IQR) time since MM diagnosis was 3.5 (1.7-5.5) years. Of the patients, 85.0% (34/40) had
ECOG PS 0-1, while 55.0% (22/40) had relapsed, 37.5% (15/40) relapsed and refractory, and 7.5%
(3/40) refractory MM; 42.5% (17/40) were refractory to lenalidomide, while none were refracto-
ry to proteasome inhibitors. IRd was initiated as 2 nd, 3 rd and 4 th line in 67.5% (27/40), 22.5%
(9/40) and 10.0% (4/40) of patients, respectively, at the recommended dose in 40.0% (16/40); ix-
azomib, lenalidomide and dexamethasone were started at a lower dose in 12.5%, 42.5%, and 50%
of patients, respectively. Over a median (IQR) observation period of 6.9 (4.4-15.5) months, a me-
dian (IQR) of 7.5 (4.5-12.5) IRd cycles were received. Overall confirmed response rate [> partial
response (PR)] in the response-evaluable patients was 56.7% (17/30) [61.1% in 2 nd and 50% in
>3 rd line]. Mean (SD) time to first documented response > PR was 58.1 (27.0) days. Kaplan-Meier
estimated median PFS time was 16.8 (95% Cl: 4.8-not reached) months, while 6- and 12-month
PFS and 0S rates were 62.8% (95% Cl: 43.2-77.3) and 58.0% (95% Cl: 37.8-73.7), respectively,
and 12-month 0S rate was 82.9% (95% Cl: 65.6-92.0). Adherence to ixazomib was high (median
ratio of capsules taken/prescribed: 1). IRd discontinuation rate was 59.0% (23/39), due to disease
progression (12/23), adverse event (AE) (8/23), death (2/23; unrelated to ixazomib in both cases),
and lack of efficacy (1/23). Ixazomib-related AE rate was 42.5% (17/40) [serious AE rate: 17.5%
(7/40)].

CONCLUSION: These results provide preliminary insight on patient and disease characteristics and
clinical outcomes in MM patients treated with IRd in 2 nd to 4 th line in Greek routine settings. The
Final results are awaited to complement these findings in a larger patient cohort.
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05. IMPROVED SURVIVAL OF PATIENTS WITH PRIMARY PLASMA CELL LEUKEMIA
WITH VRD OR DARATUMUMAB-BASED QUADRUPLETS: A MULTICENTER STUDY
BY THE GREEK MYELOMA STUDY GROUP
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of Hematology, University of Patras Medical School, Patras, Greece; ° First Department of
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Medicine, Laikon General Hospital, Athens, Greece; ’ Department of Hematology, University
of Thessaly, School of Medicine, Larisa, Greece; ® Department of Hematology, “G. Genni-
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Savvas Cancer Hospital, Athens, Greece

Objective: Primary plasma cell leukemia (pPCL) is a rare plasma cell disorder with poor
outcome. Recently, IMWG revised its definition proposing cPCS of 25% as the new cut-off
value. There is limited information regarding the impact of novel anti-myeloma combi-
nations, i. e., bortezomib-lenalidomide triplet (VRd) or daratumumab-based quadruplets
(DBQ) on pPCL outcome. Considering the lack of prospective trials, our aim was to com-
pare retrospectively treatment approaches, and to evaluate prognostic factors of overall
survival (0S) in an extended cohort of pPCL patients fulfilling the new criteria, in the re-
al-world setting.

METHODS: We analyzed 110 pPCL patients out of 3324 myeloma patients (3%), diagnosed be-
tween 2001-2021; 51% of patients were <65 years; ECOG was >2 in 46%; 65% had advanced bone
disease and 15% had bone/soft tissue plasmacytomas; 72% had Bence-Jones proteinuria, 45% ab-
normal LDH, 27% hypercalcemia, 72% hemoglobin <10 g/dL and 24% had eGFR <30 ml/min/1.73
m2; del17 p, t(4; 14), t(14; 16) and 1 q21+ tested by FISH were detected in 56%; 30% had t(11;
14). RISS was distributed as follows: RISS1: 4%, RISS2: 58%, RISS3: 38%. Median cPCs% was 11%
(range: 5-71%). Immunophenotype of PCs was similar in bone marrow and peripheral blood in 92%
of patients; CD56 (-), cPCs was found in 52%. 37% had cPCS 5-20%; Patients' characteristics did
not correlate with cPCs%, except from platelets (PLT) that were significantly lower in patients with
>20% cPCs.
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RESULTS: 89% of patients received novel therapies; DBQ: 21%, VRd: 16%, bortezomib standard
combinations (BSC): 52%, conventional chemotherapy (CT): 11%; 35% underwent ASCT. Response
was distributed as follows: >PR: 83%, vgPR: 24%, CR: 26%. Median time to response was one month
(range 1-5). Treatment with VRd/DBQ or ASCT strongly correlated with higher CR rates (45% vs.
19%; p=0.007; 52% vs. 11%; p<0.001, respectively). After a median follow-up of 51 months (35%
Cl: 45-56), 67 patients died (progression: 42, infection: 20, other: 5). Early mortality (<1 month)
occurred in 4/67 deceased patients; 51/110 patients received 2 nd line therapy. Median number of
treatment lines was 1 (range: 1-5). Progression-free survival was 16 months (95% Cl: 12-19.8),
significantly longer in patients treated with VRd/DBQ vs. BSC/CT (25 months 95% Cl: 13.5-36.5, vs.
13 months 95% Cl: 9-16.8; p=0.03). Median 0S was 29 months (95% Cl: 19.6-38.3), significant-
ly longer in patients treated with VRd/DBQ vs. BSC/CT (not reached vs. 20 months, 95% Cl: 14-26;
3-year 0S: 70% vs. 32%, respectively; p<0.001; HR: 3.88). Median survival after pPCL progres-
sion was 8 months (95% Cl: 3.5-13.5). In the univariate analysis, ECOG =2, PLT <100.000/pL, cPCs
(>20%), del17 p(+), upfront treatment with VRd/DBQ, ASCT and CR were independent prognostic
factors for 0S; treatment with VRd/DBQ, del17 p(+) and PLT <100.000/uL, significantly predicted for
0S in the multivariate analysis (p<0.05).

CONCLUSION: These real-world data, based on the largest reported national multicenter series of
pPCL incorporating the new criteria, has shown that treatment with VRd or antiCD38-based qua-
druplets induces deep and durable responses and is one of the strongest prognostic factors for 0S
representing currently the best therapeutic approach for pPCL; ASCT maintained its therapeutic
value.
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06. EVOLUTION OF ASYMPTOMATIC TO SYMPTOMATIC WALDENSTROM'S
MACROGLOBULINEMIA. ASSESSMENT OF PROGNOSTIC MODELS.
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Alexandropoulos, Vasiliki Bartzi, Paraskevi Papaioannou, Maria K. Angelopoulou,
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Christine Kyrtsonis

First Department of Propaedeutic Internal Medicine, National and Kapodistrian University of
Athens, School of Medicine, Laikon General Hospital, Athens, Greece

OBJECTIVE: Waldenstrom's Macroglobulinemia (WM), is a rare and indolent B-cell lymphoma that
belongs to the lymphoplasmacytic lymphoma subtype, with the hallmark of monoclonal IgM secre-
tion. Smoldering WM (SWM) is an entity that fulfills the diagnostic criteria of WM, but has no need
of treatment and may remain stable life-long. Prognostic systems have been developed to detect
WM patients at risk to become symptomatic and warrant closer observation. We studied clinical
and laboratory prognostic variables and attempted to generate a risk stratification system encom-
passing the values that substantially affected the progression of smoldering to symptomatic WM.

METHODS: We retrospectively studied 86 asymptomatic patients out of 161 diagnosed with WM.
Patients' medical records were retrieved after patients' informed consent was obtained and rele-
vant findings were collected. Time from diagnosis to time requiring treatment was defined as TTT
(time to treat). Statistical analysis was performed using SPSS v. 26 software.

RESULTS: Eighty-six patients were included in our study with a median age of 64 years (range:
33-88), 41% were women and 59% men. Median follow up was 82 months (6-354), median (TTT
was 17 months (6-222) Twenty-nine patients (34%) evolved into symptomatic disease, with 16 of
them (55%) having progressed into the first two years. Univariate analysis was initially performed
using parameters known to be significant for disease’s burden evaluation. In univariate analysis
statistical significant values were abnormal LDH {LDH > upper normal limit (UNL)} (HR 1.6, Cl 0.9-
2.6, p=0.052), free-light chain ratio (FLCR) = 10 (HR 2,015, Cl 1.1-3.6, p=0.02), Bone marrow (BM)
lymphoplasmacytic infiltration > 50% (HR 2.17, Cl 1.4-3.4, p=0.001), b2-microglobulin (B2 MG) >
4 mg/dL (HR 2.5, CL 1.5-4.2, p=0.001), monoclonal IgM protein > 4500 mg/dL (HR 1.7, Cl 1.04-2.7,
p=0.032), hypo-gammaglobulinemia (HR 1.6, CL 1.01-2.7, p=0.044). Statistically significant factors
were applied in multivariate analysis producing a risk stratification Cox proportional-hazard regres-
sion model for TTT including LDH > UNL, BM infiltration >50%, FLCR > 10 and b2 MG > 4 mg/dL. 66
patients had all the available data required by this model. Three risk groups to predict the prob-
ability of smouldering WM to evolve into symptomatic were defined; 0 points for patients (41%)
with none of the above risk factors (37% patients evolved), 1 point for patients (26%) with one
risk factor (66% patents evolved) and 2 points for patients (36%) with two or more (87% patients
evolved) (HR 2.06, Cl 1.41 -3.03, p<0.0001). Moreover we also applied in our cohort a prognos-
tic model recently proposed (Mark Bustoros, et al. Journal of Clinical Oncology 2019 37: 16, 1403-
141110.1200/)C0.19.00394) encompassing IgM> 4.500 /uL, BM infiltration > 70%, b2 MG > 4 mg/
dl, alb < 3.5 mg/dl which was also statistically significant (p<0,0001).

CONCLUSION: Detecting WM patients that experience more aggressive features remains challeng-
ing, considering the rarity of the disease and the long follow-up needed. Here, we suggest a new
model utilizing four parameters (BM infiltration, FLCR, LDH, 2-MG) that are in the work-up of the
newly diagnosed patients with WM, to predict the risk of smoldering disease to rapidly evolve and
require treatment.
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07. THE SIGNIFICANCE OF ADDITIONAL CHROMOSOMAL ABNORMALITIES IN
PATIENTS WITH ACUTE PROMYELOCYTIC LEUKEMIA (APL) IN THE ERA OF ALL-
TRANS RETINOIC ACID: A LONG-TERM FOLLOW-UP STUDY
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OBJECTIVE: Introduction: Acute promyelocytic leukemia (APL) is a subtype of acute myeloid leu-
kemia (AML) characterized by the t(15; 17)(q22: q21)/ PML-RARA translocation and is associat-
ed with long-term disease-free survival (DFS) in patients treated with current treatment regimens
that include all-trans retinoic acid (ATRA), with chemotherapy or arsenic trioxide (ATO). The prog-
nostic significance of additional chromosomal abnormalities (ACAs) is still under debate.\ Aim: We
retrospectively studied the frequency and type of ACAs as well as the clinical and laboratory char-
acteristics and outcome of patients with and without ACAs treated with ATRA-based protocols.
METHODS: We investigated 47 APL patients from 570 patients diagnosed with AML from 2000-
2020. Cytogenetic analysis was possible in 42 patients. Median age was 39.5 years (range: 12-84),
20 women and 22 men, and median follow-up was 81 months.

RESULTS: Fourteen out of 42 patients had ACAs beyond the t(15; 17) with a rate of 33.3%. The
most common ACA was trisomy 8 found in 6 patients, while 2 patients had loss of chromosome Y (1
patient with concurrent trisomy 8), and 1 patient had monosomy 13. Structural abnormalities were
present in 7 patients. Complex karyotype was found in 4. Four ACAs have not been reported before,
del(2)(p16 p23), del(11)(q14), del(14)(q24), t(6; 7)(p12; g21). Among the 28 patients with a typi-
cal t(15; 17)(q22: 21) rearrangement, 6 were high risk (21.4%), 15 intermediate and 7 low. Median
age was 37 (12-80) years and 10/28 patients (35.7%) presented with LDH>400 IU. Twenty-seven
patients received ATRA-based regimens, 25/27 with anthracycline (14 also received Aracytin), and
2/27 arsenic trioxide. Twenty-five patients achieved complete remission (CR1) and 2 died early due
to TRM. Two relapsed (2/25: 8%) at 13 and 110 months. Among the 14/42 patients demonstrating
ACAs, 2 were classified as high risk (14.3%), 10 as intermediate and 2 as low. Median age was 39
years (14-84), 6/14 (42.8%) presented with LDH>400 IU. All patients received ATRA-based ther-
apy, 13 with anthracycline (7 also received Aracytin) and 1/14 with arsenic. Eleven achieved CR1
and 3 died due to TRM. Two patients relapsed (2/11: 18%) at 24 and 37 months. There was no dif-
ference in clinical or laboratory characteristics between t(15; 17) patients with or without ACAs.
Although there was a difference in the probability of overall survival (0S) of patients with or with-
out ACAs 70.7% vs. 88.8% and in DFS 77.8% vs. 95.8% at 5 years, this was not statistically signifi-
cant. Multivariate analysis for 0S revealed age as the only significant factor (p=0.025). Multivariate
analysis for DFS did not reveal any significant factor.

CONCLUSION: APL is found in 8.2% of AML cases. 33.3% of patients present ACAs along with t (15;
17), with trisomy 8 being the most common. Prognosis of APL remains more favorable compared
to other cytogenetic subtypes, regardless of the presence of ACAs. Further studies are needed to
comprehend the biology of the disease with or without ACAs as well as to identify specific addition-
al abnormalities that potentially affect prognosis.
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08. VENETOCLAX IN COMBINATION WITH HYPOMETHYLATING AGENT FOR THE
TREATMENT OF NEWLY DIAGNOSED ACUTE MYELOID LEUKEMIA: REAL WORLD
DATA
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OBJECTIVE: The introduction of novel agents in the treatment of Acute Myeloid Leukemia (AML)
has led to the improvement of both the survival and the quality of life of patients, especially those
with comorbidities and/or of older age. The application of such treatments is associated with
unique toxicities that may affect the overall outcome. In this study real world data from 13 centers
of Greece and Cyprus regarding efficacy and safety of the combination of hypomethylating agent
and Venetoclax (HMA+VEN) in the treatment of newly diagnosed patients with AML are presented.
METHODS: Sixty-five patients of median age 72 years(range; 48-81) with newly diagnosed AML
were included in this retrospective study. Sixteen patients (24.6%) had poor performance status
(EC06=2) and 24/65 (37.0%) had comorbidity index HCT-CI>3. Most of the patients (38/65, 58.5%)
were diagnosed with de novo AML, 19/65 (29.2%) with secondary and 8 (12.3%) with therapy-re-
lated AML. High risk cytogenetics were found in 64%(32/50) of patients.

RESULTS: Ven Administration: The majority of patients (54/65) received VEN in combination with
azacitidine and 11 with decitabine. Twenty-two patients (33.8%) initiated treatment with HMA and
VEN was added later. Most patients (58/65, 89.2%) received VEN at a final dose of 400 mg, but
gradual increase of dose for tumor lysis syndrome (TLS) prevention was done in only 69%(40/58).
Cytoreduction (hydroxyurea) prior to the administration of the combination received 9/58 patients.
Of note, 4/10 of patients with WBC>25000/pL did not receive any cytoreduction prior to the treat-
ment initiation. Ten patients were taking drugs that interact with Ven metabolism, but in only one
case Ven dosage was reduced. With median treatment of 4 cycles(range; 1-28) azacitidine dosage
reduction was required in 9 and VEN dosage reduction in 23 patients. Efficacy: Thirty-nine patients
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(60.0%) achieved CR/CRi at a median 2 cycles (range; 1-7). Twenty patients (30.0%) did not re-
spond to the treatment and the remaining 6 (10.3%) were evaluated as in MLFS. With a median fol-
low- up of 8.5 months (range; 1-27), the median leukemia free survival of the responding patients
was 26.0 months (95%Cl: 7.52-44.47). The median 0S in the complete cohort was 24.0 months
(95%Cl: 8.125-39.875). Toxicities-Deaths: Hematologic toxicity was the commonest adverse event
in the entire cohort with grade>3: neutropenia reported in 81.6%(52/65), thrombocytopenia in
63%(41/65) and anemia in 63%(41/65). Biochemical TLS was reported in 6/65 (9.2%) patients.
Clinical TLS developed in 2 patients, one case with grade 2 and one with grade 4. Infections were
observed in 56.9%(37/65) of patients with 32.3%(21/65) being grade>3. Twenty-four deaths were
documented with 19 of them being related to AML. There were 3 deaths in patients in CR/CRi (sep-
sis=2, hepatic encephalopathy=1), one death in a patient in MLFS due to DIC and one due to sepsis
in a patient prior to disease response evaluation.

CONCLUSION: The combination of HMA+VEN appears to be effective treatment for patients with
newly diagnosed AML ineligible for intensive chemotherapy. Efficacy data in the real-life setting are
in accordance with those reported in the clinical trials. Nonetheless, the management of toxicities
by close monitoring of the patient and evaluation of possible drug interactions with proper dosage
adjustment is of major importance for improving the outcome.
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09. MHC-BASED LARGE-SCALE SCREENING FOR ANTI-TUMOR T CELLS IN
CHRONIC LYMPHOCYTIC LEUKEMIA REVEALS CD8+ T CELLS WITH SPECIFICITY
AGAINST THE CLONOTYPIC B-CELL RECEPTOR IMMUNOGLOBULIN
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OBJECTIVE: T cells in CLL appear selected by restricted antigens, with recent evidence suggesting
that the selecting epitopes may lie within the clonotypic B-cell receptor immunoglobulins (BcR IGs).
We previously performed ad hoc prediction of putative T-cell class | neoepitopes contained within the
clonotypic BcR IGs of CLL patients. Here, we performed major histocompatibility complex (MHC)-based
large-scale screening to identify autologous CD8+ T cells recognizing the predicted neoepitopes.
METHODS: We evaluated 653 peptides derived from the clonotypic BcR IGs of 25 CLL patients (medi-
an 21 predicted neoepitopes/patient, across 13 MHC-I alleles). Considering the MHC-I typing of each
patient, we constructed patient-specific peptide-MHC multimers labeled with a unique DNA barcode
plus a fluorochrome (PE). We generated MHC-specific multimer libraries which we then mixed with
respective autologous T-cell enriched PBMCs. Duplicate samples/patient were analyzed. In addition,
known viral peptide-MHC multimers labeled with a different fluorochrome (APC) as well as three MHC-
matched healthy donor PBMCs were used as controls. PE- and APC-positive multimer-binding CD8+ T
cells were sorted for each cell sample; subsequently, we performed DNA barcode amplification and se-
quencing. Sequencing data were processed (Barracoda software) to obtain the number of clonally re-
duced barcode reads assigned to a given sample and peptide-MHC specificity. The number of clonally
reduced reads for a given pMHC specificity was used to estimate the frequency of T cells specific for a
given epitope, based on the average number of T cell receptor-MHC multimer interactions detected in
the total MHC multimer-binding T cell pool in a given cell sample.

RESULTS: Overall, 3 peptide-MHC multimers were recognized by CD8+ T cells: (i) VTVADTAVYY (peptide
A, pA) and (ii) INLNPSLKRR (pB), both within the context of the A03*01 allele, and (iii) YSFTSYWINW
(pC) within the context of the A24*02 allele. Peptide A was derived from the IGHV4-34 FR3 region of a
somatically hypermutated clonotypic BcR IG, containing a single A to V somatic hypermutation (SHM)
at position 96. Peptide B was derived from the IGHV4-39 FR2-FR3 junction of a somatically hypermu-
tated clonotypic BcR IG, containing 3 SHMs (T to | at position 65, Y to L at position 67 and S to R at
position 74). Peptide C was derived from the IGHV5-10-1 CDR1-FR2 junction of a clonotypic BcR IG as-
signed to stereotyped subset #1, containing its sole SHM (S to N at position 40). The immunogenicity
of these peptides was further corroborated by the fact that they were recognized not only by the au-
tologous T cells of the patient from whom the peptide was derived, but also by T cells of other patients
as well as a healthy donor sharing the respective MHC allele.

CONCLUSION: This study serves as proof of concept that the targeted SHM which shapes the CLL BcR
IG repertoire may produce idiotypic targets for T cell-based therapy or for peptide vaccine design.
Functional and molecular characterization of the epitope-binding T cells is currently underway by our
group, aiming to provide further insight on how these cells could be recruited into effective anti-tu-
mor responses.
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10. RISK FACTORS, PREVALENCE, AND OUTCOMES OF INVASIVE FUNGAL DIS-
EASE POST ALLOGENEIC HEMATOPOIETIC CELL TRANSPLANTATION IN THE ERA
OF NOVEL ANTI-FUNGAL PROPHYLAXIS

Eleni Gavriilaki', Sotiria Dimou-Mpesikli', Panagiotis Dolgyras', Aikaterini Poulopou-
lou?, Christos Demosthenous', Evangelia Zachrou?, Panagiotis Siasios?, Despina
Mallouri', Anna Vardi', Zoi Bousiou', Alkistis Panteliadou’, loannis Batsis', Marianna
Masmanidou’, Chrysavgi Lalayanni', Evangelia Yannaki', Damianos Sotiropoulos’,
Achilles Anagnostopoulos’, Timoleon-Achilleas Vyzantiadis?, loanna Sakellari'

" Department of Hematology and Bone Marrow Transplantation Unit, G. Papanicolaou Hospital,
Thessaloniki, Greece; * Department of Microbiology, Aristotle University of Thessaloniki,
School of Medicine, Thessaloniki, Greece

OBJECTIVE: Allogeneic hematopoietic cell transplantation (alloHCT) is the only curative option for
numerous hematologic disorders. Despite improvements in transplant modalities, invasive fungal
infections (IFD) remain an important cause of morbidity and mortality. Therefore, we investigated
risk factors of IFD in the era of novel anti-fungal prophylaxis.

METHODS: We retrospectively enrolled consecutive adult patients that underwent alloHCT at our
JACIE-accredited center according to standard operating procedures (2013-2022). We defined IFD
according to current consensus (2020) and guidance on imaging (2021, EORTC). We analyzed the
following factors: age, disease, donor, HLA matching, conditioning, graft, severe acute and mod-
erate/severe chronic GVHD, antifungal prophylaxis, immunosuppressants, IFD type (according to
current consensus), galactomannan/B-D-glucan, cultures, imaging, bacterial/viral infections, IFD
treatment, relapse, treatment-related mortality (TRM), overall survival (0S).

RESULTS: We studied 473 allogeneic HCT recipients. Possible IFD was documented in 31/473 at a
median of 112 (range 7-1353) post-transplant day, probable in 11/473 (5: positive galactoman-
nan, 6: positive cultures) at 154 (12-469), proven in 10/473 (3: positive galactomannan, 7: posi-
tive cultures) at 226 (25-1146) day. Concurrence of bacterial or viral infection was documented in
20/52 and 17/52 patients. Second IFD episode occurred only in 3 patients (1: probable, 2: proven
IFD), that succumbed to TRM (1) and relapse (2). During the aplastic period, caspofungin had been
administered as primary prophylaxis (41/52) and amphotericin as secondary prophylaxis (11/52),
which were then changed to posaconazole and isavuconazole respectively for the immunosup-
pression period. Independent risk factors for IFD were type of donor (20% in alternative, 12% in
unrelated, and 5% in sibling donors, p=0.006) and moderate/severe chronic GVHD (15% versus 8%,
p=0.029). Five-year 0S was significantly lower in patients with IFD (46% versus 24%, p=0.022). IFD
remained a predictor of 0S (p=0.044), independently of donor type and chronic GVHD.
CONCLUSION: Our large real-world cohort confirms poor outcomes in patients with IFD, despite
novel antifungal prophylaxis. High-risk populations, such as alternative alloHCT recipients or
chronic GVHD patients may benefit not only from wider application of sensitive mycological testing
but also from additional antifungal treatment modalities.
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11.EARLYPREDICTIONOFCOVID-19 OUTCOMEUSINGARTIFICIALINTELLIGENCE
TECHNIQUES AND ONLY FIVE LABORATORY INDICES

Panagiotis Asteris’, Styliani Kokoris?, Eleni Gavriilaki®, Markos Tsoukalas’', Panagiotis
Houpas*, Maria Paneta*, Andreas Koutzas®, Theodoros Argyropoulos®, Nizar Alkayem’,
Danial Armaghani®, Abidhan Bardhan®, Liborio Cavaleri'’, Maosen Gao’, Iman Mansou-
ri'', Ahmed Salih Mohammed'?, Pijush Samui®, Gloria Gerber'?, Dimitrios Boumpas',
Argyrios Tsantes?, Evangelos Terpos'®, Meletios Dimopoulos'®

" Computational Mechanics Laboratory, School of Pedagogical and Technological Educa-
tion, Athens; Greece;  Laboratory of Hematology and Department of Blood Transfusion,
National and Kapodistrian University of Athens, School of Medicine, University General
Hospital “Attikon", Athens, Greece; * Department of Hematologyt and BMT Unit, G. Papani-
colaou Hospital, Thessaloniki, Greece; * Fourth Department of Internal Medicine, Nation-
al and RKapaodistrian University of Athens, School of Medicine, University General Hospital
“Attikon”, Athens, Greece; > Abbott Laboratories (Hellas) SA, Athens, Greece; ® Department
of Gastroenterology, Red Cross General Hospital, Athens, Greece; 7 Jiangxi Province Key
Laboratory of Environmental Geotechnical Engineering and Hazards Control, Jiangxi Uni-
versity of Science and Technology, Ganzhou, China; ® Department of Urban Planning, En-
gineering Networks and Systems, Institute of Architecture and Construction, South Ural
State University, Lenin Prospect, Chelyabinsk, Russian Federation; ° Department of Civil
Engineering, National Institute of Technology Patna, Bihar, India; '° Department of Civil,
Environmental, Aerospace and Materials Engineering, University of Palermo, Palermo, It-
aly; "' Department of Civil and Environmental Engineering, Princeton University Princeton,
Princeton, NJ, USA; '? Department of Engineering, American University of Iraq, Sulaimani,
Irag; ° Hematology Division, Johns Hopkins University, Baltimore, USA; '* Department of
Rheumatology and Clinical Immunology, National and Kapodistrian University of Athens,
School of Medicine, University General Hospital “Attikon”, Athens, Greece; "> Department
of Clinical Therapeutics, National Kapodistrian University of Athens, School of Medicine,
Athens, Greece

OBJECTIVE: There is an unmet need of early prediction in COVID-19 outcomes using routine mark-
ers. We aimed to develop a risk prediction model for intensive care unit (ICU) hospitalization using
artificial neural networks (ANN) and the minimum number of routine laboratory indices.
METHODS: 25 laboratory parameters at first presentation to the Emergency Department (admis-
sion) of from 248 consecutive adult patients with COVID-19 were used for database creation and
subsequent training and development of the ANN models (200 in the derivation and 48 in the val-
idation cohort). A new alpha-index has been developed the alpha-index to assess the association
of each parameter with outcome (ICU hospitalization).

RESULTS: The 248 records from each patient were split in three parts i) 166 (66.94%) used for the
training of the computational simulations (training dataset), i) 41 (16.54%) for documentation of the
computational simulations (validation dataset) and iii) 41 (16.54%) for the reliability check of the
computational simulations (testing dataset). The first five laboratory indices ranked by importance ac-
cording to the alpha-index were Neutrophil-to-lymphocyte ratio (NLR), Lactate Dehydrogenase (LDH),
Fibrinogen (Fib), Albumin (Alb) and D-Dimers. The best ANN architecture model with only these five lab-
oratory indices achieved accuracy 95.97%, precision 90.63%, sensitivity or recall 93.55% and F1-score
92.06% in prediction of ICU hospitalization, which were verified in the validation cohort. Furthermore,
we also found significant and strong associations of these indices with 9 other laboratory indices.
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CONCLUSION: Our study reveals for the first time an ANN that can be used in clinical practice to
early and accurately predict ICU hospitalization in COVID-19 early in a patient’s hospital course us-
ing only 5 routine and easily accessible laboratory indices. Given that vaccinations and viral mu-
tations constantly change the landscape of COVID-19, a prediction tool based on such robust vari-
ables is of high importance not only to reduce cost of hospitalization, morbidity and mortality, but
also to accurately predict patients at high-risk that would benefit from prophylactic or pre-emptive
treatments. Lastly, this artificial intelligence approach paves the way for future applications of the
novel methodology in other clinical entities.
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12. FOURTH VACCINATION WITH THE BNT162 B2 RESTORES SARS-COV-2 HU-
MORAL RESPONSE IN PATIENTS WITH MULTIPLE MYELOMA EXCLUDING THOSE
ON ANTI-BCMA TREATMENT
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of Pharmacy, School of Health Sciences, National and Kapodistrian University of Athens,
Athens, Greece; * Department of Cell Biology and Biophysics, Faculty of Biology, National
and Kapodistrian University of Athens, Athens, Greece

OBJECTIVE: COVID19 vaccination leads to a less intense humoral response in patients with multiple my-
eloma (MM) compared with healthy individuals, whereas the SARS-CoV-2-specific immunity fades over
time. Booster doses have been implemented to maintain an adequate antibody response. The purpose of
this study was to explore the kinetics of SARS-CoV-2 neutralizing antibodies (NAbs) in patients with MM
after vaccination with the BNT162 b2 mRNA vaccine (Pfizer-BioNTech), focusing on their response before
and after the fourth vaccination.

METHODS: NAbs were measured at baseline (before the first vaccination), before the second dose, one
(M1 P2 D), three and six months after the second dose, before the third dose, one (M1 P3 D) and three
months (M3 P3 D) after the third dose, before the fourth dose (B4 D), and one month after the fourth vac-
cination (M1 P4 D). The second booster shot was provided at 6 months following the first booster vac-
cination. The Institutional Ethics Committee approved the study. NAbs measurements were performed
with GenScript's cPassTM SARS-CoV-2 NAbs detection Kit (GenScript, Inc.; Piscataway, NJ, USA). Statistical
analysis was performed with SPSS (v.26) and all comparisons were made at the 5% significance level.
RESULTS: Overall, 189 patients with a median age of 67 years were included, whereas 108 (57.1%)
were men. Among them 43 (23%) patients were receiving anti-CD38-based treatment, 9 (5%) were un-
der anti-BCMA-based therapy and 137 (72%) were receiving other combinations. At baseline, no differ-
ence in NAbs was found among the three treatment groups. 28 (15%) patients were found positive for
SARS-CoV-2 after receiving the third dose and before the fourth vaccination. No significant differences
were found in terms of NAbs titer, age, or gender between patients with a history of COVID19 and those
without. Overall, the median level of NAbs titer at M3 P3 D were 93.77% (standard error +2.28) but de-
clined to 80.0% (+2.54) at B4 D. However, the median NAbs titer increased to 96.1% (+2.48) at M1 P4
D. The differences in NAbs between the subsequent timepoints were statistically significant (p<0.001).
Interestingly, patients under anti-BCMA therapy had significantly lower NAbs compared to those un-
der anti-CD38 or other treatment at all three timepoints (p-values<0.001). Gender, age, ISS, and RISS
were not found to exert a statistically significant effect on NAbs levels at M3 P3 D, B4 D, or M1 P4 D.
Furthermore, the NAbs levels one month after the second, third, and fourth vaccination were also com-
pared for the whole study population. Statistical analyses showed the NAbs titers at M1 P4 D (mean
76.4%z4.14) did not differ significantly (p=0.062) with those at M1 P3 D (mean 80.55+3.61) but were
significantly higher compared to those at M1 P2 D (mean 61.02%+3.52).

CONCLUSION: Booster vaccination with the BNT162 b2 results in substantially improved humoral re-
sponse against SARS-CoV-2 in patients with MM. Anti-BCMA treatment remains an adverse predictive
factor for NAbs response. Controls of similar age and gender at all timepoints (NAbs >50% seen only in
59.1% at 1 MP3 D) as humoral immune responses are poorer in patients with underlying B-cell hemato-
logical malignancies.
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13. USE OF A FOAMY-VIRUS VECTOR SYSTEM TO PRODUCE AN ‘OFF-THE-SHELF'
FCr-CR-T CELL PRODUCT FOR THE TREATMENT OF HEMATOLOGICAL AND SOLID
TUMOUR MALIGNANCIES

loanna Lazana, Emmanouil Simantirakis, Dimitris loannou, Panayiota Fotopoulou,
Vaggelis Kourous, George Vassilopoulos

Biomedical Research Foundation of the Academy of Athens, Athens, Greece

OBJECTIVE: Novel approaches, such as the use of Fc gamma chimeric receptor (Fcy-CR)-T cells
have expanded the applicability of cell therapies in both solid and liquid tumours with the added
benefit of tackling some of the hurdles associated with CAR-T therapies. Previous studies have gen-
erated Fcy-CR-T cells from autologous cells, which carry several limitations (prolonged production
time, costly, manufacturing failure), whereas the use of Lentiviral vectors (LV) is endowed with ex-
tra limitations (packaging limits and mutagenesis risk). Our group has developed an in-house Fcy-
CR-T cell product, using a safer to LV, foamy virus (FV) vector.

