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Abstract

Background: Recurrent head and neck squamous cell carcinoma (rHNSCC)

represents a significant global health burden with an unmet medical need. In

this study we determined the safety and efficacy of RM-1929 photo-

immunotherapy in patients with heavily pretreated rHNSCC.
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Methods: RM-1929 (anti-EGFR–IR700 dye conjugate) was infused, followed by

tumor illumination. We evaluated safety, tumor response, and pharmacokinetics.

Results: Nine patients were enrolled in Part 1 (dose-finding) and 30 patients

in Part 2 (safety and efficacy). No dose-limiting toxicities were experienced in

Part 1; 640 mg/m2 with fixed light dose (50 J/cm2 or 100 J/cm) was rec-

ommended for Part 2. Adverse events (AEs) in Part 2 were mostly mild to mod-

erate but 19 (63.3%) patients had AE ≥Grade 3, including 3 (10.0%) with

serious AEs leading to death (not treatment related). Efficacy in Part 2:

unconfirmed objective response rate (ORR) 43.3% (95% CI 25.46%–62.57%);
confirmed ORR 26.7% (95% CI 12.28%–45.89%); median overall survival

9.30 months (95% CI 5.16–16.92 months).

Conclusions: Treatment was well tolerated. Responses and survival following

RM-1929 photoimmunotherapy in heavily pretreated patients with rHNSCC

were clinically meaningful and warrant further investigation.

Clinical Trial Information: NCT02422979.
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1 | INTRODUCTION

Head and neck squamous cell carcinoma (HNSCC) is the
seventh most common cancer worldwide.1,2 Recurrence
is seen in 40%–65% of advanced cases and most often
occurs locoregionally after primary therapy with surgery,
radiation, chemotherapy, or combinations of these
modalities.2 Speech and swallowing dysfunction and dis-
figurement are common and frequently debilitating.3

Many patients may not be candidates for curative ther-
apy, and salvage treatments such as surgery and re-
irradiation carry a high risk of serious complications,
including salivary fistula, carotid artery rupture, and air-
way emergencies.4–6

Successful treatment of recurrent locoregional dis-
ease in advanced HNSCC improves disease-free survival,
symptoms, and long-term disease control.7,8 Treatment
of recurrent or metastatic HNSCC often relies on
platinum-based chemotherapy and targeted therapies
such as cetuximab,9–11 but responses are limited. The
introduction of immune checkpoint inhibitors has pro-
vided an additional therapeutic option,12–14 although
overall response rates to immunotherapy in recurrent
HNSCC (rHNSCC) are low.9–14 Given the poor
treatment-related outcomes, there is an urgent need for
new therapeutic approaches to provide locoregional
control in patients with rHNSCC.

Photoimmunotherapy utilizes tumor-targeted
monoclonal antibodies conjugated with a light-
activatable dye (IRDye® 700DX, abbreviated as
IR700).15 Preclinical studies demonstrate that activa-
tion of the dye with non-thermal red light (690 nm)
results in rapid anticancer activity mediated by bio-
physical processes that damage the membrane integrity
of cells.16,17 The requirement of antibody–antigen
binding and light activation to induce cell killing
enables cell selectivity of tumor cells expressing the
antigen, while minimizing damage to surrounding tis-
sue.18 Preclinical cancer models indicate that photo-
immunotherapy induces tumor necrosis and
immunogenic cell death that can lead to local and sys-
temic induction of innate and adaptive immunity.19–21

RM-1929 photoimmunotherapy is an investiga-
tional drug-device combination treatment consisting of
a cancer-targeting drug (RM-1929) and a laser device
system, which is being developed on the Illuminox™
platform.22 RM-1929 (cetuximab sarotalocan)23 com-
prises cetuximab, an antibody targeting epidermal
growth factor receptor (EGFR) that is highly expressed
in HNSCC, conjugated with IR700. RM-1929 photo-
immunotherapy requires two steps conducted in
sequence: (a) intravenous (IV) infusion of the drug
RM-1929; and (b) light illumination of the tumor 24
± 4 h after infusion (Figure 1).
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We report findings from a Phase 1/2a, multicenter,
open-label, dose-escalation study conducted to determine
the recommended dose, safety, pharmacokinetics (PK),

immunogenicity, and preliminary efficacy of RM-1929
photoimmunotherapy in patients with locoregional
rHNSCC.

