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Abstract
Background JNJ-78306358 is a bispecific antibody that redirects T cells to kill human leukocyte antigen-G (HLA-G)-
expressing tumor cells. This dose escalation study evaluated the safety, pharmacokinetics, pharmacodynamics, and prelimi-
nary antitumor activity of JNJ-78306358 in patients with advanced solid tumors.
Methods Adult patients with metastatic/unresectable solid tumors with high prevalence of HLA-G expression were enrolled. 
Dose escalation was initiated with once-weekly subcutaneous administration with step-up dosing to mitigate cytokine release 
syndrome (CRS).
Results Overall, 39 heavily pretreated patients (colorectal cancer: n = 23, ovarian cancer: n = 10, and renal cell carcinoma: 
n = 6) were dosed in 7 cohorts. Most patients (94.9%) experienced ≥ 1 treatment-emergent adverse events (TEAEs); 87.2% 
had ≥ 1 related TEAEs. About half of the patients (48.7%) experienced CRS, which were grade 1/2. Nine patients (23.1%) 
received tocilizumab for CRS. No grade 3 CRS was observed. Dose-limiting toxicities (DLTs) of increased transami-
nases, pneumonitis and recurrent CRS requiring a dose reduction were reported in 4 patients, coinciding with CRS. No 
treatment-related deaths reported. No objective responses were noted, but 2 patients had stable disease > 40 weeks. JNJ-
78306358 stimulated peripheral T cell activation and cytokine release. Anti-drug antibodies were observed in 45% of evalu-
able patients with impact on exposure. Approximately half of archival tumor samples (48%) had expression of HLA-G by 
immunohistochemistry.
Conclusion JNJ-78306358 showed pharmacodynamic effects with induction of cytokines and T cell activation. JNJ-78306358 
was associated with CRS-related toxicities including increased transaminases and pneumonitis which limited its dose escala-
tion to potentially efficacious levels.
Trial registration number ClinicalTrials.gov (No. NCT04991740).
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Introduction

Tumor-associated antigens (TAA) are neo-expressed or 
upregulated on tumor cells, while their expression on 
normal cells is restricted. This differential expression pat-
tern makes TAAs attractive targets for immune-targeting 
modalities such as CD3-redirecting bispecific antibodies 
[1]. The bispecific antibodies are engineered to simultane-
ously bind to a TAA on the tumor cell and to T cell mark-
ers such as CD3. This dual binding mechanism bridges the 
gap between the immune system and the tumor, facilitating 
the engagement of cytotoxic T cells (CTLs) to kill the 
tumor cells [2, 3]. Bispecific-antibody-based strategies for 
targeting T cells have gained relevance with the regula-
tory approval of several bispecific molecules for diverse 
tumors [3–5].

Human leukocyte antigen-G (HLA-G) is a non-clas-
sical major histocompatibility complex class 1 molecule 
with a crucial role in maintaining fetal-maternal immune 
tolerance [6]. HLA-G exhibits limited expression in nor-
mal tissues but is expressed in various types of human 
cancers, where it may play a role in immune system eva-
sion. HLA-G expression has been associated with several 
malignancies, including breast cancer, colorectal can-
cer, ovarian cancer, and lung cancer, among others [7, 
8]. Particularly, HLA-G expression has been associated 
with advanced disease stages, increased tumor metastasis, 
worse prognosis and reduced disease-free survival [9–11]. 
The immune-suppressive function of HLA-G supports its 
role in tumor development and progression. HLA-G func-
tions as an immune checkpoint ligand that interacts with 
inhibitory receptors, including immunoglobulin-like tran-
script 2 (ILT2) and immunoglobin-like transcript 4 (ILT4) 
expressed on monocytes, neutrophils, B and T lympho-
cytes, natural killer cells, dendritic cells and myeloid-
derived suppressive cells [12].

JNJ-78306358 is a first-in-class immunoglobulin (Ig)
G1 bispecific antibody developed for the treatment of 
advanced solid tumors that express HLA-G. JNJ-78306358 
simultaneously binds to the α3 domain of HLA-G isoforms 
on tumor cells and to the CD3 receptor complex on T cells 
[12], mediating immune synapse formation and tumor cell 
killing by cytotoxic T cells, while mitigating the immuno-
suppressive tumor microenvironment [13].

In vitro studies demonstrated that JNJ-78306358 exhib-
its peripheral blood mononuclear cell- and T cell- based 
cytotoxicity against endogenous membrane HLA-G-
expressing tumor cell lines with increased potency with 
increasing HLA-G expression. No activity was observed 
against cancer cells lacking HLA-G membrane expression, 
underscoring its specificity for antigen-expressing tumor 
cells. JNJ-78306358 also demonstrated T cell engagement 

in  vitro, including T cell proliferation and cytokine 
release [13]. In murine patient-derived and human cell 
line-derived xenograft models, JNJ-78306358 exhibited 
HLA-G-expression-dependent antitumor activity. A dose 
dependent increase in CD4 + and CD8 + T cell infiltration 
into implanted tumors was observed, leading to complete 
tumor regression [13].

Despite recent advances in T cell-based immunothera-
pies [14–16], alternative therapies for the treatment of meta-
static disease after disease progression in tumor types such 
as renal cell carcinoma (RCC), ovarian cancer (OC), and 
colorectal cancer (CRC) are limited. The distinctive mode of 
action of JNJ-78306358 gives it the potential to be effective 
against tumor types often characterized as “immunologically 
cold”, such as OC and CRC, as well as those that exhibit 
recurrence despite immune checkpoint inhibitor therapies, 
like RCC. Based on internal immunohistochemistry (IHC) 
data, RCC, OC and CRC emerged as tumor types with the 
highest prevalence of HLA-G expression.

The current report presents the findings from an open 
label, phase 1, dose escalation study designed to determine 
the recommended phase 2 dose (RP2D) based on safety, and 
evaluate pharmacokinetics (PK), pharmacodynamics (PD), 
immunogenicity, and preliminary antitumor activity of JNJ-
78306358 in patients with advanced stage solid tumors hav-
ing high prevalence of HLA-G protein expression.

Methods

Study design and patients

This was an open label, phase 1 dose finding study con-
ducted between October 2021 and February 2023 at 5 sites 
in Spain and Israel that evaluated JNJ-78306358 in par-
ticipants with metastatic or unresectable solid tumor types 
with a high prevalence of HLA-G expression. The study 
was to be conducted in 2 parts: dose escalation (Part 1) and 
dose expansion (Part 2). The primary objectives of this 
study were to determine the recommended phase 2 dose(s) 
(RP2Ds) of JNJ 78306358 and to determine the safety of 
JNJ-78306358 at the RP2D(s) by evaluating the incidence 
and severity of adverse events (AEs), including dose-limit-
ing toxicity (DLT). Secondary objectives were to assess the 
pharmacokinetics (PK), immunogenicity, and preliminary 
antitumor activity of JNJ-78306358.

Dose escalation was initiated at 46  µg administered 
subcutaneously (SC) once a week and subsequent dose 
levels were determined using a continuous reassessment 
method based on a Bayesian regression model (Fig. 1). To 
mitigate cytokine release syndrome (CRS) potential, all 
patients received their first dose of study drug premedicated 
with a corticosteroid, antipyretic and antihistamine. The 
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corticosteroid could be weaned for subsequent doses. Step-
up doses were implemented to mitigate CRS at the treatment 
dose for the cohort. Treatment continued until unequivocal 
radiographic or clinical disease progression, unacceptable 
toxicity or withdrawal of consent occurred.