METHODS: We constructed FV vectors expressing the CD16 V158, which has higher Fc binding, and
purchased 2 nd generation LV vector backbones. T cells were isolated from healthy donors, acti-
vated by CD3/CD28 beads and transduced with CD16-CR, LV or FV vectors. Transduction efficiency
was assayed by flow cytometry (FCM) on day 3. The human cell lines Raji, Panc01 and DLD-1 were
used for functional assays, in the presence of the antibodies (Abs) Rituximab and Cetuximab, re-
spectively. The CR's Ab-binding capacity was assessed, as well as the cell aggregation promoted by
the binding of the Ab to the CR. Their cytotoxic effect was evaluated against the CFSE-labelled Raji
or DLD-1 or Panc01 cells at different ratios (5: 1, 10: 1) for 18 hours, in the presence of Rituximab
(0.1 ug/ml) or Cetuximab (0.1 ug/ml), respectively. The% of live cells was assessed by flow cytom-
etry and calculated as: [1-live targets (sample)/live targets (control)]x100.

RESULTS: Transduction efficiency ranged from 58.3-69.2% with FV vectors (MOl 3-5) and 85.2-
85.9% with LV vectors (MOI 10-20). The median Ab-binding capacity of FV-CD16-CRs was deter-
mined to be 68.7% and 71.3%, (n=3) for Rituximab and Cetuximab, respectively, whereas that of
LV-CD16-CRs was 72.1 and 76.5, (n=3), respectively. Cell aggregation of effector and target cells
was: (i) 32%, 39% and 36% for FV-CD16-CRs and (ii) 26%, 31% and 29% for LV-CD16-CRs, coat-
ed with Rituximab and Cetuximab, respectively, and it was specific for the Raji, DLD-1 and Panc01
cells, respectively. Next, we assessed whether CD16-CR-T cells were able to kill target cells in the
presence of specific antibodies. Results showed that the FV-CD16-CR-induced% cell lysis was: (i)
26.3% and 51.5%, (ii) 41.5% and 57.7% and (iii) 39.4% and 57.3% at 5: 1 and 10: 1 ratio, in the
presence of Rituximab and Raji cells, Cetuximab and DLD1 cells and Cetuximab and Panc01 cells,
respectively. For LV-CD16-CRs the respective% lysis was comparable. More importantly, this lysis
was shown to be specific (no lysis noted with untransduced T cells) and significantly lower in the
absence of the antibodies.

CONCLUSION: Our group has developed for the first time a FV vector for the generation of CD16-
CR-T cells, with an efficient gene transfer to human T cells and with potent in vitro cytotoxic prop-
erties, similar to their LV-derived counterpart. Overall, we provide a proof of concept that allogene-
ic, in-house Fcy-CR-T cells derived from a non-pathogenic viral backbone such as the FV, could be a
safe, efficient and affordable alternative to LV-derived vectors for immunotherapy
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14. EFFICACY AND RELIABILITY OF T CELL DEPLETED HAPLOIDENTICAL STEM
CELL TRANSPLANTATION IN HEMATOLOGIC DISORDERS: A RETROSPECTIVE
STUDY

Burak Deveci', Yesim 0zdemir?
" Medstar Antalya Hospital, Antalya, Turkey;  Memorial Sigli Hospital, Istanbul, Turkey

OBJECTIVE: A promising recent strategy for haploidentical transplantation is the depletion of T
lymphocytes based on the selective elimination of T cells by manipulation, which enables a very
low incidence of transplantation-related mortality, and graft-versus-host disease (GVHD). It is
more expensive than the conventional unmanipulated methods, and further, requires dedicated
transplant centers and sufficient stem cell processing facilities which, therefore, results in limit-
ed experience and comparison data from the research perspective. This retrospective study aimed
to evaluate the relapse, survival, and clinical data of the patients and to analyze the outcomes of
the technique.

METHODS: Medical files of patients who underwent haploidentical stem cell transplantation via al-
pha beta T cell depletion between January 2012 and December 2020 in Medstar Antalya Hospital,
Antalya, Turkey were retrospectively evaluated. Inclusion criteria for haploidentical T cell depleted
HSCT were i) at least 2 HLA incompatibility, and, ii) a maximum 50% mismatched HLA.

RESULTS: The study included 56 adult patients who underwent haploidentical stem cell trans-
plantation via alpha beta T cell depletion. The median age of the patients at the time of HSCT was
41.5 years (range, 20-70 years); 22 (39.3%) patients were female. After the transplantation, half
of the patients (50.0%) needed immunosuppressive drugs and 17.9% of the patients experienced a
post-transplant relapse. The mortality rate was 55.4% where transfer-related mortality (TRM) and
non-transfer-related mortality (NTRM) were 25.0% and 30.4%, respectively. The 100-day mortality
rate was 19.6%. The median overall (0S) days was 1101 days (142-3813 days), whereas the me-
dian progression-free 0S was 302.5 days (11-2479 days). Being older (age >40), having hyperten-
sion, having acute liver involvement, and having systemic fungal infection were found as risk factors
that significantly increased mortality (with 3.5-, 2.8-, 3.7-, and 2.7-fold increases, respectively).
CONCLUSION: To conclude, T-cell depleted HSCT is an effective and reliable technique that has the
potential to decrease morbidity and improve relapse-free survival for patients requiring unrelated
donor transplantation for hematologic malignancy.
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OBJECTIVE: Therapeutic apheresis is the process of removing the disease-causing substances
from the patient’s blood.

METHODS: We retrospectively analyzed the therapeutic apheresis procedures performed in our
center between January 2003 and April 2022.

RESULTS: In our center, 14077 sessions of therapeutic apheresis were performed on 3935 (1875
men and 2060 women) patients. The median age of these patients is 17.5 (2- 88). 7502 sessions
of therapeutic plasma exchange in 1598 patients, 5060 sessions of stem cell apheresis in 2109
patients, 436 sessions of LDL apheresis in 48 patients, 134 sessions of Red blood cell (RBC) ex-
change transfusion in 46 patients, 670 sessions of photopheresis in 43 patients, 26 sessions of
granulocyte apheresis for 12 patients, 160 sessions of leukapheresis in 84 patients, 64 sessions of
thrombopheresis in 30 patients were performed. Donor lymphocytes were collected from 8 donors.
Twenty-five sessions of double filtration and immune absorption were applied to 5 patients. Central
venous catheters (2790 femoral, 159 jugular, 188 subclavian) were used in 3137 procedures, fistu-
lain 242 procedures, and peripheral veins in 613 procedures as vascular access. Peripheral vascu-
lar access was used in only 4 patients in photopheresis procedures, and the remaining 39 patients
had a catheter. Table 1 shows the number of therapeutic apheresis procedures performed by years.
CONCLUSION: While the number of therapeutic apheresis procedures has increased until re-
cent years, the procedures have decreased with the COVID-19 pandemic. Both hematological and
non-hematological indications are increasing. Considering these indications will increase the num-
ber of patients benefiting from these treatments.
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16. TREATMENT FREE REMISSION (TFR) AFTER DISCONTINUATION OF TYROSINE
KINASE INHIBITORS (TKIS) IN CHRONIC MYELOID LEUKEMIA (CML) PATIENTS
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OBJECTIVE: TKI fundamentally improved survival rates of CML patients. Decision of TKI discontin-
uation may be related to adverse effect, cost, impact on quality of life or even with the decision
to conceive. However, this remains a challenge for healthcare professionals. So far, a number of
studies have been conducted to demonstrate the possibility of TKI cessation in well responding
patients.

METHODS: We retrospectively analyzed the data in 40 CML patients who discontinued TKlIs at our
institution.

RESULTS: TKI treatment was discontinued in 40 patients, 26 females and 14 males (22 Imatinib,
16 Nilotinib, 2 Dasatinib). Median age at diagnosis was 47 years (9-83). Twelve patients (30%)
were receiving their 2 nd or 3 rd line treatment. All patients achieved complete cytogenetic remis-
sion (CCyR), whereas MR4.5 was obtained in 37 patients (93%). Thirty-four patients (85%) discon-
tinued therapy electively due to sustained deep molecular response (DMR), 3 due to intolerance, 1
for financial reasons, 1 due to occurrence of multiple sclerosis and 1 after diagnosis of a second-
ary cancer. At the time of discontinuation, median MR4.5 duration was 48 months (range 5-163).
After a median follow up of 18 months since discontinuation, 15 patients (38%) experienced loss
of MMR at a median of 4 months (range 3-24; 4 after 6 months). Patients receiving imatinib, nilo-
tinib and dasatinib lost their response at a rate of 36%, 44% and 0% respectively. Relapse rate for
patients with stable MR4.5 for at least 2 years was 38% (12/31), while it was 50% (3/6) for those
less than 2 years. All relapsing patients were retreated and 80% (12/15) achieved MMR at a me-
dian of 4 months.

CONCLUSION: Our data show that some patients with deep responses (62% from our cohort) can
achieve TFR. As retreatment is usually successful after loss of MMR, discrimination of higher risk
patients for resistant relapse needs to be elucidated.
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17. RARE ASSOCIATION DETECTED IN THE LONG ROAD TO DIAGNOSIS: PRIMARY
HYPERTROPHIC OSTEOARTHROPATHY AND MYELOFIBROSIS

Emine Gulturk, Elif Busra 0zben, Fehmi Hindilerden

Bakirkéy Dr Sadi Konuk Training and Research Hospital, Istanbul, Turkey

INTRODUCTION: Primary hypertrophic osteoarthropathy (PHO; pachydermoperiostosis) is a rare
autosomal recessive disease that develops as a result of prostaglandin-degrading enzyme 15-hy-
droxy-prostaglandin dehydrogenase (HPGD) deficiency or mutations in the prostaglandin trans-
porter SLCO2 A1 gene, impairing prostaglandin metabolism and causing multisystemic involve-
ment. The disease is mainly characterized by hypertrophic skin changes, clubbing, and gradually
developing periostosis of the distal bones of the leg and forearm. It has been reported that myelo-
fibrosis can be seen in the form that develops with mutations in the SLCO2 A1 gene

CASE REPORT: 28-year-old male patient; He applied with the complaints of swelling in the knees,
wrists and ankles, excessive sweating and thickening of the skin, droopy eyelids, weakness, and
abdominal pain, which started to be noticed by the age of 22 and progressed over the years. The
patient's parents were not related and they had no history of the disease. It was learned that the
patient had been under investigation for intermittent anemia and spleen enlargement for about 10
years, and vitamin B12 and folate deficiency were detected, but the etiology could not be deter-
mined. On physical examination, the patient was pale, his facial skin was very thick and with acne,
his facial features were coarse, and he had bilateral blepharoptosis with deep lines on the fore-
head, thickening and curving of the scalp (cutis verticis gyrate) (Figure 1). His knees, wrists, and
ankles were enlarged, and clubbing was present in his fingers (Figure 1). Sign of arthritis wasn't
detected. On abdominal examination, the liver was palpable 4 cm below the rib and the spleen ex-
tended into the left inguinal region (Figure 1). Peripheral smear revealed pancytopenia (wbc: 3,79
x10%L, neu: 2960 x10%L, hb: 7 g/dl hct: 22.4%, mcv: 87 plt: 64 x10%/L) in hemogram, and leuko-
erythroblastosis and diffuse tear cells in erythrocytes were observed. Bone marrow aspiration was
dry-tap, increased imprint and dysplasic megakaryocytes were seen. Bone marrow biopsy was
hypocellular and consistent with myelofibrosis. JAK2 V617 F and JAK2 exon 12 gene mutations
weren't detected. Cortical thickening in the long bones was seen in bone X-ray(Figure 2). In the
whole body bone scintigraphy, diffusely increased activity uptakes were observed in the periosteal
region of both tibia and two femoral diaphysis, and the findings were found to be compatible with
hypertrophic osteoarthropathy.

CONCLUSION: PHO is a rare autosomal recessive disease with multisystemic involvement. The ex-
act incidence of the disease is unknown, and the disease is usually self-limited without affecting
survival. It stabilizes and even resolves, on average, ten years after the first onset of symptoms.
However, patients may encounter significant comorbidities such as bone marrow fibrosis and com-
pressive neuropathy. Primary HOA is usually treated symptomatically with non-steroidal anti-in-
flammatory drugs (NSAIDs) and plastic surgery. Although theoretically increased PGE2 plays a role
in the pathogenesis of PHO and NSAIDs are potent prostaglandin inhibitors; NSAIDs do not cause
regression of skeletal findings in patients. Treatment is difficult in patients who develop myelofi-
brosis and there is no effective treatment method. It has been shown on a case-by-case basis that
corticosteroids can reduce transfusion dependence in this patient group in which classical JAK stat
inhibitors do not work.
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INTRODUCTION: Although autoimmune complications occur in approximately one quarter
of chronic lymphocytic leukemia (CLL) cases, non-hematological autoimmunity is very rare.
Glomerulonephritis, angioedema and paraneoplastic pemphigus are among the non-hematological
autoimmunities most clearly associated with CLL. Focal segmental glomerulosclerosis (FSGS) as-
sociated with CLL has been addressed with limited case reports in the literature and is a condition
with little experience.

CASE REPORT: An asymptomatic 61-year-old female patient was referred with the findings of lym-
phocytosis and lymphadenopathy detected during her routine controls. In his physical examina-
tion, no additional findings were found except for pathological lymphadenopathies in the neck and
axillary region. Laboratory findings revealed leukocytes 18200/mm3, lymphocytes 12700/mm3.
Platelets and hemoglobin levels and other biochemical tests were normal. Increased uniformity of
mature lymphoid cells and basket cells were observed in the peripheral smear. At the flow cytome-
try of peripheral blood, CD5+/CD19+/CD23+ association was found to be 79% in the lymphoid pop-
ulation, and the patient was diagnosed with Rai stage 1/Binet stage B CLL with the present find-
ings. Although the patient's lymphocyte level increased to 18000/mm3 in the 20-month follow-up,
for whom a drug-free follow-up was decided, there was no additional laboratory change. However,
newly developed pretibial edema was detected. Kidney biopsy was performed from the patient who
was found to have 1.2 g/24 h proteinuria, mostly albumin, and serum albumin 3.6 g/dl in the ex-
aminations. Global sclerosis was present in 6 of the 11 glomeruli observed in the biopsy, and seg-
mental sclerosis was present in the other glomeruli. In addition, mild chronic inflammation in the
interstitial area, moderate fibrosis, prominent medial hyalinization of the vessels and atrophy of
the tubules were present. In direct immunofluorescence, there was no accumulation of IgA, IgG,
IgM, C3, C1 q, C4, Fibrinogen, Kappa and Lambda, and amyloid was negative. The patient’s creati-
nine value was normal in the last 2 months during the technic period, but proteinuria increased to
3.4 g/24 hours. Although Rai stage 1/Binet stage B continued, 6 cycles of fludarabine, cyclophos-
phamide, rituximab (FCR) combination therapy was planned for the patient who was considered to
have secondary FSGS due to underlying malignant disease. Proteinuria decreased to 1.1 g/24 hours
after the first cycle and completely disappeared after the third cycle. In the 6 th year of his treat-
ment, the patient continues to be followed-up, both with a complete response in terms of CLL and
without any kidney problems, including proteinuria.

CONCLUSION: Glomerulonephritis are rare conditions in the course of hematological cancers. FSGS
is the least reported glomerulonephritis among the renal lesions associated with hematological
malignancies, and has been most frequently demonstrated in patients with Hodgkin lymphoma.
Although membranoproliferative and membranous granulonephritis are more common with CLL,
its association with FSGS has been reported in only 5 cases, as far as we can detect in the litera-
ture. It was thought that the FCR regimen containing agents that can be used in FSGS, which is still
an effective treatment in young patients with IGHV mutated, without 17 p deletion or TP53 muta-
tion, may be a good option for CLL-related FSGS.
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19. GLOFITAMAB IN RELAPSED/REFRACTORY DIFFUSE LARGE B CELL
LYMPHOMA: REAL WORLD DATA
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OBJECTIVE: Glofitamab is a T-cell-engaging bispecific antibody connecting CD20 on B cells and CD3
on T cells. In Phase Il expansion study, the ORR was 51.6% and CR rate was 39.4% in R/R DLBCL pa-
tients (Dickinson et al. JC02022). In this retrospective study, we aimed to report the outcomes of pa-
tients who used glofitamab via compessionate use in Turkey.

METHODS: Glofitamab is available via compassionate use in Turkey for patients >18 years and wi-
thR/R DLBCL, transformed FL and PMBCL who had received 3 lines of treatment previously. Patients
received 1000 mg obinutuzumab 7 days prior to first dose of glofitamab. Glofitamab was given intra-
venously at a fixed dose 2.5/10/30 mg on C1 D1G8, and then at the target dose from C2 D1 g3 w, for
up to 12 cycles. Response rates are based on Lugano criteria (Cheson et al. JC02014). Response eval-
uations were done by FDG PET/CT after the 2 nd-4 th cycles at the discretion of the treating physician.
RESULTS: As of July 1 st, 2022, 46 patients used Glofitamab on compessionate use. The results of
42 pts who at least used glofitamab once are represented here. Median age was 54.5 (range: 20-81)
years, 64.3% were male, and the median lines of prior therapies was 4 (range: 3-6). Except 2 patients
who had tFL, the rest 40 patients had DLBCL (Table 1). The patients received median 4 cycles (1-12)
of Glofitamab. Seven patients (16,7%) died before response assessment. In efficacy-evaluable pa-
tients, the ORR was 28.5%(12 pts) and the CR rate was 19%(8 pts). While, 3 patients (7.1%) had SD,
47.6% of patients (n=20) had PD. A total of 5 patients proceeded to SCT (3 AlloSCT, 2 ASCT). The most
common toxicities were hematological; neutropenia was observed in 41.5% of patients and in 23% it
was 2grade 3, anemia was observed in 38.1% of patients and in 19% it was 2grade3, thrombocyto-
penia was observed in 28.6% of patients and in 19% it was >19%. Cytokine Release Syndrome(CRS)
was encountered in 12 patients (28.6%), in 4 patients it was <grade2 but in the rest 4 patients it was
>grade3. Neurological toxicity was observed in only 3 patients(all<grade2). We were in the COVID19
pandemic era and 9 patients (21.4%) had COVID19 infection during treatment. The median follow-up
was 5,78 months (range: 0,30-14,19). The median 0S was 7 months (95% Cl: 4.02-10.03) (Figure 1).
Seventeen patients were alive and 25 patients had died at the time of analysis (PD n=14, COVID-19
n=5, sepsis n=3, AlloSCT-related complications n=2, unknown n=1).
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CONCLUSION: To our knowledge, this is the largest real world data on the effectiveness and toxicity
of Glofitamab treatment in R/R DLBCL patients. The response rates are lower comparing to Phase |
study, but our cases were more heavily pre-treated and more than half of the patients had received
ASCT previously and were refractory to first-line therapy. Seven months median 0S seems to be
promising in this heavily pretreated group and moreover 5 patients (12%) who died due to COVID19
infection and 2 patients who died due to transplantation related complications after AlloSCT should
also be considered.
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20. CENTRAL NERVOUS SYSTEM RELAPSE IN PATIENTS WITH PRIMARY
MEDIASTINAL LARGE B-CELL LYMPHOMA: INCIDENCE AND RISK FACTORS IN
THE RITUXIMAB ERA
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OBJECTIVE: Central nervous system relapses (CNSR) are uncommon in primary mediastinal large
B-cell lymphoma (PMLBCL) with a reported incidence of 2.3-3.8% in the Rituximab era. Clinical risk
factors for CNSR have been recognized in diffuse large B-cell lymphoma (DLBCL), but may not be
applicable in PMLBCL, a pathobiologically distinct entity. To evaluate the incidence of first CNSR
events without prior systemic progression and explore prognostic associations with baseline char-
acteristics, CNS-IPI, and induction immunochemotherapy.

METHODS: This is a multinational, retrospective study of 596 PMLBCL patients treated with immu-
nochemotherapy+radiotherapy (R-CHOP 59%, DA-EPOCH-R 41%) between 2000 and early 2022.
The cumulative incidence of first CNSR (CI-CNSR) was estimated considering the competing risks of
death from any cause or prior systemic disease relapse/progression.
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RESULTS: Baseline characteristics were: Median age 32 (16-85), females 64%, stage III/IV 16%,
>2 extranodal sites 11%, perfomance status (PS)>2 17%, elevated LDH 83%, IP1>2 29%, CNS-IPI
4-6 6%, any serositis 43%, kidney involvement 4.2%, adrenal involvement 2.4%, kidney and/or ad-
renal involvement 5.4%. Only 17 patients (2.9%) received CNS prophylaxis [high-dose methotrex-
ate (HD-MTX) 9, intrathecal MTX+other 7, both 1]. Kidney and/or adrenal involvement was high-
ly correlated with advanced stage, >2 extranodal sites and high CNS-IPI (4-6) (p<0.001), with the
vast majority of the latter also having kidney and/or adrenal involvement. With a 55-month me-
dian follow-up [interquartile range (IQR) 32-97 months], all 10 first CNSR events (9 isolated and
1 associated with systemic relapse) were recorded within 2 years of diagnosis [median time 7.5
months, IQR 6-8, range 5-13 months], for a 2-year CI-CNSR of 1.78% (95%Cl 0.9-3.2%). Two of
10 CNSR cases had received CNS prophylaxis with HD-MTX. All CNSR were parenchymal and only
2/8 were successfully salvaged (2 still under treatment). Four patients with CNSR had kidney in-
volvement (plus adrenal in 2/4). Two of seven patients with both kidney and adrenal involvement
and 2/17 with kidney infiltration only relapsed in the CNS. Kidney [subhazard ratio (SHR) 15.4,
p<0.001], adrenal (SHR 13.6, p=0.001), any kidney or adrenal involvement (SHR 12.5, p<0.001),
and high CNS-IPI (4-6, SHR 13.0, p<0.001) were associated with CNSR in univariate analysis. All 4
patients with high CNS-IPI who experienced CNSR (out of 35), had also kidney and/or adrenal in-
volvement. Looser but significant associations were observed with IPI >2 (SHR 6.3, p=0.009), ad-
vanced stage (SHR 5.5, p=0.007), PS >2 (SHR 6.6, p=0.005), and >2 extranodal sites (SHR 5.4,
p=0.009) but not chemotherapy backbone (R-CHOP or DA-EPOCH-R), CNS prophylactic therapy,
age, gender, B-symptoms, LDH elevations, serositis or PMLBCL-specific prognostic indices (stage
IV/ extranodal plus bulky or high LDH>2 x).

CONCLUSION: In PMLBCL, CNSR is rare and appears to be primarily associated with kidney and/or
adrenal involvement. CNS-IPI is also strongly prognostic but highly correlated with kidney and/or
adrenal involvement. No late (>2 years) occurrences were seen and 9/10 relapses were isolated in
the CNS. No inferences regarding the value of primary CNS prophylaxis can be made. Even in this
very large series multivariate is not reliable due to the small number of events. A larger multina-
tional effort is warranted.

Orals 49



21. EVALUATION OF SAFETY PROFILE OF RITUXIMAB+LENALIDOMIDE PROTO-
COL IN FRAIL ELDER RELAPSED/REFRACTORY DIFFUSE LARGE B CELL LYMPHO-
MA PATIENTS
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OBJECTIVE: In our knowledge, there is no standardized treatment for frail elder relapsed or refrac-
tory (R/R) diffuse large B cell lymphoma (DLBCL) patients. Chemo-free regimens have promising
results with acceptable toxicity profile. We aimed to evaluate safety profile and adverse reactions
of rituximab+lenalidomide (R2) protocol in elder DLBCL patients.

METHODS: Five patients who had R/R DLBCL and were ineligible for autologus stem cell transplan-
tation between December 2020- March 2022 included in our study. Age, sex, ECOG performance
status (PS), Cumulative Illness Rating Scale-Geriatric (CIRS-G). R2 protocol was planned as ritux-
imab 375 mg/m2 D1+ lenalidomide 5-20 mg D1-21 for 6 cycles. Response assesment was per-
formed by PET/CT according to Lugano criterias. Cytopenias, infectious complications, gastrointes-
tinal or skin reactions of individuals were reported.

RESULTS: Median follow up after first relapse was 14 months (2-22 months). Response assess-
ment could not be done as one patient could not complete 2 nd cycle an done patient could not
be visited as he suffered from cardiopulmonary prolonged comorbidities. 3 patients were detect-
ed stage 4 B, 1 of stage 2 B and 1 of 1 B. 3 of 5 patients had also extranodal involvement. Median
CIRS-G score of individuals was 15 points (10-17) and ECOG PS was 2. 4 patients were initiated
asetilsalisilic acid prophylaxis and 1 patient was already under prophlaxis of rivaroxaban due to
venous thromboembolism history. Lenalidomide dose reduction required for 3 individuals due to
grade 3 cytopenias. 3 patients had infectious complications (2 acquired community pneumonia 1
urinary tract infection) but all of them were managed as outpatient. 1 patient had gastrointestinal
side effect. None of the patient had thromboembolic event. 2 of 5 patients was reported as partial
response (PR) and 2 of them were refractory to R2 protocol. One patient was detected early relapse
after PR. 2 patients died due to progressive disease.

CONCLUSION: R/R DLBCL management especially in elder patients is challenging due to clonal
evolution or addition of new mutations that cause drug resistance. Thus, fraility of patients, poli-
pharmacy and increased side effects are major causes of low response rates. In our study, R2 pro-
tocol was evaluated as well tolerated with well designed supporting treatments. In conclusion, R2
combination seems to be promising alternative protocol with manageable toxicity profile and ac-
ceptable response rates.
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22. A CASE WITH CD30-POSITIVE DIFFUSE LARGE B CELL LYMPHOMA
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INTRODUCTION: Diffuse Large B-Cell Lymphoma (DLBCL) is the most common type of Non-Hodgkin
Lymphoma in adults. Addition of Rituximab (anti CD20 monoclonal antibody) to the classical CHOP
protocol resulted in a significant increase in survival. Although CD30 has been identified as a sur-
face marker of Reed Stenberg cells, it can also be expressed by non-Hodgkin lymphoma subtypes
such as DLBCL. Although the prognostic importance of CD30 positivity in DLBCL is not yet known, it
paves the way for alternative treatment methods.

CASE REPORT: A 65-years-old female patient who had been followed up with the diagnosis of di-
abetes mellitus was examined for B symptoms and DLBCL was diagnosed by tru-cut biopsy tak-
en from nodular lesion measured 6 cm in long axis in the lower lobe of the right lung. The patient,
who was stage 4 B in Ann-Arbor Staging and was in high-risk group according to the International
Prognostic Index (IPI), was given 6 courses of rituximab, cyclophosphamide, doxorubusin, vincris-
tine (R-CHOP) regimen. Positron Emission Tomography / Computed Tomography (PET / CT) scan
was performed at the end of the treatment, and it was evaluated as complete response. The pa-
tient, who was followed up at three-month intervals, presented with the complaint of 4 kg loss
in 1 month in the 2 nd year follow-up. In the whole body computed tomography of the patient,
lymph nodes with the largest 2.7 x1.6 cm in size were detected in the mediastinal, abdominal and
left inguinal regions. The excisional biopsy from the inguinal region was reported as follicular lym-
phoma grade 3 b. The patient was evaluated as Ann Arbor Stage 4 B, FLIPI score of 5 in high-risk
group with PET/CT scan and examinations. Autologous stem cell transplantation was planned after
salvage therapy with ESHAP protocol. Ibrutinib 560 mg/day treatment was started due to the de-
crease in the performance of the patient who had H1 N1 infection while receiving salvage therapy.
After six courses of ibrutinib treatment, progressed lymph nodes were detected in the control PET/
CT imaging and the patient was diagnosed with CD30 + DLBCL with excisional biopsy from the in-
guinal lymph node. The patient was started on brentuximab 1.8 mg/kg and bendamustine 70 mg/
m2. Treatment and follow-up of the patient have been continued in our clinic.

CONCLUSION: CD30 expression can be detected in 30% of DLBCLs. While minor and focal CD30 ex-
pression is detected in the vast majority of cases, strong and diffuse expression is rarely observed.
CD30 expression is expected more frequently in young patients with DLBCL who have a low IPI
score and whose DLBCL originated from the non-germinal center. Although our case was advanced
age and in advanced stage, CD30 positivity was detected and targeted therapy was administered.
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23. THE PROGNOSTIC SIGNIFICANCE OF SERUM BETA-2 MICROGLOBULIN (SB2
M) LEVELS IN PATIENTS WITH HODGKIN LYMPHOMA (HL): FINAL ANALYSIS ON
915 PATIENTS TREATED WITH ABVD OR EQUIVALENT (ABVDEQ) CHEMOTHERAPY
OR COMBINED MODALITY THERAPY (CT/CMT) FOCUSING TO THE DETERMINATION
OF OPTIMAL CUT-OFFS
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OBJECTIVE: Serum beta2-microglobulin (B2 m) is a well- established prognostic factor for several
hematologic malignancies, but its role in HL is still controversial. We aimed to investigate the prog-
nostic significance of sB2 m levels in a large series of homogenously treated HL patients.

METHODS: We analyzed 915 patients with HL treated with ABVDeq (1990-2019) and selected sole-
ly based on the availability of pretreatment sB2 m levels. SB2 m levels (upper normal limit 2.4 mg/L)
were analyzed in relation to other baseline features and the outcome. Freedom From Progression
(FFP) was defined as time between treatment initiation and treatment failure (toxic death, primary
refractoriness, PR with switch to alternative chemotherapy or relapse); deaths of unrelated caus-
es were censored. Overall Survival (0S) and Disease-Specific Survival (DSS) were measured from
treatment initiation to death of any cause or HL-related causes respectively. Sequential cut-offs
(1.8-3.5 by 0.1 mg/L increments) were used to explore the potential impact of sB2 m on outcomes.
RESULTS: The median serum B2 m levels were 2.20 mg/L (IQR 1.80-3.00, range 0.50-14.40) and
383/915 patients (42%) had elevated levels (>2.4 mg/L). SB2 m correlated strongly with all base-
line features. Univariate Analysis: FFP was significantly inferior in patients with higher f2 m at all
tested cut-offs. At 2.4 mg/L (“normal versus high") the 10-year FFP was 80% vs 70% (p=0.001) af-
ter a median follow-up of 81.1 months. However, the best cut-off was 2.0 mg/L [10-year FFP 83%
vs 70% (p=0.001)]. A dose-response relationship was seen across quartiles Q1-4 with 10-year FFP
849%,78%,73% and 68% (p=0.001). In early stages (IA/IIA), statistically significant results were ob-
tained at cut-offs between 1.8 and 2.1 mg/L. The best cut-off was 1.9 mg/L [10-year FFP 88% vs
78% (p=0.003)]. In advanced stages, none of the cut-offs yielded statistically significant results
(borderline at 2.0 mg/L; 10-year FFP 74% vs 64%, p=0.09). Multivariate Analysis: SB2 m levels re-
mained significant for FFP after adjustment for IPS factors, ESR and B-symptoms at 2.0 mg/L [haz-
ard ratio (HR) 1.55, p=0.01) in the whole series of 915 patients; it was not significant at the “nor-
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mal versus high” comparison at 2.4 mg/L. In early stages, sB2 m was a significant predictor of FFP
at both cut-offs of 2.0 mg/L and 2.4 mg/L (HR 1.65, p=0.034 and 1.67, p=0.038). In advanced stag-
es, sB2 m was an independent prognostic factor for FFP at 2.0 mg/L (HR 1.44, p=0.098 despite the
lack of univariate significance), but not at 2.4 mg/L. The 10-year 0S and DSS was lower in patients
with elevated B2 m levels (10-year rates 90% vs 77%, p<0.001 and 93% vs 86%, p=0.002). Similar
results to FFP were obtained by multivariate analysis of DSS for all 915 and early-stage patients.
CONCLUSION: Higher sB2 m was a significant independent predictor of FFP in HL but the optimal
cut-off appears to lie within the normal limits, performing better than a “normal versus high” eval-
uation (cut-off 2.4 mg/L) and being 2.0 mg/L for the whole series and 1.9 mg/L for early-stage pa-
tients. The prognostic significance in advanced stages was weaker (best cut-off 2.0 mg/L). Serum
B2 m was also highly predictive of 0S and DSS. An analysis of corrected serum B2 m according to
renal function is ongoing.
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24. A RARE PARANEOPLASTIC CONDITION IN HODGKIN LYMPHOMA; EVANS
SYNDROME
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INTRODUCTION: Evans syndrome (ES) is a spectrum of diseases in which the combination of au-
toimmune hemolytic anemia and immune thrombocytopenia or sometimes neutropenia. ES has
been accepted usually as an idiopathic condition, but it may be secondary. The coexistence of au-
toimmune cytopenias and Hodgkin lymphoma (HL) is rarely observed and the rate of ES in HL pa-
tients is not clear.

