
BACKGROUND

• Immunoglobulin light chain (AL) amyloidosis is a rare, life‑threatening disease arising from a neoplasia of 
plasma cells resulting in excessive immunoglobulin free light chains (FLCs) that are misfolded, aggregate, 
and form toxic deposits in vital organs, including the heart, kidneys, and liver1

• The primary goal of AL amyloidosis therapy is to reduce or eliminate the amyloidogenic light chains, halt 
the progression of organ damage, and improve function1,2

• Measures that can improve AL amyloidosis hematologic response may improve organ response and 
impact survival2

• Treatments used in other plasma cell disorders such as multiple myeloma (MM) are commonly used to treat 
AL amyloidosis, including autologous stem cell transplantation (ASCT)3,4

• However, there are no approved therapies for AL amyloidosis, and effective treatment, especially for 
patients with advanced cardiac involvement, remains a high unmet medical need1,2

• Melflufen is a novel peptide‑drug conjugate that rapidly delivers a cytotoxic payload into tumor cells 
(Figure 1)5‑12

Figure 1. Melflufen Mechanism of Action
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• Melflufen is currently under investigation for the treatment of relapsed/refractory multiple myeloma 
(RRMM)13

• In the phase 1/2 study O‑12‑M1, melflufen and dexamethasone (dex) showed promising activity in patients 
with RRMM and a median of 4 prior lines of therapy, including prior lenalidomide and bortezomib13

 ‑ Overall response rate (ORR): 31%

 ‑ Median progression‑free survival (PFS): 5.7 months

 ‑ Median overall survival (OS): 20.7 months

 ‑ Treatment with melflufen‑dex was well tolerated, with an acceptable safety profile

• The activity of melflufen in RRMM suggests that it may have potential therapeutic applications for patients 
with AL amyloidosis

• OP201 is a planned, phase 1/2, open‑label study evaluating the safety and efficacy of melflufen‑dex in 
patients who have AL amyloidosis and have received ≥1 prior therapy

Figure 2. OP201: Phase 1/2, Open‑Label, Dose Escalation Study (NCT04115956)
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Phase 1: Dose escalation Phase 2: Dose expansion

aDexamethasone dose may be 20 mg at investigator’s discretion.
bThe phase 2 dose expansion will include 26 patients (20 from phase 2 and 6 from phase 1) treated at the recommended phase 2 dose.
AL, immunoglobulin light chain; IV, intravenous; po, orally.

• The phase 1 dose escalation will follow a standard 3+3 design, with 3‑6 patients evaluable for dose‑limiting 
toxicity at each melflufen dose level (Figure 2)

• Treatment will continue until any of the stopping events is reached:

 ‑ Completion of 8 cycles or stable hematologic partial response (PR) or better after cycle 4
 ‑ Less than hematologic PR after cycle 2
 ‑ Nonhematologic or hematologic disease progression
 ‑ Unacceptable toxicity or physician’s determination that it is not in patient’s best interest to continue 
treatment

PRIMARY OBJECTIVES
• Phase 1: The primary objective of phase 1 is to explore the safety and tolerability of treatment with melflufen and 

to identify the recommended phase 2 dose (RP2D)

• Phase 2: The primary objective of phase 2 is to evaluate the hematologic ORR after 4 cycles at the RP2D 
determined in phase 1

PRIMARY ENDPOINTS
• Phase 1: The primary endpoints of phase 1 are evaluating frequency and grade of adverse events (AEs) and 

laboratory values and determining dose‑limiting toxicities (DLTs) during cycle 1 up to a maximum dose of 
melflufen 40 mg

• Phase 2: The primary endpoint of phase 2 is determining the proportion of patients who achieve a hematologic 
complete response (CR), very good PR (VGPR), or PR

KEY SECONDARY ENDPOINTS
• Proportion of patients with hematologic CR, VGPR, and PR (phase 1)
• Best hematologic response
• Duration of hematologic response
• Organ response
• Duration of organ response
• Time to next AL amyloidosis treatment (TTNT)
• OS
• Pharmacokinetics (phase 1)

KEY ELIGIBILITY CRITERIA
Key Inclusion Criteria Key Exclusion Criteria

• Diagnosis of AL amyloidosis and serum differential FLC 
≥20 mg/L

• ≥1 prior line of therapy

• Measurable hematologic disease and organ involvement 
(cardiac and/or renal and/or liver)