Key inclusion criteria were the following: adults 
(≥ 18 years) with histologically or cytologically confirmed 
metastatic unresectable solid tumor types with high prev-
alence of HLA-G expression, including RCC, OC, and 
CRC. RCC patients were required to have progression after 
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n=5
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Fig. 1  Dose escalation. Step-up doses and the treatment dose are shown for each cohort. DLT dose-limiting toxicities, MABEL minimum antici-
pated biological effect level, SC subcutaneous

Table 1  Baseline demographics and disease characteristics

CRC  colorectal cancer; ECOG Eastern Cooperative Oncology Group; OC ovarian cancer; Q1W once every week; RCC  renal cell carcinoma; SC 
subcutaneous; SD standard deviation

JNJ-78306358 Q1W SC dosing Total (N = 39)

46 µg (n = 7) 15–46–90 µg 
(n = 6)

15–90–270 µg 
(n = 5)

15–46–180 µg 
(n = 5)

15–90–180 µg 
(n = 5)

15–46–270 µg 
(n = 5)

15–46–
180–225 µg 
(n = 6)

Age, mean 
(SD), y

60.6 (9.98) 64.3 (7.12) 62.8 (15.99) 64.4 (11.44) 59.0 (10.84) 59.2 (9.78) 58.8 (2.86) 61.3 (9.59)

Sex, n (%)
  Women, 5 (71.4) 5 (83.3) 4 (80.0) 2 (40.0) 1 (20.0) 5 (100.0) 2 (33.3) 24 (61.5)

Race, n (%)
  White 6 (85.7) 6 (100.0) 4 (80.0) 5 (100.0) 5 (100.0) 5 (100.0) 6 (100.0) 37 (94.9)
  Unknown 1 (14.3) 0 1 (20.0) 0 0 0 0 2 (5.1)

ECOG status, n (%)
  0 7 (100.0) 4 (66.7) 4 (80.0) 3 (60.0) 3 (60.0) 1 (20.0) 5 (83.3) 27 (69.2)
  1 0 2 (33.3) 1 (20.0) 2 (40.0) 2 (40.0) 4 (80.0) 1 (16.7) 12 (30.8)

Tumor type, n (%)
  RCC 1 (14.3) 1 (16.7) 1 (20.0) 1 (20.0) 0 1 (20.0) 1 (16.7) 6 (15.4)
  CRC 3 (42.9) 2 (33.3) 4 (80.0) 3 (60.0) 5 (100.0) 3 (60.0) 3 (50.0) 23 (59.0)
  OC 3 (42.9) 3 (50.0) 0 1 (20.0) 0 1 (20.0) 2 (33.3) 10 (25.6)

Prior systemic therapies, n (%)
  1 0 0 1 (20.0) 0 1 (20.0) 0 0 2 (5.1)
  2 2 (28.6) 0 1 (20.0) 0 2 (40.0) 2 (40.0) 0 7 (17.9)
  3 0 3 (50.0) 1 (20.0) 1 (20.0) 2 (40.0) 1 (20.0) 1 (16.7) 9 (23.1)
  ≥ 4 5 (71.4) 3 (50.0) 2 (40.0) 4 (80.0) 0 2 (40.0) 5 (83.3) 21 (53.8)
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treatment with an antiangiogenic agent and an immune 
checkpoint inhibitor. CRC patients were required to have 
progression after treatment with at least 2 lines of therapy 
including fluoropyrimidine, oxaliplatin, and irinotecan. 
In addition, prior treatment with anti-PD1 antibody was 
required for microsatellite instability high (MSI-H) CRC. 
OC patients were required to have progression after treat-
ment with at least 2 lines of therapy, including at least 1 
line with platinum. Patients were to have measurable or 
evaluable disease, an Eastern Cooperative Oncology Group 
(ECOG) performance status of grade 0 or 1 and adequate 
organ function.

Key exclusion criteria were the following: active central 
nervous system involvement, prior treatment with HLA-G-
targeted therapy, prior anti-cytotoxic T-lymphocyte anti-
gen-4 or anti-programmed cell death receptor-1 therapy 
within 6 weeks or other anticancer therapy within 14 days 
before the first dose of study drug, clinically significant pul-
monary compromise, autoimmune or inflammatory disease 
requiring systemic steroids or other immunosuppressive 
agents within 1 year of study start.

Safety was assessed by physical examinations, neurologic 
evaluations, ECOG performance status, vital signs, electro-
cardiograms, clinical safety laboratory tests, pregnancy test-
ing, and monitoring for AEs, including DLTs. Treatment-
emergent adverse events (TEAEs) were graded per National 
Cancer Institute-Common Terminology Criteria for Adverse 
Events [NCI-CTCAE] version 5.0, except for CRS and 
immune effector cell-associated neurotoxicity syndrome, 
which was graded according to the American Society for 
Transplantation and Cellular Therapy (ASTCT) guidelines 
[17]. DLTs were monitored during the first 21 days after the 
first full treatment dose and were defined as certain grade ≥ 3 
hematologic toxicities and any non-hematological toxicity of 
grade ≥ 3 or that resulted in treatment discontinuation with 
certain exceptions (Table S2).

Efficacy

Computed tomography (CT) or magnetic resonance imaging 
(MRI) of the chest, abdomen and pelvis was performed every 
8 weeks for the first 24 weeks, and then every 12 weeks 
while on treatment. CA-125 was obtained in participants 
with OC every 4 weeks. Objective response rate (ORR) was 
evaluated by the investigator using the Response Evaluation 
Criteria in Solid Tumors (RECIST) version 1.1 and Gyneco-
logical Cancer InterGroup (GCIG) CA 125 response criteria 
(OC only).

PK, PD and immunogenicity

Blood samples were collected for measurement of PK, PD 
(serum cytokine and peripheral blood immunophenotyping), 

and anti-drug antibodies (ADA). JNJ-78306358 serum con-
centrations were determined using an electrochemilumines-
cence-based immunoassay (ECLIA) on the Meso Scale Dis-
covery platform by Janssen R&D. Serum cytokines collected 
pre- and post-JNJ-78306358 treatment as well as during 
grade ≥ 2 CRS were measured by a Meso Scale Discovery 
(MSD) assay using the MSD-V-PLEX Plus Pro-inflamma-
tory Panel 1 Human Kit (Cat# K15049G) at CellCarta using 
an MSD Sector ® S600 analyzer. Fold change was normal-
ized to baseline (pre-dose) values. Immunophenotyping was 
performed on whole blood using the TBNK Panel (CD3, 
CD4, CD8, CD16, CD19, CD45, CD56) and the T mem-
ory and Activation Panel (CD3, CD4, CD8, CD25, CD45, 
CD45RO, CD127, CCR7, FoxP3, Ki67, HLA-DR, CD278, 
CD38, CD279) at CellCarta and analyzed by the BD LSR 
Fortessa X-20 analyzer (Table S1). Fold change of median 
fluorescent intensity (MdFI) and % positivity were normal-
ized to baseline (pre-dose) values. IHC was performed at 
CellCarta using the 4H84 monoclonal antibody (Abcam, 
Cat# ab52455) on Ventana Benchmark Ultra platform. 
Global H-score in the tumors was reported.

Levels of soluble HLA-G (sHLA-G) were assessed from 
baseline (pre-dose) serum samples to understand the risk 
of target-mediated drug disposition effect. Soluble HLA-G 
levels were measured at Janssen Research & Development 
using an MSD assay with JNJ-78306358 and 4H84 mAb as 
capturing and detecting antibodies respectively.

Statistical analysis

No formal statistical hypothesis was tested in this study. 
Dose escalation was guided by a modified continual reas-
sessment method (mCRM) based on a Bayesian logistic 
regression model with overdose control such that the poste-
rior probability of the DLT rate was within the target toxicity 
interval of 33%.

Descriptive statistics were used for demographic, safety, 
efficacy, PK, and biomarker data by dose level and time, 
and were summarized as number of observations, standard 
deviation, coefficient of variation, median, and range. Cat-
egorical data were summarized using frequency counts and 
percentages. ORR was defined as the proportion of patients 
who achieved a partial response or complete response 
according to RECIST v1.1. All assessments in this study 
were conducted on ‘all treated analysis set’ which included 
patients who received at least 1 dose of JNJ-78306358.