FIGURE 1 Mechanism of action and RM-1929 photoimmunotherapy overview. (A) A tumor-targeted antibody is conjugated with a light-

activatable dye. Following infusion into the body, the tumor is illuminated with non-thermal red light (690 nm), leading to anticancer activity

mediated by biophysical processes that damage the membrane integrity of cells. (B) Tumor illumination is performed 24 ± 4 h after antibody

conjugate infusion. Cylindrical diffusers placed in needle catheters are used to treat interstitial tumors (B1, B2), while frontal diffusers are used to

treat superficial tumors (B3, B4). Light illumination of the tumor is administered 24 ± 4 h after RM-1929 infusion to allow for drug distribution

within the tumor. The non-thermal red light is applied to the tumor using a (1) frontal diffuser for superficial light illumination for tumors ≤1 cm
from the skin or mucosal surface or a (2) cylindrical diffuser for interstitial illumination for tumors >1 cm from the skin or mucosal surface. The

illumination time for frontal and cylindrical diffusers is 5 min for each treated area. For interstitial illumination, cylindrical diffusers are placed

uniformly into the tumor 1.8 ± 0.2 cm apart using 17-gauge closed-tipped needle catheters under radiographic or ultrasound imaging

COGNETTI ET AL. 3877



2 | METHODS

2.1 | Study oversight

The study was performed in accordance with the princi-
ples of the Declaration of Helsinki (1964), Good Clinical
Practice guidelines, and applicable US Code of Federal
Regulations (CFR), 21 CFR Parts 50 and 312. The study
protocol, informed consent form, and any other appropri-
ate documents were approved by the Institutional Review
Board/Independent Ethics Committee for each partici-
pating center. All patients signed a written informed con-
sent form. ClinicalTrials.gov identifier: NCT02422979.

2.2 | Patients

Patient eligibility criteria were as follows: ≥18 years of
age; histologically confirmed rHNSCC which, in the
opinion of the treating physician, could not be satisfacto-
rily treated with surgery, radiation, or platinum-based
chemotherapy; and an ECOG score of 0–2. Patients must
have received prior systemic platinum-based chemother-
apy unless contraindicated. Patients were excluded if they
had any of the following: tumors invading major blood
vessels unless embolized, stented, or ligated; tumors not
accessible with light illumination; impaired renal or
hepatic function; or history of significant cetuximab infu-
sion reactions. Distant metastatic disease was not a rea-
son for exclusion.

2.3 | Study design and endpoints

The primary objective of Part 1 of the study was to deter-
mine the recommended drug dose of RM-1929 with a
fixed light dose and the associated safety. Primary end-
points of Part 1 were to: determine maximum tolerated
dose (MTD) or maximum feasible dose (MFD), which-
ever was lowest; determine the safety of combination of
drug dose at the fixed light dose; and evaluate
photosafety by determining the Minimal Erythema Dose
(MED) following infusion of RM-1929. The criteria for
drug dose selection were set to reach either: (a) the MTD,
defined as the dose level below which a dose limiting tox-
icity (DLT) is documented in more than one of six
patients; or (b) the maximum feasible dose of RM-1929
considered to be sufficient to saturate binding to EGFR
in tumor tissue based on previous PK characterization of
cetuximab.24 Three dose-escalation cohorts were
included; the starting dose was 160 mg/m2, which was
escalated to 320 and 640 mg/m2 according to a standard
3 + 3 design. Further details of DLT criteria can be found

in the Appendix S1 (DLT criteria section). The criteria to
select the light dose (fluence) was based on reaching
either the MTD or achieving a dose of light that resulted
in measurable anticancer response (defined as a signifi-
cant tumor reduction after one treatment cycle). Other
endpoints in Part 1 included tumor response, PK, and
immunogenicity evaluation.

The co-primary objectives of study Part 2 were: to
determine the optimal light dose in combination with the
Part 1 dose to achieve clinical response with an accept-
able safety profile; and to document the safety profile of
repeat treatment of up to a maximum of four cycles of
therapy. Other endpoints of Part 2 were to determine the
safety associated with repeat treatment cycles, PK, immu-
nogenicity, and assessment of response.

2.4 | Treatment: Part 1 dose escalation
and Part 2 recommended dose

In Part 1, dose escalation continued until a protocol-
specified DLT was identified or until it was determined
that adequate EGFR occupancy had been achieved in the
tumor to achieve a positive response. Adequate EGFR
saturation was expected to be achieved at a plasma con-
centration for RM-1929 of 3000 μgh/mL or higher. Based
on the safety and efficacy results from Part 1, the RM-
1929 drug dose for further evaluation in Part 2 was fixed
at 640 mg/m2, and the light dose was fixed at 50 J/cm2

for superficial tumors and 100 J/cm fiber diffuser length
for interstitial tumors.