CASE REPORT: A 56-year-old male patient presented with fatigue, lower back pain, loss of appe-
tite, and eruption, particularly in the abdominal region. The patient, who experienced weight loss
as a B symptom, had no history of recent infection. Upon physical examination, lymphadenopathies
of approximately 2 cm were detected in the bilateral axillary and right inguinal regions, with diffuse
petechiae and purpura throughout the body. According to laboratory tests, hemoglobin was 6.5 g/
dL, platelets were 11 x103/mm3, reticulocytes were 9.9%, lactate dehydrogenase was 518 U/L
(normal range <248), sedimentation was >140 mm/hour. Some increases in spherocytes and true
thrombocytopenia were observed in peripheral smears. Immunoglobulin G +3 was detected by the
direct anti-human globulin test and +2 positivity with AHG and +4 positivity with enzyme by the in-
direct anti-human globulin test. There was no monoclonal gammopathy based on immunofixation
electrophoresis, and other autoimmune and viral tests were negative. A diagnosis of ES was made
for the patient who had autoimmune hemolytic anemia and concomitant immune thrombocyto-
penia. In FDG-PET/CT involvement with high SUVmax values in the pathological size was observed
in the mediastinal, axillary, intra-abdominal, and inguinal regions and in the form of diffuse lymph
nodes and the spleen. The patient was diagnosed with stage 3 B classical-type nodular scleros-
ing HL by excisional lymph node biopsy of the right inguinal region. Methylprednisolone treatment
was started 1 day later, as treatment response might be delayed in a patient for whom the ABVD
(doxorubicin, bleomycin, vinblastine, dacarbazine) protocol was started. Following administration
of 250 mg/day for the first 3 days, continuation of 1 mg/kg/day methylprednisolone treatment was
planned. However, the patient had a platelet count of 3 x103/mm3 and mucosal bleeding, and in-
travenous immunoglobulin (IVIG) treatment at 1 g/kg/day for 2 days was given 5 days after ABVD.
The platelet value increased to 67 x103/mm3 at 4 days after IVIG. Steroid treatment was discontin-
ued for this patient, who was given 10 days of steroids, and ABVD treatment response was awaited.
His hemoglobin level to 9.5 g/dL and his platelet level to 101 x10”3/mm3 before the first course
on the 15 th day of ABVD treatment; his skin lesions resolved completely, and hemolysis parame-
ters regressed during follow-up. Hemolysis status and thrombocytopenia did not recur after ABVD
treatment.

CONCLUSION: The coexistence of autoimmune cytopenias and HL is rarely observed, and accord-
ing to previous reports, it is encountered in approximately 0.5-4.2% of HL patients. In contrast, the
rate of ES in HL patients is not clear; to our knowledge, 16 patients have been reported in the litera-
ture. Response rates to treatment are variable and response to treatment may be poor, particularly
with underlying conditions. if detected, the underlying lymphoma should be treated.
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P1. UNRAVELLING IMMUNE CHECKPOINT INHIBITORS CARDIOTOXICITY. EARLY
SIGNS OF ENDOTHELIAL ACTIVATION, INCREASED AUTOPHAGY AND INFLAMMATION

Panagiotis Efentakis’, Maria Gavriatopoulou?, Aggeliki Choustoulaki', Anastasios
Georgoulis’, Aimilia Varela®, loannis Kostopoulos®*, Giorgos Tsekenis®, Zena Chakim®,
Charikleia Giakiopoulou®, loannis Ntanasis-Stathopoulos?, Costantinos Davos?, Ou-
rania Tsitsiloni*, Meletios Athanasios Dimopoulos?, Evangelos Terpos?, loanna An-
dreadou’

" Laboratory of Pharmacology, National and Kapodistrian University of Athens, Department
of Pharmacy, School of Health Sciences, Athens, Greece; ° Department of Clinical Therapeu-
tics, National and Kapodistrian University of Athens, School of Medicine, Athens, Greece; °
Cardiovascular Research Laboratory, Clinical, Experimental Surgery G Translational Research
Center, Biomedical Research Foundation Academy of Athens, Athens, Greece; * Department
of Biology, School of Health Sciences, National and Kapodistrian University of Athens, Athens,
Greece; ° Bionanotechnology and Nanochemistry Group, Biomedical Research Foundation of
the Academy of Athens, Athens, Greece; ° First Department of Pathology, National and Kapo-
distrian University of Athens, School of Medicine, Athens, Greece

OBJECTIVE: Immune checkpoint inhibitors (ICls) are novel immunotherapeutics with profound
anti-cancer efficacy and severe immune-related adverse effects (irAEs). Cardiotoxicity, is among
the most life-threatening irAEs, often under-evaluated in ICI-treated patients and lacks of evi-
dence-based clinical management. Therefore, the discovery of a prophylactic therapy against ICI-
related cardiotoxicity remains an unmet clinical need. Herein, we investigated the cardiotoxic ef-
fects of ipilimumab (IPI, anti-CTLA-4), pembrolizumab (PEM, anti-PD-1) and avelumab (AVE, an-
ti-PD-L1) in vitro and established an in vivo model of ICI-related cardiomyopathy

METHODS: Primary murine cardiomyocytes (mAVCs) and spleenocytes were isolated from C57
BL6/) male mice and were incubated with IPI, PEM and AVE at a concentration range of 0-100 pg/
ml for 24 h. ICI-conditioned media from spleenocytes were transferred onto mAVCs for additional
24 h. Cell viability was assessed by MTT assay. Human (hu-PD-1) and Murine PD-1 (muPD-1) extra-
cellular domains (ED) were biotechnologically produced and PEM binding was assessed by circular
dichroism (CD) and in silico docking experiments. In order to generate a PEM-induced cardiomy-
opathy in vivo model, C57 BL6/) male mice were randomized into i. Control (IgG4, 2 mg/kg) and ii.
PEM (2 mg/kg) (n=9/group) groups and treated for 5 weeks. Ig64 and PEM were administered once
weekly intraperitoneally, while PEM dose was directly translated from human dose. Mice under-
went weekly echocardiography analysis and blood sampling, while at the end of the experiments,
mice were sacrificed for blood and myocardial sampling and histology, flow-cytometry and molec-
ular analyses. Since we observed an early PEM-induced cardiotoxicity after 2 weeks, the in vivo ex-
periment was repeated for 2 weeks (n=5/group) and mice underwent the same interventions
RESULTS: Only IPI led to cytotoxicity in primary spleenocytes, and was therefore excluded from
the study. PEM and AVE did not induce any direct cytotoxicity on mAVCs, whereas incubation of
mAVCs with PEM and AVE conditioned media, revealed that only PEM could induce Immune cell
(IC)-dependent cytotoxicity at 50 and 100 pg/ml. PEM increased Tnfa, Inos, Rela, Ifng mRNA ex-
pression in spleenocytes and Tnfa, Tgfb, Inos, Rela, Ifng as well as autophagy markers Lc3 b, Lc3
a, Becn2, Atg5 and Endoplasmic Reticulum (ER) stress markers Canx and Ddit3 in the mAVCs. CD
and in silico experiments revealed that PEM binds on the muPD-1 ED similarly to the huPD-1 ED
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(positive control), which supports the translational value of the murine model. In vivo, PEM de-
creased Fractional Shortening% (FS%) after 2 weeks an effect exacerbated after 5 weeks of treat-
ment. Intramyocardial IC infiltration, myocardial fibers' atrophy and a significant increase in Lys6
Clow monocytes in the heart and blood and in circulatory T-cells was observed in PEM group at 5
weeks. Molecular analysis revealed that PEM increases myocardial ICAM-1 and iNOS expression af-
ter 2 weeks showing early endothelial activation and increases E-selectin, ICAM-1 and autophagy
(LC3 B, Beclin-1), ER stress (Bip) and inflammation markers (STAT3 phosphorylation, IL6 and IFN-y)
expression after 5 weeks of administration.

CONCLUSION: PEM induces IC-dependent cytotoxicity on primary mAVCs via induction of inflam-
mation, autophagy and ER-stress, whereas it induces cardiotoxicity via FS% decrease, early signs
of endothelial activation and subsequent establishment of inflammation and autophagy in the
myocardium.
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P2. SWEET SYNDROME IN A PATIENT WITH MYELODYSPLASTIC SYNDROME
Elina Apostolodou, E. Tsolas, K. Papathanasiou, E. Hatzimichael, E. Kapsali
Department of Hematology, University Hospital of loannina, loannina, Greece

INTRODUCTION: Hematological Malignancies can be complicated by dermatological manifesta-
tions and clinicians should keep this in mind. A case of a patient with Myelodysplastic Syndrome
complicated by Sweet Syndrome is presented.

CASE REPORT: A 61 year old women with a history of ovarian cancer diagnosed thirteen years
ago and Myelodysplastic Syndrome diagnosed 9 months ago was admitted to the Hematology
Department because of fever, skin lesions and pancytopenia. Erythematous Skin lesions mostly in
lower extremities were present for the past ten days. The lesions were painful and ulcerated. New
lesion in legs, arms and head developed during the next 24 h after her admission. The patient was
treated with full spectrum antibiotics a dermatological and hematological evaluation followed.
The skin biopsy was consistent with Sweet syndrome. The hematological evaluation confirmed
the presence of high risk Myelodysplastic syndrome, with excess blast and complex karyotype (5,
7, 17) and loss of T53 gene. The MDS is considered secondary to alkylating agents for the ovari-
an cancer. Treatment included methylprednisolone 32 mg and azacytidine 75 mg/m2 for 7 days.
Transfusions of RBC and platelets were given accordingly. The following days the patient had tho-
racic pain and a CT scan findings were nodule infiltrations, ground glass and tree in bud pattern in
both lungs Skin lesions gradually improved and fever stopped. An attempt to tapper the methyl-
prednisolone doze was complicated with fever and new skin lesions. A lung CT scan a week later
was almost normal. The patient is continuing her treatment for MDS and receives also 20 mg of
methylprednisolone.

CONCLUSION: Sweet syndrome (acute febrile neutrophilic dermatosis) is a rare disease. Most of
the cases are idiopathic, but it has been associated with drugs and malignancies. It can cause sys-
temic symptoms and rarely leads to organ failure. Diagnostic criteria have been set for the clas-
sic form (von de Driesch) as well as the drug induced (Walker and Cohen). It has been associat-
ed with infections, pregnancy, drugs, autoimmune diseases, solid tumors and hematological ma-
lignancies. Reports on pathogenesis of SS describe it as complex and multifactorial. In myeloid
malignancies the disease itself creates the proper environment for neutrophil adhesion and in-
flammation. Genetic predisposition has been reported in a few cases. Acute myeloid leukemia and
Myelodysplasia are the most common hematologic malignancies associated with SS. Skin lesion
should be differentiated form other causes in these patients (eg leukemia cutis). Treatment used
in those patients (eg GCSF, ATRA, FLT3 inhibitors) have been reported to induce SS as a paraneo-
plastic manifestation. Azacitidine has been reported as an inducer of SS as well as a therapeutic
approach to MDS patient with SS because of its effect on regulatory T cells. Nevertheless SS should
be included in differential diagnosis of skin lesions in these fragile patients and treated accordingly.
Patients with no history of hematologic malignancy and SS should be in close monitoring as it can
herald the diagnosis of a blood disorder.
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P3. D20 (+) ACUTE LYMPHOBLASTIC LEUKEMIA AND THE ROLE OF RITUXIMAB

M. Papathanasiou, K. Panteliadou, S. Sourri, A. Marvaki, A. Syrigou, P. Dolgyras,
C. Dimosthenous, D. Gkousiaris, S. Karypidis, S. Dimou-Mpesikli, M. Iskas, V. Douka,
C. Lalayanni

Department of Hematology and Bone Marrow Transplantation Unit, George Papanikolaou
General Hospital, Thessaloniki, Greece

OBJECTIVE: Important progress has been made in the treatment of pediatric acute lymphoblas-
tic leukemia (ALL) in the past years. However, this has not been achieved in the adult ALL setting,
where long-term remission often remains an unreached goal. A percentage of B-ALL leukemic cells
express the CD20 surface antigen which has been associated with a worse prognosis for these pa-
tients. Adding anti-CD20 monoclonal antibody to the standard chemotherapy regimens has been
reported to improve the outcome both at diagnosis or the refractory/relapsed setting. The aim of
this study was to examine the impact of anti-CD20 targeted therapy in a group of 224 ALL patients,
retrospectively studied in our center

METHODS: There were 63 patients with T-ALL and 161 with B-ALL and 69 of them had a CD20
(+) phenotype at diagnosis. The median age was 28 (14 - 79) years, in thirty-seven the diagno-
sis was pre-B ALL whereas ten had mature ALL. Fifteen patients were Ph(+) and 18 presented with
WBC>30000/UL

RESULTS: No statistical difference was found between CD20 (+) and CD20 (-) patients in terms of
remission and survival rates: 5-year DFS was 40.3% and 41.9% (p=0.7) and 5-year 0S was 50%
and 47.9% (p=0.3), for CD20 (+) and CD20 (-) respectively. Twenty-four of 69 CD20 (+) patients
received 4-8 doses of the anti-CD20 monoclonal antibody rituximab with their standard chemo-
therapy regimen. There was only one hypersensitivity reaction during rituximab infusion. Complete
remission was achieved in all of the patients, with the majority (15/24, 62.5%) achieving an early
remission. Relapse was seen in 17/43 (39.5%). The addition of rituximab did not offer any survival
benefit in our patient group: 5-year DFS was 47% vs 42% (p=0.78) and 5-year 0 S 49% vs 60.4%
(p=0.67) in patients receiving or not rituximab respectively. Multivariate analysis revealed as sig-
nificant factors for 0S younger age, LDH and early remission. In conclusion and in contrast with
the literature, no survival disadvantage was found for our group of CD20 (+) patients. In addition,
rituximab infusion failed to prove significant advantage in both remission induction and patients’
survival

CONCLUSION: Treatment outcome remains suboptimal for adult ALL patients compared to chil-
dren. The use of intensive, pediatric-inspired treatment protocols in combination with novel tar-
geted agents are expected to improve survival in adults with ALL.
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P4. AN ACUTE MYELOID LEUKEMIA CASE WITH MULTIPLE GENETIC FACTORS
Ege Girtine, Bahar Sevgili, Ajda Giines, Betiil Kiibra Tiiziin, Giiray Saydam
Department of Hematology, Ege University Medical Faculty Hospital, Izmir, Turkey

OBJECTIVE: Acute myeloid leukemia (AML) is a cancer of the myeloid line of blood cells, charac-
terized by the rapid growth of abnormal cells that build up in the bone marrow and blood and in-
terfere with normal blood cell production. Our patients is a 44 years old male patients with no
known diagnosed illness before. in july 2021 he diagnosed AML with due to acute leucosis, deep
vein thrombhosis and thrombhoflebitis. He treated with 7+3 then HIDAC chemotheraph rejimes af-
ter then in octeber 2021 was performed allogenic bone marrow transplant from his brother. After 3
month remission he go to hospital with fewer and cought. We saw acute leucosis in hemogram. We
perfomed a blood smear which was%44 blast is reported. After then we diagnosed our patient with
relapsed AML. in our patiens genetic tests FLT-3 negative iDA positive IDH positive and CEBPA was
positive. Additinollay in karyotype trisomy 8 is seen. With all these information we want to discuss
genetic prognostic factors of acute myeloid leukemia.

METHODS: a retrospective case record review study

RESULTS: Mutations in FLT(Fms-like Tyrosine Kinase 3) are the most common mutation in AML,
nearly%33 of newly diagnosed patiens have mutation on it. FLT3 internal tandem duplication
mutations (FLT3-1TD) are associated with increased relapse and inferior overall survival. But our
patiens was negative for flt3-itd despite thah he was relapsed disease. CEBPA (CCAAT Enhancer
Binding Protein) is a transcrpition factor which used in neuthrophil differention. it is founded%10
of AML. Only isolated biallelic mutation(mean both N and terminus included) of CEBPA is associated
with better prognosis. Monoallelic mutation doesn’t Show any difference for prognosis according to
recent meta-analysis. Our patient was positive for CEBPA mutation but number of mutated allels is
not known. NPM1 (Nucleophosmin 1) encodes a phosphoprotein that normally shuttles between
the nucleus and cytoplasm and plays a role in ribosome biogenesis, centrosome duplication during
mitosis, and cell proliferation and apoptosis through p53 and p19 Arf [16]. Mutations in NPM1 oc-
cur in the C-terminus of the gene leading to loss of the nucleolar localization signal and gain of a
nuclear export signal ultimately leading to cytoplasmic localization of this protein. NPM1 muta-
tions are found in about 30% of all AML. The presence of an NPM1 mutation in AML with normal
karyotype in the absence of a FLT3 ITD mutation portends a favorable prognosis IDH 1 mutation is
founded%6-9 of adult AML. it prognostic value isn't certain but it is associated with possible worse
prognosis. Additionally our patient had trisomy 8 which is associatedintermediated prognosis like
normal karyotype. Finally despite all with these prognostic factors was showing a better progno-
sis (except IDH1) our patient treated with FLAG-iDA regimes 2 times then we planned midastaurin
for future. But after second FLAG IDA our patiened suffered from acute cholesistitis. After surgery
patient’s general situation dramtically got worse due to septic shock and evountually lost his life.
CONCLUSION: Genetics play role in AML for both diagnosis, treatment and prognosis but none of
these factors are absoulute. These factors importance are increasing but we need more data and
studies espacially meta-analysis and world wide large randomised controlled trials for treatments.
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P5. ECTHYMA GANGRENOSUM AS THE PRIMARY MANIFESTATION OF ACUTE
MYELOID LEUKEMIA

Stavroula Bountola', Anastasios Papadopoulos’, Stylianos Daios', Vasilios Perifanis’,
Apostolos Matiakis?, Michail Makris', Christos Savopoulos’, Georgia Kaiafa'

" First Propedeutic Department of Internal Medicine, Aristotle University of Thessaloniki,
School of Medicine, Thessaloniki, Greece; ? Department of Oral Medicine and Pathology,
School of Dentistry, Aristotle University of Thessaloniki, Thessaloniki, Greece

INTRODUCTION: Ecthyma gangrenosum (EG) is a rare cutaneous infection that typically manifests
in immunocompromised individuals and may be typically associated with Pseudomonas aerugino-
sa. EG may initially present as an erythematous macule and may evolve into a hemorrhagic vesicle
that turns into a gangrenous ulcer with a necrotic schar. Besides immunocompromised patients,
it can also appear in otherwise healthy immunocompetent individuals, with leukemia being one
of the main predisposing conditions. Thus, EG presentation in a previously healthy individual may
signal undiagnosed immunodeficiency and warrants further investigation. Acute monocytic and
monoblastic leukemias account for less than 5% of AML cases, occurring most commonly in young
and adult people, respectively.

CASE REPORT: We describe the case of a 50-year-old previously healthy woman presented at
the emergency department due to rash deterioration with onset 14 days ago and fever with onset
4 days ago and normal laboratory work-up 6 months ago. Following the onset of fever episodes
and the deterioration of rash, a workup was undertaken: laboratory results revealed normocytic
normochromic anemia (Hb 9.0 g/dl, MCV 81 fL (80-99 fl), reticulocytes 0.23% (0.2-2%), and leu-
kocytosis WBC 31.2 K/uL (neutrophils 19.4%, lymphocytes 13.1%, monocytes 67.50%-atypical
cells, PLT 20 K/pL). Peripheral blood smear demonstrated 67% blast cells of the WBC count, and
flow cytometry was indicative of acute monoblastic/monocytic leukemia (leukemic blasts revealed
CD34+,CD33+, CD13+, CD64+, CD300 E+, CD4+. T1 T+, CD38+,CD11 a+, CD11 b+, CD11+/-, CD36+/-,
CD16+/-, HLADR+/-, MPO+/-, CD14+/-). Bone marrow aspirate examination confirmed the diagno-
sis of acute myeloid leukemia, while molecular karyotype did not report any specific chromosome
abnormality. A total body-CT revealed normal findings. A skin biopsy from the lesion was received,
and the histopathological examination revealed vascular necrosis with several surrounding bacte-
ria. Gram-stained sections showed gram-negative rods surrounding the necrotic vessels, indicative
of Pseudomonas aeruginosa infection, while blood and lesion cultures also confirmed the diagno-
sis. Following the decreased levels of hemoglobin and the sharp increase of inflammatory mark-
ers [CRP: 41.8 mg/dL (0-0.8 mg/dL), PCT: 32.9 ng/ml (<0.2 ng/mL), ESR: 148 mm (0-20 mm), LDH:
888 U/L (135-214 U/L), B2-microglobulin: 5.17 mg/L (1.42-3.21 mg/L)], transfusion with red blood
cells and antibiotic therapy with meropenem, linezolid, vancomycin and isavuconazole was initi-
ated. Despite the fever deterioration, chemotherapy was also induced on day 5 with the standard
schedule (ldarabucin 12 mg/m2 for 3 days and Aracytin 100 mg/m2 for 7 days). Meanwhile, the
lesions evolved into necrotic ulcers affecting the chest wall, the oral cavity, and the trunk. The pa-
tient developed sepsis and died within 2-3 weeks from hospitalization.

CONCLUSION: Although individuals with AML may present with bleeding disorders, cutaneous in-
volvement is common. Reports of AML presenting with EG as the primary manifestation are scant:
recognizing the underlying cause may be the key to a proper therapeutic approach.
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P6. 0OCCURRENCE OF POOR RISK ACUTE MYELOID LEUKEMIA IN A HBS BETA+
THALASSEMIA TRAIT FEMALE ADULT AFTER LONG TERM TREATMENT WITH
HYDROXYCARBAMIDE. A THERAPEUTIC CHALLENGE.

Nikolaos Giannakoulas', Konstantinos Leontopoulos', Stelios Lafioniatis?, Athanasios
Antoniou’, Georgia Stefani', Evaggelia Kouvata’, Vasiliki Pappi?, Eleni Bouronikou',
George Vasilopoulos'

" Department of Hematology, University Hospital of Larissa, Larissa, Greece; ? General Hospital
of Volos, Volos, Greece

INTRODUCTION: Sickle cell disease (SCD) is characterized with multiple severe clinical manifesta-
tions. Several therapeutic measures have been used with Hydroxycarbamide to be the standard of
care for SCD since it was shown to improve the clinical course. The increased risk of malignancies
including leukemias in SCD patients has not been correlated with the use of hydroxycarbamide.
Although the safety of Hydroxycarbamide has been questioned, there is no clear evidence of mu-
tagenic effect in SCD patients. A few cases of myeloid malignancies have been reported worldwide.
We present a 55-year old Greek woman with combined heterozygous sickle cell anemia and thalas-
semia b trait, who developed acute myeloid leukemia after 25 years of hydroxycarbamide therapy.
CASE REPORT: Our patient was diagnosed with combined heterozygous sickle cell anemia and
beta thalassemia trait at the age of 3 years. Splenectomy was performed at the age of 20 due to
spleen enlargement and increased transfusion needs. At age of 30 (in 1997) she started receiv-
ing hydroxycarbamine at dose of 1.5 mg/Kg in order to reduce the number of painful crisis and the
need of red blood cell transfusions. The following years she experienced avascular necrosis of both
femoral head treated with arthroplasty. She gradually developed severe pulmonary disease, dys-
rhythmia as well as mild left ventricular diastolic heart disease. While she was regularly transfused
and de-ironed, she developed severe neutropenia, which was initially attributed to anti-inflam-
matory medication or the use of hydroxycarbamide, which was temporarily suspended. Thereafter
the bone marrow evaluation confirmed the diagnosis of AML. Flow cytometry analysis showed a
population 10.5% with granules SSc and phenotype CD34+CD117+CD33+CD11 b+CD64+CD19-CD3-
CD10-CD4-(APL variant?). The RT-PCR for PML/RARa was negative. The karyotype was complex
[60, XX, -X, -2,-4,-5,-6,-7,+8,+11,-12,-15,-16,-17,-18 (15)/46, XX(4)]. The trephine biopsy showed
30% blasts (MPO+, CD34+, CD117+, LAT-1-, Glycophorin-, CD20-, CD3- with dysplastic abnormali-
ties of erythroid precursors and megakaryocytes). The bone marrow NGS analysis showed p53 mu-
tation (NM_000546: exon 8: c. C832 T: p. P2785) (VAF 60.9%). The patient was not suitable for in-
tensive chemotherapy due to severe comorbidities. So, she was treated with azacytidine (100 mg
for 7 days). She received 2 cycles without response. Venetoclax at low dose was added in a third
cycle. She was complicated with lung infection, cellulitis of the lower extremities and cardiac ab-
normalities. She passed away from multi-organ failure due to the toxicity and SCD complications,
four months after AML diagnosis.

CONCLUSION: Hydroxycarbamide is still considered a rather safe and efficacious treatment for
SCD patients, including children. A few cases of myeloid malignancies have been reported so far.
Possible late effects including development of poor risk secondary leukemia after long term use of
hydroxycarbamide should be discussed with the SCD patients. Keywords: sickle cell disease, multi-
lineage dysplasia, acute myeloid leukemia, hydroxycarbamine.
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P7. RETROSPECTIVE ANALYSIS OF CLONAL TRANSFORMATION IN CLL PATIENTS

Katerina A Nicolaou', Marios Antoniades?, Andreas Agathangelides®, Rachael Bash-
ford-Rogers*, Laura Koumas®, Chryso Pierides', Maria Kyriakou', Maria Kyriakou',
Georgia Stavrou', Kostas Stamatopoulos?, Alexandros Spyridonides®, George S Vassil-
iou’, Paul A Costeas’

1

The Center for Study of Hematological Malignancies (CSHM), Nicosia, Cyprus;
2 Nicosia General Hospital, Nicosia, Cyprus; * Centre for Research and Technology Hellas,
Thessaloniki, Greece; * Wellcome Centre for Human Genetics, University of Oxford, Oxford,
UK; ° Karaiskakio Foundation, Nicosia, Cyprus; ® Bone Marrow Transplantation Unit, Univer-
sity of Patras, School of Medicine, Patras, Greece; ” Wellcome - MRC Cambridge Stem Cell
Institute, UK

OBJECTIVE: Several studies show that in mature lymphoid malignancies, such as Chronic lym-
phocytic leukemia (CLL), the cellular propensity for clonal B cell development has been achieved
at the hematopoietic stem cells (HSCs) level. It has also been reported that the genetic could al-
so be traced back to the HSCs stage. These studies have suggested that even in relatively mature
lymphoid malignancies, human HSCs could be a reservoir for genetic mutations, which constitutes
a prime source for the initiation of leukemia/lymphoma development. The main objective of our
study is to investigate the pre-clinical clonal evolution and any associated genetic lesions in lym-
phoid neoplasia, in order to shed light to the mechanisms of disease development and manifes-
tation. This is achievable through our unique access to patient samples that were collected many
years prior to the diagnosis with a hematological malignancy when registered as volunteer bone
marrow donors at Karaiskakio Foundation, access to follow up samples collected several years
post diagnosis as well to the medical history of each patient during the course of the disease.
METHODS: Towards this goal, the aims of the project are (1) determination of clonal dynamics and
identification of clonal populations that could evolve to disease progression, (2) evaluation of IGHV
Somatic Hypermutation status (SHM) and stereotypy role in CLL development as both are used in
clinical practice as prognostication markers, (3) explore the impact of LPD specific genes and chro-
mosomal aberrations in disease progression and (4) identify the association of the expression of
crucial prognostic markers (Lck and CD38) in patient progression status.

RESULTS: Clonal IGH VH-JH rearrangements have been identified in 94% (31/33) of our CLL pa-
tients [80.6% (25/31) are monoclonal and 19.3% (6/31) are bioclonal]. The diagnosis identified
leukemic clone was detectable (MRD POSITIVE) in 51.6% (16/31) of patients paired pre-diagnosis
samples. In 12.9% (4/31) patients the pre-diagnosis identified clone was at the same size with di-
agnosis sample. IGHV% analysis results show that 74% of our under study CLL patients have SHM
status Mutated (good prognosis), 23% have SHM status Un-mutated (bad prognosis). 16% of pa-
tients are assigned to a subset stereotypy (prognosis depends on type of assigned subset). NGS
sequencing on CLL patients diagnosis samples identified significant pathogenic gene mutations as-
sociated with LPDs, CLL and other hematological malignancies. Mutations were also found in clonal
hematopoiesis driver genes in diagnosis and pre diagnosis samples. The analysis of post-diagnosis
samples is under process.

CONCLUSION: The detection of tumour clones and their molecular progression from an early time
point prior to diagnosis, in combination with the available medical history of the tested patients
during the course of the disease, will provide invaluable insight in the evolution and pathogenesis
of hematological malignancies. This information will be of immense importance for improving the
monitoring and clinical outcome of patients
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P8. CLINICAL RELEVANCE OF HYPOGAMMAGLOBULINEMIA AND SERUM TGF-
BETA1 IN CHRONIC LYMPHOCYTIC LEUKEMIA (CLL)

Paraskevi Papaioannou, Vasiliki Bartzi, Thommais Tryfou, Annita-loanna Gkioka,
Alexandros Alexandropoylos, Angeliki Georgopouloy, Mavra Papadatou, Alexandros
Gkiokas, Aikaterini Sarri, Eftichia Nikolaou, Efstathios Koulieris, Panagiotis
Panayiotidis, Marie-Christine Kyrtsonis

First Department of Propaedeutic Internal Medicine, National G- Kapodistrian University of
Athens, School of Medicine, Laikon General Hospital, Athens, Greece

OBJECTIVE: CLL is a frequent and usually indolent disease that may require only follow-up.
Only 1/3 of patients are symptomatic and will need treatment at the time of diagnosis.
Hypogammaglobulinemia is frequently observed but its clinical importance and biologic mecha-
nisms has remained controversial. It could be assumed that Tgf-betal, a cytokine implicated in
the suppression of B-cell proliferation and Ig secretion, is probably involved in the development
of hypogammaglobulinemia. Our aim is to study any eventual clinical impact of hypogammaglob-
ulinemia as determined by conventional immunoglobulin (IgG, IgA, IgM) measurements and by
HEVYLITE TM that allows the separate quantification of the kappa- and lambda-restricted Ig of a
given class and of the resulting ratio HLCR. In addition, we also determined and studied Tgf-beta1l
serum levels at patients’ diagnosis.

METHODS: 100 CLL patients were studied; 65%, 22% and 13% in Binet stage A, B and C respective-
ly. Fifty-four percent never required treatment while 46% required treatment either at the time of
diagnosis or during their follow-up. Patients' median follow-up time was 78 months, Median time
to first treatment (TFT) was 53 months. Ig quantification was made by both classical nephelom-
etry and by the HevyliteTM technique that measures the lg fractions bound to either k or A light
chains; the ratio of Ig-k/A of each Ig class (IgG-, IgA-, IgM-HLCR) was calculated, Tgf-betal serum
levels was determined by ELISA. Statistical analysis was performed conventionally with the SPSS
software v26.

RESULTS: Immunoelectrophoresis-proven paraproteinemia was present in 3 patients. Abnormal
HLCR was present in 14%, 7% and 34% of patients, concerning IgG-, IgA G IgM-HLCR respective-
ly. HLCR abnormality in the same patient concerned all 3 Ig classes in 2%, 2 in 19% and 1 in 35%
of the cohort. While hypogammaglobulinemia determined by conventional techniques did not cor-
relate with prognosis, patients with abnormal HLCR had a shorter time to treatment (TTT, p=0,05)
and overall survival (0S, p= 0,019) than the rest. Serum Tgf-beta1 at diagnosis also correlated with
hypogammaglobulinemia and its increased levels correlated with a shorter TTT (p=0,024) and 0S
(p=0,015).