Results

Overall, 39 patients (23 with CRC, 10 with OC, and 6 with 
RCC) were enrolled and treated once-weekly in 7 cohorts in 
dose escalation (Part 1). The study did not proceed to dose 
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expansion (Part 2). All 39 patients (100.0%) discontinued 
the study treatment. The most common reasons were pro-
gressive disease (82.1%) and death (5.1%), none considered 
related to JNJ-78306358. One (2.6%) patient discontinued 
study treatment due to TEAEs.

Median age of patients was 62 years (range: 39–80 years); 
the majority were women (61.5%). Patients were heavily 
pretreated: most patients (53.8%) received ≥ 4 prior lines 
of systemic therapy for metastatic disease (Table 1). The 
median duration of JNJ-78306358 exposure including step-
up dosing was 62 days (range: 1–345 days).

Safety

Overall, 37 (94.9%) patients experienced ≥ 1 TEAE 
(Table 2). The most commonly reported TEAEs (> 25%) 
were CRS (48.7%), injection site erythema, alanine ami-
notransferase (ALT) increased, aspartate aminotransferase 
(AST) increased (38.5%, each), fatigue (35.9%), and abdom-
inal pain (25.6%). A majority of the patients (64.1%) had 
an injection site reaction with injection site erythema as the 
most common reaction.

Twenty-four (61.5%) patients experienced grade ≥ 3 
TEAEs (Table 2). Serious TEAEs occurred in 20 (51.3%) 

Table 2  Summary of treatment-emergent adverse events

ALT alanine aminotransferase; AST aspartate aminotransferase; CRS cytokine release syndrome; TEAE treatment-emergent adverse event; SC 
subcutaneous; Q1W once every week

n (%) JNJ-78306358 Q1W SC dosing Total (N = 39)

46 µg (n = 7) 15–46–90 µg 
(n = 6)

15–90–
270 µg 
(n = 5)

15–46–
180 µg 
(n = 5)

15–90–
180 µg 
(n = 5)

15–46–270 µg 
(n = 5)

15–46–
180–225 µg 
(n = 6)

≥ 1 TEAEs 7 (100) 6 (100) 5 (100) 5 (100) 4 (80.0) 5 (100) 5 (100) 37 (94.9)
Most common TEAEs (> 25% in total group)
 CRS 2 (28.6) 1 (16.7) 5(100) 3 (60.0) 2 (40.0) 3 (60.0) 3 (50.0) 19(48.7)
 Injection site 

erythema
1 (14.3) 3 (50.0) 4 (80.0) 1 (20.0) 2 (40.0) 2 (40.0) 2 (33.3) 15(38.5)

 ALT increased 0 1 (16.7) 5(100) 4 (80.0) 2 (40.0) 2 (40.0) 1 (16.7) 15 (38.5)
 AST increased 2 (28.6) 1 (16.7) 4 (80.0) 4 (80.0) 2 (40.0) 2 (40.0) 0 15(38.5)
 Fatigue 4 (57.1) 2 (33.3) 3 (60.0) 2 (40.0) 0 1 (20.0) 2 (33.3) 14(35.9)
 Abdominal pain 2 (28.6) 3 (50.0) 1 (20.0) 1 (20.0) 0 3 (60.0) 0 10(25.6)

Serious TEAEs 3 (42.9) 4 (66.7) 2 (40.0) 2 (40.0) 1 (20.0) 5 (100.0) 3 (50.0) 20 (51.3)
Most common serious TEAEs (> 5% in total group)
 CRS 1 (14.3) 0 1 (20.0) 0 0 1 (20.0) 3 (50.0) 6 (15.4)
 Hyperbilirubine-

mia
1 (14.3) 0 0 1 (20.0) 0 0 0 2 (5.1)

 Back pain 0 1 (16.7) 0 0 0 1 (20.0) 0 2 (5.1)
Grade ≥ 3 TEAEs 4 (57.1) 5 (83.3) 2 (40.0) 4 (80.0) 1 (20.0) 5 (100.) 3 (50.0) 24 (61.5)
Most common grade ≥ 3 TEAEs (> 5% in total group)
 Back pain 1 (14.3) 2 (33.3) 0 0 0 1 (20.0) 0 4 (10.3)
 Anemia 1 (14.3) 0 0 0 1 (20.0) 0 0 2 (5.1)
 Lymphopenia 0 1 (16.7) 1 (20.0) 0 0 0 0 2 (5.1)
 Neutropenia 1 (14.3) 0 0 0 0 0 1 (16.7) 2 (5.1)
 Pneumonia 0 0 0 1 (20.0) 0 1 (20.0) 0 2 (5.1)
 Pulmonary 

embolism
0 0 0 0 1 (20.0) 1 (20.0) 0 2 (5.1)

 ALT increased 0 0 0 1 (20.0) 0 1 (20.0) 0 2 (5.1)
 Hypertension 1 (14.3) 1 (16.7) 0 0 0 0 0 2 (5.1)

TEAEs leading to 
discontinuation

0 1 (16.7) 0 0 0 0 2 (33.3) 3 (7.7)

 Lymphangiosis 
carcinomatosa

0 0 0 0 0 0 1 (16.7) 1 (2.6)

 Hemiparesis 0 1 (16.7) 0 0 0 0 0 1 (2.6)
 Pneumonitis 0 0 0 0 0 0 1 (16.7) 1 (2.6)
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patients, the most common being CRS (15.4%). TEAEs 
leading to treatment discontinuation occurred in 3 patients: 
lymphangiosis carcinomatosa, hemiparesis and pneumonitis 
(2.6%, each), of which pneumonitis was considered related 
to study treatment (Table 3). Nine (23.1%) patients died dur-
ing the study. The most common cause of death was progres-
sive disease (n = 5, 12.8%). Three (7.7%) patients died dur-
ing the study due to TEAEs of cholangitis infective, sepsis, 
and lymphangiosis carcinomatosa (1 patient, each); none of 
the deaths were considered treatment-related. One patient 
died during the follow-up phase due to unknown causes after 
discontinuing treatment due to progressive disease.

The main safety concern was CRS. Of the 19 (48.7%) 
patients who had ≥ 1 CRS event, 9 (23.1%) had concurrent 
hypotension (grade 2) and 9 (23.1%) were treated with toci-
lizumab. No grade ≥ 3 CRS was observed. Two grade 2 CRS 
events (28.6%) occurred at the starting dose of 46 µg. Step-
up dosing using a lower dose of 15 ug and 46 ug or 90 ug 
was implemented for subsequent cohorts. Most CRS events 
occurred after the first treatment dose and resolved within 
24 h. There was one recurrent CRS that required a dose 
reduction and was considered a DLT. Three patients had 
more than one CRS event including one patient with grade 
1 CRS after the step-up doses and the first treatment dose.

Dose‑limiting toxicities

Four patients (10.3%) experienced one or more DLTs, and 
all of them experienced a CRS event before the DLTs: (i) 
Hypertransaminasemia (grade 3; JNJ-78306358 15-90-270 
ug SC QW cohort), (ii) Recurrent CRS (grade 2 followed 
by grade 1, requiring dose reduction; JNJ-78306358 15-90-
270 ug SC QW cohort), (iii) Increased ALT (grade 3; JNJ-
78306358 15-46-270 ug SC QW cohort), and (iv) Pneumo-
nitis (grade 3; JNJ-78306358 15-46-180 ug SC QW cohort).

Efficacy

There were no objective responses per RECIST Version 1.1 
or GCIG CA 125 criteria during the study. Seventeen of the 
34 response evaluable patients showed disease stabilization 
(Figure S1) and 2 patients had stable disease for > 40 weeks 
(Fig. 2). One participant with OC had a 42% reduction in 
CA 125.

Of the response evaluable patients, 4 of 5 RCC patients, 
5 of 9 OC patients and 8 of 20 CRC patients had SD as their 
best response.