RM-1929 was infused intravenously over 2 h on Day
1. On Day 2, the tumor(s) was exposed to red light illumi-
nation with a wavelength of 690 nm applied at non-
thermal light doses using the laser device system, which
include frontal and cylindrical light diffusers for superfi-
cial tumors (<1 cm thick) and interstitial tumors (≥1 cm
deep), respectively (Figure 1B). For cylindrical diffusers,
17-gauge needle catheters were placed uniformly into the
tumor 1.8 ± 0.2 cm apart covering the entire tumor vol-
ume guided by imaging techniques such as ultrasound.
The illumination time for frontal and cylindrical diffusers
was 5 min for each treated region. Patients received one
treatment cycle in Part 1 and up to four treatment cycles
were allowed in Part 2.

2.5 | Study assessments

Safety was assessed at regularly scheduled timepoints
using standard assessments including treatment-
emergent AE (TEAE) monitoring, clinical laboratory
tests, vital signs, electrocardiograms, physical exams, and
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head and neck exams. AEs were coded using the Medical
Dictionary for Regulatory Activities (MedDRA) version
18.0. The intensity of AEs was graded according to
National Cancer Institute-Common Terminology Criteria
for Adverse Events (NCI CTCAE) version 4.03. In Part
1, patients were evaluated for skin photosafety at two
separate areas on the arm exposed to a light dose of
45 J/cm2 for 10 min.

Tumor response evaluation was conducted by a cen-
tral imaging reader and the investigator, although only
central imaging results are reported here. CT and PET
scans performed during the study were transferred to a
central imaging reader and analyzed utilizing modified
RECIST (mRECIST 1.1; see Appendix S1), PERCIST (Part
2), and Choi criteria (for tumor density/necrosis evalua-
tion). Central radiology review used mRECIST 1.1 and
Choi criteria to determine the unconfirmed objective
response rate (ORR), which was defined as the propor-
tion of patients with a confirmed or unconfirmed com-
plete response (CR) or partial response (PR). Individual
patient responses were recorded from the start of study
treatment until patient follow-up was completed or the
patient went off study (the end of treatment, taking into
account any requirement for confirmation). Per protocol,
patients not receiving subsequent treatment cycles (either
because they had a CR with no clinical recurrence, or
had progressive disease) were not required to have addi-
tional scans for response confirmation; thus, both
unconfirmed ORR as well as the confirmed ORR, defined
as the proportion of patients with CR or PR that was sub-
sequently confirmed by a second imaging assessment
>4 weeks after the initial assessment, are reported.

2.6 | Statistical methods

The safety and treated populations (determined sepa-
rately for Part 1 and Part 2) comprised all patients who
received ≥1 study infusion of RM-1929. Overall survival
(OS) was defined as the time from the first RM-1929
administration to any cause of death. Time to event was
analyzed by Kaplan–Meier product estimates and
Clopper–Pearson's 95% confidence interval was used for
frequency analysis. Post-hoc analyses were conducted for
efficacy in prior/naïve anti-PD-1 subgroups, duration of
response (DOR) and long-term survival. All other ana-
lyses were preplanned in the statistical analysis plan
(SAP) before database lock. SAS® version 9.4 was used
for efficacy and safety analyses. The database lock was
March 12, 2019. Additional long-term survival data were
collected through August 8, 2019. Details on PK and
immunogenicity assessments, and evaluable populations
are shown in Appendix S1.

3 | RESULTS

A total of 38 patients received RM-1929 photo-
immunotherapy (one patient was enrolled in both Parts
1 and 2). Median age was 66.0 years, and previous treat-
ment included radiotherapy (all patients), surgery (97.4%
of patients) and chemotherapy (73.7% of patients). In Part
2, 36.7% of patients received prior immunotherapy and
23.3% received prior cetuximab (Table 1). Patients were

TABLE 1 Baseline demographics and disease characteristics—
study Part 1 and Part 2

Characteristic
Part 1 Part 2
(n = 9) (n = 30)a

Age

Median (range), years 58.0 (52–86) 68.5 (39–86)

<65 years, n (%) 6 (66.7) 12 (40.0)

≥65 years, n (%) 3 (33.3) 18 (60.0)

Gender, n (%)

Female 2 (22.2) 6 (20.0)

Male 7 (77.8) 24 (80.0)

Race, n (%)

White 9 (100) 24 (80.0)

Asian 0 2 (6.7)