CONCLUSION: A shorter time to treatment and overall survival was observed in CLL patients with
abnormal HLCR and increased serum Tgf-betal at diagnosis.
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P9. IMMUNOGENICITY OF A THIRD DOSE OF THE BNT162 B2 COVID-19 VACCINE
IN PATIENTS WITH CLL. EFFECTS ON TREATMENT SELECTION.
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OBJECTIVE: The coronavirus disease 2019 (COVID-19) pandemic has become the main healthcare is-
sue worldwide since its appearance at the end of 2019, with the disease affecting millions of people
globally. Vaccination against severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) demon-
strated efficacy in most of the general population. Chronic lymphocytic leukemia (CLL) is a disease of
the elderly, associated with varying degrees of immune deficiency due to the disease itself or to the
treatment. Hence, patients with CLL are more susceptible to severe complications from COVID-19.
Moreover, antibody response following SARS-CoV-2 vaccination is shown to be suboptimalin CLL; it has
been shown though that a booster dose of the BNT162 b2 vaccine may lead to a significant increase
in the seroconversion rates of immunocompromised patients. The aim of this prospective, non-inter-
ventional study was to investigate the immunogenicity and efficacy of a third dose of the BNT162 b2
vaccine, as well as the effect of treatment on the serological response to the vaccine in adult patients
with CLL.

METHODS: This is an extension of a previous study on the immunogenicity and safety of two doses of
the BNT162 b2 mRNA Covid-19 vaccine in patients with CLL. Thirty-nine patients with CLL were includ-
ed in the study. Patients were vaccinated with the third 30 mcg dose of the BNT162 b2 mRNA Covid-19
vaccine. Data on the treatment of the patients were collected and analyzed. Sera were tested before
the first, after the second, before and after the third dose of the vaccine for IgG antibodies against the
SARS-CoV-2 receptor binding domain (RBD) of the S1 subunit of the spike protein IgG. with the Abbott
SARS-CoV-2 IgG Il Quant assay (Abbott Laboratories, Abbott Park, IL, USA), a two-step chemilumines-
cent microparticle immunoassay was used, on the Architect i system. The IBM SPSS statistics, version
26 (IBM Corporation, North Castle, NY, USA) was used for the statistical analysis of the results.
RESULTS: The seroconversion rate increased from 28.2% before the third dose to 64.1% after the third
dose and was higher in treatment naive patients (72.7% versus 47.1% in actively treated patients,
p=0.042). All but one patient achieving a seroconversion after the second dose retained after the third,
while eight patients not achieving seroconversion after the second dose (38.1%), did so after the third.
The seroconversion rate was not correlated with any of the studied baseline characteristics of the pa-
tients (age, gender, RAl stage, hemoglobin and gamma-globulin level, lymphocyte and platelet count).
Notably patients actively treated with venetoclax (N=8) had a higher seroconversion rate than those
treated with ibrutinib (N=7) (87.5% versus 14.3%, p=0.001).

CONCLUSION: This study confirms the beneficial effect of a third dose of the BNT162 b2 vaccine on the
seroconversion rate in patients with CLL and strongly suggests that the use of venetoclax is correlated
with higher immunogenicity/seroconversion rates than that of ibrutinib, in accordance with the results
of another recent study. A treatment strategy change during the pandemic favoring the use of veneto-
clax may be suggested based on our results.
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P10. RUXOLITINIB AS A SALVAGE TREATMENT OF REFRACTORY RELAPSED
SECONDARY HEMOPHAGOCYTIC LYMPHOHISTIOCYTOSIS (HLH)

Maria Efstratiadou’, Maria Topalidou', Maria Kaliou?, Chrysoula Apostolou’,

Vasiliki Kalaitzidou', Anna Ignatiadou’, Vasiliki Kalamara, Kiriaki Kokoviadou’,
Anastasia Mpanti', Anna Kioumi'
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INTRODUCTION: Hemophagocytic lymphohistiocytosis (HLH), is a rare life-threatening clinical
syndrome caused by cytokine overproduction and hyperinflammation which is characterized by
histiocyte proliferation and hemophagocytosis. HLH may be inherited (primary) or secondary. The
diagnosis is established when five out of seven clinical and laboratory criteria are met (fever, sple-
nomegaly, cytopenia, hypofibrinogenemia or hypertriglyceridemia, hyperferritinamia, hemophago-
cytosis, low or absent NK cell activity, elevated soluble il2 receptors). Prognosis in refractory re-
lapsed is dismal.

CASE REPORT: We present a rare case of refractory relapsed secondary HLH, in a 35-year-old fe-
male patient with medical history of refractory MS treated with alemtuzumab eight months prior
to HLH symptom onset. She presented to the hospital with fever, pancytopenia, elevated liver en-
zymes, hyperferritinemia, hypertriglyceridemia and hepatosplenomegaly. Laboratory and imaging
evaluation excluded infection, malignancy and autoimmune disorders. Bone marrow aspiration and
biopsy didn't reveal hemophagocytosis, however due to high clinical suspicion of HLH (HS score
99% probability) she treated initially with methylprednisolone pulses (1 g/day for 5 days), ivig (1 g/
kg) and cyclosporine A (CsA) (aiming at levels around 200 microg/L). After partial remission for one
month she was vaccinated with the first dose SARS-Covid mRNA vaccine. Two weeks post vaccina-
tion progression of disease was observed. We decided to start treatment according to HLH 2004
protocol (etoposide, CsA, dexamethasone), with clinical and laboratory improvement. Four months
after diagnosis while she was receiving outpatient treatment with etoposide every two weeks, she
was admitted to the hospital with septic shock caused by klebsiella pneumoniae. Due to her clini-
cal instability she was transferred to the ICU without requiring intubation. Her laboratory parame-
ters were significant deteriorated (ferritin >32000 ng/ml, triglycerides 565 mg/dl, CRP19,1 mg/dl,
PCT 58 mg/dl). Although supported with broad spectrum antibiotics, ivig 1 g/kg, dexamethasone,
etoposide, CsA, according to protocol doses, she didn't respond and her clinical condition as also
her laboratory results were deteriorating further. We decided to proceed with plasma exchange
therapy (three cycles) while waiting for the approval of ruxolitinib, as salvage third-line treatment.
According to limited international literature, ruxolitinib is used for refractory relapsed HLH with
beneficial outcomes. She responded immediately to plasma exchange treatment as a bridge thera-
py. Ruxolitinib was given at 15 mg twice-a-day at the beginning and after a week as her laboratory
markers were significantly improved the maintenance dosage was modified to 10 mg twice-a-day.
Ruxolitinib was administrated in addition to CsA, dexamethasone, while the latter was successfully
tapered down to 2 mg every other day and CsA to 75 mg/day. Taking into consideration the under-
lying MS the continuance of the triple therapy was necessary. The patient has been in remission,
for 10 months. She is being monitored outpatient, without any need for further hospitalization or
infections. Ruxolitinib managed to keep her in remission while the previous two line treatments
failed. We have proceeded with HLA typing of her (high resolution) and her family (she has an hap-
loidentical sibling), in order to be prepared for a future relapse that can't be managed with the
available immunosuppressant therapies.

CONCLUSION: Ruxolitinib seems to be a promising treatment in poor prognosis patients with re-
fractory relapsed HLH.
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INTRODUCTION: Niemann-Pick disease (NPD) is a rare, inherited metabolic disorders, in which
sphingomyelin accumulates in lysosomes in cells. Niemann-Pick disease is divided into four main
types: A, B, C1 and C2. Type A usually presents hepatosplenomegaly and growth failure. People with
NPD type B often have hepatosplenomegaly, thrombocytopenia and recurrent lung disease. The
signs and symptoms of NPD types C1 and C2 are very similar. People with these types develop se-
vere neurologycal symptoms, severe liver disease and interstitial lung disease. NPD caused by mu-
tations in the SMPD1 gene, which provides producing acid sphingomyelinase. Mutations in either
the NPC1 or NPC2 gene cause NPD type C. These conditions are inherited in an autosomal recessive
pattern. Because the disease is seen very rarely in adult and can be confused with other hemato-
logical diseases in clinical practice, we wanted to share our case to increase sensitivity.

CASE REPORT: A 53-year-old male patient presented with complaints of abdominal fullness and
swelling. There was no history of travel and B symptoms in the patient's anamnesis. In the physi-
cal examination of the patient, massive splenomegaly and hepatomegaly were detected. Complete
blood count revealed normocytic anemia. No significant feature was observed in the peripheral
smear. Thyroid function tests, renal and liver functions were normal. C-reactive protein and eryth-
rocyte sedimentation tests were normal. Brucella and leishmania serology were negative. There
was no result in favor of acute viral disease in hepatitis-HIV and EBV serology. Bone marrow biop-
sy was performed. Abundant ‘sea blue’ histiocytes and foamy cells were seen in the aspiration. In
the biopsy material, cellularity was 88%, hypercellular, cells belonging to all series and maturation
stages were observed. Some of the megakaryocytes were small hypolobulated morphology and
histiocytic cells were seen as foamy cytoplasm forming groups in places. Lysosomal storage dis-
ease was considered in the patient and Sphingomyelinase and B-glucosidase enzyme levels were
requested. Sphingomyelinase: 0.16 nmol/mL/hr (1.3-15), B-glucosidase: 2.5 nmol/mL/hr (Adult
Dry Blood = 0.94 - 5.29, Neonatal Dry Blood = 0.92 - 4.27). The lysosomal storage diseases genetic
panel was studied and a c.416 T>C (p. Leu139 Pro) homozygous mutation was found in the chr: 11:
6412711 genomic position of the SMPD1 NM_000543/4 gene, and the gene was associated with
autosomal recessive Niemann-Pick disease in the OMIM database. The patient was diagnosed with
Niemann-Pick storage disease.

CONCLUSION: Although Niemann-Pick disease is fatal and often untreatable, the sooner it is rec-
ognized, the better is the chance to slow down its progression and limit the complications. Patient
education is crucial, and social worker involvement, including a geneticist, is essential. In some
parts of the world, preventive strategies include prenatal screening, restrictions on issuing mar-
riage licenses to two people with the same disease. Bone marrow transplantation, stem cell trans-
plantation, and enzyme replacement are under investigation as potential treatment options.
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P12. PREGNANCY ASSOCIATED ACQUIRED HEMOPHILIA A (AHA) TREATED
SUCCESSFULLY WITH THE BISPECIFIC THERAPEUTIC ANTIBODY EMICIZUMAB
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INTRODUCTION: Acquired Hemopbhilia A (AHA) is a rare disorder resulting in spontaneous bleeding
in individuals with no prior similar history. It is caused by spontaneous inhibition of clotting factor
VIIl by autoantibodies associated with drugs, autoimmune disorders, malignancies, infections and
pregnancy, usually in the postpartum period. Emicizumab (Hemlibra®), a bispecific FVIlI-mimetic
therapeutic monoclonal antibody is already approved in congenital hemophilias with and without
inhibitors. We report here, a case of newly diagnosed pregnancy associated AHA treated success-
fully with Emicizumab.

CASE REPORT: A 46 years old female, was admitted to our clinic due to persistent vaginal bleeding,
extensive ecchymosis of her left thigh and coexisting fever. Previous medical history: Hashimoto's
disease, fibromyectomy, in vitro fertilization (IVF) with donor ovules, which gave birth to twins, 11
months later. The patient referred appearance of multiple recurrent ecchymoses and episodes of
menorrhagia during the last months, starting from the postpartum period. Laboratory examina-
tion revealed a significant drop in Hb (6.5 g/dl) and Ht (20%), normal platelets (PLT) and PT, pro-
longed aPTT (94.5 sec), fibrinogen: 549 mg/dl and D-dimmers: 1955 ng/ml. Mixing tests confirmed
the diagnosis of AHA. The initial FVIII activity was <0.25%. Immunology testing including ANA, AMA,
anti-ENA, anti-dsDNA ACA, anti-B2-GPI, lupus anticoagulant and immunoglobulins revealed ANAs
positivity. Virology testing and cancer biomarkers were negative. Left lower extremity ultrasound
depicted left thigh hematoma without pressure phenomena or signs of compartmentalization syn-
drome. Abdomen CT depicted bilateral hemorrhagic ovarian cysts. Thyroid function testing revealed
hyperthyroidism. Initially, she was given bypassing hemostatic therapy with rhFVila Novoseven®
and intensive immunosuppressive therapy with steroids, rituximab, and cyclophosphamide for six
weeks according to the current International Recommendations. She was also given antibiotic pro-
phylaxis, propylthiouracil and hormone therapy with chlormadinone and ethinylestradiol to stop
menstruation. Despite heavy immunosuppression, FVIII activity levels remained very low (2%). The
patient experienced a new episode of vaginal bleeding and a new hematoma on her left thigh's pos-
terior surface. Additionally, she had an episode of febrile neutropenia treated with antibiotics and
required continuous blood transfusions. She was started on subcutaneous Emicizumab, according
to the proposed schedule. In two days, aPTT was normalized and all her bleeding manifestations
were rapidly recovered. One month later, FVIII activity was measured by a chromogenic method to
detect the patient’s own FVIII for probable dose modifications. However, FVIII activity remained very
low <2%. Immunosuppression was continued with mycophenolate mofetil (MMF). Nowadays, the
patient is given Emicizumab every 4 weeks and lives a normal life. However, her own FVIII activity
remains very low.

CONCLUSION: Emicizumab is an effective hemostatic therapy for AHA, even in females, with ma-
ny advantages such as reduction of immunosuppression, subcutaneous administration and early
discharge.
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OBJECTIVE: We highlight anemia as the presenting feature of celiac diseases (CD) which was un-
diagnosed for several years.

METHODS: We studied consecutive patients diagnosed with CD in our center over the last six years.
We systematically recorded data at diagnosis and follow-up.

RESULTS: We identified five patients with chronic persistent anemia in whom the subsequent
thorough examination revealed CD. Following CD diagnosis, patients were advised to follow a glu-
ten-free diet, with recovery of their hematologic abnormalities. First patient A 40-year-old male
patient was referred to our Outpatient clinic for remarkable thrombocytosis. Patient’s medical his-
tory revealed IDA since childhood, smoking, mild essential hypertension controlled with dietary
modifications, acute coronary syndrome (four years before) and a recent acute ischemic stroke
while on clopidogrel. Abdominal CT scan was performed, which revealed the presence of mild mes-
enteric panniculitis. Then, screening for CD yielded positive results. A new gastroduodenoscopy
was performed, during which examination of the duodenal mucosa revealed edema, scalloped du-
odenal folds, flattened villi and a duodenal biopsy revealed typical histologic signs of CD (modified
Marsh Type 3, Table 2). Second patient A 17-year-old female patient was referred due to large at-
raumatic ecchymoses and bruising which had developed over the previous weeks, following treat-
ment with a herbal slimming remedy. Patient’s medical history revealed polymenorrhea and obesi-
ty. Gastroduodenoscopy was recommended due to B12 deficiency. It revealed macroscopic atrophy
of the gastric mucosa. Duodenal biopsies detected flattening of folds with an increase of duodenal
intraepithelial CD3 (+) lymphocytes (modified Marsh Type 3). Screening for CD yielded positive re-
sults. Third patient A 20-year-old female patient was referred due to anemia. Her medical history
revealed IDA since childhood, periodically treated with oral iron supplements. Due to IDA chronic-
ity, we thought to conduct screening for CD, which yielded positive results. Duodenal biopsies re-
vealed modified Marsh type 3 findings. Fourth patient A 36-year-old female patient was referred
for thrombophilia screening due to family history. The patient's medical history revealed recurrent
hemoperitoneum (fourteen times), with ovarian cyst rupture of undetermined cause in some cas-
es. Screening for CD was requested, with positive results. Endoscopy was performed and showed
antral gastropathy. Biopsies revealed findings of chronic gastritis and modified Marsh type 3 a/b
findings in duodenum biopsies. Fifth patient A 36-year-old female patient presented with mild ane-
mia. Patient's medical history included Wolff-Parkinson-White syndrome and a recent history of
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B12 supplementation due to a mild deficiency of B12 vitamin. In parallel, the patient suffered from
an episode of superficial venous thrombosis. Based on these two facts, we screened for CD. Anti-
Gliadin antibodies IgA were slightly elevated (16.1 AU/ml), AGA IgA, anti-tTG IgA and anti-EMA an-
tibodies were negative. Endoscopic and histopathological findings were typical for CD (modified
Marsh Type 3 a).

CONCLUSION: The clinical profile of CD patients is expanding, including various extra-intestinal
conditions. Most CD manifestations are preventable or treatable with a gluten-free diet and iron
supplementation. Early diagnosis and proper treatment are therefore vital for prevention of serious
and potentially lethal complications.
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INTRODUCTION: Acquired Thrombotic Thrombopenic Purpura(aTTP) is an immune-mediated deficiency
of ADAMTS-13 with microvascular thrombosis due to von Willebrand factor-platelet aggregates, lead-
ing to ischemia and multiorgan dysfunction. Current treatment consists of daily plasma Exchange (PEX)
and immunosuppressive therapy. Unfortunately, during the last 20 years, no progress in this direction is
made, with the exception of the off-label use of Rituximab. Caplacizumab, a novel anti-von Willebrand
factor nanobody, provides a new treatment paradigm. We report here Caplacizumab (Cablivi®) adminis-
tration in a severe case of aTTP with neurologic manifestations.

CASE REPORT: A 31-year-old male was admitted to our clinic due to fatigue, petechiae, rash, lower
limbs' numbness and disturbed consciousness level. Laboratory testing revealed anemia (Hb: 5.5 g/dl),
thrombocytopenia (PLTs: 14 x103/pl), LDH: 849 U/L, reticulocytes: 8.13%, TBil: 2.2 mg/dl, dBil: 0.2 mg/
d|, direct-Coombs: negative, normal coagulation tests, D-Dimers: 3450 ng/ml. Peripheral blood smear:
8% schistocytes, microspherocytes; all consistent with MAHA. Liver and renal function were normal.
Tumor markers, immune and virology testing were negative. Brain, thorax and abdomen CTs were nor-
mal. Blood samples taken by vein-puncture, upon admission, were sent for ADAMTS-13 determination,
as TTP was suspected. Calculated French score: 2 and Plasmic score: 7 predicted the likelihood of se-
vere ADAMTS-13 deficiency. He was urgently treated with corticosteroids and PEX. After the first PEX, he
experienced epileptic seizures, which advanced to Status Epilepticus. With a Glasgow Coma Scale: 4/15,
he was intubated and transferred to the ICU, for 6 days, undergoing daily PEX, immunosuppression with
steroids, Rituximab and antiepileptic therapy. He was transfused with a total of 6 RBC units. Four days
after admission, ADAMTS-13 levels were available and activity was <1%. A novel brain CT depicted a left
intracapsule ischemic infarct and a left frontal region hematoma, due to fall during the seizures, with-
out signs of intracranial hemorrhage. Brain MRI depicted three lesions of gliosis, without clinical signif-
icance. EEG showed generalized epileptiform abnormalities. Brain SPECT/CT-scan detected an asym-
metric radiotracer distribution in the cerebral cortex. After ICU discharge, the patient was febrile, due to
Acinetobacter baumanii central venous catheter infection, treated with iv Colistin and Tigecycline for 14
days. ADAMTS-13 activity 15 days, 1 month and one year after Caplacizumab administration were 13%,
80% and 72%, respectively. He resolved quickly and completely in clinical and laboratory levels as well.
Recently, Caplacizumab received its first approval from EMA for the treatment of acute episode of aTTP,
in addition to PEX and immunosuppression. So, Caplacizumab administration was decided, according to
the suggested protocol, as our patient had serious cerebral vascular events. Nowadays, our patient is
asymptomatic, lives a normal life and his lab exams, performed every three months are normal.
CONCLUSION: Caplacizumab prevents von Willebrand factor-platelet interaction and transformation.
Treatment with Caplacizumab in our patient was safe and effective. He did not show any bleeding or
thromboembolic events. He completely recovered from the first episode of TTP, with no complications
or relapses. In the future, Caplacizumab is likely to change the way we treat aTTP, either combined with
standard treatment options or with novel combinations with or even without PEX. However, more re-
al-world data, with longer follow-up, are needed to establish the exact role of Caplacizumab in the al-
gorithm of aTTP targeted therapies.
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INTRODUCTION: Mastocytosis is a clonal disorder of Hematopoietic Stem Cells that manifests as
an uncontrolled expansion of mast cells (MCs); the latter reside in areas of the body that serve as
a line of defense in invading pathogens such as the skin and the Gl tract. Mastocytosis at the clini-
cal level can be confined to the skin (Cutaneous Mastocytosis, CM) or affect other organs (Systemic
Mastocytosis, SM) such as the bone marrow, the liver and the lungs. The molecular lesion in c-Kit
that characterizes the abnormal MCs has helped in disclosing the clonal nature of the disease. MCs
can release a plethora of enzymes and inflammation mediators that affect the function of many
organs, including the bone marrow (BM). However, the alterations in the BM niche that these cells
can propagate, could explain the often-observed anemia in patients with CM or SM with low levels
of mastocyte infiltration in the BM.

CASE REPORT: In this context, we present a case of a 64 yo patient with CM who was referred to
our unit from the Department of Dermatology for evaluation of the anemia (10.3 gr/dL). The BM
had minimal MDS-related changes in the erythroid compartment and a low level of MC infiltra-
tion (around 10%). The patient was placed on H-2 antagonists and sodium cromoglicate to alle-
viate Gl symptoms. The patient's anemia deteriorated over the ensuing years despite the use of
MC-directed cytotoxic therapies such as steroids, IFNg and midostaurin. The latter was continued
for another 3 years since it alleviated disease symptomatology but had no effect in improving the
anemia. A re-evaluation of the BM showed extensive fibrosis with a MC infiltration of no more than
15%. The patient also complained of back pain that was attributed to a mass growing in the up-
per part of his right kidney that was initially assumed to be a mast cell tumor. However, the biopsy
showed that the tumor was a massive site of extramedullary hematopoiesis presumably developed
as a physiological response to BM fibrosis.

CONCLUSION: To our knowledge, this is a rare case of extramedullary hematopoiesis in a SM pa-
tient who survived for a protracted period of time (16.5 years); the possibility that extensive fibro-
sis can be linked to midostaurin is not supported in the literature. It thus remains as a distinct sce-
nario that the expanded life expectancy that midostaurin can offer in SM, gives ambient time for a
full-blown BM fibrosis to develop, in effect facilitating the extrameduallry hematopoiesis.
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OBJECTIVE: Therapeutic plasmapheresis in thyrotoxicosis is considered as category Il according
to the indications of the American Apheresis Association. In this study, we evaluated therapeutic
plasmapheresis performed in our center for thyrotoxicosis within 17 years.

METHODS: Data of 305 plasmapheresis procedures performed on 65 patients in Ege University
Medical Faculty Adult Apheresis unit between 2005 and 2022 were collected retrospectively.
RESULTS: Of the 65 patients, 44 were female and the median age was 38 (19-76). Four of the pa-
tients had toxic multinodular goiter, 55 had Graves' thyrotoxicosis, 4 had amiodorone-induced thy-
rotoxicosis, and 2 had iodine-induced thyrotoxicosis. The median plasmapheresis procedures were
3 (1- 22). Plasmapheresis was performed because of the ineffectiveness of antithyroid drugs in 31
patients, side effects of antithyroid drugs in 20 patients, the need for rapid response in 8 patients,
and the need for both rapid response and side effects in 6 patients. Fifty-one patients were treated
with fresh frozen plasma, 10 patients were treated with albumin, and 4 patients were treated with
both albumin and plasma. The median fT3 value before the procedure is 4.36 pg/mL (2.46 -27), the
median of the fT4 value is 4.88 ng/dL (1.23-12), the median fT3 after the procedure is 2.43 pg/mL
(0.59 - 8.47)) and fT4 median of 2.31 ng/dL (0.68-3.84). The difference between fT3 and fT4 val-
ues before and after the procedure was significant. No side effects were observed in 58 patients,
while infection developed in 2 patients, deep vein thrombosis in 2 patients, and hypocalcemia and
itching developed in 3 patients.

CONCLUSION: Therapeutic plasmapheresis is an alternative method that can be used in prepara-
tion for ablative treatment in patients with thyrotoxicosis. It has been shown to be an effective and
safe treatment when applied in centers experienced in this field.
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OBJECTIVE: Patients diagnosed with hematologic malignancies constitute a particularly vulnerable
population that has been severely affected by the corona-virus disease 2019 (COVID-19) pandem-
ic. Formal trials of SARS-COV-2 vaccines excluded these patients whereas prospective observational
studies suggest inferior responses to vaccination. The aim of this systematic review and meta-anal-
ysis is to evaluate the efficacy of the vaccination against SARS-COV-2 in patients with hematologi-
cal malignancies.

METHODS: A systematic review and meta-analysis was performed in accordance with the Preferred
Reporting Items for Systematic Review and Meta-analysis (PRISMA) guidelines. Scientific literature
databases (Pubmed, Embase, and Scopus) were systematically searched until January 30, 2022.
Random-effects (DerSimonian-Laird) models were used to estimate pooled Effect Size (ES) and
Relative Risk (RR) of vaccinated patients and healthy controls that seroconverted. The cut-off val-
ues of each individual study were used to define a positive humoral response to vaccination against
SARS-COV-2.

RESULTS: Sixty studies were included with a total number of 11916 patients. Among patients with
hematological malignancies, 41% [95% (CI): 0.33-0.50] developed antibodies against SARS-COV-2
after the first dose of the vaccine and 62% [95% (Cl): 0.57-0.67] after two doses of the vaccine.
Respectively, 90% [95% (Cl): 0.82- 0.96] of the healthy participants produced a sufficient amount of
antibodies against SARS-COV-2 after the first dose of the vaccine and 99% [95% (CI): 0.97-1.00] fol-
lowing full vaccination. The Relative Risk (RR) for immunoconversion was calculated; RR: 0.48 [95%
(C1): 0.97-1.00] and 0.59 [35% (CI): 0.53- 0.66] for first and second vaccine dose, respectively. The
factors that may affect this reduced immune response, such as type of hematological malignancy,
type and time intervals of treatment and the administered vaccine type were analyzed as indepen-
dent risk factors for impaired immunoconversion. Subgroup analysis showed that factors with a sta-
tistically significant impact on seroconversion include the type of malignancy: multiple myeloma:
(RR: 0.41 [95%Cl: 0.25-0.67] and RR: 0.81 [95%Cl: 0.74-0.88]) after first and second dose of vac-
cine respectively, non-Hodgkin lymphoma (RR: 0.62 [95%(Cl: 0.46-0.82]), chronic lymphocytic leu-
kemia (RR: 0.54 [95%Cl: 0.44-0.66]), active treatment at the time of vaccination (RR: 0.49 [95%(Cl:
0.40-0.59]), treatment with monoclonal antibodies (RR: 0.58 [95%Cl: 0.41-0.81]), treatment with
immunomodulators (RR: 0.85 [95%(Cl: 0.74- 0.97]), treatment with anti CD20 monoclonal antibod-
ies (RR: 0.16 [95%(Cl: 0.09- 0.28]), autologous stem cell transplant (RR: 0.87 [95%Cl: 0.82- 0.94]),
treatment with Bruton Tyrosine Kinase inhibitors (RR: 0.22 [95%Cl: 0.13- 0.37]), CAR-T cell thera-
py (RR: 0.44 [95%(Cl: 0.22-0.88]) and chemotherapy (RR: 0.75 [95%CI: 0.60- 0.94]). Differences in
seroconversion rates were also found among different vaccine types: AZD1222 (ES: 0.47 [95%ClI:
0.24- 0.71]), BNT162 B2 (ES: 0.63 [95%Cl: 0.56- 0.69], mRNA-1273 (ES: 0.72 [95%Cl: 0.57- 0.85]).
CONCLUSION: Results of the meta-analysis show that patients with hematological malignancies
develop antibodies against SARS-COV-2 at lower rates compared to healthy population. The factors
that were shown to affect immune response could be further used to implement a personalized vac-
cination schedule according to each patients' hematological disorder and therapy scheme.
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OBJECTIVE: The optimal time interval between the booster COVID-19 vaccination doses remains
under question. The purpose of this study was to examine the kinetics of SARS-CoV-2 neutralizing
antibodies (NAbs) after vaccination with the BNT162 b2 mRNA vaccine for a period up to six months
after the third vaccination (booster dose). The potential impact of gender, age, and body mass in-
dex (BMI) on NAbs level was also investigated.

METHODS: This study enrolled healthy participants who were vaccinated with three doses of the
BNT162 b2 mRNA vaccine. NAbs were measured using FDA-approved techniques on the first day
(immediately before the first vaccination), one week later (day 8), on the day of the second vacci-
nation (i. e., day 22), two weeks (day 36), one month, three months, six months, and nine months
after the second dose, and at one month, three months, and six months after the third dose of vac-
cine. None of the participants was tested positive for COVID-19, therefore NAbs values reflect im-
munization dynamics.

RESULTS: Overall, 100 healthy participants were included in the study. The median age was 51
years, the median BMI was 26.0 kg/m2, and the male-to-female ratio was 1: 1. NAbs levels in-
crease and then decrease after each vaccination dose. However, after the third dose, the increase
in NAbs is very rapid, whereas the decrease is much slower compared with the results after the
second dose. The median NAbs titers six months after the third dose (M6 P3 D) were 95.5%, which
was lower than the median values for M3 P3 D (97.2%) and M1 P3 D (97.8%). These two differenc-
es (M6 P3 D vs. M3 P3 D, M6 P3 D vs. M1 P3 D) were found to be statistically significant (p-values <
0.001). It is noteworthy that the inhibitory titers on M6 P3 D remained very high (95.5%) compared
to the M6 median values (57.3%) (p < 0.001). It is worth noting that NAbs values six months after
the third vaccination were comparable only to those two weeks (median 96.5%) and one month
(96.3%) after the second vaccination. The higher NAbs titers after the third dose compared with
those after the second vaccination were also reflected in the higher proportions of participants
with moderate, high, or very high protection. Specifically, six months after the third dose, 96% of
subjects had inhibition levels above 50% and 75%, estimating that they were moderately or highly
protected. One and three months after the third vaccination, the corresponding percentages were
100% in both cases. Interestingly, six months after the second dose, 60% of the subjects had NAbs
greater than 50% and only 20% of the participants managed to enter the high protection range. No
statistically significant differences were found with respect to gender, age and BMI in the develop-
ment of NAbs against SARS-CoV-2 in all time points.

CONCLUSION: In conclusion, these results indicate the sustained humoral response against SARS-
CoV-2 in healthy individuals even at 6 months following the first booster dose of BNT162 b2. Our
data advocate for an extended time between the first and the second booster dose. A shorter in-
terval can be considered for immunocompromised patients and the elderly, depending on the ep-
idemic dynamics.
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OBJECTIVE: Patients with B-cell malignancies have suboptimal immune responses to SARS-CoV-2
vaccination and are a high-risk population for severe COVID19 disease. Recent data in patients
with chronic lymphocytic leukemia (CLL), Non-Hodgkin's lymphoma (NHL) and Waldenstrém mac-
roglobulinemia (WM) report less effective humoral responses following vaccination against SARS-
CoV-2, as reflected by low titers of neutralizing antibodies (NAbs).

METHODS: We evaluated the effect of a third booster BNT162 b2 vaccine on the kinetics of anti-
SARS-CoV-2 neutralizing antibody (NAbs) titres in patients with B-cell malignancies. Patients with
NHL (n=54) Waldenstrém's macroglobulinemia (n=90) and chronic lymphocytic leukemia (n=49)
enrolled in the ongoing NCT04743388 study and compared against matched healthy controls. The
blood collection schedule for this clinical investigation was as follows: on day 1 (D1) before the
first vaccination, at three weeks (i. e., day 22 prior to the second dose), one month (D50) and three
months (3 M) post second dose, and one month post the third vaccination (1 MP3 D).

RESULTS: A total of 193 patients who received three doses of BNT162 b2 mRNA vaccine were in-
cluded in the study; patients with non-Hodgkin lymphoma (N=54), chronic lymphocytic leukemia
(N=49), and Waldenstrém macroglobulinemia (N=90).. The median age of the entire patient cohort
was 73 years, and almost equal numbers of men (47.2%) and women (52.8%) participated in the
study. All patient groups had significantly lower NAbs compared to controls at all time points. One
month post the third dose (M1 P3 D) NAbs increased significantly compared to previous time points
(median NAbs 77.9%, p <0.05 for all comparisons) in all patients. NAbs>50% were seen in 59.1%
of patients, 34.5% of patients with suboptimal responses post-second dose, elicited a protective
NAb titre 250%. The increase in median NAb titer from before the third dose to one month post the
third dose was significant in the CLL (34.06% vs 76.17% p=0.001) and WM (25.31% vs 82.22%,
p<0.001) subgroups, but not the NHL subgroup (18.5% vs 31.56%, p=0.062). Active treatment, rit-
uximab and BTKi treatment were the most important prognostic factors for a poor NAb response at
1 MP3 D; only 25.8% of patients on active treatment had NAbs >50%. No significant between group
differences were observed.