Table 3  Related treatment-emergent adverse events

ALT alanine aminotransferase; AST aspartate aminotransferase; CRS cytokine release syndrome; TEAE treatment-emergent adverse event; SC 
subcutaneous; Q1W once every week

n (%) JNJ-78306358 Q1W SC dosing Total (N = 39)

46 µg (n = 7) 15–46–90 µg (n = 6) 15–90–
270 µg 
(n = 5)

15–46–
180 µg 
(n = 5)

15–90–
180 µg 
(n = 5)

15–46–
270 µg 
(n = 5)

15–46–
180–225 µg 
(n = 6)

≥ 1 related TEAEs 7 (100) 4 (66.7) 5 (100) 5 (100) 4 (80.0) 4 (80.0) 5 (83.3) 34 (87.2)
Most common related TEAEs (> 20% in total group)

  CRS 2 (28.6) 1 (16.7) 5 (100) 3 (60.0) 2 (40.0) 3 (60.0) 3 (50.0) 19 (48.7)
  Injection site erythema 1 (14.3) 3 (50.0) 4 (80.0) 1 (20.0) 2 (40.0) 2 (40.0) 2 (33.3) 15 (38.5)
  ALT increased 0 1 (16.7) 5 (100) 4 (80.0) 1 (20.0) 2 (40.0) 1 (16.7) 14 (35.9)
  AST increased 1 (14.3) 1 (16.7) 4 (80.0) 4 (80.0) 1 (20.0) 2 (40.0) 0 13 (33.3)

Related TEAEs leading 
to discontinuation

0 0 0 0 0 0 1 (16.7) 1 (2.6)

  Pneumonitis 0 0 0 0 0 0 1 (16.7) 1 (2.6)
Related serious TEAEs 1 (14.3) 1 (16.7) 1 (20.0) 1 (20.0) 0 1 (20.0) 3 (50.0) 8 (20.5)

  CRS 1 (14.3) 0 1 (20.0) 0 0 1 (20.0) 3 (50.0) 6 (15.4)
  Hypertransaminasemia 0 0 0 0 0 0 1 (16.7) 1(2.6)
  ALT increased 0 1 (16.7) 0 0 0 0 0 1 (2.6)
  Oxygen saturation 

decreased
0 0 0 1 (20.0) 0 0 0 1 (2.6)

  Flank pain 0 0 0 1 (20.0) 0 0 0 1 (2.6)
  Pneumonitis 0 0 0 0 0 0 1 (16.7) 1 (2.6)
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Pharmacokinetics

Dose normalized PK parameters were comparable across 
all cohorts (Fig. 3). JNJ-78306358 exposure levels (peak 

concentrations and area under the curve) increased with 
dose level. Elimination half-life  (t1/2) was not evaluable. 
Following weekly SC administration of JNJ-78306358 in 
different cohorts, Dose 1 mean  Cmax, AUC 72h, and AUC 

Fig. 2  Response and time-on-treatment arranged by cohort; all treated analysis set. AE adverse events, d/c discontinuation, PD progressive dis-
ease, SD stable disease

Fig. 3  Mean serum concentration–time profiles of JNJ-78306358 after first treatment dose administration. Conc. Concentration, Q1W once every 
week, SC subcutaneous, SU step-up



 Cancer Immunology, Immunotherapy (2024) 73:205205 Page 8 of 14



Cancer Immunology, Immunotherapy (2024) 73:205 Page 9 of 14 205

Fig. 4  Cytokine induction following administration of JNJ-78306358: 
a Maximum fold change after treatment dose compared to baseline 
arranged by cohorts b Maximum fold change after treatment dose 
compared to baseline arranged by CRS grade c Comparison of IL-6 
to IL-10 ratio arranged by CRS grade. a Box plot of maximum fold 
change (FCHG) of serum IFNγ, IL-6 and IL-10 across cohorts. 
Maximum fold change, shown in log10 scale, is defined as the high-
est fold change between post-treatment and baseline values across all 
sample collection timepoints. b Box plot of maximum fold change of 
serum IFNγ, IL-6 and IL-10 by CRS grade. No CRS is represented 
by grade 0. Maximum fold change, shown in log10 scale, is defined 
as the highest fold change between post-treatment and baseline values 
across all sample collection timepoints. c Box plot of maximum IL-6 
to IL-10 ratio by CRS grade. Maximum ratio is defined as the high-
est ratio between IL-6 and IL-10 values across all sample collection 
timepoints. CRS cytokine release syndrome, FCHG fold change, IL 
interleukin

◂

last ranged for cohorts 3–7 between 0.00760–0.0221 μg/
mL, 0.661–1.83  μg.h./mL, and 0.722–1.93  μg.h./mL, 
respectively.

Immunogenicity

ADA were identified in a number of patients within 
7 weeks of treatment initiation. Therefore, patients were 
considered immunogenicity-evaluable if they tested posi-
tive on one sample at any time point (including the end 
of treatment sample) or if samples tested negative for > 7 
total weeks after JNJ-78306358 administration. Of the 
27 immunogenicity-evaluable patients, 17 (62.9%) were 
positive for ADA. ADA positivity and ADA titer did not 
appear to be dependent on dose. Neutralizing antibodies 
were detected in 11 of 12 ADA positive samples.

In most cases, ADA was associated with loss of expo-
sure at the same timepoint in which ADA was detected or 
at a subsequent timepoint. There was no clear association 
between ADA and infusion-related reactions or CRS. Due 
to the limited dose escalation and serum drug concentra-
tions falling below the limit of quantification in nearly all 
ADA positive patients, the impact of antibodies to JNJ-
78306358 on PK could not be fully quantified.

Soluble HLA‑G

Baseline sHLA-G levels were detectable in 6/38 patient 
samples (> LLOQ of 0.015–0.131 ng/mL) with levels 
ranging from 0.036 to 0.642 ng/mL. Given the low levels 
of sHLA-G at baseline and the use of JNJ-78306358 as the 
capture antibody, no evaluation of sHLA-G post-dosing 
was conducted. No association between sHLA-G at base-
line and PK was noted.

Pharmacodynamics

We observed an increase in JNJ-78306358-stimulated 
cytokine release during the study. Levels of interferon 
gamma (IFNγ) and to a lesser extent interleukin (IL)-
6, and IL-10 increased with treatment dose (Fig.  4a), 
indicating JNJ-78306358 mediated T cell activation. 
We observed elevated cytokine levels (IL-6, IFNγ, and 
IL-10) in patients who had CRS (Fig. 4b). Notably, the 
pro-inflammatory (IL-6) to anti-inflammatory (IL-10) ratio 
was higher in grade 2 CRS compared to no CRS or grade 
1 CRS (Fig. 4c).

JNJ-78306358 treatment induced margination of 
CD8 + T cells from the periphery (Figs. 5a; S2); in con-
trast B cell numbers were not altered (data not shown). 
In addition, JNJ-78306358 stimulated peripheral T cell 
activation, as indicated by higher MdFI of the CD38 + and 
HLA-DR + in CD8 + T cells in post-treatment samples 
compared to baseline (Fig. 5b). CD4 + T cells were mod-
estly activated compared to CD8 + T cells (Fig. S3). Addi-
tionally, higher T cell proliferation as indicated by increase 
in % Ki67 + /CD3 + cells was observed at higher treatment 
doses (Fig. 5c).

Biomarkers

HLA-G was detected (IHC H-score > 0) in archival tis-
sues from 12/25 evaluable patients (Fig. 6a): 3/4 (75.0%) 
patients with RCC, 4/15 (26.7%) patients with CRC, and 
5/6 (83.3%) patients with OC (Fig. 6b). Of the 4 patients 
with target lesion reductions with evaluable archival tumor 
samples, only 2 had IHC H-scores > 0. No clear associa-
tion between the levels of HLA-G expression in archival 
tissues and the extent of peripheral T cell activation was 
observed (Fig. S4).

Discussion

Based on the results from both in vitro and preclinical 
studies [13], this first-in-human study aimed to assess the 
safety and preliminary antitumor activity of JNJ-78306358 
in patients with advanced stage solid tumors with a high 
prevalence of HLA-G protein expression. The current study 
treatment showed limited efficacy, with 50% (17 of 34) of 
patients having SD, of which two patients had SD for > 40 
weeks, though there were no objective responses (per 
RECIST Version 1.1 criteria). All patients discontinued the 
study treatment, largely due to progressive disease (82%).