American Indian/
Alaska Native

0 1 (3.3)

Other 0 4 (13.3)b

ECOG PS, n (%)

0 1 (11.1) 8 (26.7)

1 6 (66.7) 17 (56.7)

2 2 (22.2) 5 (16.7)

Recurrent tumor location, n (%)c

Neck 4 (44.4) 13 (43.3)

Oral cavity 2 (22.2) 9 (30.0)

Oropharynx 5 (55.6) 7 (23.3)

Skin 0 3 (10.0)

Hypopharynx 0 2 (6.7)

Sinus 0 2 (6.7)

Nasal cavity 0 1 (3.3)

Larynx 0 0

Otherd 4 (44.4) 1 (3.3)

Prior lines of therapy, n (%)e

1 1 (11.1) 3 (10.0)

2 2 (22.2) 16 (53.3)

3 1 (11.1) 7 (23.3)

≥4 5 (55.6) 4 (13.3)

(Continues)
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generally heavily pretreated, and subsites of head and
neck disease were broadly represented. Prior therapies
were determined by the enrolling investigator and
included systemic therapy, surgery, and radiation. Tumor
locations are summarized in Table 1. Eight patients
across study Parts 1 and 2 had distant metastatic disease
at study entry. Three patients had lung metastases (all in
study Part 2), and seven patients had dermal metastases
(Part 1, n = 1; Part 2, n = 6).

3.1 | Part 1

Nine patients were treated in study Part 1, with three
patients in each dosing cohort, as described in the
methods. Baseline characteristics are shown in Table 1. A
summary of the PK parameters for these patients is
shown in Table S1.

No protocol-specified DLTs were observed at any dose
level. Evidence of low-grade, reversible skin

photosensitivity was observed in two patients as assessed
by MED testing. TEAEs observed in patients treated dur-
ing Part 1 are summarized in Table S2. TEAEs ≥Grade
3 occurring in more than one patient were oral pain and
application site pain. No patients experienced a TEAE
that led to discontinuation of study treatment.

At the 640 mg/m2 dose level of RM-1929 photo-
immunotherapy, one of three patients achieved a CR and
one patient experienced SD. Furthermore, seven of the
nine (77.8%) patients included in Part 1 achieved disease
control (unconfirmed CR or PR or SD). All three patients
in the 160 mg/m2 dosing cohort and two of the three
patients in the 320 mg/m2 dosing cohort demonstrated
SD. Tumor reduction by clinical or radiologic assessment
was seen in patients at all doses. In addition, the average
AUC0–∞ (μg h/mL) of RM-1929 at 640 mg/m2 was
13 400 μg h/mL, which exceeded the required AUC0–∞ of
approximately 12 000 μg h/mL to achieve EGFR satura-
tion demonstrated by cetuximab alone.23 Based on these
findings, 640 mg/m2 was recommended as the Part 2 dos-
ing regimen and additional dose escalation with Cohort
4 was discontinued.

The optimal light dose was determined to be one that
resulted in a satisfactory anticancer response (defined as a
significant tumor reduction at 1 month after treatment) at
the RM-1929 MFD. All dose levels of RM-1929 (160, 320,
and 640 mg/m2) resulted in tumor reduction by clinical or
radiologic assessment with 50 J/cm2 for superficial illumi-
nation and 100 J/cm fiber diffuser length for interstitial
illumination. Therefore, the established drug dose of
640 mg/m2 with light dose of 50 J/cm2 for superficial
lesions and 100 J/cm fiber diffuser length for interstitial
lesions was determined to be the recommended drug dose
and optimal light dose for Part 2, and no further light doses
were evaluated in Part 2 of the study.

3.2 | Part 2

Thirty-one patients were enrolled between June 2015 and
December 2017. Of these, 30 received RM-1929 photo-
immunotherapy and were included in the safety and
treated populations. Overall, the treated patients received
65 cycles of RM-1929 photoimmunotherapy at a median
of 2 cycles (range 1–4).

3.3 | Safety

All of the 30 patients who received RM-1929 photo-
immunotherapy experienced at least one TEAE. The
most frequent all-grade TEAEs were fatigue, dysphagia,
constipation, erythema, and peripheral edema (Table 3).