CONCLUSION: In conclusion, our study demonstrates that a third BNT162 b2 booster dose in pa-
tients with CLL, WM and less so NHL, improves the humoral response against SARS-CoV-2, as re-
flected by an increase in NAbs 1 month following the booster dose (median NAb 77.9%1 MP3 D).
Across all patient groups, approximately 34.5%% of patients with a suboptimal response 1 month
after the second dose, had a protective NAb titer of > 50% 1 month following the booster dose. As
expected, antibody titers were lower compared with controls of similar age and gender at all time-
points (NAbs >50% seen only in 59.1% at 1 MP3 D) as humoral immune responses are poorer in
patients with underlying B-cell hematological malignancies.
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OBJECTIVE: Patients with multiple myeloma (MM) and COVID-19 have often severe clinical course
and high mortality rates (~25%), due to the concomitant disease and treatment-related immu-
nosuppression. Beyond supportive care, antiviral drugs, including molnupiravir and the ritona-
vir-boosted nirmatrelvir, have been licensed for the treatment of high-risk COVID-19. Although
available evidence supports the use of antivirals in patients with SARS-CoV-2 to prevent severe dis-
ease, relevant data on MM patients is scarce. This prospective study investigates the effect of the
aforementioned antiviral agents on COVID-19 severity and mortality in patients with MM.
METHODS: Consecutive patients with MM and COVID-19 were prospectively enrolled in the study,
which started in February 2022. All patients had a positive PCR test for SARS-CoV-2. The patients re-
ceived either ritonavir-nirmatrelvir or molnupiravir, according to the national guidelines. Treatment
with antivirals was initiated during the first five days from COVID-19 symptom onset in patients
without need for supplemental oxygen. All patients were at high risk for severe COVID-19 disease
due to the underlying MM. Baseline demographic and clinical characteristics, as well as levels of
neutralizing antibodies (NAbs) were collected and compared. The effect of different treatments on
COVID-19 severity and mortality were examined.

RESULTS: A total of 64 MM patients infected with SARS-CoV-2 were included; 34 (53%) received
ritonavir-nirmatrelvir and 30 (47%) molnupiravir. There was no difference in median age (65+10
vs 62+10 years, p=0.387), gender (44% vs 50% females, p=0.638), body weight (79+14 vs. 75+16
kg, p=0.255), or any other baseline medical condition (p>0.05 for all comparisons), between the
ritonavir-nirmatrelvir and the molnupiravir group, respectively. All patients were fully vaccinated
(three doses of mRNA vaccines) against COVID-19. Moreover, NAbs titers before the infection were
similar [median (IQR) 82% (28.5-95.5) vs 78.5% (20.5-95.25), respectively, p=0.544]. Regarding
COVID-19 severity, the two groups did not differ significantly in terms of patients with severe symp-
toms requiring hospitalization [2.9% vs 6.7%, for ritonavir-nirmatrelvir vs molnupiravir, respec-
tively, relative risk (RR) 0.44, 95%Cl 0.04-4.63], need for tocilizumab (2.9% vs 6.7%, respective-
ly, p=0.48) or corticosteroids (2.9% vs 6.7%, respectively, p=0.48). The outcome was also simi-
lar when comparing patients with severe/moderate COVID-19 between the two groups (11.8% vs
10.0%, RR 1.18, 95%Cl 0.29-4.84, respectively). Finally, mortality was similar for the two groups,
reaching 2.9% for patients on ritonavir-nirmatrelvir and 3.3% for those on molnupiravir (RR 0.88,
95%Cl 0.06-13.50).

CONCLUSION: In conclusion, ritonavir-nirmatrelvir and molnupiravir are highly effective in pre-
venting severe disease in MM patients with COVID-19 and we suggest that all myeloma patients
who are affected by SARS-CoV-2 should start antiviral treatment within five days of diagnosis.
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P21. cOVID-19 SECONDARY COLD AGGLUTININ SYNDROME
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INTRODUCTION: COVID-19 is a global pandemic triggered by the severe acute respiratory syn-
drome-coronavirus 2 (SARS-CoV-2). The autoimmune hemolytic anemia (AIHA), including cold ag-
glutinin disease (CAD), is greatly affected by COVID-19. Infection, such as the Epstein-Barr virus
(EBV) or Mycoplasma pneumonia, and Cytomegalovirus (CMV) can all contribute to the develop-
ment of CAD (1-4). Herein, we report a patient with CAD associated with COVID-19 in whom anemia
improved after intravenous immunoglobulin (IVIG) therapy.

CASE REPORT: A 50-year-old male patient with refractory acute lymphoblastic leukemia without
comorbidity was admitted to the hospital to receive remission induction therapy. Laboratory re-
sults on day 46 of consolidative FLAG- IDA regimen revealed anemia with disproportionately low
hematocrit and elevated mean corpuscular hemoglobin concentration. An analysis of a blood sam-
ple that had been pre-warmed to 37 °C produced hematocrit and mean corpuscular hemoglobin
concentrations that were proportionate to the measured hemoglobin. Laboratory data were no-
table for hemoglobin 6.3 g/dL, hematocrit 7.7%, indirect bilirubin 0.23 mg/dL, lactate dehydroge-
nase 269 U/L, haptoglobin 235 mg/dl. The white blood cell count was 7.05 x10"3/uL (neutrophils
88.2%, lymphocytes 1%) and the platelet count was 27 x1073/uL. Other data were ferritin 5315
pg/L, D-dimer 3040 pg/L FEU, and C reactive protein 115 mg/L. Further evaluations revealed a 4+
(high titer) cold agglutinin antibody, and a 3+ direct antiglobulin test. We investigated the under-
lying cause of CAD and the patient’s Covid-19 test was positive. The patient received 400 mg/kg of
IVIG therapy for 5 days and his hemoglobin level improved gradually.

CONCLUSION: Due to molecular similarities, SARS-CoV-2 infection can cause autoimmunity and
break immunological tolerance. It is possible that the production of pre-existing cold agglutinins
and autoantibodies against RBCs is enhanced by COVID-19 (1-4). COVID-19 can cause AIHA, includ-
ing CAS. Further prospective studies with larger numbers of patients are needed to assess the ben-
eficial effect of IVIG therapy (1-4).

REFERENCES: 1. Cabo J, Brochier A, Saussoy P, van Dievoet MA, Capirchio L, Delire B, et al. Positive
direct antiglobulin test in COVID-19 patients: Decision-making process. Transfus Clin Biol [Internet].
2021; 28 (4): 414-9. Available from: https://doi. org/10.1016/j. tracli.2021.05.010. 2. Tsukamoto
Y, Umeda M, Muto Y, Sugimoto T, Yamauchi M, Ando K, et al. Severe Anemia Due to Cold Agglutinin
Syndrome in a COVID-19 Patient with IgM Monoclonal Gammopathy of Undetermined Significance
Successfully Treated with Corticosteroids. Intern Med. 2022; 61 (11): 1789-93. 3. AL HM, Gareeb |
Al, Kaushik A, Kujawska M, EL G, Batiha S. Hemolytic anemia in COVID - 19. Ann Hematol [Internet].
2022;(0123456789). Available from: https://doi. org/10.1007/s00277-022-04907-7. 4. Lazarian
G, Quinquenel A, Bellal M, Siavellis J, Jacquy C, Re D, et al. Autoimmune hemolytic anemia associat-
ed with COVID-19 infection. Br ) Haematol. 2020; 190 (1): 29-31.
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OBJECTIVE: In the recent years procalcitonin (PCT) has emerged as a useful biomarker for the di-
agnosis of sepsis and bacterial infection. Inflammatory markers such as C- reactive protein (CRP)
and ferritin are elevated in the majority of patients with Hodgkin Lymphoma (HL), a finding that
may cause diagnostic problems and unnecessary delay in treatment initiation. However, an ongo-
ing infection very rarely coexists with HL at the time of diagnosis. PCT levels might be helpful in
differentiating bacterial infection from non-bacterial inflammation. So far there are no other pub-
lished studies evaluating serum PCT in previously untreated patients with HL.

METHODS: In order to assess whether and to what extent the underlying chronic inflammatory
condition in HL is associated with elevated PCT levels, we recorded serum PCT levels as well as oth-
er routine inflammation markers in newly diagnosed HL patients. Values <0.50 ng/mL were con-
sidered as normal. Values between 0.10 and 0.50 were considered as normal but detectable, while
values <0.10 were considered as clearly normal and undetectable. Serum PCT levels were consid-
ered elevated if exceeded the cut-off value of 0.50 ng/L.

RESULTS: Among 137 patients diagnosed with HL and treated in our unit between April 2010 and
August 2015, 55 had B-symptoms (40%), ESR was =50 mm/h in 77/130 (59%) and 116 patients
(85%) had elevated CRP; the median CRP was 38.1 mg/L (range; 2.97-328.0). The median serum
ferritin was 154.1 ng/ml (range; 7-6709) and leukocytosis (WBC =15 x109/L) was recorded in 20
(15%) patients. Serum PCT levels were normal in the vast majority of the patients [clearly normal/
undetectable 94/137 (68.5%) and normal/ detectable 41/137 (30%)] with median value <0.10
ng/ml (<0.10-15.90). Only two patients had elevated PCT levels (1.5%). Patients who had serum
PCT<0.10 ng/ml had lower median CRP [25.75; range (2.97-203.0)] compared to patients with PCT
20.10 ng/ml who had median CRP of 92.50 mg/L (range; 3.34-328.0; p<0.001). Almost all patients
(40/41, 97.6%) with detectable PCT levels had also elevated CRP. Compared to patients with nor-
mal/undetectable levels, those with PCT 20.10 ng/ml had more frequently advanced disease stage
(83%), B symptoms (73%), ESR =50 mm/h (82%), anemia (81%), hypoalbuminemia (90%), leuko-
cytosis (27%) and higher serum ferritin, haptoglobin and a2-globulin levels.

CONCLUSION: This is the first study showing that the inflammatory condition characterizing HL is
not associated with meaningful serum PCT elevations, although CRP levels were elevated in 85% of
the cases. Only extremely active disease may cause mild PCT elevations, but the frequency of this
phenomenon does not exceed 1%. Consequently, normal serum PCT levels may rule out the diag-
nostic possibility of occult infection in HL patients, thus preventing extensive infection work-up,
which may further delay treatment initiation.
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INTRODUCTION: Diffuse large B-cell lymphoma (DLBCL) is a highly aggressive type of non-Hodgkin
lymphoma with heterogeneous molecular signature and lethal outcome if left untreated. On the
other side, the potential risk of tumor necrosis factor-a inhibitors (anti-TNFa)-associated lymph-
oproliferative diseases (LPDs) has been extensively studied in rheumatoid arthritis and Crohn's
disease. As a result, a heterogeneous spectrum of iatrogenic lymphoplasmacytic proliferations
evolving to lymphomas thatmay be developed after immunosuppresion for autoimmune disorders
is described in the WHO classification. However, the association of psoriasis with lymphoma devel-
opment, especially in the era of novel biologic agents (NBA) has not been clearly elucidated.
CASE REPORT: Herein, we describe a rare case of psoriasis patient having been treated with inflix-
imab and cyclosporine that developed DLBCL with multiple dismal prognostic characteristic sand
presented to our department for a second opinion, having been already programmed for immu-
nochemotherapy. Interestingly in this case, the “rather accidentally” withdrawal of immunosup-
pression as the patient was seeking for a second opinion led gradually to spontaneous remission
of this unfavorable and aggressive disease. However, while close follow-up had been decided over
systemic therapy for this patient, lymphoma relapsed with the same features 3 years later, follow-
ing treatment with apremilast and leflunomide due to clinical exacerbation of psoriasis. Then, stan-
dard immunochemotherapy for DLBCL was administered leading to disease remission along with
complete metabolic response until now, having been maintained for 2 years.

CONCLUSION: Only ten such cases of LPD following NBA treatment have been described in the sci-
entific literature so far. Notably in our case, the fact that the patient remained 3 years disease-free
avoiding the toxicity of chemotherapy as well as the complete and sustained metabolic response
having been achieved after standard chemotherapy for DLBCL, both strongly supportthat NBA with-
drawal under very close monitoring could be a logical therapeutic approach even in patients with
aggressive LPD with unfavorable prognostic features.
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INTRODUCTION: In the 2016 WHO classification of lymphoid neoplasms HGBL was defined as a separate en-
tity, classified into double/triple-hit lymphomas and HGBL not otherwise specified (HGBL-NOS), which do not
carry combined c-myc and bcl-2 and/or bcl-6 rearrangements and usually have the morphology of HGBL-
DLBCL/BL. HGBL frequently presents with extranodal and bone marrow involvement, but rarely with frank
leukemic picture. We report a case falling to the very uncommon category of frankly leukemic HGBL-NOS.
CASE REPORT: In May 2019 an 81-year old male presented with left-sided hearing impairment due to a 4.3
x4.0 cm nasopharyngeal mass. Biopsy indicated a B-cell neoplasm, CD20+, PAX5+, bcl-2+, bcl-6+, MUM-
1+, c-myc+(95%), Ki67 60%. Laboratory testing revealed lymphocytosis, elevated LDH and B2-microglob-
ulin levels and chronic renal disease (creatinine 2.1 mg/dl). Peripheral blood smear showed 50% atypical
blastoid cells with basopbhilic cytoplasm, fine chromatin and nucleoli. Bone marrow biopsy demonstrated
90% infiltration by a blastoid B-cell population (non-GCB phenotype, c-myc 90%) with myc but not bcl2
rearrangement by FISH. CT/MRI staging was negative and the diagnosis of stage IVA HGBL-NOS was estab-
lished. Medical history included diabetes mellitus type 2, coronary heart disease/ bypass graft, heart fail-
ure and chronic kidney disease. Prephase with prednisone and cyclophosphamide was initially adminis-
tered. Afterwards, we adopted an unpublished “mini" R-da-EPOCH version at 50% of initial doses, based on
the R-mini-CHOP experience and the escalation rules of the original R-da-EPOCH. Six cycles were adminis-
tered with a 25% dose increase at the 3 rd and 30% at the 4 th cycle, followed by two additional rituximab
infusions and intrathecal CNS prophylaxis. End-of-treatment restaging demonstrated complete remission
which lasted for almost 12 months, when metastatic lung cancer was diagnosed and the patient passed
away soon later.

CONCLUSION: This report aims to present an exceptionally rare case of HGBL-NOS with leukemic involve-
ment and c-myc rearrangements, in the context of t(8; 14) without BL morphology and a non-GCB phe-
notype. Given the localized nasopharyngeal presentation and the normal haemoglobin/platelet levels, the
frank leukemic picture was totally unexpected and the morphology was impressive, mimicking acute leu-
kemia. HGBL prognosis is poor and intensified immunochemotherapy is mandatory. Given the advanced age
and serious comorbidities, effective anti-lymphoma treatment was a challenge. The oldest patients in R-da-
EPOCH trials were 86-88 years old, however, disturbed renal function was always an exclusion criterion. In
addition, full-dose R-da-EPOCH administration appears risky in very elderly, at the same time that R-mini-
CHOP is a standard of care for very elderly DLBCL. Moreover, starting from R-mini-CHOP, very elderly patients
might tolerate carefully escalated R-CHOP doses. Thus, in this patient, we started with 50% of dose level 1
and adopted an individualized dose escalation process. Despite age and serious comorbidities he tolerated
some extent of dose escalation and unexpectedly achieved a complete remission, which was sustained for
at least one year and might correspond to cure for this aggressive disease. Further to the exceptional leuke-
mic presentation and morphology associated with this rare histology, this case illustrates the potential for
cure in leukemic HGBL-NQS, which justifies individualized moderately intensive chemoimmunotherapy even
in very elderly patients with severe comorbidities, given that there is no viable alternative.
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INTRODUCTION: Intravascular Large B-Cell Lymphoma (IVLBCL) is a very rare subtype of lympho-
ma and is characterized by obliteration in the lumen of small and medium sized blood vessels. Its
annual incidence has been reported as less than 0.5/1,000,000. Central Nervous System (CNS) and
skin involvement is more common, but infiltration can be detected in all extranodal organs and tis-
sues. We aimed to present our case who was diagnosed as Primary Central IVLBCL while investigat-
ing the etiology of cerebrovascular event

CASE REPORT: A 48-year-old female patient with no known systemic disease other than hyperten-
sion was admitted to the neurology department with the complaints of balance disorder, weakness
on the left side, and speech disorder. It was learned that the patient had been examined with sim-
ilar complaints 1 month ago, the etiology of cerebrovascular event could not be determined, and
she was followed up with the initiation of antiaggregant treatment. Simultaneous hemorrhagic and
ischemic areas in different localizations were detected in cranial imaging. Considering the prelim-
inary diagnosis of vasculitis and gliomatosis cerebri, a brain biopsy was performed from the right
temporal region. Short-term pulse steroid was administered while waiting for the biopsy result.
While CD20, bcl-2, Bcl-6, c-MYC, KI-67: 95% was found positive, Cyclin D1 was found negative in
the patient's brain biopsy material. A diagnosis of IVLBCL was confirmed with the biopsy result. The
patient was transferred to the hematology inpatient unit. Lymphadenopathy and hepatospleno-
megaly were not detected in the patient who was somnolent and had left hemiplegia on physical
examination. Cerebrospinal fluid (CSF) involvement was not observed in the CSF cytology of the pa-
tient. No disease infiltration was observed in bone marrow aspiration and biopsy. The patient treat-
ed with 2 courses of rituximab, idarubicin, ARA-C, methotrexate (R-IDARAM protocol) and intrathe-
cal methotrexate, ARA-C were administered. Autologous stem cell transplantation was planned,
stem cell mobilization was performed at the end of the 2 nd course of treatment and 4.93 million
stem cells were collected. 41 Gy cranial radiotherapy (CRT) was applied to the patient whose CNS
involvement continued after chemotherapy. After discharge, no residual lesion was observed in the
cranial magnetic resonance imaging. Regression of the previously detected vasogenic edema and
ischemic areas were also observed. The patient is still being followed in remission and autologous
stem cell transplantation planned.

CONCLUSION: IVLBCL is a very rare lymphoma subtype. The mean age at diagnosis is 60, and the
ratio of male to female is similar. Although the survival time is limited to months, it has been re-
ported that 3-year survival is high in those who have received autologous stem cell transplanta-
tion. Since it is very rare, there is no common opinion on the treatment procedure. Methotrexate-
containing regimens are used in patients with central nervous system involvement. Our patient
was diagnosed at the age of 48 and was evaluated as a classical variant. Clinical and radiological
complete response was obtained after 2 courses of R-IDARAM protocol and CRT.
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OBJECTIVE: Recently, FDA issued regulatory approval for the innovative monoclonal antibody-cy-
totoxin conjugate Belantamab Mafodotin (Belamaf), which targets the B-cell maturation antigen
(BCMA) and is indicated for relapsed and treatment-refractory multiple myeloma (RRMM) patients.
In vitro evidence supports that Belamaf contributes to the depletion of aberrant plasma cells
through a multimodal mode of action; this includes the rapid intracellular release of Belamaf's cy-
totoxic component, monomethyl auristatin F (MMAF), resulting in direct cell killing or the induction
of immunogenic cell death (ICD). In this study we analyzed the mechanism of action of Belamaf
in vivo. For this, we determined the levels of three ICD markers, high-mobility group box 1 protein
(HMGB1), calreticulin (CRT) and the immunopotent fragment of prothymosin a [proTa(100-109)],
in the peripheral blood of newly diagnosed MM (NDMM) patients treated with Belamaf.

METHODS: Fifteen transplant ineligible NDMM patients were administered Belamaf as part of the
induction scheme, which also included lenalidomide and dexamethasone. Peripheral blood sam-
ples were collected before and 24 h post Belamaf infusion. The concentration of HMGB1 was deter-
mined in patients’ serum with a commercially available highly-sensitive ELISA (Cloud-Clone Corp.)
and the levels of ProTa(100-109) were estimated in patients' plasma with an in-house developed
competitive ELISA. The expression of CRT was evaluated on circulating plasma cells (CTCs) with
flow cytometry, by adding an APC-conjugated rabbit anti-human CRT antibody (EPR3924, Abcam)
and its relevant isotypic control, to a multiparametric panel containing fluorochrome-conjugated
antibodies against human CD38 (FITC; Cytognos), CD45 (PerCPCy5.5; Becton-Dickinson, BD), CD56
(PE; Cytognos), CD138 (BV421; BD) and CD19 (PeCy7; Beckman Coulter). In total, 2 x106 peripheral
blood cells/sample were analyzed.

RESULTS: The concentration of HMGB1 in patients’ serum showed a 3-fold increase 24 h after
Belamaf administration (mean value prior and post Belamaf 63 ng/ml and 172 ng/ml, respectively;
P<0.0001). The levels of ProTa had a clear tendency of increase (mean values 2.6 ng/ml prior vs.
3.2 ng/ml post Belamaf), though the differences did not attain statistical significance, probably due
to the limited number of cases analyzed. In all but one patient, Belamaf treatment resulted in the
significant decrease of CTCs by approximately one logarithmic unit, within 24 h following adminis-
tration. In the vast majority of patients, the ratio of the mean fluorescent intensity (MFI) of CRT to
the relevant MFI of its isotypic control on CTCs was 1.5-2-fold higher after Belamaf administration,
showing that the remaining CTCs expressed higher levels of CRT on their cell surface. Interestingly,
patients with a better 3-month response to induction therapy (very good partial response or bet-
ter) had more profound evidence of ICD than those with partial response, and could be sufficient-
ly clustered together in a PCA model including HMGB1 and ProTa ratios (concentrations post/pre
Belamaf administration).

CONCLUSION: Belamaf is an effective drug against BCMA-expressing cells with promising potential
for use at various lines of MM treatment. Our study provides clear evidence that Belamaf rapidly (at
24 h) promotes in vivo the ICD of myeloma cells and supports an association between the intensity
of ICD induction with the subsequent response-to-treatment.
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OBJECTIVE: The apparent heterogeneity of multiple myeloma (MM) necessitates the identification
of novel biomarkers with a strong prognostic value. The presence of circulating tumor cells (CTCs)
in newly-diagnosed MM (NDMM) patients has been proposed as a valuable prognostic biomarker.
Nevertheless, current methodologies reported to date, yielded heterogeneous results due to vari-
ations in their detection efficacy. The purpose of this study was to evaluate the characteristics and
prognostic value of CPCs utilizing highly-sensitive next-generation flow (NGF) cytometry, capable
to detect aberrant plasma cells (APCs) at the level of 2 x10-6.

METHODS: Peripheral blood (PB) and matched bone marrow (BM) samples from 525 NDMM pa-
tients were prospectively evaluated with NGF for the presence of aberrant plasma cells (APCs) ac-
cording to the Euroflow guidelines. The median limit of detection (LOD) for all samples analyzed
was 2.2 x10-6. The levels of CPCs were correlated with various baseline clinical prognostic param-
eters, including the cytogenetic status and the ISS stage. The prognostic impact of CTCs on subse-
quent disease progression was estimated with log-rank test. Multivariate analysis was performed
with Cox-proportional hazard model. The median follow-up period since the time of CTC evaluation
was 42 months (range: 3-66 months).

RESULTS: CTCs were detected in 468/525 (89.1%) samples [range 0.0002% - 63.8% of peripher-
al blood nucleated cells (PBNCs)]. The majority of patients with detectable CTCs (402/468; 86%)
showed a matched phenotypic profile of aberrant plasma cells in PB and BM. However, 66/468 pa-
tients (14%) had phenotypic discrepancies and had significantly higher levels of CTCs than those
with a phenotypic agreement at the two sites (0.03% vs. 0.01%; P=0.008). Higher CTC numbers
(>0.1% of PBNCs) correlated with increased BM infiltration, ISS-11I stage and high-risk cytogenetics
(P<0.0001). Inversely, the lower presence of CTCs (<0.001% of PBNCs) correlated with decreased
serum B2-microglobulin, higher hemoglobin levels and an elevated BM normal plasma cell com-
partment (R2=0.84; P<0.0001). No association was detected between CTC numbers and the ther-
apeutic response to induction treatment. However, patients with CTCs 20.02% had a 2.2-fold high-
er risk of subsequent progression which was independent from ISS stage, induction regimen and
baseline cytogenetics (HR: 2.4, 95% Cl: 1.65-3.57; P<0.001).

Conclusion: NGF enables the detection of rare CTCs in NDMM, many of which would have been
falsely missed with a lower sensitivity approach. The increased levels of CTCs have a negative
prognostic impact on subsequent relapse, which stands independent from other established
prognostic factors. Therefore, it is highly recommended that the evaluation of CTCs is includ-
ed for the establishment of improved risk-stratification models.
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OBJECTIVE: Plasma cell infiltration percentage of the bone marrow constitutes a diagnostic crite-
rion of multiple myeloma (MM), nonetheless its prognostic value remains indeterminate and prob-
ably insignificant in the era of novel prognostic factors and therapies. However, the bone marrow
plasma cell (BMPC) percentage before and after autologous transplant has been recognized as a
prognostic factor for disease progression and survival. Moreover, BMPC percentage > 60% rep-
resents a marker for high-risk smoldering MM and a criterion for treatment initiation.

METHODS: We evaluated the prognostic significance of BMPC percentage in 345 newly diagnosed
patients with MM, 154 female and 191 male, with a median age of 65 (29-88) years. Monoclonal
paraprotein was of IgG class in 216 (62.6%), IgA in 70 (20%), IgD in 1 (0.35), light-chain MM in
35 (10%), and non-secretory MM in 23 (7%) patients. Sixty one patients (18%) had renal failure
(creatinine > 2 mg/dl). All patients had a bone marrow aspirate result, whereas 228 (66%) had an
additional bone marrow biopsy result (BMB). There was a profound correlation between the BMPC
percentage of aspiration and BMB (p=0.01). In 28 cases the infiltration percentage was underesti-
mated with aspiration over biopsy, whilst the opposite occurred only in 4 cases

RESULTS: The 5-year overall survival (0S) was 55% and median survival was 65 months (95%(ClI
56-73.7). Patients with less than 50% marrow infiltration demonstrated advanced survival rates
compared to patients with BMPC >50% (median 0S 85 vs 48 months respectively, p <0.001). The
prognostic value of the BMPC percentage was more obvious in patients with minimal marrow in-
filtration rate: patients with BMPC <25% showed a survival advantage against those with 25-70%
and >70% rates (median 0S not reached vs 60 vs 53 months respectively, p=0.004). In a multi-
variate analysis, the BMPC percentage at diagnosis was not an independent prognostic factor for
progression free (PFS) and overall survival (0S). The latter was significantly influenced solely by
lactate dehydrogenase (LDH), age, disease stage, and renal failure. The BMPC percentage was sig-
nificantly related to albumin levels, hemoglobin, LDH, disease stage (p<0.001 for all) and renal
failure (p<0.005).

CONCLUSION: In conclusion, the BMPC percentage, even though it does not constitute an inde-
pendent prognostic factor in MM, it provides useful information about its diagnosis and prognosis.
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OBJECTIVE: MRD study +1 mo post ASCT in MM patients.

METHODS: MRD available data of consecutive MM patients who underwent ASCT during 2020-2022
in our centre were analysed. Undetectable MRD was defined as presence of less than <1 x10-5 cells
with next-generation flow cytometry (NGF). Analysis was performed according to EUROFLOW pro-
tocol

RESULTS: We studied 15 male and 13 female MM patients, median age 53 (31-66) years-old, di-
agnosed with MM type IgG, IgA and light-chain (16, 6 and 6 patients, respectively). ISS and R-ISS
at diagnosis was |, I, lll'in 7, 10, 6 and 9, 9, 3 patients respectively. ISS was not available in 8 pa-
tients. Extramedullar plasmacytoma was present in 6/28 patients at diagnosis. Cytogenetic data
was available in 26/28 patients. Normal karyotype was detected in 21 patients. The rest 6 patients
had complex karyotype, 2 of them hypodiploidy and 4 hyperdiploidy. Regarding FISH assessments
4/24 patients had del17 p, 3/19 had del1 p/add1 q and 4/17 had t(4; 14). No one had t(14; 16) or
t(14; 20). 17 p aberration was combined with additional high-risk abnormalities in 4 patients. More
specifically, complex karyotype was detected in 2/4 patients, t(4; 14) in 2/4, 1 p/1 q in 2/4. One
patient had hypodiploidy concomitantly with 17 p, 1 p kai t(4; 14) and presence of extramedul-
lar plasmacytoma. High-risk cytogenetics were detected in 9/27 patients. Induction regimen with
VCD was administered in 12 patients, VTD on 11, VRD in 2 and Dara-VTD in 2 patients. In 2/11 VTD
and 1/2 VRD patients were switched to VCD due to intolerance. Four out of 12 VCD patients did not
achieve VGPR. Thus, two patients were switched to VRD, one to KRD and one to DaraRd. A total of 9
(5-16) treatment cycles were administered. Patients received 3.92 x106 (2.00-9.33)/kg BW CD34+
autologous stem cells infusions. Neutrophil and platelet engraftment occurred within 11 and 12
days respectively. Disease status pre-transplant was CR/VGPR/PR in 7/15/6 patients. Three pa-
tients relapsed during a median follow-up of 10 (1-33) months. More specifically, a male patient
with multiple high-risk features relapsed in 4 months post ASCT, one more female also with high-
risk features in 17 months and a male standard-risk patient in 30 months. MRD assessment was
available one month (+1 mo) post ASCT in 26/28 patients, +6 mo in 8 patients, +12 mo in 4 pa-
tients and +18 mo in 5 patients. Pre-ASCT MRD was available in 11/28 patients; only 2 were MRD-
undetectable. One-logarithm level MRD decrease was achieved in 4 patients and two-logarithm
decrease in 2 patients post-ASCT. 4/9 patients with high-risk cytogenetics were in CR pre-ASCT.
Remarkably, 8/9 patients of this group had undetectable MRD +1 mo post-ASCT; the ninth patient
was lost to follow-up. Three out of the rest 18 standard-risk patients were in CR pre-ASCT and 7/17
achieved MRD-undetectable disease +1 mo post-ASCT.

CONCLUSION: Despite the limited patient number of the cohort, it is confirmed that ASCT deepens
disease response in MM patients. Undetectable MRD is feasible even in high-risk patients. Further
follow up is required to extract safer conclusions regarding the sustainability of undetectable MRD
in these high-risk patients.
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OBJECTIVE: Patients with newly diagnosed multiple myeloma (MM), who are eligible for autolo-
gous stem cell transplantation (ASCT), are usually treated with induction therapy followed by ASCT
and lenalidomide maintenance until disease progression or unacceptable toxicity. Both bone mar-
row and imaging sustained minimal residual disease (MRD) negativity are significant prognostic
factors for both PFS and 0S, but yet, they are not used for treatment decisions. A notable propor-
tion of patients on lenalidomide maintenance will remain progression-free in the long-term. In this
context, it is important to define the optimal duration and the criteria to discontinue maintenance
safely.

METHODS: In this prospective cohort study, we included patients with newly diagnosed MM from
January 1 st, 2016 to December 31 st, 2019, who received induction treatment and subsequently
underwent ASCT followed by lenalidomide maintenance. MRD status was evaluated in patients who
had achieved stringent complete remission (sCR) at 6, 12, 24, and 36 months after the initiation
of maintenance. MRD samples were evaluated by next generation flow according to the EuroFlow
guidelines. Patients who had at least 3 consecutive MRD negative results and had completed 36
months of maintenance, underwent a PET/CT scan. Those with negative PET/CT discontinued lena-
lidomide maintenance and MRD was performed every 6 months thereafter. In case of MRD conver-
sion from negative to positive and/or relapse from sCR the patient restarted lenalidomide mainte-
nance.

RESULTS: Overall, 151 patients received induction with proteasome-inhibitor-based regimens (VCD
or VRD) and underwent ASCT. During a median follow-up of 60.5 months (range 47-74 months), 44
(29.1%) patients had disease progression and 20 (13.2%) patients died. Out of 107 patients who
did not progress or die, 34 (31.7%) patients achieved sustained bone marrow MRD negativity and
imaging MRD negativity at 3 years and thus they discontinued lenalidomide maintenance, accord-
ing to study schedule. Their median age at MM diagnosis was 56.5 years (range 43-64). Twenty
(59%) patients were males, whereas 19 (56%) had 1gG, 9 (26%) had IgA and 6 (18%) had light-
chain MM. Six months after discontinuation of lenalidomide maintenance, all evaluable patients
(n=21) were found to be MRD negative, while 12 and 18 months post-lenalidomide discontinuation
82% of patients continued to be MRD negative. Two patients restarted treatment with lenalidomide
monotherapy after converting from MRD negative to MRD positive at 12 months following the initial
completion of maintenance. Both patients remain MRD positive and have no evidence of disease
progression at 8 months after lenalidomide restart.