The immune-associated toxicities may have prevented 
dose escalation of JNJ-78306358 to reach efficacious lev-
els. In addition, the high frequency of ADA development 
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Fig. 5  Effect of JNJ-78306358 
on peripheral T cell migration, 
activation, and proliferation: 
a Induction of CD8 + T cell 
(CD8 + /CD3 +) margination by 
JNJ-78306358: Representative 
cohort of 15–48-180 ug b JNJ-
78306358 induced activation 
of cytotoxic T cells (CD38 + /
CD8 + and HLA-DR + /
CD8 +) c T cell proliferation 
(Ki67 + /CD3 +) was induced 
by JNJ-78306358. a Longitu-
dinal tracking of fold change 
(FCHG) of peripheral CD8 + /
CD3 + T cell count compared to 
baseline levels in the 15–48-
180 ug cohort. Fold change is 
presented in log10 scale. b Box 
plot of maximum fold change 
of CD38 + /CD8 + and HLA-
DR + /CD8 + MdFI cohorts. 
Maximum fold change, shown 
in log10 scale, is defined as the 
highest fold change between 
post-treatment and baseline 
values across all sample collec-
tion timepoints. c Box plot of 
maximum fold change of the 
percentage of Ki67/CD3 + by 
treatment cohorts. Maximum 
fold change, shown in log10 
scale, is defined as the highest 
fold change between post-treat-
ment and baseline values across 
all sample collection timepoints. 
CD cluster of differentiation, 
CRS cytokine release syndrome, 
EOT end of treatment, FCHG 
fold change, HLA-DR human 
leukocyte antigen-DR isotype, 
MdFI median fluorescent inten-
sity, SC subcutaneous
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reduced the drug exposure and had significant neutralization 
potential. Thus, the sponsor decided to terminate Part 1 dose 
escalation early and did not proceed to Part 2 dose expan-
sion. As such, the limited enrolment data prevented drawing 
conclusions regarding the study objectives and endpoints, 
and no RP2D was established.

From the first dose level, immune-related toxicities were 
observed, particularly CRS events (none ≥ grade 3) and 
DLTs were observed in approximately 10% patients. CRS is 
a commonly recognized and frequent serious adverse event 
with bispecific T cell-engaging antibodies [18, 19]. High 
incidence of CRS has been noted with most of the currently 
FDA-approved bispecific T cell antibody therapies, such 
as blinatumomab, teclistamab-cqyv, mosunetuzumab and 
tebentafusp-tebn [18]. Step-up dosing and premedication 
with high dose corticosteroids were applied to mitigate CRS 
events. Step-up dosing partially mitigated CRS, as imple-
mentation of 15 ug and 46 ug step doses allowed for a treat-
ment dose of 90 ug with only 1 grade 1 CRS event whereas 
2 grade 2 CRS events were observed at the 46 ug dose level 

without step-up dosing. Of the patients who experienced ≥ 1 
CRS events, 23% received tocilizumab treatment and this 
generally led to the rapid resolution of symptoms. This was 
in line with the recommendation that early intervention 
with tocilizumab is crucial during CRS events to prevent 
the development of severe and potentially life-threatening 
toxicities [20]. However, escalation to higher treatment 
doses was limited by CRS and CRS-associated toxicities. 
All the DLTs were preceded by a CRS event suggesting that 
they were related to CRS. Therefore, effective strategies to 
mitigate CRS are crucial for further promoting bispecific 
antibodies.

Although HLA-G expression is typically associated 
with the maternal–fetal interface, it is also upregulated in 
areas of inflammation [21–23], after viral infection [21, 
24], and in response to certain cytokines [25]. The study 
excluded patients with chronic inflammatory conditions to 
avoid situations where HLA-G might be upregulated. How-
ever, it is unknown if preexisting inflammation or induced 
inflammation contributed to the observed CRS events or if 

Fig. 6  a Summary of HLA-G positivity (H-score > 0) by IHC in 
archival tissues b Representative HLA-G IHC images. *H-score > 0 a 
HLA-G levels in archival tumors was assessed by an IHC assay using 
4H84 mAb. Global H-score from all IHC evaluable tumors is shown 
and separated by tumor types. Asterisk indicates samples with global 

H-score above 0. b Representative IHC images of HLA-G expression 
in archival tissues detected by the 4H84 mAb. CRC  colorectal can-
cer, HLA-G human leukocyte antigen-G, IHC immunohistochemistry, 
RCC  renal cell carcinoma
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an alternative mechanism contributed to CRS. In addition 
to the liver toxicities that met the DLT criteria, transient 
increases in liver enzymes were observed at multiple dose 
levels. Liver toxicities have been associated with CRS [26], 
but liver inflammation may possibly lead to upregulation 
of HLA-G in the liver. In a similar manner, preexisting or 
induced inflammation in the lungs may have contributed 
to observed pneumonitis. All patients enrolled in the study 
were heavily pretreated with chemotherapy and other agents 
which may have contributed to preexisting inflammation. 
Interestingly, patients with prior treatment with PD-(L1) 
inhibitors had a higher incidence and severity of CRS.

T cell-dependent bispecific therapies often induce a rapid 
and transient reduction in peripheral T cells (T cell mar-
gination) that in some cases associate with clinical response 
[27–29]. T cell margination is accompanied by T cell acti-
vation [30]. Consistent with prior findings, we observed 
peripheral T cell margination and T cell activation with 
increasing JNJ-78306358 treatment doses. Additionally, a 
dose dependent increase in serum cytokines (IFNγ, IL-6, 
and IL-10) was observed in this study. Collectively, immu-
nophenotyping and cytokine data suggest JNJ-78306358 
treatment elicits expected peripheral T cell activation 
responses. As on-treatment biopsies were not performed, it 
is unclear if T cell infiltration and activation occurs within 
the tumor. Limited T cell infiltration and suppressive tumor 
microenvironment are the main hurdles of CD3 redirecting 
therapies in solid tumors.

Excessive immune activation by T cell engagers can man-
ifest in clinical CRS. In patients who experienced CRS, lev-
els of these cytokines were found to be elevated, especially 
IL-6 and IFNγ. Induction of IL-6 in CRS is consistent with 
the use of tocilizumab as a mitigation strategy.

The selection of the tumor types included in this study 
was based on internal IHC staining of commercially 
acquired whole tissue samples with an α1-domain binding 
HLA-G antibody, 4H84 (12). As there is a low incidence 
of tumors expressing HLA-G isoforms lacking α3 domain, 
this preclinical prevalence data was determined to appropri-
ately represent expression of HLA-G being targeted by JNJ-
78306358. Given the caveats of the small sample numbers 
being assessed, prior treatment history, tumor heterogene-
ity and the IHC staining platform, the observed prevalence 
of HLA-G expression broadly agreed with preclinical data. 
HLA-G expression on archival tissues, which may not rep-
resent current tumor biology, did not correlate with target 
tumor reductions, prolonged stable disease, or the extent of 
peripheral T cell activity; however, such analyses are limited 
by the small sample size and inability to reach potentially 
efficacious doses.

ADA and soluble targets can act as sink that diminishes 
PK and drug efficacy. High incidence of ADA develop-
ment (62.9%) noted during the study resulted in the loss 

of detectable PK; however, the impact of ADA could not 
be quantified due to low serum drug concentrations. The 
high incidence of ADA formation may be related to the SC 
route of administration that leads to high localized concen-
tration of study drug and uptake by dendritic cells. Previous 
studies suggested that SC dosing is a preferable route of 
administration for bispecific antibodies for mitigating CRS 
and increasing the dose intensity [31, 32]. ADA formation 
that reduced serum drug concentrations has been observed 
for some other CD3-redirecting molecules given via the SC 
route [16, 33]; however, not all immune-targeting bispecific 
molecules that develop ADA have reduced serum concentra-
tions [34]. Multiple forms of sHLA-G have been reported 
in serum from patients with cancer [35]. Preclinical mod-
eling predicted serum levels of sHLA-G > 1 ng/ml to have 
impact on PK of JNJ-78306358 as it may act as a soluble 
sink [36]. The majority of the patient serum had no detect-
able sHLA-G, and the highest level observed was well below 
the expected threshold for target-mediated drug disposition 
effect. Additionally, no relationship was observed between 
baseline sHLA-G levels and PK. Collectively these data 
suggest that ADA, not sHLA-G, likely contributed to the 
diminished serum PK.