TABLE 1 (Continued)

Characteristic
Part 1 Part 2
(n = 9) (n = 30)a

Prior therapy, n (%)

Cancer-related
surgeryf

8 (88.9) 30 (100)

Radiotherapy 9 (100) 30 (100)

Chemotherapy 7 (77.8) 21 (70.0)

Immunotherapyg 3 (33.3) 11 (36.7)

Pembrolizumab 0 6 (20.0)

Nivolumab 3 (33.3) 4 (13.3)

Otherh 0 2 (6.7)

Biologicalg/
hormonalg/otherg

5 (55.6) 8 (26.7)

Cetuximab 5 (55.6) 7 (23.3)

Otheri 1 (11.1) 1 (3.3)

Abbreviations: ECOG, Eastern Co-operative Oncology Group; PS,
performance status.
aThirty-one patients enrolled but one patient did not receive RM-1929

photoimmunotherapy due to cetuximab reaction observed during a
test dose.
bOne patient was mixed race and was counted twice.
cSome patients had more than one recurrent tumor locations.
dOther: nasopharynx (2), parotid (2), occipital.
eLines of therapy were determined by a sponsor clinical expert and were
based on the prior treatments reported on study (includes systemic therapy,
surgery, and radiotherapy).
fSurgery for reconstruction or biopsy not included here.
gCategories of prior therapy were determined by a sponsor clinical expert
based on reported prior treatment report on study.
hOther: Rituximab and MEDI0562.
iOther: BKM120 and RM-1929 photoimmunotherapy.
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Nineteen (63.3%) patients reported a TEAE of ≥Grade
3 during study participation (Table 3). TEAEs ≥Grade
3 reported in at least two patients included anemia, dys-
phagia, oral pain, pneumonia, application site pain, local-
ized edema, hyponatremia, tumor hemorrhage, and
tumor pain. Additional safety tables are provided in the
Appendix S1.

Five (16.7%) patients discontinued RM-1929 photo-
immunotherapy due to TEAEs; however, only in one
patient was the TEAE considered possibly related to
treatment by the investigator (blood creatinine increase),
and no further treatments were performed. A total of
13 (43.3%) patients reported a serious TEAE, and three
were considered treatment related (tumor pain, oral pain,
and airway obstruction). Three (10%) patients experi-
enced SAEs within 5 weeks of RM-1929 photo-
immunotherapy that led to an outcome of death (tumor
hemorrhage, arterial hemorrhage, and pneumonia).
These events, which occurred 19 days or more after last
treatment, were considered by investigators to be associ-
ated primarily with tumor response to treatment or

tumor encroachment to vessels, and were not related to
the procedure itself. A patient staged as recurrent
T3N0M0 in the posterior tongue and pre-epiglottic space
died due to cervical vessel rupture with progressive dis-
ease (PD) 19 days after the last treatment. A patient with
laryngectomy stomal recurrence died 32 days after last
treatment due to arterial hemorrhage from an exposed
carotid artery. A patient with recurrent T2N0M0 at the
posterior pharyngeal wall died 29 days after the last treat-
ment due to pneumonia.

3.4 | Efficacy

Efficacy outcomes among patients in study Part 2 are
shown in Table 2 and Figure 2. The unconfirmed ORR was
43.3% (95% CI 25.46%–62.57%). Four (13.3%) patients
achieved a CR, and nine (30.0%) patients achieved a PR
with disease control observed in 24 (80.0%) patients (95%
CI 61.43%–92.29%). The confirmed ORR was 26.7% (95%
CI 12.28%–45.89%). Figure 2A represents the percentage
best change in size of target lesions following RM-1929
photoimmunotherapy. Radiographic changes in tumor
density were also evaluated. Using Choi criteria, which
quantifies CT changes in tumor volume and density,25 the
response rate was 66.7% (95% CI 47.19%–82.71%; Table S3).
Among patients in study Part 2, the median OS was
9.30 months (95% CI 5.16%–16.92 months; Figure 2B).
Figure S2 demonstrates survival outcomes among all
patients enrolled in study Parts 1 and 2 (n = 38).

Of the 30 patients enrolled in Part 2 of the study, 10
had received prior anti-PD-1 therapy with documented
disease progression (six received pembrolizumab and
four received nivolumab, disease progression on anti-
PD-1 monotherapy was documented prior to study
entry), and 20 were anti-PD-1 naïve. The ORR was 30%
(95% CI 6.67%–65.25%) and 25% (95% CI 8.66%–49.10%)
in patients with and without prior anti-PD-1 exposure,
respectively. Of the 10 patients with prior anti-PD-1 expo-
sure and documented progression, four received concur-
rent anti-PD-1 therapy during treatment with RM-1929
photoimmunotherapy per the decision of the treating
physician. Best responses observed in these four patients
were two PRs, one SD, and one PD.