CONCLUSION: We conclude that sustained MRD negativity at 3 years post-ASCT and lenalidomide
maintenance might help in the decision to stop maintenance treatment, although this has to be
proven in prospective randomized clinical trials. Close follow-up with consecutive MRD testing can
trace an early myeloma relapse.
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OBJECTIVE: Data on the frequency of skeletal-related events (SREs) in patients with newly diag-
nosed multiple myeloma (NDMM) at a population-based level in the era of novel agents are rather
scarce. In this context, we evaluated the incidence of SREs among NDMM at the time of diagnosis
and at the time of first relapse and their impact on survival outcomes. Furthermore, we investigat-
ed the correlations among SREs, imaging pattern according to baseline magnetic resonance imag-
ing (MRI), patient, disease and treatment characteristics, and their impact on patient prognosis.
METHODS: This is a prospective, observational study conducted at a single center from 2012 to
2020. The inclusion criteria included: (i) adult patients with NDMM; (ii) patients receiving first- and
second-line therapy with novel agents including proteasome inhibitors, immunomodulatory drugs
and anti-CD38 monoclonal antibodies; (iii) patients with available MRI examination at baseline. The
primary end point of the study was the evaluation of the incidence of SREs at diagnosis, and their
impact on survival. Secondary end points included: (i) distribution of different types of SREs at di-
agnosis and during first or second relapse; (ii) possible correlations between the incidence of SREs
with disease and patients’ characteristics.

RESULTS: Overall, a total of 370 patients with available baseline MRI were included. Among them,
200 (54%) were males and 99% were Caucasian. The median age at diagnosis was 65 (range 31-
92). One third were categorized as ISS stage 1 (34%), one third as ISS stage 2 (35%), and another
third as ISS stage 3 (31%). A total of 214 patients (58%) had IgG myeloma subtype, 90 patients
had IgA (24%), and 62 patients had light-chain myeloma (17%). The majority of participants (n =
220, 60%) had ECOG performance status (PS) 0 or 1 at diagnosis. One hundred and twenty patients
(n = 120, 32%) were classified as capable of only limited self-care or were completely disabled
(ECOG PS: 3-4). Interestingly, this was mainly attributed to myeloma bone disease complications
(105/120 patients). Overall, 294 (80%) of the patients presented with at least one lytic lesion ac-
cording to the imaging assessment at baseline with either whole body X-rays or whole body low
dose computed tomography at diagnosis. Among them, 208 (56%) presented with at least one SRE
at diagnosis. Fractures were the most common reported SRE (48%). The incidence of SREs at di-
agnosis was higher in patients with osteolytic lesions, abnormal MRI pattern, hypercalcemia, and
at least 60% bone marrow infiltration by plasma cells. Importantly, the patients with normal MRI
pattern, who did not present with SREs at diagnosis, had statistically significant improved median
0S in comparison with the patients who had abnormal MRI pattern and/or presence of SREs at di-
agnosis (9.3 versus 6.6 years, p = 0.048).

CONCLUSION: In conclusion, our study showed that SREs are frequent at the time of MM diagnosis
and may have a prognostic value in combination with baseline MRI findings. Early detection of my-
eloma bone disease and tailored patient management are essential to optimize patient outcomes.
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OBJECTIVE: Multiple myeloma (MM) is the most common primary bone-originating tumor, where-
as extramedullary plasmacytoma (EMP) is a plasma cell tumor that arises outside the bone and
is most commonly found in the head and neck area. Gastrointestinal and particularly gallblad-
der involvement is exceedingly rare and symptomes, if any, are usually similar to those seen with
cholelithiasis. EMPs are cytomorphologically divided from mature to atypical, plasmablastic, or an-
aplastic neoplastic cells and treatment options usually include surgical resection and/or systemic
therapy.

METHODS: In this report, we present a rare case of plasmablastic EMP that was incidentally found
on computed tomography (CT) in an asymptomatic patient with only mild right upper quadrant and
epigastric tenderness on physical examination. A cholecystectomy was performed with histopa-
thology showing infiltration of the gallbladder by a lamda-chain monoclonal population of CD138+,
CD79+, CD56+, CyclinD1+ and IgA+ plasma cells, with a significantly elevated Ki67 index of 98%.
An additional fluorodeoxyglucose-positron emission tomography (FDG PET)-CT that was performed
due to the onset of left thigh pain also demonstrated a bone plasmacytoma. Further bone marrow
(BM) workup did not show evidence of MM. The patient was started on daratumumab, bortezomib,
lenalidomide and dexamethasone (DVRD regimen), while also being scheduled for autologous stem
cell transplantation. After his fourth treatment cycle a repeat PET-CT showed partial remission of
the femoral lesion and no signs of BM involvement or recurrence in the gallbladder. This rare case
prompted us to conduct an extensive search of the existing literature concerning extramedullary
plasmatocytomas of the gallbladder. A total of 14 cases were identified, which were analyzed, in
order to present the diagnostic, therapeutic, and prognostic features of the disease.

RESULTS: The majority of patients were male (64.2%), with a median age of 66 years and common
presenting symptoms included abdominal pain in 64.2%, jaundice and/or nausea in 21.4%, while
7.1% (1) was completely asymptomatic, similarly to our case. Half of all patients had concurrent
MM, but only one had a plasmacytoma with plasmablastic cytomorphology, like our patient with a
Ki67 index of 50%. Concerning treatment, 57.1% were treated with cholecystectomy, 14.2% with
chemotherapy following cholecystectomy, 21.4% solely with chemotherapy and 7.1% solely with
radiation therapy. Death occurred in 14.2% and tumor remission in 85.7% of cases (at the time of
case presentation).

CONCLUSION: Lastly, we point out the distinct features of the extremely rare plasmablastic cas-
es, compared to more mature EMP subtypes. Most notably, plasmablastic EMP may be challenging
to differentiate from gallbladder lymphoma, has a higher proliferative index and worse prognosis
compared to mature EMPs, thus demanding a more aggressive treatment approach.
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3.500 IU (anti Factor Xa*) avd 0,2 ml mpoyepopévn auptyya (1co8uvapn pe 17.500 IU (anti Factor Xa*) ava ml evéatpou Stahbpatoc). H paotikdtnta meptypdgetat oe Alebveic povadeg
anti-Factor Xa Spaotikotntag (IU) pe Baon 1o Mpwto AteBvég Mpodtumo Avagopdg Hmapivng Xaunhou Mopiakou Bapoug, Ma tov mirjpn Katdhoyo Twy ekdoxwv, BA. mapdypago 6.1.
ZYZKEYAZIEZ/TIMEE: IVOR 3.500 IU anti-Xa/0,2 ml BT x 2 PESYR AT 10,74 BT x 30 PESYRAT: 120,83 €
ONOMAZIATOY OAPMAKEYTIKOY MPOIONTOZX: Ivormax 25.000 IU anti-Xa/ml evéatpou SlaNipatog o€ mpoyepiopéveg aUptyyec MOIOTIKH & MOZOTIKH EYNOEZH: Bemiparin sodium:
25.000 IU (anti-Factor Xa*) avd ml evéoipou Slahupatog. loodvvapn pe: 5.000 IU (anti-Factor Xa) ava 0,2 ml mpoyepiopévn aupiyya, 7.500 IU (anti-Factor Xa) avd 0,3 ml mpoyepiopévn
o0ptyya, 10.000 IU (anti-Factor Xa) avd 0,4 ml mpoyepuapévn abptyya. * H Spactikdtnta meptypagetat o Alebveic povadeg anti-Factor Xa Spactikétntag (IU) pe Bdon To Mpwrto Agbég
Mpétuno Avagopdg Hmapivng Xaunhou Mopiakol Bapouc, Ma tov mirjpn katdhoyo Twv ekdoxwy, BN. mapdypago 6.1. ZYIKEYAZIEZ/TIMEX: [VORMAX 25.000 IU anti-Xa/ml, BTx2PF.
SYRX0,2ML A.T.: 21,86€, IVORMAX 25.000 IU anti-Xa/ml, BTx2PF.SYRx0,3ML A.T.: 19,09€, IVORMAX 25 000 U anti-Xa/ml BTx2PF.SYRX0,4ML A.T.: 23,33€
OAPMAKOTEXNIKH MOPOH: Evéaipo SidAupa o€ mpoyepiapéVeG oUptyyec. (AXpwpo i ENaPPWE KITp 0, S1avyéc SidAupa, eENeVBepo opatwy cwpatidiwv). KATOXOZ AAEIAZ
KYKNOOOPIAE: BIANEZ A.E. - 086 Tatoiou, 146 71 Néa EpuBpaia, TnA. 210 8009111.
HMEPOMHNIA ANAGEQPHEHZ TOY KEIMENOY: 12-10-2021
TPOMNOZX AIAGEZHE: DappakeuTIKO TPOIOV Y TO OTI0I0 amalTeiTal laTPIK cuvTayn aonn-imvﬂviwwm pappaxamo aopaki Kat
Nepartépw mAinpogopieg StatiBevrar amé tov KAK katomv aitioewg. Avagépete
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GENERAL INFORMATION
9th AEGEAN HEMATOLOGY ONCOLOGY SYMPOSIUM (AHOS 2022)

The 9th AHOS 2022 will be held from Thursday, September 15th to Sunday, September 18th 2022 in Chios, Greece
at Chandris Hotel, www.chioschandrishotel.gr

All registered participants are entitled to receive a Certificate of Attendance.
The Certificate will be issued only upon display of participant badge, which will be issued by the Symposium Secre-
tariat and only upon satisfactory attendance.

The official language of the Symposium is English.

The Symposium will be accompanied by a major exhibition where pharmaceutical and/or equipment/device industries
will display relevant products and therapeutic developments.

L.O.V, I
DR C M E N A Tcur';sm &Brgmr;zmti'o;

MEETINGS & EVENTS

22 Feidippidou st 11527 Athens-Greece L.0.V.L, Tourism & Organization
tel: +30 210 3005545 <@ Cinarli Mah. 1572 St. No:33 Office
info@dromena.gr-www.dromena.gr No:307 Withco - Konak / lzmir 0090 232 465 18 88

E  www.loviturizm.com
< info@loviturizm.com
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¥ DARZALEX

daratumumab subcutaneous

oTNTA
ue vIrodopla xopnynon 3-5 min

&

AlyOTEQEG KAl AiyOTELO 0OPAPES IRRS”
o€ oLYKPIoN UE TNV evOoPAERIa xoprynon'

*IRRs: Infusion Related Reactions

BonBrore va yivouv Ta pdpuaxamio aogalj kat
Avagépere

OAEZ Tig avemBUpINTEG EVEpYELEQ Yia
OMTa

BipAioypagia ‘wépuaka
Supminpdvovag Ty «KITPINH KAPTA»

1.Mateos MV, et al. Lancet Haematol. 2020;7(5): €370-e380. doi: 10.1016/$2352-3026(20)30070-3.

CP-334485/DAR/0722/007

H NepiAnyn XapaktnpioTik®dv Tov MpoidvTog Bpickeral o€ emopevn oelida.

JANSSEN-CILAG ®APMAKEYTIKH A.E.B.E. DAR ZALEX®
Aed@OPOG Elprivng 56, 151 21, Mevkn, A8rva, TnA.: 210 8090000, www.janssen.com.gr daratumumab subcutaneous




¥ DARZALEX"

daratumumab subcutaneous

ONOMAZIA TOY PAPMAKEYTIKOY ITPOIONTOX
DARZALEX 1 800 mg evéotpo didhopa

IMOIOTIKH KAI TOXOTIKH XYNOEXZH
Kdbe @roridio evéoyov dohdpatog tov 15 ml nepiéyet 1 800 mg daratumumab (120 mg dara-
tumumab avd ml).

To daratumumab givan éva avBpdmvo povokrovikd IgG 1k avticopa évavit tov aviyovov CD38,
70 onoio mapdryeTal o€ KuTTOPIKT oEd Onhaoticdy (Qobikn Kivelikod Kpikntov) pe yprion tg
TEyvoLoYiag avaouvdvaspévor DNA.

‘Exd0y0 pe yvoot dpdon

Kdbe graridio evéorpon drekdpatog tav 15 ml mepiéyet 735,1 mg copPreoing (E420).

DAPMAKOTEXNIKH MOP®H
Evéowpo didhopa. To Sidhopa givar dravyég £og 1pidilov, dypopo éog kitpvo.

KAINIKEEX TAHPO®OPIEZ
OepamevTikég evdeilelg

Holhamhody poédopo
To DARZALEX evdeikvotan:

* 6& GLVOVAOHO pe hevahBopidn ko de&apebalovn 1 pe Poptelopipmn, peoahdvn kot Tpedvilovn
v Bepomeio evhkov aobevav pe veodiayvootey moihamhodv puihopa, ot omoiot dev givat
KOTOAANAOL Y10 (VTOROYY HETAUOGYEVST UPYEYOVOV CHOTOMTIKGOV KVTTAP@V.

o€ GLVEVOGHO pe Boptelopipmn, Bokidopidn ko deéapedalovn yio ) Bepaneio evihikov aobeviov

* e veodryvachév modhanhobdv pékopa, otomoiot givat katdhAniot yio avToLoYN HETANOGYEVOT
APYEYOVOV CUOTOMTIKAY KVTTAPEMV.

o€ ouVdVaopO pe hevaldopidn kot debapebalovn, i Poprelopipnn kon defopebalovn, yo
Oepancio evijikov aobevdv pe ToAamhodv puéhopa, ot omoiot xovv AdBet Tovkdyiotov pio
mponyovpevn Bepaneia.

* ¢ ouvdvaopd pe mopohdopidn kot defopebalovn ywo ™ Bepoameio evihikov acbevdv pe
ToAAOmAOVY pHoéAmpa, ot omoiot £ovv AdPet pia Tponyoduevn Oepansia mov mepterpave Evav
AVOOTOAEN TPOTERCMHOTOS Kat Aevahadopidn kot frav avbektikol ot Aevakidopidn, 1 ot omofot
£youv Lafet tovhdyiotov dvo Tponyodueves Bepameieg mov Tepieldpfavav kevaldopidn kot Evav
AVOOTOAEN TPOTEACMHOTOS Kat EXOUV EPQaVioel eEEMEN TG VOGOV Katd T didpKetd 1) HeTd Ty
tehevtaio Oepaneia.

* o¢ povobepameio. yia v Bepomeion evihikov acBevav pe vrotpomdlov kat avhekTikd
morhomhovv poéhopa, v omoiev M mponyoduevn Bepomeio mepielduPave Evav avaoTorén
TPOTEACOUATOG KAL VOV GVOSOpPLBIIoTIKG TapdyovTa Kat ot omoiot £xovv epgavicet e&Ehén
G vOo0 pe T Tedevtaia Oepaneic.

Apvlotidoon ehagpdv akicewy (AL)
To DARZALEX evdeikvotar o€ 6uvduaoid pe kukhogmoeapidn, Boptelopipmn kot deapedalovn
vt Bepameio evihikov aobevdv pe veodiayvacbeicn cvotnuatiki AL apvroeidoon.

Avtevdeilerg
Yrepevaionoia o dpactikh ovoia 1 o€ KGmoto and To £k30)0.

Ewwkég mposrdomorijoeis kar mpoguraserg katd ) yprion

Iynlaoipomra
TIpoketpévoy va Bektiobel n yvnhaopdmTa TV POAOYIKOV QUPHOKEVTIKOY TPOIOVIOV, TO
VoL Kat 0 aptBpoG TAPTIBAG TOV OPTYOVHEVOL QUPHAKOL TPETEL VO KATAYPAPETOL LE GOPTVELD.

Zyenlopeve v £yy001 aVTISPAGEL

To DARZALEX evéowpo didivpa yio vodopia xprion pmopei vo mpokaréoet Puptis popeng
ko ooPapés IRRS, copmephapPovopevoy avagulakTikdV avidpaoemv. Te KAvikég HEAETES,
nepimov 10 9% (74/832) twv acbevav epgdvicay IRR. Ot mepiocotepes IRRS epgaviotnray petd
mv pdT éveon ke firav Babuod 1-2. IRRs otig endpeves evéselg tapatpninkav oto 1% tov
aobevav (Bréne moplypago Avembopnteg evépyetec).

0 didpeoog ypdvog émg v eppavion IRRs petd mv éveon tov DARZALEX fjtav 3,2 dpeg (ebpog
0,15-83 dpeg). H mhetoyneia tov IRRs epoaviomkav mv nuépa e depomeiog. Oyipov tomov
IRRs gpgpaviomkav oto 1% 10V acbevdv.

Ta onpeio kot Ta ovprtdpate tov IRRs propei vo mephapPavovy avemveuotikd GOUTTOpATE,
Omeg pviky copedpnon, Briye, epediopd tov Aorpod, edlepyn pitdo, cvprypd, kabdg ko
mopegia, Bopakikd Ghyos, Kvnopo, piyn, éueto, vavtia kot vrotaon. Exovv avapepbet coPapés
avudphoelg, omog Ppoyydomucpos, vmo&ie, Svomvolw, vmEpTacn Kot Tovkapdic (PAéme
Topypapo AvemOvpTeG EVEPYELEQ).

Ot aobeveig Oa mpénel va hapPavouv TPOKATAPKTIKY QUPHOKEVTIKY AY®YT HE OVTUGTOUVIKG,
AVTITOPETIKG Kot KOPTIKOGTEPOEISY), Ve apakorovBodvron kot va LapPdvovy cupBovkés oyetikd
e 1ig IRRs, 1diog kot ) didpkea g TpdTng Kot g Sedtepng veong Kot petd amd antéc.

Edv napovotactel avaguioktiki avtidpaon 1 omentich yo m on (Babpod 4) avtidpaon, Ha
npémel va. EeKva apéong katdAnin enciyovoa wrpiki epovtide. H Oepomeio pe DARZALEX 6o
TPEMEL VoL SIOKOTETON (ipes Kot opoTikd (BAéne mapdypopo Avievdeitels).

Ta ™ peioon tov Kvdbvov epeaviong oyipev IRRs, Ha mpénet va yopnyoldviat and 6TopATOG
KOPTIKOGTEPOEIST) 68 Ohovg TOVg aobeveis petd v éveon tov DARZALEX. Ztovg aobeveig
HE 10TOPIKG YPOVIOG OMOPPUKTIKAG TVEVHOVORADEWNG EVOEKETIL Vo amouTodvIal EMTAEOV
QUPHOKEVTIKG. TPOTOVTEL PET TNV EVEST) Y10 TV OVIIHETOMION TOV AVOMVEVGTIKAOV EMTTAOKOV.
Qa mpémel va eEETALETOL TO EVOEYOHEVO YPHONG PUPHAKEVTIKAV TPOTOVTMV petd T éveon (T,
Bpoyeiog kat pakpag dpdong BpoyyodlacTaATKG Kot EI6TVEOHEVE KOPTIKOGTEPOELDN) Y10 aobevels
HE YPpOVIC ATOPPOKTIKY TVELHOVOTADEL.

Ovudeteponevia / Opopfonevia

To DARZALEX pmopei va evioydoet v ovdetepomevia kot t Opopfonevia mov mpokaiovvia
and v vrokeipevn Oepaneia (BAéne mapdypopo AvembOpunTeg EVEPYELES).

Qu mpémel vor mapakorovdeitan mEPOSIKE N yevikn e&étaon aipotog Kot T Sidpkeln g

Bepomeiog COPPOVE [LE TIG GUVTAYOYPAPIKEG TANPOPOPIEG TOV TUPELOVTOL 0T TOV TAPUGKEVAGTY
10V vrokeipevoy Bepomeidv. Ot aobeveis pe ovdetepomevio Ba mpémer v mopakorovBovvron
v onpeio hoipméng. Evdéyetan vo ypetaotei kabuotépnon mg yopfiynong tov DARZALEX
TPOKEWEVOD VO EMTPATEL 1) GTOKATAGTOON TOL GPBHOD TOV KUTTAP®V TOV aiportog. Ze
acBeveis pe yapnhotepo copatikd fapog mov Aappdvovy o veodopio okevacue DARZALEX,
mopotnpifnkay  VYNAGTEPH. TOGOGTH OvdeTEpOTEVinG. Q06T0G0, OVTO dev GYETIOTNKE e
VyMAdTEPE T0G0GTE GoPupdv Aodéemy. Agv cuvietdtor kopie peiowon g ddong TovL
DARZALEX. E&etdote 10 £vdg)opevo vmootipiéng pe petayyioeig 1 avéntikoig mapiyovtes.

Enidpoor £61] dokipacia avricpaipivng (éupeon dokipacio Coombs

To daratumumab cvvdéetar 6to CD38 mov Ppioketar ot yapmAa eninede ot £puOpa apocaipte
(RBC) kat propei va odnyfoet oe Betiko amotéeopo omv éupeon dokipacio Coombs. To
Tpokahodpevo amd to daratumumab Betikd anotéheospa oty Eupeon dokipacio Coombs pmopel
VO TOPOPEIVEL YW0L £0G Kat 6 pveg PeTd v tekevtaio yopiiynon tov daratumumab. Tpémet vat
onpeiwdei 611 1 ohvogon tov daratumumab ot RBC pmopei vo ovykohoyel myv avigvevon
AVTIGOPATOV 68 Mdooova avtyove 6tov opd Tov acbevovs. O mpoadlopiopog T opddag
aipatog ABO kat Tov omov Rh tov acBevoig dev emnpedlovial.

Mpw and v évapén e Bepanciog pe daratumumab ot acbeveis Ha mpémet vo vrofaikoveat
og EheYY0 TG Opadeg aipatog Kabmg kat aoh0ynon Mg TPOg TNV TAPOVGIH OVIICOUATOV.
Mpw amd v évapén g Oepaneiag pe daratumumab pmopet vo e€etactel 0 evdeyOpEVO
PUIVOTLTLKOD TPOGBLOPIGHOD GOUPWVOL HE TNV TOMKY TPOKTIKY). O YOVOTUTIKOG TPOGLOPIGHIG
Tov gpubpokuttdpov dev emnpedletar omd to daratumumab kou pmopei vo Sievepynbet
OTOLONTOTE GTIYMT).

TNV TEPINTTOON TPOYPUPMUATIGHEVNG HETAYYIONG O{MaTOG, B0t IPETEL Ve EVIUEPOVOVTL TOL KEVTPQL
HETGYYIoMG GYETIKG PE TNV EMIGPACT) AVT) GTIG EMHEGEG OOKIPAGIEG AVTIGOAPIVIG. AV omonTeitan
EMENYOVTIOG PETAYYION, PTOPOVY Vo Yopnynbodv pn doctavpmpéve g tpog ABO/RhD-cupfatd
RBC 60pQva e TIg TPAKTIKES TG TOMKNG TPAmEL0S oipaTog.

Emidpacn 6Tov mpocdioptoud g mi)pong avtemokpiong

To daratumumab givan évo avBpdmvo povokkovikd avticopa IgG kdme, 1o omoio pmopel
vo aviyvevdel o appotepes TG dokaoies NAeKTpoEOpNoNg TPTEVOY 0pod (SPE) Kkat
avocokabirwong (IFE) mov ypnoiponoodviar yio v KAk mopekoiodfnon mg evdoyevoig
M-mpoteivg. Avt 1 nidpaon HTopel VoL ETNPEAGEL TOV TPOGIHIOPIGHO TG TAPOVG AVTATOKPLOTG
Kot mBovdG TG EMBEIVOONG TG VOGOL GE OPIGHEVOLG 060eVES pe TpoTeivn poehmpatog IgG kama.

Emavevepyonoinen tov 100 mg nratindag B (HBV)

Enavevepyomoinam tov 100 g Nratitdog B, ot opiopéveg mepurtdoets pe davatnpopo ékPaon,
£yel avagepbel oe acbeveis mov Elafav Bepomeio pie DARZALEX. ‘Eheyyog yio HBV 0o mpémet
Vo TpaypaTonoteital g Ghoug Tovg aeBeveig mpv v Evapén g Bepomeiog pe DARZALEX.
T'o aobeveic pe emPefaropévo Beted oporoyd éheyyo yia HBV, mapakorovdiote yia khvikd
Kot epyaompokd onpeio enavevepyomoinong tov HBV katd t Sidpketa kot yio tovhdyiotov 6L
wiveg petd to téhog g Oepansiog pe DARZALEX. Awgepioteite toug aobeveis coppova pe
1§ 16)00VoEG KAvikeg KatevBuvtipieg 0dnyies. Eetdote to evdeydpevo va cupfovrevdeite Evav
£101KO 6TV NTATITId0, (O EVOEIKVVTOL KAVIKG.

e 0obeveig mov epgavitovy enavevepyomoinon tov HBV evoco vid DARZALEX, avaoteilete
™ Oepaneia pe DARZALEX ot yopnynote katdAnin Oepomeio. H enavévapén g Bepomeiog
ne DARZALEX o¢ acbeveig 6toug omoioug 1) emavevepyornoinon tov HBV ehéyyetat enapag Ho
TPEMEL Vo GUENTEITON PE 10TPoVG pe epmepia ot dioyeipton Tov HBV.

Zouotiko Bapog (> 120 kg)
Yrdpyet evdeyopevo pewwpévng amotereopotikomrag pe 10 DARZALEX evéopo Sudhvpa yio
vmodopia yprion o€ acbeveis pe copated Papog > 120 kg.

‘Exdoya

AvT0 10 QUPHAKEVTIKO TPOIOV TEPENEl copProin (E420). Xe acbeveis pe kinpovopukn dueavetio
o ppovktoln (HFT) dev mpémet va yopnyeitat avtd 70 QUPHOKEVTIKO TPOTOV.

Avtd 10 pappako mepEyel Myotepo amo 1 mmol vatpiov (23 mg) avd doom, eivor avtd TOV
ovopdlovpe «eredBepo vaTpiovy.

AvemOOpnTeg evépyereg

Hepiknym tov mpogik acedheiag

O o ouyveg avemBopnTeg evépyeteg omotovdimote Pabpod (> 20 % tov acbevav) e to daratu-
mumab (evdoheBing 1) vTOdopimG YOPNYOUHEVO GKEDAGHE) OTOV YOpNYEITOL EITE (0G HovoDepameia
&ite o100 mMhaiown Bepomeiog ouvdvacpov frav IRRs, komwon, vavtia, didppota, SvekodTTa,
mopegia, doonvola, Priyas, ovdeteponevia, Bpopfonevia, avorpio, TEPIPEPIKO 0idNO, TEPIPEPLKT
aofnTikn) vevpormddelo ko AOiH®EN TOL OVATEPOL GVOTVEVGTIKOD GUGTAHATOS. ZOPupég
avembopnTeg evépyeieg Ntav mvevpovia, Ppoyyitide, AOH®EN TOV AVATEPOV GVOTVEVGTIKOD
GUGTAHOTOG, GMyaIic, TVELHOVIKO oidnue, ypimn, mopedia, apuddtmon, didppota, KoAmkn
MOPHAPVYN KoL GUYKOTH.

To mpogil acpdreing Tov VIOdOPLOV okevGopaTog DARZALEX fitav mopopoto pe ekeivo ton
£VOOPAEPLOV OKEVAGHATOS, pe EE0ipean TO YoUNAGTEPO T0606TO TV IRRs. Tt @dong I pedém
MMY3012, n ovdeteponevia firav 1 povadikiy avembopm evépysia mov avapepdnke pe > 5%
vymAdTEPN cuyvdTTa YIor T0 VToddpto okevaopo DARZALEX oe cuykpion e 1o evooprépio
daratumumab (Babpovd 3 1 4: 13% évavtt 8%, avtictoya).

Hivakog avemBountov evepyeiby

O ivakag 6 cuvoyilet Tig avembOuNTES EVEPYELEG TOL EPQavioTKay o8 acbeveis Tov Elafay To
vmodopto okevaopa DARZALEX 1 o evéopréfio okebaopa daratumumab.

Ta dedopéva avtikatontpilovy ™y ékBeon oto vVIodoplo okevacpue DARZALEX (1 800 mg)
o¢ 639 acbeveis pe moAhomhovy puékopa (IIM). Ta dedopéva ovpmephappavooy 260 acbeveis
and pioe edong I eheyyopevn pe dpuotikd @appako pedéty (MMY3012) mov éhafav
DARZALEX evéowo didhvpo yio vmodopiar yprion og povodepaneio kau 149 acbeveic and
o pdong I1T eheyydpevn pe dpaotikd eappako perém (MMY3013) mov éhafav vroddpio
okevaope DARZALEX o€ cuvduaopd pe mopodopion kot de&apedalovn (D-Pd). To dedopéva
avrikatontpilovy emiong TPES GVOIKTEG KAMVIKEG peAétes omig omoieg ot aoBeveis Elafav
DARZALEX &véowo didhvpa yio vmodopia ypiion &ite og povobepameion (N=31, MMY 1004
ko1 MMY 1008), kafdg ko ) perétny MMY2040 oty onoia ot acBeveis Ehapov DARZALEX
gvéoyo dtdhvpa Y vodopia xprion o€ GuVLOOHO &ite pe Boptefopipmn, pekpaldvn kon
apedvilovn (D-VMP, n=67), Aevatdopidn kon delapebalovn (D-Rd, n=65) i pe foptelopipmmn,
hevaldopidn ko degapebalovn (D-VRA, n=67). Emmhéov, to dedopéva avikarontpilouy myv
£kbeon oe 193 aobeveig pe veodnyvoobeica AL Apvloeidwon omod e edong I eheyyopevn
e dpaotikd gappako perétn (AMY3001) oty omoic o1 acBeveis Erapav vrodopto okevAGHA
DARZALEX o€ cuvdvaopd pe Boptelopipmn, kukhopmopapidn kot detapedaldvn (D-VCd).

Ta dedopéva aoparetos avrikatontpilovy emiong v ékbeon 610 evooprePing xopnyodpevo
daratumumab (16 mg/kg) oe 2 324 acBeveis pe moAhamhodv HVEL®HO GTOVG OmOIOVG
ovpmepthappavovar 1 910 acbeveig mov EhaPav evdoreBing yopnyovpevo daratumumab oe
ouvdvacio pe vrokeipeva Bepamevtikd oynpate kot 414 acbeveic mov EhaPav evdoprePing
gopnyovpevo daratumumab g povobepameio. Emiong cupmepiappavovion ot avemopumreg
EVEPYELEG PETE TNV KuKAOOpiaL.

Ot ouyvomteg opilovtar wg modd cuyvég (> 1/10), ovgvég (> 1/100 émg < 1/10), oxt cuyvég
(= 1/1 000 €mg < 1/100), omdvieg (> 1/10 000 £wg < 1/1 000) ko mohd omdvieg (< 1/10 000). Ze
kG Kayopio ouyvVOTTAG ERPAVIONG Ol avemBipNTES evépyeleg mapatifevian kot pbivovoa
oElpd GoPapoTTag.



Mivakag 6: AvemOOunTEG EVEPYEIEG 6 060EVEIG e TOLLOTAODY
poéhopa kot AL apod 1 mov £éhaPav Bepansia pe
&vdogLrefing 1} vrodoping yopnyodpevo daratumumab
Koamyopia/ Erintoon (%)
opyavikd AvemObpnm evépyaie Tugvémra Orovor | Babpoo
sboTHa Badpoi | 34
AOTHOEN TOV aVOTEPOV 37 )
VATVEVGTIKOD GUGTANATOC o )
Tvevpovia® OAD oVYVES 17 10
Bpoyyitda® 14 1
AomdEeic kat Ovpohroipwén ] 6 1
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Kotadeueviet opadonoinon opov.

BAoe avEmOOINTOV EVEPYEIOV HETE TV KUKAOPOpicL,

ET1g 07£TILOREVES HE TV 17007 GVTBPGOEIS TEPRAPBAVOVTXL GPOL OL OTIO0L ZAPEKTPIGTIKGY
a7 TOVG EPEVVIVTES S GYETILONEVO HE TV Eyu0TYéveat Tov daratumumab.

ric avnidpaceig e Béang £veonc nephayiBivoviat 9pot ot 0Toiot KUPAKTPICTIKAY G0 TOVS
EPEVVNTEC (G GYETICOREVOL LE TNV £VEDT) TOV daralumumab

< H ouxvomm Bacileton uovo OTIG HEAETEG TOV (N=832).
© H ovgvomra Pasiletar povo otig peréteg 1o AeBing Xopnyoupcvou
(N=2324).
nusioon: Me Bion tovs 3 156 acleveis s rokarkotv pukopa xat AL opohocidoon xov
Ehapay Ocponcia e & 0 PIYODy
Heptypagn emheyuévov avembduntov evepyelov

Tyenilopeves pe v éyyvon aviidpaoes (IRRs)

g khvikég peréeg (povodepanmeio kot Oepaneieg cuvdvacpon, N=832) pe vmodopto okebacHo
DARZALEX, n enintoon IRRs onowdnmote Babpov nrav 8,2% pe mv mpdm| éveon tov
DARZALEX (1 800 mg, epdoudda 1), 0,4% pe mv éveon mg epdopddag 2 kot 1,1% pe mig
endpeveg evéoels. Babpov 3 IRRs mopampidnkay oto 0,8% tov acbevav. Kavévag acbevig dev
enpavioe Padpov 4 IRRs.