Taken together, the findings described herein are valuable 
to guide the selection of future bispecific antibody targets. 
Although targeting HLA-G via a CD3-redirecting mecha-
nism with JNJ-78306358 did not prove effective therapy in 
this study due to inability to escalate to levels associated 
with efficacy in preclinical models, blocking HLA-G’s inter-
action with its receptors may still be a viable option [37]. 
Some success has been observed by targeting the immune 
inhibitory receptors, immunoglobulin-like transcript (ILT)-2 
and ILT-4 [38–40]. Current findings contribute to the grow-
ing body of evidence that T cell-engaging therapies com-
monly lead to CRS events and patients benefit from tocili-
zumab as a supportive therapy [41].

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00262- 024- 03790-7.

Acknowledgements The authors would like to thank all the patients 
and their families for their participation in this study and acknowledge 
the collaboration and commitment of the investigators and their staff. 
Himabindu Gutha, PhD (SIRO Clinpharm Pvt. Ltd., India) provided 
writing assistance and Jennifer Han (Janssen Global Services, LLC) 
provided additional editorial support. Camila Oxley (Janssen Research 
and Development) contributed to the review of the clinical data.

Author contributions Drs. Brown, Greger, Wu, Steinbach, Sheena Yao, 
Cao, Lauring, J Patel and B Patel were involved in study design. Ruchi 
Chaudhary was involved in analysis and interpretation of biomarker 
data. All authors involved in conduct of the study and interpretation 
of data. All authors contributed to data interpretation, development, 
and review of this manuscript. All authors meet ICMJE criteria and 
all those who fulfilled those criteria are listed as authors. All authors 
had access to the study data, provided directions and comments on the 

https://doi.org/10.1007/s00262-024-03790-7


Cancer Immunology, Immunotherapy (2024) 73:205 Page 13 of 14 205

manuscript, made the final decision about where to publish these data 
and approved submission to this journal.

Funding This study was sponsored by Janssen Research & Develop-
ment, LLC, USA.

Data availability The data sharing policy of Janssen Pharmaceutical 
Companies of Johnson & Johnson is available at https:// www. janss 
en. com/ clini cal- trials/ trans paren cy. As noted on this site, requests for 
access to the study data can be submitted through Yale Open Data 
Access [YODA] Project site at http:// yoda. yale. edu.

Declarations 

Conflict of interest Revit Geva: Consultant for AstraZeneca, Roche, 
Bayer, MSD, Oncotest, and Pfizer; Leadership role with Pyxis; Share-
holder/stockholder/stock options with Pyxis; Honoraria from Astra-
Zeneca, Amgen, Janssen, Medison, Merck, MSD, Novartis, Pfizer, 
Takeda, and Roche; Travel/accommodation expenses from Medison 
and Merck. Maria Vieito: Consultant for Debiopharm Group, Roche, 
and TFS; Travel/ accommodation expenses from Merck, Roche, Se-
rono. Ruth Perets: Consultant for Clexio Biosciences, Galmed Phar-
maceuticals, IE therapeutics, and Simplivia; Honoraria from MSD and 
GSK; Travel/accommodation expenses from MSD. Emiliano Calvo: 
Employee of START; Leadership role with BeiGene, EORTC, Merus 
NV, Novartis, PharmaMar, Sanofi, and START; Shareholder/stock-
holder/stock options with Oncoart Associated and START; Hono-
raria from HM Hospitales Group; Consultant for Adcendo, Amunix, 
Anaveon, AstraZeneca/MedImmune, Bristol-Myers Squibb, Chugai 
Pharma, Diaccurate, Elevation Oncology, Ellipses Pharma, Gen-
mab, Janssen-Cilag, MonTa, MSD Oncology, Nanobiotix, Nouscom, 
Novartis, OncoDNA, PharmaMar, Roche/Genentech, Servier, Syneos 
Health, T-Knife, and TargImmune Therapeutics; Research funding 
from START; President and Founder of Foundation INTHEOS (In-
vestigational Therapeutics in Oncological Sciences); Member of Non-
for-profit Foundation PharmaMar, Non-for-profit CRIS Cancer Foun-
dation. Elena Garralda: Employee of NEXT Oncology; consultant or 
advisor to Alkermes, Anaveon, Boehringer Ingelheim, Ellipses Phar-
ma, F-Star Therapeutics, Hengrui Therapeutics, Incyte, Janssen, Mab-
Discovery, Roche, Sanofi, Seattle Genetics, and Thermo Fisher Scien-
tific; Speakers bureau of Eli Lilly, MSD, Novartis, Roche, Seagen, and 
Thermo Fisher Scientific; Recipient of numerous institutional research 
grants. Victor Moreno: Employee of START; Consultant for Bayer, 
BMS, Janssen Oncology, and Merck; Speaker bureau fees from Bayer; 
Research funding from Abbvie, ACEA Biosciences, Adaptimmune, 
Amgen, AstraZeneca, Bayer, BeiGene, Boehringer Ingelheim, BMS, 
Celgene, E-therapeutics, Eisai, GSK, Janssen, Menarini, Merck, Na-
nobiotix, Novartis, Pfizer, PharmaMar, PsiOxus Therapeutics, Puma 
Biotechnology, Regeneron, RigonTEC, Roche, Sanofi, Sierra Oncol-
ogy, Synthon, Taiho Pharmaceutical, Takeda, Tesaro, and Transgene; 
Travel and accommodation expenses from Regeneron/Sanofi. Regina 
J. Brown, James G. Greger, Shujian Wu, Douglas Steinbach, Tsun-
Wen Sheena Yao, Yu Cao, Josh Lauring, Ruchi Chaudhary, Jaymala 
Patel and Bharvin Patel: Employees of Janssen Research & Develop-
ment and own stock/stock options in Johnson & Johnson. Jorge Ra-
mon, Manuel Pedregal, Elena Corral, Bernard Doger and Jorge Bar-
dina: No conflict of interest.

Ethical approval This clinical study was conducted in accordance 
with the principles of the Declaration of Helsinki and local laws and 
regulations. The study protocol and all amendments were reviewed by 
the independent ethics committee and/or institutional review board for 
each study center.