Survival rates were estimated as 49.8% (number at
risk, n = 14) at 12 months and 29.1% (number at risk,
n = 6) at 18 months, based on protocol-planned survival
data collected at database lock (March 12, 2019) for
patients enrolled in Part 2 of the study (n = 30;
Figure 2B,C). The survival rate at 24 months was esti-
mated as 27.9% (number at risk, n = 9) based on addi-
tional survival data collected as ad hoc analysis among
all treated patients in Parts 1 and 2 of the study (n = 38).

TABLE 2 Response rates—study Part 2

Characteristic

RM-1929
photoimmunotherapy
640 mg/m2

(n = 30)

Objective response, confirmed,
n (%)

8 (26.7)

(95% CI) (12.28–45.89)

Duration of response for
confirmed responders,a

months

2.1–12.2

Objective response,b confirmed
and unconfirmed, n (%)

13 (43.3)

(95% CI) (25.46–62.57)

Complete response,c n (%) 4 (13.3)

(95% CI) (3.76–30.72)

Partial response,c n (%) 9 (30.0)

(95% CI) (14.73–49.40)

Disease control (CR + PR
+ SD),d n (%)

24 (80.0)

(95% CI) (61.43–92.29)

Abbreviations: CI, confidence interval; CR, complete response; PR, partial
response; SD, stable disease.
aDuration of response reflects when patients were censored at the last
evaluable post-baseline scan if new anticancer therapy was reported.
bAccording to mRECIST 1.1 by central radiology review.
cBest response across all time points.
dDisease control is the number of patients who reported either CR, PR, or
SD of any duration between Cycle 1 Day 1 and PD or death or date of their
last evaluable tumor assessment.
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Notably, four patients remained treatment free and are
still alive as of last long-term follow-up (August 8, 2019
or earlier; range of follow-up time, 22.18–32.33 months).
Of these, none had lung metastases or untreated non-
target lesions. Three of the four patients received prior
immunotherapy, and none were treated with concurrent
anti-PD-1 therapy. In 25 patients with pretreatment biop-
sies, no trend was observed between EGFR expression
and tumor response.26

3.5 | PK and immunogenicity

PK and immunogenicity data are shown in Tables S1 and
S4. At a dose of 640 mg/m2 the exposure of RM-1929
(AUC0–∞) was 10 600 ± 3120 μg h/mL in Cycle 1 Part
2. This exposure level is comparable to that of cetuximab
single dose at 250 mg/m2, which is expected to achieve
full saturation of EGFR in tissues.24 Hence, a dose of
640 mg/m2 should achieve binding saturation of EGFR in
the tumor. Overall, immunogenicity as measured by anti-
drug antibodies had no impact on the single-dose or
multiple-dose PK evaluated.

4 | DISCUSSION

Our results using a novel photoimmunotherapy approach
show evidence of clinically meaningful activity with an
unconfirmed ORR of 43.3% and confirmed ORR of 26.7% in
heavily pretreated rHNSCC patients with locoregional dis-
ease who had failed standard of care. RM-1929 photo-
immunotherapy was associated with longer median OS
(9.3 months), with four patients achieving CRs (13%). These
results are encouraging, suggesting that RM-1929 photo-
immunotherapy has the potential to provide significant
benefit in patients who have failed multiple prior lines of
therapy. This study also suggests that RM-1929 photo-
immunotherapy may offer the potential for improved
locoregional control in rHNSCC. This is important as it has
been shown that achieving locoregional control results in
increased survival in patients with head and neck cancer.7,8

The benefits of improved local control are more evident
when noting that existing treatment outcomes for patients
with unresectable recurrent/metastatic head and neck can-
cer remain poor, with essentially no curative options and
very low response rates to available therapies.9–14 While
pembrolizumab was recently approved for unresectable
recurrent and metastatic HNSCC, response rates are durable
but low.27 In KEYNOTE-048, pembrolizumab alone resulted
in an ORR of 19% and a median OS of 12.3 months in
patients with rHNSCC whose tumors express programmed
death ligand 1 (CPS ≥1). The median OS ranged from 10.7
to 13.0 months, regardless of PD-L1 expression, and the
ORR was ≤36% in the chemotherapy-containing arms, with
or without pembrolizumab.14,27 Other approved first-line
treatments include platinum-based chemotherapy with or
without cetuximab with response rates of 20%–36% and
median OS of 7.4–10.7 months.9–11 For patients whose dis-
ease recurs after first-line systemic treatment, approved
second-line options include single-agent cetuximab,
pembrolizumab, or nivolumab. None of the second-line sys-
temic treatments yield ORRs higher than 16% and median
OS ranges from 6 to 8 months.27,28 After platinum-based
chemotherapy combinations and immunotherapy, available
treatment options for these patients are limited. Thus, there
is an urgent need to develop new therapeutic approaches
for patients with rHNSCC.