• <30% bone marrow plasma cells

• Echocardiogram with left ventricular ejection fraction ≥45% 
and electrocardiogram with QTcF interval of ≤470 ms

• Age ≥18 years

• ECOG PS ≤2

• Adequate baseline hematologic and organ function

• Concurrent symptomatic MM

• Evidence of gastrointestinal bleeding

• Cardiac risk stage 3 with N‑terminal 
pro‑brain natriuretic peptide >5000 pg/mL

• An active infection requiring treatment 
≤14 days before treatment initiation

• Significant ventricular arrhythmias

• Prior ASCT or alloSCT ≤12 weeks before 
treatment initiation, with active GVHD

• Intolerant to steroid therapy

AL, immunoglobulin light chain; alloSCT, allogeneic stem cell transplantation; ASCT, autologous stem cell transplantation; ECOG PS, Eastern Cooperative Oncology Group performance 
status; FLC, free light chain; GVHD, graft‑versus‑host disease; QTcF, Q to T wave with Fridericia’s correction; MM, multiple myeloma.

STATISTICAL ANALYSES
• Efficacy

 ‑ Recommended melflufen dose for phase 2 will be the highest of 20, 30, or 40 mg that results in ≤1 of 6 patients with 
DLT or a lower dose at the discretion of the data safety monitoring committee
 ‑ Hematologic ORR (≥ PR) and the proportion of patients with kidney, cardiac, or liver response will be analyzed as a 
proportion and exact binomial 95% confidence interval for patients treated at the RP2D
 ‑ Kaplan‑Meier estimates will be calculated and plotted for duration of hematologic response, duration of organ 
response (separately for kidney, cardiac, and liver), TTNT, and OS
 ‑ Best hematologic response will be analyzed and described as the proportion of patients with each outcome
 ‑ Minimal residual disease will be analyzed descriptively

• Safety

 ‑ Frequency and grade of AEs and defined DLTs will be recorded and summarized in frequency tables in terms of 
treatment‑emergent AEs that start on or worsen after the first day of study treatment for up to 30 days after last 
administration of melflufen or before start of subsequent anticancer treatment (whichever occurs first)

METHODS

DISCLOSURES
GP: honoraria from Sebia and Janssen‑Cilag; travel grant from Celgene and Janssen‑Cilag; SS: honoraria from Janssen, 
Prothena, and Takeda; research funding from Janssen and Prothena; travel grant from Medac; SL: honoraria from the 
International Myeloma Foundation and Multiple Myeloma Research Foundation; consultancy/advisory role for Janssen, 
Bristol‑Myers Squibb, Takeda, AbbVie, Bayer, Sanofi, and Proclara; research funding from Karyopharm and Sanofi; member 
of board of directors and equity ownership with Caelum Biosciences; speakers' bureau appointments with Clinical Care 
Options; MTC: honoraria from Janssen, Celgene, and Amgen; consultancy/advisory role for Janssen; RH: honoraria from 
Janssen, Amgen, Celgene, Bristol‑Myers Squibb, PharmaMar, and Takeda; consultancy/advisory roles for Janssen, Amgen, 
Celgene, AbbVie, Bristol‑Myers Squibb, Novartis, PharmaMar, and Takeda; research funding from Janssen, Amgen, 
Celgene, Bristol‑Myers Squibb, Novartis, and Takeda; member of board of directors for Amgen and Takeda; AJ: honoraria 
from Celgene, Janssen, Pfizer, and AbbVie; research funding from Celgene and Janssen; KJ: honoraria from Amgen, 
Janssen, Takeda, and Celgene; consultancy/advisory role for Amgen, Janssen, Takeda, and Celgene; research funding 
from Amgen, Janssen, Takeda, and Celgene; EK: honoraria from Amgen, Genesis Pharma, Janssen, Takeda, and Prothena; 
consultancy/advisory role for Amgen, Genesis Pharma, Janssen, Takeda, and Prothena; research funding from Amgen 
and Janssen; VS: consultancy/advisory role for Caelum and Proclara; research funding from Prothena, Celgene, Takeda, 
and Janssen; FHS: honoraria from Amgen, Celgene, Takeda, Janssen, Novartis, and SkyliteDX; 
consultancy/advisory roles for Amgen, Celgene, Takeda, Janssen, Oncopeptides, and MSD; 
AW: honoraria from Janssen‑Cilag, Takeda, GlaxoSmithKline, and Celgene; research funding from 
Amgen; ST: employment and equity ownership with Oncopeptides; JH: consultancy/advisory roles 
for Oncopeptides; equity ownership with Oncopeptides; CB: consultancy and advisory roles for 
Oncopeptides and Takeda; equity ownership with Oncopeptides; GM: none.