Consent to participate Written informed consent was provided by all 
patients before any study procedures took place.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Xie N, Shen G, Gao W, Huang Z, Huang C, Fu L (2023) Neo-
antigens: promising targets for cancer therapy. Signal Transduct 
Target Ther 8:9. https:// doi. org/ 10. 1038/ s41392- 022- 01270-x

 2. Wei J, Yang Y, Wang G, Liu M (2022) Current landscape and 
future directions of bispecific antibodies in cancer immunother-
apy. Front Immunol 13:1035276. https:// doi. org/ 10. 3389/ fimmu. 
2022. 10352 76

 3. Rader C (2020) Bispecific antibodies in cancer immunotherapy. 
Curr Opin Biotechnol 65:9–16. https:// doi. org/ 10. 1016/j. copbio. 
2019. 11. 020

 4. Sun Y, Yu X, Wang X et al (2023) Bispecific antibodies in cancer 
therapy: target selection and regulatory requirements. Acta Pharm 
Sin B 13:3583–3597. https:// doi. org/ 10. 1016/j. apsb. 2023. 05. 023

 5. US Food and Drug Administration (2023) Bispecific antibod-
ies: an area of research and clinical applications. Retrieved from: 
https:// www. fda. gov/ drugs/ news- events- human- drugs/ bispe cific- 
antib odies- area- resea rch- and- clini cal- appli catio ns. Accessed Nov 
9, 2023

 6. Zhuang B, Shang J, Yao Y (2021) HLA-G: an important mediator 
of maternal-fetal immune-tolerance. Front Immunol 12:744324. 
https:// doi. org/ 10. 3389/ fimmu. 2021. 744324

 7. Lin A, Yan WH (2018) Heterogeneity of HLA-G expression in 
cancers: facing the challenges. Front Immunol 9:2164. https:// doi. 
org/ 10. 3389/ fimmu. 2018. 02164

 8. Lin A, Yan WH, Xu HH, Gan MF, Cai JF, Zhu M, Zhou MY 
(2007) HLA-G expression in human ovarian carcinoma coun-
teracts NK cell function. Ann Oncol Off J Eur Soc Med Oncol 
18:1804–1809. https:// doi. org/ 10. 1093/ annonc/ mdm356

 9. Lin A, Yan WH (2015) Human leukocyte antigen-G (HLA-G) 
expression in cancers: roles in immune evasion, metastasis and 
target for therapy. Mol Med 21:782–791. https:// doi. org/ 10. 2119/ 
molmed. 2015. 00083

 10. Lin A, Yan WH (2019) Intercellular transfer of HLA-G: its poten-
tial in cancer immunology. Clin Transl Immunology 8:e1077. 
https:// doi. org/ 10. 1002/ cti2. 1077

 11. Lin A, Yan WH (2021) HLA-G/ILTs targeted solid cancer 
immunotherapy: opportunities and challenges. Front Immunol 
12:698677. https:// doi. org/ 10. 3389/ fimmu. 2021. 698677

 12. Morandi F, Airoldi I (2022) HLA-G and other immune checkpoint 
molecules as targets for novel combined immunotherapies. Int J 
Mol Sci 23:2925

 13. Obermajer N, Zwolak A, Van De Ven K et al (2022) Abstract 
ND07: JNJ-78306358: a first-in-class bispecific T cell redirecting 
HLA-G antibody. Cancer Res 82:ND07–ND07. https:// doi. org/ 10. 
1158/ 1538- 7445. Am2022- nd07

https://www.janssen.com/clinical-trials/transparency
https://www.janssen.com/clinical-trials/transparency
http://yoda.yale.edu
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1038/s41392-022-01270-x
https://doi.org/10.3389/fimmu.2022.1035276
https://doi.org/10.3389/fimmu.2022.1035276
https://doi.org/10.1016/j.copbio.2019.11.020
https://doi.org/10.1016/j.copbio.2019.11.020
https://doi.org/10.1016/j.apsb.2023.05.023
https://www.fda.gov/drugs/news-events-human-drugs/bispecific-antibodies-area-research-and-clinical-applications
https://www.fda.gov/drugs/news-events-human-drugs/bispecific-antibodies-area-research-and-clinical-applications
https://doi.org/10.3389/fimmu.2021.744324
https://doi.org/10.3389/fimmu.2018.02164
https://doi.org/10.3389/fimmu.2018.02164
https://doi.org/10.1093/annonc/mdm356
https://doi.org/10.2119/molmed.2015.00083
https://doi.org/10.2119/molmed.2015.00083
https://doi.org/10.1002/cti2.1077
https://doi.org/10.3389/fimmu.2021.698677
https://doi.org/10.1158/1538-7445.Am2022-nd07
https://doi.org/10.1158/1538-7445.Am2022-nd07


 Cancer Immunology, Immunotherapy (2024) 73:205205 Page 14 of 14

 14. Fucà G, Spagnoletti A, Ambrosini M, de Braud F, Di Nicola 
M (2021) Immune cell engagers in solid tumors: promises and 
challenges of the next generation immunotherapy. ESMO Open 
6:100046. https:// doi. org/ 10. 1016/j. esmoop. 2020. 100046

 15. Haense N, Atmaca A, Pauligk C et al (2016) A phase I trial of 
the trifunctional anti Her2 × anti CD3 antibody ertumaxomab in 
patients with advanced solid tumors. BMC Cancer 16:420. https:// 
doi. org/ 10. 1186/ s12885- 016- 2449-0

 16. Hummel HD, Kufer P, Grüllich C et al (2021) Pasotuxizumab, a 
BiTE(®) immune therapy for castration-resistant prostate cancer: 
phase I, dose-escalation study findings. Immunotherapy 13:125–
141. https:// doi. org/ 10. 2217/ imt- 2020- 0256

 17. Lee DW, Santomasso BD, Locke FL et al (2019) ASTCT consen-
sus grading for cytokine release syndrome and neurologic toxicity 
associated with immune effector cells. Biol Blood Marrow Transp 
J Am Soc Blood Marrow Transp 25:625–638. https:// doi. org/ 10. 
1016/j. bbmt. 2018. 12. 758

 18. Shah D, Soper B, Shopland L (2023) Cytokine release syndrome 
and cancer immunotherapies-historical challenges and promis-
ing futures. Front Immunol 14:1190379. https:// doi. org/ 10. 3389/ 
fimmu. 2023. 11903 79

 19. Zhou S, Liu M, Ren F, Meng X, Yu J (2021) The landscape of 
bispecific T cell engager in cancer treatment. Biomark Res 9:38. 
https:// doi. org/ 10. 1186/ s40364- 021- 00294-9

 20. Simão DC, Zarrabi KK, Mendes JL, Luz R, Garcia JA, Kelly WK, 
Barata PC (2023) Bispecific T-cell engagers therapies in solid 
tumors: focusing on prostate cancer. Cancers 15:1412

 21. Contini P, Murdaca G, Puppo F, Negrini S (2020) HLA-G express-
ing immune cells in immune mediated diseases. Front Immunol 
11:1613. https:// doi. org/ 10. 3389/ fimmu. 2020. 01613

 22. Moroso V, van Cranenbroek B, Mancham S et al (2015) Prominent 
HLA-G expression in liver disease but not after liver transplanta-
tion. Transplantation 99:2514–2522. https:// doi. org/ 10. 1097/ TP. 
00000 00000 000761

 23. Feger U, Tolosa E, Huang YH, Waschbisch A, Biedermann T, 
Melms A, Wiendl H (2007) HLA-G expression defines a novel 
regulatory T-cell subset present in human peripheral blood and 
sites of inflammation. Blood 110:568–577. https:// doi. org/ 10. 
1182/ blood- 2006- 11- 057125

 24. de Oliveira Crispim JC, Silva TGA, Souto FJD et al (2012) Upreg-
ulation of soluble and membrane-bound human leukocyte antigen 
G expression is primarily observed in the milder histopathologi-
cal stages of chronic hepatitis C virus infection. Hum Immunol 
73:258–262. https:// doi. org/ 10. 1016/j. humimm. 2011. 12. 004

 25. Hazini A, Fisher K, Seymour L (2021) Deregulation of HLA-I in 
cancer and its central importance for immunotherapy. J Immu-
nother Cancer. https:// doi. org/ 10. 1136/ jitc- 2021- 002899

 26. Shimabukuro-Vornhagen A, Gödel P, Subklewe M, Stemmler HJ, 
Schlößer HA, Schlaak M, Kochanek M, Böll B, von Bergwelt-
Baildon MS (2018) Cytokine release syndrome. J Immunother 
Cancer 6:56. https:// doi. org/ 10. 1186/ s40425- 018- 0343-9

 27. Bröske AE, Korfi K, Belousov A et al (2022) Pharmacodynamics 
and molecular correlates of response to glofitamab in relapsed/
refractory non-Hodgkin lymphoma. Blood Adv 6:1025–1037. 
https:// doi. org/ 10. 1182/ blood advan ces. 20210 05954