The majority of TEAEs observed in this study were
localized primarily to the treatment site, were mild to
moderate in severity, and resolved. It is important to rec-
ognize that RM-1929 photoimmunotherapy is a proce-
dural intervention when assessing safety. The majority of
TEAEs related to tumor pain, swelling, and local site
bleeding are not unexpected given the type of procedure
and the rapid degree of tumor necrosis resulting from this
treatment (see Figure 3, Patient 2). Furthermore, in one
patient, tissue swelling resulted in airway obstruction

TABLE 3 Treatment-emergent adverse events (TEAEs) in

>10% of patients in Part 2 of the study (n = 30)

Preferred term All grades, n (%) Grade ≥ 3, n (%)a

Any TEAE 30 (100) 19 (63.3)

Fatigue 10 (33.3) –

Dysphagia 7 (23.3) 2 (6.7)

Constipation 6 (20.0) –

Erythema 6 (20.0) –

Peripheral edema 6 (20.0) –

Anemia 5 (16.7) 3 (10.0)

Dehydration 5 (16.7) –

Facial edema 5 (16.7) 1 (3.3)

Rash 5 (16.7) –

Facial pain 4 (13.3) –

Oral pain 4 (13.3) 2 (6.7)

Tumor pain 4 (13.3) 2 (6.7)

Tongue edema 4 (13.3) –

Local swelling 4 (13.3) –

Cough 4 (13.3) –

Oropharyngeal pain 4 (13.3) –

Pneumonia 4 (13.3) 2 (6.7)

Weight decreased 4 (13.3) –

Abbreviation: TEAE, treatment-emergent adverse event.
aOther Grade ≥ 3 TEAEs occurring in two patients (6.7%): application site
pain, localized edema, hyponatremia, and tumor hemorrhage.
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FIGURE 2 Efficacy outcomes following RM-1929 photoimmunotherapy in study Part 2 patients (n = 30) with locoregional rHNSCC. (A)

Waterfall plot of best change in sum of diameters of target lesions from baseline by central radiology assessment; (B) Kaplan–Meier plot of overall

survival; and (C) Swimmer plot of individual patient survival. Arrowed bars represent patients who were censored at last contact date. *One enrolled

patient did not have post-baseline scans. **Lesions completely resolved, and lymph nodes were <10 mm. Target lesions were defined as lesions

identified by the investigator that were light illuminated. Non-target lesions, including lung metastases, did not undergo light illumination and

further discussion on change in tumor size of non-target lesions can be found in Appendix S1. Tumor locations were determined by a sponsor

clinical expert based on target and non-target lesions reported in the study
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which required temporary tracheostomy. Two patients
had bleeding related to vessel exposure or tumor bleeding
resulting in death, which were both assessed by the
investigator as unrelated to the treatment itself but
instead related to tumor response. Photoimmunotherapy
is less invasive than a surgical intervention such as

oncologic resection, yet the importance of patient selec-
tion, assessment of tumor involvement with large vessels,
and postoperative wound care should not be under-
estimated. With the potential for posttreatment sequelae,
hospital observation or admission, narcotic pain manage-
ment, and supportive measures may be needed.

FIGURE 3 Clinical course of patients with locoregional

rHNSCC treated with RM-1929 photoimmunotherapy:

Patient 1 with recurrent left facial cancer; Patient 2 with

bilateral intraoral recurrent tumors and neck dermal

metastases; and Patient 3 with a tongue tumor
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Hemorrhage from tumor or rupture of vessels is not
uncommon in the natural course of progressive
HNSCC,29–31 and such events may be more likely in cases
where a tumor response leaves a large unreconstructed
defect. The two patients who died during the study due
to bleeding sequelae had significant end-stage disease;
one had recurrent base of tongue cancer assessed as dis-
ease progression and the other had a large stomal recur-
rence assessed as stable disease at the time of last scan.
Caution should be observed with tumors involving large
blood vessels and measures such as preoperative emboli-
zation may be required. In the case of airway compro-
mise, swelling around the tumor site necessitated urgent
management of the airway. Difficult airways are not
uncommon in patients with head and neck cancer32 for
numerous reasons and protection of the airway must
always be considered with procedural interventions.