To onpeio kot tor cupmu’)puw 10V IRRS propel vo mepthapPavouy avamvevotikd truumd)paw,
Omog pwiIKh ovpedpnon, Py, epa()mun 00 )»mpou ampymn pmea GUPLYHO Kabhg Kot
mopegia, dwpaxikd Gryog, Kviiouo, piym, spa‘m vavtia kat veotaon. Exovv avaeepbel coapés
avudpdoets, dmag Ppoyydomaopog, vrogia, dborvola, vagptaon Kat taxvkapdia (BAéne
mopaypogo Eidikég mpogtdononoelg kat TpoguAdgels katd ™ ypion).

Avudpdoeig g 0éong éveong (ISRs)

g khvikég peréteg (N=832) pe 1o vmodopio okevaope DARZALEX, ) enintwon aviidplosmv
g Béong éveong omotovdnmote Badpod firav 7,7%. Aev mapotnpiibnkay ISRs Pabuod 3 1 4. H
mo ouyv (> 1%) ISR ot Béom g Eveong fitav epvbnpa.

Aowdéelg

Ye aobeveig pe morhamhodv poéhmpa mov Eafav daratumumab og povodepansio, 1 Guvoliki
£MNTOON TOV LOPOEEOV MTav Tapopot HETa&) TOV oOpadev mov Ehafuy T0 VIoddpIo CKEVUGH
DARZALEX (52,9%) évavtt tov opddmv tov evdopreBiov okevdopatog daratumumab
(50,0%). Aopdéers fubpov 3 1 4 eppavictnrav emiong e TaPOROIES GVYVOTTEG HETAED TOL

Vm0d0pLon szuaﬁuamg DARZALEX ( 11,7%) ko1 tov svﬁoguks[iwl) oxeuacparog daratumumab

(14,3%). Ot nspwco‘rspsg kolpw?’;stg fav avnpswmlcuwg Kot Gmavio: oSanuv og dokom)
g Bepomeiog. H avevpovia frav n mo cuxva avagepduevn Aoipwén fudpovd 3 1 4 ot Oreg Tig

HeAETES. Te eheyyOpEvES He SpoTIKO QappaKo pPEETES, drkom TG Bepaneing Aoym AopdEemv

mpoékvye 6To 1-4% v acbevav. Ta tepiotatikd Bavatgopwv Lotpdtewy opeitoviay kuping

GE TVELPOViaL Kat Gyopic.

Zoug acbeveig pe moAhamhodv puéhopa mov haPav Bspansio Guvdvacpol pe evdopreping

JOPNYOVUEVO daratumumab, avaépinkay ta e&Ng:

Aowpdéers Babpov 31 4

Mehéteg oe aobeveig ps vrotpomalovea/aviektiky voso: DVd: 21%, Vd: 19%, DRd: 28%,

Rd: 23%, DPd: 28%

Mehéteg oe veodyvaabévieg acbeveig: D-VMP: 23%, VMP: 15%, DRd: 32%, Rd: 23%,

D-VTd: 22%, VTd: 20%

AopdEers fabpov 5 (pe Bavaedpo kotdingn):

Meléreg oe aobeveis pe vmotpomalovsa/aviextian vooo: DVd: 1%, Vd: 2%, DRd: 2%, Rd: 1%, DPd: 2%

Meh.res o veodayvadévres acBeveig: D-VMP: 1%, VMP: 1%, DRd: 2%, Rd: 2%, DVTd: 0%, VTd: 0%.

e aobeveig pe moAhamholdv poéhopa mov Elapay Bepomeio suvvacpoD e VTOdOPLO GKEVOGHN

tov DARZALEX, avagéptnkav ta eég:

Aowpdéerg Babpov 3 1 4: DPd: 28%, Pd: 23%

Aopdées Babpod 5 (pe Bavatneopo katdinén): DPd: 5%, Pd: 3%

Ynopvnpo: D=daratumumab, ~ Vd=Boprefopipmn-Segupebalovn, Rd=hevaldopidn-

deapebalovn, Pd=mopotidopion-detapedalovn, VMP=Poptelopipmm-perpadvn-mpedvilovn,

VTd= optelopipmm-Bodidopidn-oeupedulovn.

Te acbeveig pe AL apvrogidwon mov Ehafav Bepameio cuvdvocpob pe vodopto okedasa TOL

DARZALEX, avagéptnkay ta e&ig:

Aowpiéeig Babpod 3 1 4: D-VCd: 17%, VCd:10%

AowdEerg Babpov 5: D-VCd: 1%, VCd: 1%

Ynopvnpa: D=daratumumab, VCd=Boprelopipmn-kvkhopawcpapion-detapedalovn

Awolvon

Ynapyer Oeopntikog kivéuvog apoivong. o mpaypotomotsitor Guvexng mapakorovinem

AVOPOPIKA [E OVTO TO GNUOL AGPUAEING 6TIG KMVIKEG HEAETEG KOl GTOL METEYKPLTIKG dEJOpEVELL

TOV APOPOVY TV AGPAAELDL.

Kapduakég Swrapoyés kot Kapﬁlopuomeem oyenlopevn pe AL aporosidmon

H mhetoymepio tov acbevav oty AMY3001 &ixe kapdiopwondbeta oxenilopevn pe AL apu)\osléwm]

omy svupén g perémg (D-VCd 72% évovn VCd 71%). Kapﬁlm(sg Swrapoyés fabpov 3 1 4

mopovatdotray 610 11% tev ashevidv mov éhapav D-VCd oe U\rprlo‘r] pe 10 10% t0v acbeviv

mov £hofav VCd, eve cofapég kapdiakég Smapaxag TopOVGIAGTKAY 610 16% évavrt Tov 13%

T0v acfevdy mov éhapav D-VCd ku VCd, avristoye. Ot coPopés kapdiakég Sla‘rupaxag oL

TOPOVGIAGTIKAY G€ > 2% TV acbevav meptehdpfavay kopdiakn averdpket (D-VCd 6,2% évavi

VCd 4,3%), kapdraxiy avaxor} (D-VCd 3,6% évavr VCd 1,6%) kon kodmikn) pappapoyn (D-VCd

2,1% évavrt VCd 1,1%). Okot ot (xceevsig mov éapav D-VCd o onoiot eppavicay coPapés 1

eavam(pop% Kapdiakég Sutapoyés siyov kapdopvondbelo oyeTilopevn pe AL opwrogidmon

Katd mv évapén mg peréme. H psyah)tspn Sidpeon 5l(lpKEl(1 g Bepanciog 610 okédog D-VCd

3 (ruprwq e TO GKalog VCd (9,6 pives évavet 5,3 pmvav, ﬂV‘EIG‘L'Ol)(ﬂ) Oa mpémet va kauﬁavewl

umdyn rav: ovykpiverar 1) ouyvdmre TV Kapdlakdy durtapaydv avipeoa otg dbo opddes

Bepameiog. To mpocuppocpeva 6Ty £kBeo) T0600Td emintmong (apBpog acbevav pe To coppav

avé 100 avBpomopiives 6e kivduvo) Tmv GuVOAKGOV Kapdlakdy Stotapoy@v Bubpod 314 (1,2 évave

2,3), mg kapdrakng avendpketag (0,5 évavat 0,6), ™g kapdiokng avakomg (0,1 évava 0,0) kon g

kohmuang pappapuyng (0,2 évav 0,1) frav cuykpicia oo okéhog D-VCd évavti tov okéhovg VCd,

avtioToly.

Me digpeon mapakorovBnon 11,4 pnvav, ot guvolkoi Bdvaror (D-VCd 14% évavr VCd 15%)

om pekém AMY3001 ogeidovav kuping og kapdiopwonddsia oystilopevn pue AL apviosidoon

Kot 670, 300 oKEMN Bepansiog.

Aot g1dwkoi minbucpof

Tmv perém eaong [T MMY3007, 1 omoia cuvékpive T Bepomeion pe D-VMP pe m Bepomeio

pe VMP ot (wesvsig pe vsoﬁwwvuxceév TOAAOTAOVY p\)ékwuu ot omofot dev HTav KatdAknhot

Y100 @VT6ROYN PETAPOCHEVOT UPYEYOVEY GIHOTOMTIKAV KUTTAP®Y, 1 avihuon acgéheiag ™mg

Unoopaﬁag 10V achevov pe Bu@uo)wvm hertovpykng katdotaong kot ECOG 2 (D-VMP:

n=89, VMP: n=84), jrav 6& Guppovia jie T0v GUVOALKO TANBUGHO.

Huxiopévor acbeveig

Anb tovg 3 549 aobeveig mov Ehafav daratumumab (n=832 vmodopiwg, n=2 717 evdopreping)

o cuvicTdpevn oo, 10 38% Nrtav and 65 wg kGt TV 75 £Tdv, Kar 16% ftav 75 etdv

N peyohotepol. Aev mapotnpiifnkay cuvolikd Stopopés otV amotedespatikOm o Pacet

™m¢ nhiog. H cuyvomra eppdviong cofapdv avembountov evepyeidv nrav vyniotepn

GTOVG HEYOADTEPOVG GE ALKID GUYKPLTIKG PE TOVG VeoTeEpoLg noBeveis. Metalhd tov acbevov

He unorpomaiov Kot avBektikd morhamhodv pua)»wua (n=1 976), ot mo ovyvég coPupig

avemOOITES EVEPYELES TOL TUPOLCIAGTIKAY GUXVETEPE 6TOVG AIKIOPEVOUS (NAIKiGG > 65 ETMY)

fov wvsupovta Ko onyorpio. Metagd tov acbevdy pe vaoﬁlw/vwcesv ToAAOTAOVY puskwpa

01 070101 NTAV AKATAAANAOL Y10 GVTOAOYN PETAUOGYEVCT) UPXEYOVOY ALHOTOU|TIKGY KVTTAp®Y

(n=777), 1 mo cuyviy coPapn avemBOUNTH EVEPYELDL TOV TAPOVGLAGTNKE MO GUYVE GTOVG

nhkiwpévoug (Mikiag > 75 £16v) r']wv mvevpovia. Metag&h tov aobevav pe veodwryvosheion

AL a;wkoalﬁwcr] (n=193), n mo cvyvy coﬁapq uvsmeupnm EVEPYELDL TIOV TAPOVGLAGTIKE TTO

GUYVA 6TOVG NAKLOpEVOVS (MAkiag > 65 eTdv) 1 Trav. TVEDHOVIQL.

Avogopd mbovokoyodpevev avemBountov evepyeidv

H avagopd mOavokoyolpevav avembopnrov evepyeidv petd omé m yopiynon ddelog

KuKkhogopiag oV QuppokevTIKoY  mpoibviog eivar onuavtiky. Emtpéner m  ovveyd

Tapakorovbnon mg oyEeNs 0PEROVG-KIVEHVOD TOV PAPHOKEVTIKOY TPOioVTOG. ZNTeitan amd Toug

emayyehpotieg vyslog va avapépovy omoleadnmote mhavoroyodpeveg avemBounteg evépysieg

pésw tov EBvikod Opyavicpon

Dappdxov, Mecoyeiov 284, GR-15562 Xohapyos, Abivae. Tnd: +30 21 32040380/337, dag: +3021

06549585, Iototomog: http://www.eof.gr.

KATOXOZX THEZ AAEIAY KYKAO®OPIAX

Janssen-Cilag International NV, Turnhoutseweg 30, B-2340 Beerse, Béiyto

APIOMOX(OI) AAEIAX KYKAO®OPIAX EU/1/16/1101/004

HMEPOMHNIA ANAGEQPHEIHE TOY KEIMENOY 02 Iovviov 2022

Aemtopepeig mAnpogopies Yo 10 TAPOV PUPHAKELTIKO TPoioy eivan Sbécipes 610 SIKTLAKO
10m0 Tov Evpwmnaikod Opyavicpod Goppdkev: http://www.ema.europa.eu.

TPOIIOX ATAOEXZHE Mg epropiopévn tatpikii suvroyn: MOvo yuo vosokopetak ypiion amd
YwTpd pe Katdhnin edikevon ko epmerpia.

YYEZKEYAXIA / TIMH
Hsprexruconra [ Méyedoc ovowevasias | Noooxopmcituni | Awvwi tysi |
| INJSOL 1800MG/VIAL (120 MG/ML) | BTxIVIAL x 15ML 4.178,09€ | 502423 |

Ta epioc6TepeS TANPogopies Tapakahovie enkovaVioTe
pe v etoupeio Janssen-Cilag @appakevtich A.E.B.E.,
A. Epijvng 56, 151 21 ITebkn, ti. 210 8090000.

Bon@rioTe va yivouy Ta pdppaKa mo aopahr Kat
Avagépete
OAEE Tig avemupnTes evépyeieq yia
AA Ta paka
SupmAnp@vovrag Ty «KITPINH KAPTA»



NREP

belantamab
mafodotin

Made for This Moment

Target BCMA for RRMM

INDICATION: BLENREP is indicated as monotherapy for the treatment
of multiple myeloma in adult patients, who have received-at /east
four prior therapies and whose disease is refractory to. at least one
proteasome inhibitor, one immunomodulatory agent, and-an anti-CD38
monoclonal antibody, and who have demonstrated disease progression
on the last therapy. '

Reference: 1. BLENREP (belantamab mafodotin) Summary of Product Characteristics, January 2022.

O1 o ouyvég avemBupnTeg evépyeleg eivat: kepatoeildonabeia, BpopBonevia, avaia, oupBdavta Baummg dpacng kat vautia'
Mpwv T cuvtayoypddnon oupBouleuteite v Mepilnyn Xapakmpiotkav Tou Mpoidviog n onoia ERMEPIEXETAL OTIG EMOPEVES
oelibes. A.T: 7.846,85€. % emuxoprjynong ano Toug opyaviopoUs Kovmvikav acpadioewv: 100%, katomy éviagng Tou mpoioviog
otov Katdhoyo Anodnutolpevev @apudkav. Meplopiopevn atpikr ouvtayn. H éviagn g Bepaneiag yivetal g VOGOKouED Kat
umopel va cuveyiletal kTG Voookouegiou und v mapakoAoudnon edikol 1atpol. Ta avwTépw IoYUOUV KATA TNV NUEPOUNvia
olvtagng ¢ kataxwpnong. Mapakaloupe EMKOWVWVIOTE P TNV eTaPEia yia empBepaiwon Mpwe evnuepwuévav dedougvav,
yia onoladrinote mnpogopia r/kat avapopd AvemBipuntwv Evepyeidv oto TAédwvo 210 6882100.
PM-GR-BLM-ADVR-220001 [XXYX 4/2022-4/2023

Ta eunopikd orpata avikouy 1 €xouv napaxwpnBei otov Outho etaipeidv GSK.
©2022 ‘Opog etaipeiv GSK 1 Sikatortapoyog tou Opiou GSK.

Bon@rjote va yivouv ta @dppaka mo acpali kat Avagpépete

A. Kndioiag 266, 15232 Xardavdpl, Abriva, OAEZ g (lVEIIlOI:I!JI]‘I’E( evépyzieq yia ONA Ta pdppaxa
ZupmAnpwvovtag tnv «KITPINH KAPTA»
-




NEPIAHWH TQN XAPAKTHPIZTIKQN TOY MPOIONTOZ

W To gappako autd TeAei ud cuPTTANpWATIKY TTapakoAoUBnan. Auté Ba emTpéYel TO yPryopo TIPOCBIOPITUG VEWV TTANPOPOPIWY aoPAAEIas. ZnTeital amd Toug
€TTaYYEAUATIEG UyEiag va avagépouv oTroleadnTToTe TIBaVOAOYOULEVES aveTTIBUUNTES VEPYEIES. BA. rapdypago 4.8 yia Tov TpaTTo avagopds avemiBUINTwy EVEPYEILV.
1. ONOMAZIA TOY GAPMAKEYTIKOY MPOIONTOZ: BLENREP 100 mg k6vig yia TTukvo SiGAupa yia TTapaokeur SIaAJPaTog Tpog Eyxuon

2. MOIOTIKH KAI MOZOTIKH LYNGOEZH: Eva giohidio kévewg mepiéxel 100 mg belantamab mafodotin. Meré thv avacUoTaon, 1o d1GAupa Tepiéxel 50 mg belan-
tamab mafodotin avé mL. To belantamab mafodotin ival éva oUleuypa avTiowpaTog-@apuakou TTou Trepiéxel belantamab, éva agoukoluhiwpévo avBpwToToinuévo
povokAwvikd avtiowpa IgG1k 1Bk yia 1o avtiyévo wpipavang Twv B kuttépwy (BCMA), Tou Trapdyetar xpnaluotolwvtag Texvohoyia avacuvduacpévou DNA oe
kuttapikn oeipd BnAaaTikwy (QoBrkn Kivedikou Kpiknou), To otroio ivar ouleuypévo pe paeipidokampoUAikr povopeBulaupiatarivn F (maleimidocaproyl monomethyl
auristatin F, mcMMAF). a Tov TAfjpn kaTéiAoyo Twv ekdoxwy, BA. Tapaypago 6.1.

3. ®APMAKOTEXNIKH MOP®H: Kovig yia mrukvé didhupa yia Trapackeun Siakdparog pog £yxuon (kovig yia rukvé didAupa). Avogirommoinpévn Aeukr €wg Kitpivn
KOVIG.

4. KAINIKEZ MAHPO®OPIEZ: 4.1 Ospamreutikég evdeigeig: To BLENREP evdeikvutal wg povobepameia yia Ty avTieTwmian Tou ToAaTAoU pueAwpaTog ae VAAIKEG
acoBeveig, o1 otroiol £xouv AdBeI TOUAGYITTOV TEGTEPIG TTPONYOUNEVEG BEPATTEIES KA TWV OTTOIWV 1) VOOOG €ival AVBEKTIKN GE TOUAGXIOTOV Evav avAaTOAED TTPWTEACWHATOG,
£vav avoooppuBuIOTIKG TTapayovTa kal éva HovOKAWVIKG avTiowya anti-CD38 kai o1 otroiol £xouv epgavioel e6EAIEN Tng voaou kard T didipkela Tng TeAeuTaiag Bepareia.
4.2 Aooohoyia kai TpoTog Xopiynong: H Beparmeia pe BLENREP Ba mpémel va &ekiva kai va emiBAETeTal ammd 1aTpoUg e EUTIEIpIal TNV VTIETWTION TOu TIOAATTAOU
MUEAQUATOG. ZUVIOTWLEVN UTTOOTNPIKTIKK @povTida: O acBeveig Ba mpémel va utroBarovral oe opBaApoloyikn ecETaon (GupTEpIANAUBAVOUEVNG TNG EEETATNG OTITIKNAG
oguTnTag Kal TG €&ETaong pe oxIopoeidn Auxvia) amé o@Bauiatpo katd v évapn g Bepareiag, TPV aTmé Toug eMOUEVOUG 3 kUkAOUG BepaTreiag, KaBwg kal 6TTwg
evoeikvutal kAivika katd m diapkeia g Bepameiag (BA. mapdypago 4.4). Or 1atpoi Ba Tpémel va GuCTAVOUV aToug aOBeVEiG va XopnyoUv Texvnté dAKpua Xwpig
ouvinEnTIKG TOUAGYIOTOV 4 QOPEG TNV NUEPQ, EEKIVIVTAG aTTO TV TIPWTN NEEPA TNG EyXUONG Kal auvexicovtag péxpl Tnv oAokAjpwan Tng Bepareiag, kabwg auto
TTOPET VOl JEIWOEI TO GUPTITWHATA aTTd Tov KepaToeldr (BA. apdypago 4.4). 'a Toug acbeveig pe oupmwpara {npopbahpiag, uTropei va egeTaaTei n xprion mpoabeTwy
Bepameiwv gUPQwva pe TIg auaTdaeig Tou opBauidtpou Toug. Aogohoyia: H ouvioTwpevn d6an Tou BLENREP gival 2,5 mg/kg xopnyoUpevn wg evBo@AERIa éyxuan pia
Popa kabe 3 eB0OUAdES. TUVIOTATAI N GUVEXION TnG Bepameiag £wg TV ePPAvion eEENIGNG NG vOoou i un amodekTAG TogIkATNTAS (BA. TTapaypago 4.4). Tpomomoifaeis
1m¢ 66ang: O1 GUVIGTWYEVES TPOTTOTIOINTEIG TNG GBONG YIa AVETIBUUNTES EVEPYEIEG ATTO TOV KEPATOEIDN TTapouaiddovtal atov Mivaka 1. Z1ov Mivaka 2 rapouaiadovrai ol
OUVIOTWHEVEG TPOTTOTTOINTEIG TG BOONG YIa AMEG aveTTIBUUNTEG EVEPYEIES. AVTIIETWITION TwV QVETTIBUUNTWY EVEPYEIWV aTTO TOV Keparoeidn: O avemBiunTeg evépyeieg
amoé Tov kepaToeldr| pTmopei va TepIAauBavouv euprpara kard v opBahpoloyiki egétaon kailfy peraBorég oty ommikh ofutnTa (BA. mapaypagoug 4.4 kai 4.8). O
Bepdmwy 1aTp6g Ba péTel va emaveteTalel Tnv €kBean TG o@BaAuoAoyIKAg EEETaang TpIv amd T xoprynan g d6aong kai Ba mpémel va kaBopidel ) d60n Tou BLEN-
REP pe Baon Tv uywnAdTepn Katnyopia Tou avagépetal anv ékBean yia Tov o coBapd mpoaBeBAnuévo opBaAud, kaBwg evdExeTal va unv £xouv TTPoaBAnBEi kai ol
dUo opBaAuoi atov idlo Babpd (Mivakag 1). Kard tnv opBaAuoloyikn e&étaan, o opBayiatpog Ba mpémer va agioloyei Ta akdAouba: © Ta eupApara Tng e&ETaong Tou
KepaToeIdoUg Kai T peiwan g BEATIOTNG dlopBwuévng oTITIKAG o§utnTag (BCVA). » Eav umapyel peiwan g BCVA, Ba mpémel va TpoadiopiaTei N ax£0n Twv EUpnUaTWY
G ¢éTaong Tou kepartoeidoug pe To BLENREP. ¢ H katmnyopia pe Tnv uwnAétepn BabuoAdynan yia autd Ta eupripata Tng egéTaong kai n BCVA Ba mpemel va avagépovial
aTov BepdmovTa 1aTpod.

Mivakag 1. Tpomomoifoeig TNG 56aNG yio avemBUPNTES EVEPYEIEG ATTO TOV KEPOTOEIDN

Karnyopia® EupnApara opBaAporoyikig e§éTaang LUVIOTWHEVEG TPOTTOTIOINCEIG TG 5OaNG
‘Hmia Euprjuara eééraong keparoeidous Yuvéyion TG Bepameiag aTnv Tpéxouca dan.
‘Hmia emimoAdg keparogidommabeia®
MeraBoAr g BCVA
Meiwan amé mv évapgn kard 1 ypappr amv Ommikh OguTa Snellen
Mérpia Euvprjuara eééraong keparoeidous AvaoToAr) TG Bepameiag Ewg Tn BeATiwon Twv eupnudaTwy TG eE€Taong Kai
Métpia emmiToAng keparogidotabeia® NG BCVA ot Amiag Baputrag i xapnAdtepn.
MeraBoAr g BCVA EgetdoTe 10 evdexOUEVO ouvEXIong TnG Bepareiag ot pelwpévn 66on 1,9

Meiwaon amé v évapén kard 2 1y 3 ypappég (kar Otk OgumTa mg/kg.
Snellen dx1 xeipdtepn amoé 20/200)

ZoBapn Eupripara ffémcr]g Keparoeidoug AvaoToh g Bepameiag éwg T BeATiwon Twv eupnpatwy Mg egETaong ka
Yopapr emmoAng keparoeidomabeiad G BCVA ot fimiag Bapudtnrag i xaunAdtepn.
Avwpahia Tou emBnAiou Tou KepaToEIdOUG® Emri emdeivwong Twv CUPTITWHATWY TToU dev avTaTTokpivovTal TV
MeraBoAr g BCVA KaTGAANAN QVTIPETWTTION, EETATTE TO EVOEKOUEVO SIOKOTTAG.

Meiwan amé mv évapgn Kard TepIoo6TEPEG Ao 3 YPaPPES TNV
Ommikiy O¢utnTa Snellen

2 H kamyopia Bapumtag opietal amd Tov o oofapd mpooBePAnpévo opBaAud, kaBwg evoExeTal va unv €xouv TpoaPAnGei kai ol dUo opBaAuoi atov idio Babuo. ©
‘Hmia emimoAig KepaToedoabeIa (Tekunpiwpévn EmdEivwan amo Tv évapdn), W f xwpig cuptTwpara. © Mérpia oA KepaToeIdoTTaBEIa e 1 XwPig avopoIOHOPPES,
opoIAJouCES e PIKPOKUOTES evamoBéaeig, umoemBnAiakr B0Awan (TEPIPEPIKR) 1 vEA TrepIpepIKi BoAepdTTa Tou aTpwpATOG. ¢ ToBapr EMITOARG KepaTOEIBOTTABEIC
HE 1) XWpig DIAKUTES, OOIAJOUTES PE MIKPOKUOTEG EVATTIOBETEIG EUTTAEKOVTAG TOV KEVTPIKG KepaTOEIDN, UTTOETIONAIOKK BOAWAN (KEVTPIKI) A vEa KEVTPIKF BoAepdTnTal TOU
oTpwHaTog. ¢ H avwualia Tou kepaToeidoUg ptmopei va 0dnyAael ae EAKN Tou KePATOEIDOUS. AUTA TIPETTEI VO QVTIPETWTTICOVTAI GETT KAl GUQWVA PE TIG KAIVIKEG EVOEIEIG
amo évav opBayiarpo.

Nivakag 2. TpoomoINaeig TG d6ang yia dAAeg avemiBIpNTEG EVEPYEIEG

AvemBOpNTN evépyEla BapitnTa LUVIOTWHEVEG TPOTTOTTOINTEIS TG 5OaNG
Opoppomevia BaBpou 2-3: EgetaoTe 0 evdexopevo avaaToAig Tng Bepareiag e BLENREP kau/f peiwong g 86ong Tou
(BA. mapdypago 4.4) Ap1Bu6g aipometahiwy 25.000 | BLENREP ato 1,9 mglkg.
€wg KaTw Twv 75.000/p1kpdAITPO
Babpou 4: AvaoTolrg g Bepameiag e BLENREP éwg T BeAtiwan Tou apiBuol Twv aipoteTaiwy oe Badud
Ap1Bu6g alpomeTahiwy kétw amé | 3 ) kaAlTepo. EEeTaoTe TO evdeEXOUEVO TUVEXIONG TNG Bepaeiag o€ pelwpévn doan 1,9 mg/kg.
25.000/p1kpOAITpO
AvTIdpdoeig OXETICOEVEG Babuol 2 Mpoowpiv dIaKOTI TG £yXUaNG Kal TTapox!} UTToaTNPIKTIKAS Bepameiag. MeTé Thv amodpopn Twv
He v €yxuon (HéTpIEG) OUUTITWUATWY, OUVEXION TnG Bepareiag e XaunAdTepo pubpo €yxuang Kard Touldyiotov 50%.
(BA. mapdypago 4.4) Babuol 31 4 Mpoowpiv SIAKOTIA TG £yXUaNG Kal TTapox!} UTToaTNPIKTIKAG Bepaeiag. Meté Thv amodpopn Twv
(ooBapég) OUUTITWUATWY, OUVEYION TNG Bepareiag e XaunAdTepo puBpo Eyxuang Lelwpévo kard TouAdyIoTov
50%. Z€ TePITTWON AVaQUAAKTIKAG avTidpacng f ameIAnTIKAG yia T (i avtidpaong atnv yxuan,
oploTikA dlakoTmm TG £yxuong kai evapén katdAAnAng emeiyoucag gpovTioag.