STUDY STATUS
This study is open, with enrollment 
expected to begin in or after 
December 2019.

FUNDING SOURCE
This study is funded by 
Oncopeptides.

REGISTRATION
This study is sponsored by Oncopeptides 
and is registered at ClinicalTrials.gov 
(NCT04115956).

REFERENCES
1. Merlini G, et al. Nat Rev Dis 

Primers. 2018;4:38.
2. Milani P, et al. Expert Rev Hematol. 

2018;11:117‑127.
3. Suzuki K. Clin Exp Nephrol. 

2012;16:659‑671.
4. Varga C, et al. Blood Rev. 

2019;37:100581.
5. Hitzerd SM, et al. Amino Acids. 

2014;46:793‑808.
6. Moore HE, et al. Mol Cancer Ther. 

2009;8:762‑770.
7. Wickström M, et al. Cancer Sci. 

2011;102:501‑508.

8. Chauhan D, et al. Clin Cancer Res. 
2013;19:3019‑3031.

9. Wickström M, et al. Oncotarget. 
2017;8:66641‑66655.

10. Wickström M, et al. Biochem 
Pharmacol. 2010;79:1281‑1290.

11. Gullbo J, et al. J Drug Target. 
2003;11:355‑363.

12. Ray A, et al. Br J Haematol. 
2016;174:397‑409.

13. Richardson PG, et al. Blood. 
2017;130(suppl):Abstract 3150.

ACKNOWLEDGMENTS
The authors thank all the investigators who gave input for the clinical protocol, the 
study sites, the clinical research organization, and vendors contributing to this trial.

Medical writing support was provided by Jerfiz D. Constanzo, PhD, MBA, of 
Team 9 Science LLC, funded by Oncopeptides.

Giovanni Palladini,1 Stefan Schönland,2 Suzanne Lentzsch,3 M. Teresa Cibeira,4 Roman Hájek,5 Arnaud Jaccard,6 Krzysztof Jamroziak,7 Efstathios Kastritis,8 Vaishali Sanchorawala,9 Fredrik H. Schjesvold,10 Ashutosh Wechalekar,11 Sara Thuresson,12 Johan Harmenberg,12 
Catriona Byrne,12 and Giampaolo Merlini1

1Amyloidosis Research and Treatment Center, Fondazione IRCCS Policlinico San Matteo, Pavia, Italy and Department of Molecular Medicine, University of Pavia, Pavia, Italy; 2Medizinische Klinik V and Amyloidosis Center, Universitätsklinikum Heidelberg, Heidelberg, Germany; 3Multiple Myeloma and Amyloidosis Service, Columbia University Medical Center, New York, NY, USA; 4Amyloidosis 
and Myeloma Unit, Department of Hematology, IDIBAPS, Hospital Clinic, Barcelona, Spain; 5Department of Hemato‑oncology, University Hospital Ostrava, Ostrava, Czech Republic; 6Hematology Department, CHU Limoges, Limoges, France; 7Institute of Hematology and Transfusion Medicine, Warsaw, Poland; 8Department of Clinical Therapeutics, National and Kapodistrian University of 
Athens, Athens, Greece; 9Amyloidosis Center, Boston University School of Medicine and Boston Medical Center, Boston, MA, USA; 10Oslo Myeloma Center, Oslo University Hospital and KG Jebsen Center for B Cell Malignancies, University of Oslo, Oslo, Norway; 11National Amyloidosis Centre, University College London, London, United Kingdom; and 12Oncopeptides AB, Stockholm, Sweden

OP201: A Phase 1/2 Study of Melflufen and Dexamethasone in Patients 
With Immunoglobulin Light Chain Amyloidosis

Presented at the 61st Annual Meeting of the American Society of Hematology, December 7-10, 2019; Orlando, FL

Poster
3163

Copies of this poster obtained through Quick Response (QR) Code are for personal use only and 
may not be reproduced without permission from ASH® and the authors of this poster.