The precision of RM-1929 photoimmunotherapy,
driven by the tumor-targeted antibody dye conjugate and
localized light activation, aims to achieve locoregional
tumor control with minimal side effects to surrounding
normal tissue compared with other light therapies such
as non-targeted photodynamic therapy. Of note, photo-
sensitivity was reported in two patients in Part 1 of the
study (Grade 1 photophobia and Grade 2 skin photosensi-
tivity) and in one patient in Part 2 of the study (Grade
1 skin photosensitivity), which contrasts markedly with
the greater severity and frequency of photosensitivity
reactions typically seen with photodynamic therapy.33,34

Limitations of this study include the lack of a control
arm, low patient numbers, and robustness of repeat
imaging assessments. Patients who did not receive addi-
tional treatment cycles, either because of CR with no
clinical recurrence or PD, were not required to have fur-
ther scans for response confirmation and additional
imaging was only obtained per clinical judgment. As a
result, it was challenging to appropriately assess duration
of response (DOR). However, the DOR for confirmed
responders (n = 8) ranged from 2.1 to 12.2 months when
patients were censored at the last evaluable post-baseline
scan. The response rate is compelling when one considers
the OS observed in these patients. Of the patients in Parts
1 and 2, ad hoc analysis estimated the survival rate at
24 months as 27.9% (number at risk, n = 9). We acknowl-
edge that the OS of patients is affected by subsequent
post-study treatments received, and a limitation of this
study is the lack of collection of detailed anticancer treat-
ments received to assess if subsequent treatments could
have impacted OS outcomes. Nevertheless, of the patients
with long-term survival, four were alive without addi-
tional anticancer treatment (in remission) as of last
follow up (≥22 months), demonstrating a response to
RM-1929 photoimmunotherapy despite previous

standard-of-care therapy administration. Taken in total-
ity, these results suggest the potential for RM-1929 photo-
immunotherapy leading to durable responses that may
translate into improvements in OS.

In our exploratory analysis involving prior anti-PD-1
treated and anti-PD-1 naïve subgroups, 33.3% of patients in
Part 2 received prior pembrolizumab or nivolumab. Patients
who received prior anti-PD-1 were more heavily pretreated
with a median of three prior lines of therapy. Regardless of
prior anti-PD-1 treatment, responses were observed in both
groups and the ORR in each subgroup was comparable to
the treated population (n = 30). Anti-PD-1 therapy has
become standard of care in head and neck cancer based on
several practice-changing studies. However, in the recurrent
and metastatic setting, response rates remain low at approx-
imately 13%–17%.12,14 Therefore, an urgent need to find
additional therapies to augment anti-PD-1 monotherapy
has prompted numerous combinatorial strategies. These
studies have failed to produce meaningful gains with the
exception of the combination with chemotherapy as in
KEYNOTE-048.14 The limited data from this cohort may
suggest a promising potential combination for photo-
immunotherapy and anti-PD-1 therapy, which has
prompted the design of a combination trial targeting
rHNSCC and cutaneous squamous cell carcinoma
(ClinicalTrials.gov identifier: NCT04305795).

Locoregional progression is a key contributor to mor-
bidity and mortality in HNSCC, which may be due to the
tumors affecting vital functions including breathing,
swallowing, speaking and cranial nerve function, as well
as encroachment on blood vessels that can result in lethal
hemorrhage.35 The physical improvements experienced by
the patients on this study were notable (Figure 3), which
is an important finding as the function and appearance of
the head and neck region are crucial to self-image and
health-related quality of life (HRQoL).3 Although the
impact of HRQoL was not evaluated in the current study,
it will be important to include patient-reported outcomes
in any future evaluations of this novel treatment.

In conclusion, RM-1929 photoimmunotherapy has a tol-
erable and manageable safety profile, although patient num-
bers were limited in this study. The preliminary efficacy of
RM-1929 photoimmunotherapy in patients with rHNSCC
was promising with response and survival rates favorable for
this subset of heavily pretreated patients. Given the poor prog-
nosis of the patients enrolled in the study, there is a critical
unmet need for new therapeutic modalities that have limited
systemic side effects and provide improved tumor response
and locoregional control. Such therapies could result in
improvement in OS and QoL for these patients. Further
investigation of RM-1929 photoimmunotherapy is warranted
given the CR and ORR observed in this study. A global Phase
3 clinical trial evaluating photoimmunotherapy in
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locoregional rHNSCC patients is currently enrolling
(ClinicalTrials.gov identifier: NCT03769506).
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