(0] avemeuumag evepyeieg Babuoroynbnkav oluguwva pe Ta ZuvAbn Kpimpia Opoloyiag yia ta AvemniBiunta Zupavia Tou EBvikou 15pouarog yia Tov Kapkivo (CT-
CAE). Eiikot mAnbuaioi: HAikiwpévor: Aev amrauteital poaappoyr g 80ang oe nAikiwpévoug aobeveig (BA. apaypago 5.2). Nepikrj duoAeimoupyia: Aev amaiteital
TIpoadppoyn TG 60ang ot aaBeveig pe AMa éwg PETpIa ve@pikn duaAemoupyia (eGFR 130 mL/min). Ta dedouéva ot aaBeveig ue gopapr| ve@pikA SuaAemoupyia dev
eival €TapKn yia va utoatpigouv pia auatacn yia mn docoAoyia (BA. Tapaypago 5.2). Hmarikr duoAsiToupyia: Aev amaiteital mpooapuoyr g d6ang o€ acbeveig
e fma nmariky duoAemoupyia (TiuA xoAepuBpivng peyaAiTepn amo 1o ULN €wg pikpotepn A ion pe 1,5 x ULN A aomaptiki tpavaauivéon [AST] peyaAitepn amo
70 ULN). Ta Sedopéva oe aoBeveig pe pérpia nmamikr duoAermoupyia Sev eivan emapk kai dev uTrdpyouv dedopeva oe aoBeveic pe ooBapr duahermoupyia yia va
umoapicouv pia alaTaon yia T ogohoyia (BX. Tapdypago 5.2). Swpariko Pdpog: To BLENREP dev éxel pehemnbei oe aoBeveic pe owpariko Bapog < 40 kg 1 >
130 kg (BA. mapaypago 5.2). Maidiarpikés mAnbuopog: H aoedheia kai n amoteAeaparikomra tou BLENREP ge maidid kai epriBoug nAikiag karw Twv 18 etwv dev
éxouv Tekunpiwdei. Aev umapxouv diaBéaipa dedopéva. Tpdmog yopiynang: To BLENREP mpoopiderar yia evBogAéBia xprion. H avaguaTaon kai n apaiwon tou
BLENREP mpémel va mpayuartomrolouvial amé évav emayyeAparia uyeiag mpiv amd ) xopfiynon wg evooeAéRia eyxuan. To BLENREP Ba mpémer va xopnyeitar pe
gyxuan ot diaoTnua TouhdyiaTov 30 Aetrtwv (BA. Tapdypago 6.6). 4.3 Avtevdeieig: Ymepeuaiobnaia oTn dpacTiki ouaia A o€ kaTToI0 AT Ta £KSOXA TTOU avapEpovTal
oTnv Tapaypago 6.1. 4.4 Eidikég mpoeidomoinaeig Kal Tpo@uAdgeig katd Tn xpAon: [xvnAaoiuétnta: Mpokelipévou va BeATiwBei n 1xvnAaoiuétTa Twv BIOAOYIKMY
(QOPHAKEUTIKWY TTPOIOVTWY, T0 Gvoua Kal 0 apiBpdg TapTidag Tou XopnyoUUevou GAPPAKOU TTPETTEI VA KATAYPAQETAI e GaQAveld. AVETIBUUNTEG EVEPYEIES ATIO TOV
keparoeidr: AvemBuunteg evépyeleg amod Tov kepatoeldn xouv avagepBei pe T xprion Tou BLENREP. O o ouyva avagepdueveg avemmBuunTeg evEpyEIEG ATav
kepaToeIdoTréBeIa 1y opoIaZouaeg e PIKpoKUaTEG EMBNAIOKE ETABOAEG OTO £TMIBAAIO TOU KepaToeldoUg (OTTwg diammiaTwvovTal aTnv o@BaApoAoyIK eEETaon) e f xwpig
peTaBoAég atnv oTITIKK 0€0TNTA, dpacn BapT Kal cupTITwuaTa Enpopbaipiag. Or aobeveig pe 10TopIkG EnpopBaAuiag ATav o EMIPPETTEIG TV aVATITUEN PeTABoAWY OTO
emBAAIo Tou kepartoeldoug. O1 PeTaBoAég anv oTTIKA o§UTNTa EVOEXETAI Va OXETICoVTaI Pe duakoAia aTnv 0dfiynan f aTov XEIPIOUO pnxavnuatwy (BA. mapaypago 4.7).
O1 opBaluodoyikég &eTaaeig, auptepihapBavopévng Tng agloAdynang Tng oTTikAg ogUTnTag Kai Tng e&ETaong pe axIouoeldon Augvia, Ba Tpémel va TTpayparotrolodvTal
KkaTd v évapgn, Tpiv amd Toug emopevoug 3 KUkhoug Bepameiag kar katd T Sidipkeia TG Bepareiag, omwg evoeikvutal KAvikd. Or aoBeveig mpémel va oupBouhetoval




OTWG XopnyoUv TexvnTa dAKpUa XWPi§ auvTneNTIKG TouAayiaTov 4 @opég TV nuépa katd T didpkeia Tng Bepareiag (BA. mapdypago 4.2). O1 acbeveic Ba mpémel va
amo@elyouv va xpnaluotololv gakoUs emaeng éwg 1o TéAog Tng Bepameiag. 21oug acbeveic TTou eugavifouv kepatoeldomabela e N Xwpig LETABOAEG aTnV OTITIKA
ogUnTa evOEKETAI va amaiTeital Tpotrotroinan g d6ong (kabuaTtépnan kai/f peiwan) A Siakotn g Bepameiag pe Paan ™ Paplmra Twv eupnudtwy (BA. Mivaka 1).
‘Exouv avagepBei mepITOoEeIg eppaviong EAKoug Tou kepatoeldoug (eAkwdng kai Aoipwdng kepartitida) (BA. Tapaypago 4.8). AuTa TIPETTEI val QVTIPETWTTICOVTAI GETT Kal
OUMOWVA LE TIG K)\lvu(ég svésiiug amd évav opBahpiarpo. H Bepameia pe BLENREP Oa TipeTe va diakoTITeTal Tpoowpiva Ewg v EToUAWGT) Tou EAKOUG Tou KeparToeiSodg
(BX. Nivaka 1). OpouBomevia: ZupRavra Bpopomeviag (BpouBomevia kar peiwpévog apiBuog apometahinv) avapépnkav ouxva o peAémn 205678. H BpopBomevia
umopei va odnynoel o€ ooﬁapa aigoppayikd gupPavra, oupmepiAapBavopévng Mg aipoppayiag amo Tov YAoTPEVTEPIKO GwANvVa Kal TG eVOOKPAVIAKNG aipoppayiag.
Kara mv évapén mg Bepareiag Ba mpemer va mpayparomomeei yevikn e6Eraan aiuarog, n omoia Ba mpémel va mapakorouBeirar kata T Oidpkela TG Bepareiag, Twg
evdeikvutal kAIvika. Or aaBeveig ou epgavifouv BpopBomevia Babuou 3 fi 4, 1 exeivol TTou AapBavouv ouyxopnyoUUEVEG QVTITINKTIKEG BepaTTeie, YTTopei va XpAjouv
M0 GUXVAG TTapakoAoUBnang kai Ba TpéTel va avtiyeTwridovtal pe kaBuatépnan f peiwan mg 66ang (BA. Mivaka 2). Oa mpémel va TAPEXETaI UTTOOTNPIKTIKN BepaTeia
(T.X., peTayyioeig aipotreTahiwy) aUpQuva e TNV KaBIEPWHEVN 1aTPIKA TTPAKTIKY. AvTIdpaoelg oxXeTI(OUEVES e TNV Eyxuan: Exouv avagepBei OXETICOMEVES PE TNV EyXUan
avtidpdoeig (IRR) pe 1o BLENREP. O1 mepioootepeg IRR rtav BaBuol 1-2 kar amédpapav evidg tng idiag nuépag (BA. mapaypago 4.8). Edv katd m didpkeia g
X0oprynong EUQaviaTei OXeTICOMEVN e TNV €yxuan avtidpaon Babuou 2 rj peyaAlTepou, PEIWOTE Tov PUBHO Eyxuang N diakdwTe TV €yxuan avaloya pe m Bapdtnra
TWV OUPTITWUATWY. ZeKIVAATE KATAANAN 1aTpikn Bepareia kai EekIvATTE €K VEOU TV €yxuan o€ xaunAdtepo pubud, edv n katdoTaon Tou acgbevolg eival oTabepn. Ze
mepimmwan eppaviong IRR BabuoU 2 fi ueyahutepou, XopnynaTe TTPOKATAPKTIKA GAPHAKEUTIKA aywyn yia Tig emopeve eyxuaelg (BA. Mivaka 2). Mveuyovinda: Mepimmwoeig
TIVEUPOVITIONG OTTd auBdpunTeG AVAPOPES KAl TIpOYPApuaTa Tpwiung TpdaBaong aabeviy, auptepiAapBavopévwy Bavamedpwyv aupBaviwy, £xouv Trapatnpnbei pe
10 BLENREP, av kar dev €xel Tekunpiwbei amoloyiki auayérion. Mpémer va Tpayuatotoieital agloAdynan acbeviv pe vea fi €mOEIVOUPEVA AVEGAYNTA TIVEUHOVIKG
oupTITWMaTA (TT.X. BAXaS, dUCTIVOIQ) yia va aTrokAEIOTe N TBaveTnTa TveupoviTidag. Xe TepiTmwan utroyiag Tveupovitidag BaBuou 3 f uynAdtepou, To BLENREP 8a
TpETel va diakotei. Eav emBeaiwdei veupovinida BaBpou 3 1 uwnAdTepou, Ba TrpéTel va Gekiviael n katdAAnAn Bepameia. To BLENREP Ba mpétel va ouvexioTei pévo
pETG amé agloAéynon Tou ogéAoug kai Tou KivaUvou. Ekdoxa: Autd To QapUOKEUTIKO TIpOidv TrepIExel AiyoTepo amméd 1 mmol varpiou (23 mg) avé d6an 100 mg, SnAadn
ouclaoTikG Bewpeital «eAeUBepo vaTpiouy. 4.5 ANAnAemIdpaceig pe GAA QapPaKeUTIKG TPOIOVTa Kal GAAEG poppég aAAnAeTridpaang: Asv Exouv TipayuaToTroinBei
emionueg peAéteg aMnAemidpaong e To belantamab mafodotin. Me Baon ta diaBéaiua in vitro kai kAivika dedopéva, UTIGpXE! XOUNAGS KivOUvVOg GaPHAKOKIVATIKWV fy
@apuakoduvapikwy aAMnAemdpdccewy yia 1o belantamab mafodotin (BA. Tapdypago 5.2). 4.6 FovipéTnTa, KGNON KOl yohouyia: [uvaikeg o€ avamapaywyikn nAikia/
AvtiouMnyn og Gvdpeg kai yuvaikeg: [uvaikes: H katdataan wg Tpog TV KUNGT Twv YUVaIKwy o€ avammapaywyikl nAikia 8a mpémel va emraAnBeletal Tpiv amo v
évapén tng Bepameiag pe 1o BLENREP. O1 yuvaikeg o€ avamapaywyikn nAikia 6a mpémel va xpnaiyotololv amoteAeapariki pébodo avrioUAnwng kard tn didpkeia
g Bepameiag pe BLENREP kai yia 4 priveg petd v teAeutaia 060m. Avopeg: O AvOpEeg TIOU £X0UV YUVAIKEG GUVTPOPYOUG OE avaTrapaywyikn nAikia Ba mmpémel va
xpnaoipotoiolv amoteAeapaTikr puéBodo avricUMnyng kard T diapkeia g Bepameiag pe BLENREP kai yia 6 priveg peté v teAeutaia d6on. Kinan: Aev utrdipyouv
dedopéva axeTIkd e ™ xphon Tou BLENREP ot ykueg yuvaikeg. Me Béan Tov unxaviopd dpdang Tou KuttapotogikoU auaTatikol povopeBuhaupiatarivn F (MMAF), To
belantamab mafodotin umopei va pokaAéael eupuikn BAGRN dTav xopnyeital o€ pia éykuo yuvaika (BA. mapaypago 5.3). H avBpwmivn avocoagaipivn G (IgG) ival
yvwaT6 6t diamepvd Tov TAakoUvTa. Qg ek TouTou, To belantamab mafodotin £xel Tn duvaréTTa va Tepdael amé T unNTépa aTo avamTuaadpevo EuBpuo (BA. Tapdypago
5.3). To BLENREP 0ev mpémel va xpnalyomoleitar kard tn SIGpKeIa TG KUNaNG, KTOG €AV To OPEADG yia Tn UNTEPA UTTEPTEPET TwV BUVATIKWY KIVOUVWY Yia TO £uBpuo.
Edv pia éykuog yuvaika xpeialetar va AaBel Bepateia, Ba mpéTel va evuepwoei Pe cagrvela yia Tov GUvNTIKO Kivouvo 0To epBpuo. Onhaocuog: Aev eivar yvwaTo €av T
belantamab mafodotin amekkpiveral ato avBpwmivo yaa. H avocoagaipivn G (IgG) aveupioketal aTo avBpwTivo UNTPIKG YaAa O€ PIKPEG TTOGOTNTEG. Aedopévou OTi
10 belantamab mafodotin eivail éva avBpwmomoinuévo povokhwvikd avtiowpa IgG kai pe faon Tov unxaviopd dpdang, uopei va TpokaAéael coBapeg avemBiunTeg
€vépyeleg oTa TraidIél TTou BnAddouv. Oa TIPETTEI Var GUVICTATAI OTIG YUVAIKES val SIaKOTITOUV Tov Bnhacpd Tpiv améd v évapén g Bepameiag pe BLENREP kai yia 3
pAvES PETa TV TeAeuTaia d6an. FovipétnTa: Me Béon Ta euprpata o€ {wa kai Tov unxaviopd dpdang, 1o belantamab mafodotin evdéxeTar va emmpedael ™ yoviydtnta
o€ yuvaikeg Kal avdpeg ae avamapaywyIkr nAikia (BA. Tapaypago 5.3). Qg ek ToUToU, 0 YuvaiKeg a€ avaTrapaywyIKr nAKia Tou PTropei va emBupoly va aToKTHoouV
TraI616 aTo péAAov, Ba TTpETTEN va EvnuEPwVOVTaI TTPIV aTTd TN Bepareia OXETIKA e TV Aoy TG KaTawugng wapiwv o Tng Bepameiag. ZToug avapeg ou AauBavouv
Bepareia pe autd To PApUako GUVICTATAI va KaTayugouv kai va amobnkeloouv deiypara améppatog Tpo ¢ Bepateiag. 4.7 Embpaaeig otnv IkavoTnTa 0dRynong
Kal xeipiopoU pnxavnpdrwy: To BLENREP éxel pétpia emidpacn atnv IkavotnTa 0dnynang kai Xeipiopol unxavnudtwy (BA. mapaypdeoug 4.4 kai 4.8). X1oug aobeveig
Ba pETEl va guviaTaTal va eMIOEIKVUOUV TTPOCOXT KaTd Tnv 08ynan fi Tov XeIpIoud pnxavnuatwy kabwg o BLENREP evdéxetal va emmnpedaer Ty dpact toug. 4.8
AvemiBUpnTeG evépyeieg: ZUvown Tou PogiA ag@daleiag: H aopdheia Tou BLENREP agioAoyriBnke o€ 95 aaBeveic mou éAaav BLENREP 2,5 mg/kg atn peAétn 205678.
O1 o auyvég avemBupnTeg evépyeleg (230%) Atav kepatoeidotabeia (71%) kar Bpoppotevia (38%). O1 Trio guxva avagepopeveg aopapég avetriBUUNTeS evépyeieg ATav
Tiveupovia (7%), Tupegia (7%) kai IRR (3%). OpiaTikr SiakoTrr Adyw avemBiunTg evépyelag Tpaypartotoldnke ato 9% Twv acBeviv mou éhaBav BLENREP kai 10 3%
oxerifovrav pe opBahpikég avemBUpnTeS evépyeleg. KarAoyog avemBuunTwy EVEPYEIwY a€ uop@n Trivaka: Xtov Mivaka 3 cuvowifovTar o avemBUNTES EVEPYEIEG TIOU
epgaviotnkav g aabeveig Tou éAaBav Tn ouviaTwyevn d6an Tou BLENREP Twv 2,5 mg/kg pia gopd kéBe 3 eBdopddeg. Or auxvotnteg opifovtal wg e&AG: TIOAU GUXVEG
(= 1/10), ouxvég (= 1/100 Ewg <1/10), 6x1 auyvég (= 1/1.000 Ewg < 1/100), omdvieg (= 1/10.000 éwg < 1/1.000) kar oAU omrdvieg (< 1/10.000). Eviog kdBe katmyopiag
ouxvoTNTag ELPAVIONG, KATA TIEPITITWAN, 01 avemBUPNTES EvEPYEIEG TTapaTiBevral kata gBivouca oeipd coapomTag.

Nivakag 3. Avem@UunTeg evépyeleg ou avapépbnkav o€ aoBeveig pe ToAAaTrAG puéAwpa o1 oroiol éAapav Beparreio pe BLENREP

Katnyopia/opyaviké giatnua Avem0UpnTEG EVEPYEIEG? ZuxvotnTa Emimrwon (%)
Omolouditrote BaBpol Babpoy 3-4
NOINWEEIG KOl TTAPATITWOEIG Mveupovio® oAU auyvég 1 7
Noipwén Tou avwTepou :
avaTIVEUOTIKOU GUOTAUATOG Zuyvég 9 0
AlaTapayég Tou aupoTroInTIkoU Kal Tou Aep@ikol | @pouBotrevia 38 22
ouaTAPATOG Avaigia 27 21
Aepgomeviad oAU ouyvég 20 17
Aeukotrevia® 17 6
Oudeteporevia 15 1
O@Balpikég diatapayég Kepatoeidomdbeia? 71 31
YuuBavra Bautmg dpaong oAU ouyvég 25 4
Yuppavra gnpoeBaAyiag’ 15 1
Pwrogopia . 4 0
EpeBioudg Tou opBaAuol Zuyveg 3 0
EAkwdng keparinda . . 1 1
No1pwdng kepaTiTida Oxt ouxvég 1 1
Aiarapayég Tou yaoTPEVTEPIKOU Nautia . . 25 0
Aidppoia oAU ouyvég 13 1
‘Eperog Zuyvég 7 2
AIOTOPAXEG TWV VEQPWV KA TwV 0UPOPOPWY 03V | AeukwpartivoupiaX TUXVEG 2 2
levikég diatapayég Kal KATaoTaoeIg TG 0500 Mupegia . : 23 4
xopAynong Kémwon Mok ouxvég 16 2
MapakAivikéG eGeTaTEIG ACTIOQTIKY UIVOTPAVOPEPAOT 21 2
augnuévn , .
y-yAoutapuAtpavopepdon MoAs ouxve 1 3
augnuévn
Kpearivopwagokivaon : 5 2
aUgnuévn TUXVEG
Kakwaeig, dnAnmpidoeig kai emAokeg ZXETICOMEVEG e TNV Eyxuon . : 21 3
BEPATTEUTIKWY XEIPIOUWV avtidpdoeig MoAU ouxveg




2 H kwdikomoinon Twv avemBuunTwy evepyelwv €yive pe xprion Tou MedDRA kai n BaBpoAdynon g Bapumrag éyive pe Baon ta kpimipia CTCAE €kd.4.03.
® MeprhapBavel Tveupovia kal Tiveupovia amé a6 éptmra. © MepihapBavel BpopBomevia kai pelwpévo apiBpd aipoteraliwy. ¢ MepidapBavel AcugoTevia Kai PEIWEVO
apiBud Aepgokuttdpwy. ¢ MeprhapBaver Aeukotevia Kai pelwpévo apiBpd Acukokuttdpwy. f MepiAapBavel oudetepottevia Kal Pelwpévo apiBud oudeTepo@IAwy. ¢ Me
Baon v opBaAuohoyikr e&ETaan, xapakmpiletal wg peTaporég aTo emBrAIo Tou kepaToeidoUg pe N xwpig ouptrTwuara. " MepihauBaver dmAwrria, BapTm 6paan,
pelwpévn OTITIKA o§UuTNTa KAl €KTTITWON TnG 6pacng. ' MepiAapBavel EnpopBaApia, duopopia Tou 0@BaAuol Kal kvnaué Tou o@BaAuol. | MepihapBaver aupBavia Ta
oTIoi0 01 EPEUVNTEG EKPIVAV WG OXETICOUEVA Pe TV €yxuan. O1 avTidpdaoelg oty éyxuan propei va TrepihauBavouy, evaeikTikd, Trupeia, piyn, didippola, vauria,
egaoBévion, uméptaon, AjBapyo, Tayukapdia. * MpoodiopioTnke amd acBeveic ae Ao To KAIVIKO Tpdypappa Tou BLENREP, gupmepiAapBavopévng tng HeAETNG
205678. H auyvotnta Baciletal amv €kBean o€ 6A0 T0 TPOYPAUMA.

Oepiypaor emAeypévwy avemBiUNTwy evepvelwv: AvemBiunteg evépyeies amo Tov keparoeidn: O avemBuunTeg evépyeleg Tou Kepatoeidols agiohoyABnkav atn MeAémn
205678 amoé Tov TAnBuopd acpaAeiag (n = 218), o omoiog TepieAauPave aoBeveic Tou éhapav Bepareia pe 2,5 mglkg (n=95). ZupBavia o@BaAuIKwy diatapaywv
epQavioTnkav aT1o 74% aoBeviyv Kai o TTO GUXVEG AVETTIBUNTEG EVEPYEIEG ATV KEPaTOEIBOTTABEID 1 OHOIACOUTEG e HIKPOKUOTEG eTIBNAIOKES pETaBOAES aTO emBAAID
TOU KepaToeIdoUg [BiammiaTwlnkav otnv o@BaAuooyikn e¢Eracn, pe r xwpig ouptmwparal (71%), Bautm 6pacn (25%) kar ouptwpara EnpoeBahuiag (15%). Meiwpévn
6paan (Ormiki) Ogumnra Snellen yeipdtepn amo 20/50) atov kahutepo ogpbahud avagepbnke ato 18% kai goPapn amweia opaang (20/200 1 eipotepn) oTov 0pBaAyd pe
v kaAUTepn Opaan avagépbnke 1o 1% Twy aabeviy ou Eaav Bepareia pe belantamab mafodotin. O S1GETOG XPOVOG Ewg TNV EUGAVITT) EUPNUATLIY OTOV KEPATOEIDN
BaBpol 21 eyaitepou (BEATioTn dlopBupgvn oTrmike oguTnTa 1 keparoeidomaBeia oy opBahyohoyiki eGtraan) ATav 36 nuépeg (e0pog: 19 ewg 143 nuépe). O diapeoog
XpOVOg Ewg TV aTOSpOpr QUTWY Twv EUPNPATWY GTOV Kepatoeidn firav 91 npépeg (e0pog: 21 wg 201 nuépeg). Ta eupruara aTov Keparoeidr (kepatoeidomadeia)
odfiynaav ot kabuaTépnan Tng d6ang ato 47% Twv acBeviv Kal o€ peiwan Tng d6ang aTo 27% Twv aaBeviv. To Tpia Toig ekatd Twv aabeviv diékoyav Tn Bepaeia
Noyw opBaApikiv oupBaviwy. Aviidpdoeis oxendoueves ue v yxuon: TG KAIVIKEG MENETEG, n ETTITITWON OXETICOUEVWY e TV €yxuon avridpacewv (IRR) pe 10
belantamab mafodotin otn d6on Twv 2,5 mglkg Arav 21% kar o1 TepioadTepes (90%) eppaviaTnkav kard Ty Tpwm éyxuon. Or TepioadTepe IRR avagépbnkav wg
BaBpol 1 (6%) ka1 Babpou 2 (12%), eviw 3% Twv acBeviwv eupdviaav IRR Babuol 3. 2oBapés IRR avagépbnkav aTo 4% Twv acBeviwv kai epieAdpfavav oupTtwuara
Tupegiag kai AjBapyou. O dideaog xpovog Ewg TV EUQAvion kai n Siciueon didpkeia Ty TPWTNG eppaviong piag IRR Arav 1 nuépa. Evag aoBevig (1%) diékoye
™ Bepameia Adyw IRR, €xovrag eppavioer IRR BaBpou 3 kard tnv mpwm kai ™ deltepn yxuon. Aev avagépBnkav IRR Babuol 4 1 5. OpouBomevia: XupBavia
Bpopporreviag (BpopBoevia kal pelwpévog apiBpdg aipotetTaliwv) eupavioTnkav ato 38% Twv acBeviwv Tou Ehapav Bepareia e belantamab mafodotin o d6on
Twv 2,5 mg/kg. Zuppdvra BpopBoeviag Babpol 2 epgaviotnkav ato 3% Twv acBeviwv, BaBuol 3 ato 9% kai BaBuou 4 oo 13%. Aipoppayikd cuppdvia Babuou 3
epgaviotnkav a1o 2% Twv acBeviy eviy dev avagépbnkav ouppavia Babuol 4 A 5. Aoiuwéeig: AOINWEEIG TOU aVIWTEPOU AVATIVEUTTIKOU GUCTALATOG avapépBnkav
auyva ato kAivik6 TTpdypaypa Tou belantamab mafodotin kai Arav Kupiwg Amag éwg péTpiag Bapitrag (Baduou 1 éwg 3). Epgaviotnkav o1o 9% Twv acbevwy ou
¢haBav Beparmeia pe belantamab mafodotin o 660n Twv 2,5 mg/kg. Aev avagépBnkav SAE Aoiuwgng Tou avwTepou avamveuaTikol cuoThparog. H Tveupovia ftav
n mo ouxv} Aoipwgn kar avapépbnke a1o 11% Twv acBeviv ou éAaBav Bepameia pe belantamab mafodotin otn d6on Twv 2,5 mg/kg. H Tveuyovia Arav emmiong 1o
Mo ouxvo SAE kal avagépBnke o1o 7% Twv aoBevav. Or Aolpweel pe Bavarngdpo ékBaan ogeiloviav Kupiwg ot Tveupovia (1%). Avagopd mBavoloyouuevwy
avemBuunTwy evepyelwv: H avagopd mbavoloyoUpevwy avemiBUUNTwy EVEPYEIWV PETA a6 Tn Xopriynon Gdeiag KUKAOQopiag Tou GappakeuTikoU TTpoiovTog eival
onuavtikh. Emrpémel T ouvexr) TapakoAoUBnan TG oxéang 0gEAOUGKIVOUVOU TOU QAPUAKEUTIKOU TTPOIOVTOG. ZNTEITaI OO TOUG ETTAYYEAUATIEG UYEIOG Va avagEpouV
omoleadnmoTte mBavoAoyoUpeves avemBuunTeS evépyeleg atov EBviké Opyavioud Pappdkwy (Meooyeiwy 284, GR-15562 Xohapyag, ABAva, TnA: + 30 213 2040380/337,
®ag; + 30 210 6549585, |atotomog: hitp://www.eof.qgr). 4.9 YmrepSoaoloyia: Aev umdpyxel epmelpia pe umepdoaohoyia oTig KAIVIKEG PEAETES. Agv uTrdipyel YVwaTO €101KO
avridoTo yia Tnv utepdocoAoyia pe belantamab mafodotin. Ze mepimwan umepdoagoloyiag, o aabevig Ba Tpémel va TapakohouBeiTar yia Tuxdv anpeia ) GUPTITWHATA
QVETTIBUUNTWY EVEPYEIWV Kal Ba TIPETTEN va EEKIVE apéowg KaTAAANAN UTTOOTNPIKTIKY Bepareial.
6. PAPMAKEYTIKEZ NAHPO®OPIEZ: 6.1 KatdAoyog ekdoxwv: NaTpio kiTpikd. Kitpiké 0§u. Aiidpikn Tpeahdln. AiBulevodiapivoteTpaogikd Sivarpio GAag S1udpiko.
MoAucoppikd 80. 6.2 AoupBoatotnTeg: EAAEiyer peAETWV OYETIKA e T GUPBATOTNTA, TO TIAPOV GAPHAKEUTIKS TTPOIGV Dev TTPETTEN VA avaEIYVUETAI PE GAAG GOPUOKEUTIKG
TpoiévTa. 6.3 Aidipkeia wng: Mn avoiypévo @ialidio: 3 €. AvacuataBév didAupa: To avaguaTabév didAupa umopei va @uAaybei yia éwg 4 wpeg o€ Bepuokpaaia
dwpariou (20°C éwg 25°C) 1} va puhayBei ot wuyeio (2°C Ewg 8°C) yia £wg 4 wpeg. Mnv katayUyete. Apaiwpévo diahupa: Ao pIKpoBIOAOYIKAG GTToyng, To TpOidv
TIPETIEI VO XPNCOIMOTIOIEITaI apéawg. EQv dev Xpnaipotroinbei apéawg, To apaiwpévo didAupa ptropei va @uAayBei ae wuyeio (2°C Ewg 8°C) Trpiv aTmd Tn XopARynon yid éwg
24 wpeg. Mnv karayuxete. EGv puAdoaeTal ae wuyeio, agrivete To apaiwpévo didAupa va eavéABel o Beppokpaaia Gwyatiou TPIV amoé T Xoprynan. To apaiwpévo
diGAupa Tpog Eyxuan pmropei va puAayBei oe Beppokpaaia dwuartiou (20°C éwg 25°C) yia péyiaTo di1aoTnua 6 wpwv (cupTepiAapBavopévou Tou Xpovou éyxuang). 6.4
IB1aiTepeg TPoPUAGEEIS katd TN QUAAEN Tou TPoidvTog: PuAaaaETe O€ Yuyeio (2°C Ewg 8°C). I Tig GUVBRKEG dlaTPNONg LETG TNV avacUOTAGT TOU QOPHAKEUTIKOU
mpoidvtog, BA. Tapdypago 6.3. 6.5 ®uon ka1 guaTaTikG Tou TePIEKTN: PiaAidio ammd yuahi TOTTOU 1 T@payIOUEVO e EAACTIKG TTWPA aTTO BPwHOPOUTUAIO Kail
kaAuppa ahoupiviou pe TAAOTIKG agaipoUpevo KAuppa tou Trepiéxel 100 mg kdvews. MéyeBog auakeuaaiag: 1 giaAidio. 6.6 IS1aitepeg mpo@uAGSEIg aTOpPIYNG Kal
&AAog xeipiopog: Mapaokeur diaAluarog pog éyxuan: To BLENREP eival éva KuTtapoTogikd avTIKapKIVIKO GapUaKEUTIKO TIpoiov. Oa Tpémel va Tpolval ol 0pBég
diadikacieg XelpIopoU. XpnaluoToleite AoNTM TeXVIKA yia TV avacloTaon Kai TV apaiwan Tou pog XopAynan diaAluatog. H auvioTwpuevn d6an Tou BLENREP
eival 2,5 mg/kg xopnyoupevn wg evdo@AEPIa éyxuan pia gopd kaBe 3 epdopddeg. Ymoloyiate ™ 86an (mg), Tov auvoAiké Oyko (mL) Tou diaAUpartog Trou amaiteital Kai
Tov apIBpd Twv @Iahidiwv Tou XpelddovTal pe Baan To Tpaypartikd owparikd Bapog Tou aaBevoug (kg). Avaalataan: 1. Bydte To(ta) @iaAidio(a) Tou BLENREP amé
T0 Wuyeio Kal agraTe To(ta) va emavéABel(ouv) ae Bepuokpaaia dwpariou yia Tepiou 10 Aetrtd. 2. AvaouaTtiaTe kaBe @iaAidio e 2 mL 0datog yia evéaiua, €101 WaTe
va emteuyBei guykévipwan 50 mg/mL. AvakivioTe KUKAIKG kal amraAd To @iaAidio yia va Bonbcete atn didhuan. Mnv avakiveite éviova. 3. EmBewpriaTe omika T0
avaouaTtadév SidAupa yia Ty Tapoudia cwpaTdiwy Kal amoypwpariopgou. To avacuoTabév didAupa Ba Tpémer va eivar diauyég Ewg 1pIdidov, dxpwHo Ewg KiTpIvo-
kagé uypo. AToppiyte 10 avacuataBév @iahidio eav TaparnBei aAn eGwyevig owparmdiakr UAn ektog amo diagavr TPog Acuka Trpwreivolxa awparidia. Odnyieg
apaiwong yia evdo@AéBia xpnan: 1. Avappo@naTe Tov ammapaimTo dyko yia v utroloyiopévn déan amd kéBe @iaAidio. 2. MpoabéaTe Tnv amapaitn TogdTTA TOU
BLENREP oTov aoké €yxuang ou epiéxel 250 mL evéaipou SiaAUpaTog xAwplouxou varpiou 9 mg/mL (0,9%). Avapeigre To dpaiwpévo dIGAUNA PE aTTaAf avaaTpoor.
H tehiki} ouykévipwan Tou apaiwpévou diaAlparog Ba mpémel va eival petagy 0,2 mg/mL kar 2 mg/mL. MHN ANAKINEITE. 3. AmoppiyTe TUXGV N XPNOIUOTIOINUEVO
avaouoTadév diahupa BLENREP Tou mrapapével ato @iaAidio. Eav To apaiwpévo didhupa dev xpnaiotroinbei apéowg, umopei va @uhayBei o€ wuyeio (2°C éwg 8°C)
yia éwg 24 wpeg TpIv amé T xopAynan. EGv euhdoaetal o yuyeio, agrivete To apaiwpévo didAupa va emaveABel ae Beppokpaaia dwpariou Tpiv ammd Tn opriynan. To
apaiwpévo didAupa pmropei va puAayBei ot Bepuokpaaia dwyartiou (20°C éwg 25°C) yia péyiato diaaTnua 6 wpwv (cuptepiAauBavopévou Tou Xpdvou yxuang). Odnyieg
xopriynang: 1.XopnynaTe 1o apaiwpévo didhupa e evOopAERIa €yxuan Siapkeiag TouhayioTov 30 AETITWY XPNOIHOTIOIWVTAG Eval O€T £yXuang ammd TTOAUBIVUAOXAWPIDIO
1 ToAuoAegivn. 2.Aev amraiteital dinénon Tou dpaiwpévou diaAlpartog. QaTéoo, edv To apaiwpévo didhupa dinbnBei, auviataral n xpRon iATpou pe BAan GouAPoVIKS
goAu?espa (PES). Améppiyn: Kabe axpnoipotoinTto @appaKEUTIKG TTPoidv A uTTOAEIpa TIPETTEI VO ATTOPPITITETAI GUQWVA PE TIG KATd TOTTOUG I0XUOUCES OXETIKEG
1aTGEE
7. KATOXOZ THZ AAEIAX KYKAO®OPIAZ: GlaxoSmithKline (Ireland) Limited, 12 Riverwalk, Citywest Business Campus, Dublin 24, IpAavdia
8. APIOMOZ(Ol) AAEIAX KYKAO®OPIAZ: EU/1/20/1474/001
9. HMEPOMHNIA NPQTHZ EFKPIZHZ/ANANEQXHZ THX AAEIAZ: Huepopnvia mpwg éykpiong: 25 AuyouaTou 2020
10. HMEPOMHNIA ANAGEQPHZHZ TOY KEIMENOY: 13-1-2022
NeTrTopePEiG TANPOYOPIES yIa TO TTAPOV QAPHAKEUTIKO TTPoTdV ival diabéaieg aTov dIkTuakd T6To Tou Eupwraikol Opyaviouol Qapudkwy: http://www.ema.europa.eu.
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SANDOZ 3"

Lenalidomide/Sandoz
Bortezomib/Sandoz

Azacitidine/Sandoz

SANDOZ

KAK: Sandoz Pharmaceuticals d.d.

Bongriote va yivouv Ta gdppaka mo aogak Verovskova Ulica 57, SI-1000 Ljubljana, Slovenia
Kat AVﬂ'q’EDS‘C ) Iroixein emkoivwviag atnv EAAGda:
OAEZ TG QvemiBUnTES EVEPYEIES Novartis (Hellas) A.E.B.E/Sandoz division
yia ONA Ta pappaka

5 G i dpaykokkAnatdg 7B, 151 25 Mapouat, ABriva
Suprnpavovtag my «KITPINH KAPTA» Mpv 0 cuvTayoypagenan oupBouleureite
B a TV TAEN MePIANWN Twv XapakTnpioTIKGOY Tou KGBe MpoiovToc. Tnh.: 210 2811712, ®ag: 210 6857655



BonBrore va yivouv Ta gdppaka o ao@akr Kai
Avagépere
OAEZ ig avemBiuneg evepyeleg yia ONA Ta pdppaka
zupmAnpuwvovrag v «KITPINH KAPTA»
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TNEPIEKTIKOTHTA OYZIA(EZ) TMAPArQroy TIMH TIMH
XOSPATAF.C.TAB 40MG/
TAB BTx84 dlokia e blisters
(OPA/aMoupviou/PVC/
ahoupviou)
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