 28. Middleton MR, McAlpine C, Woodcock VK et al (2020) Teben-
tafusp, a TCR/Anti-CD3 bispecific fusion protein targeting gp100, 
potently activated antitumor immune responses in patients with 
metastatic melanoma. Clin Cancer Res 26:5869–5878. https:// doi. 
org/ 10. 1158/ 1078- 0432. Ccr- 20- 1247

 29. Himmels P, Nguyen TTT, Mitzner MC et al (2023) T cell-depend-
ent bispecific antibodies alter organ-specific endothelial cell–T 
cell interaction. EMBO Rep 24:e55532. https:// doi. org/ 10. 15252/ 
embr. 20225 5532

 30. Ball K, Dovedi SJ, Vajjah P, Phipps A (2023) Strategies for clini-
cal dose optimization of T cell-engaging therapies in oncology. 
MAbs 15:2181016. https:// doi. org/ 10. 1080/ 19420 862. 2023. 21810 
16

 31. Matasar MJ, Cheah CY, Yoon DH et  al (2020) Subcutane-
ous mosunetuzumab in relapsed or refractory B-Cell lym-
phoma: promising safety and encouraging efficacy in dose 
escalation cohorts. Blood 136:45–46. https:// doi. org/ 10. 1182/ 
blood- 2020- 135818

 32. Lesokhin AM, Levy MY, Dalovisio AP et al (2020) Preliminary 
safety, efficacy, pharmacokinetics, and pharmacodynamics of 
subcutaneously (SC) administered PF-06863135, a B-cell matu-
ration antigen (BCMA)-CD3 bispecific antibody, in patients with 
relapsed/refractory multiple myeloma (RRMM). Blood 136:8–9. 
https:// doi. org/ 10. 1182/ blood- 2020- 133355

 33. Lim EA, Schweizer MT, Chi KN et al (2023) Phase 1 study of 
safety and preliminary clinical activity of JNJ-63898081, a PSMA 
and CD3 bispecific antibody, for metastatic castration-resistant 
prostate cancer. Clin Genitourin Cancer 21:366–375. https:// doi. 
org/ 10. 1016/j. clgc. 2023. 02. 010

 34. Luke JJ, Barlesi F, Chung K et al (2021) Phase I study of ABBV-
428, a mesothelin-CD40 bispecific, in patients with advanced 
solid tumors. J Immunother Cancer. https:// doi. org/ 10. 1136/ 
jitc- 2020- 002015

 35. Pistoia V, Morandi F, Wang X, Ferrone S (2007) Soluble HLA-
G: are they clinically relevant? Semin Cancer Biol 17:469–479. 
https:// doi. org/ 10. 1016/j. semca ncer. 2007. 07. 004

 36. Katharine R, Nataša O, Adam Z, Stephen J, Brian Geist GP. Mech-
anism-based pharmacokinetic/pharmacodynamic modeling of 
JNJ-78306358, a CD3 redirector targeting HLA-G in solid tumors. 
In: American conference on pharmacometrics (ACoP14), National 
Harbor, Maryland, USA

 37. Hodges D, Kochel C, Totagrande M et al (2020) 698 targeting 
HLA-G-mediated immunosuppression with a first-in-class antago-
nist antibody. J Immunother Cancer 8:A419–A420. https:// doi. org/ 
10. 1136/ jitc- 2020- SITC2 020. 0698

 38. Naing A, Wang JS, Sharma MR et al (2022) 174P first-in-human 
study of NGM707, an ILT2/ILT4 dual antagonist antibody in 
advanced or metastatic solid tumors: preliminary monotherapy 
dose escalation data. Immuno-Oncol Technol. https:// doi. org/ 10. 
1016/j. iotech. 2022. 100286

 39. Siu LL, Wang D, Hilton J et al (2022) First-in-class anti-immu-
noglobulin–like transcript 4 myeloid-specific antibody MK-4830 
abrogates a PD-1 resistance mechanism in patients with advanced 
solid tumors. Clin Cancer Res 28:57–70. https:// doi. org/ 10. 1158/ 
1078- 0432. Ccr- 21- 2160

 40. Jounce Therapeutics Announces Results from Pre-Planned Data 
Review of INNATE Phase 2 Trial of JTX-8064 and Pimivalimab 
Demonstrating Deep and Durable Responses in Platinum Resist-
ant Ovarian Cancer. https:// www. globe newsw ire. com/ news- relea 
se/ 2023/ 03/ 16/ 26292 09/0/ en/ Jounce- Thera peuti cs- Annou nces- 
Resul ts- from- Pre- Plann ed- Data- Review- of- INNATE- Phase-2- 
Trial- of- JTX- 8064- and- Pimiv alimab- Demon strat ing- Deep- and- 
Durab le- Respo nses- in- Plati num- Resis tan. html

 41. Banerjee R, Marsal J, Huang CY et al (2021) Early time-to-toci-
lizumab after B cell maturation antigen-directed chimeric antigen 
receptor T cell therapy in myeloma. Transpl Cell Ther 27:477e1-
e7. https:// doi. org/ 10. 1016/j. jtct. 2021. 03. 004

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1016/j.esmoop.2020.100046
https://doi.org/10.1186/s12885-016-2449-0
https://doi.org/10.1186/s12885-016-2449-0
https://doi.org/10.2217/imt-2020-0256
https://doi.org/10.1016/j.bbmt.2018.12.758
https://doi.org/10.1016/j.bbmt.2018.12.758
https://doi.org/10.3389/fimmu.2023.1190379
https://doi.org/10.3389/fimmu.2023.1190379
https://doi.org/10.1186/s40364-021-00294-9
https://doi.org/10.3389/fimmu.2020.01613
https://doi.org/10.1097/TP.0000000000000761
https://doi.org/10.1097/TP.0000000000000761
https://doi.org/10.1182/blood-2006-11-057125
https://doi.org/10.1182/blood-2006-11-057125
https://doi.org/10.1016/j.humimm.2011.12.004
https://doi.org/10.1136/jitc-2021-002899
https://doi.org/10.1186/s40425-018-0343-9
https://doi.org/10.1182/bloodadvances.2021005954
https://doi.org/10.1158/1078-0432.Ccr-20-1247
https://doi.org/10.1158/1078-0432.Ccr-20-1247
https://doi.org/10.15252/embr.202255532
https://doi.org/10.15252/embr.202255532
https://doi.org/10.1080/19420862.2023.2181016
https://doi.org/10.1080/19420862.2023.2181016
https://doi.org/10.1182/blood-2020-135818
https://doi.org/10.1182/blood-2020-135818
https://doi.org/10.1182/blood-2020-133355
https://doi.org/10.1016/j.clgc.2023.02.010
https://doi.org/10.1016/j.clgc.2023.02.010
https://doi.org/10.1136/jitc-2020-002015
https://doi.org/10.1136/jitc-2020-002015
https://doi.org/10.1016/j.semcancer.2007.07.004
https://doi.org/10.1136/jitc-2020-SITC2020.0698
https://doi.org/10.1136/jitc-2020-SITC2020.0698
https://doi.org/10.1016/j.iotech.2022.100286
https://doi.org/10.1016/j.iotech.2022.100286
https://doi.org/10.1158/1078-0432.Ccr-21-2160
https://doi.org/10.1158/1078-0432.Ccr-21-2160
https://www.globenewswire.com/news-release/2023/03/16/2629209/0/en/Jounce-Therapeutics-Announces-Results-from-Pre-Planned-Data-Review-of-INNATE-Phase-2-Trial-of-JTX-8064-and-Pimivalimab-Demonstrating-Deep-and-Durable-Responses-in-Platinum-Resistan.html
https://www.globenewswire.com/news-release/2023/03/16/2629209/0/en/Jounce-Therapeutics-Announces-Results-from-Pre-Planned-Data-Review-of-INNATE-Phase-2-Trial-of-JTX-8064-and-Pimivalimab-Demonstrating-Deep-and-Durable-Responses-in-Platinum-Resistan.html
https://www.globenewswire.com/news-release/2023/03/16/2629209/0/en/Jounce-Therapeutics-Announces-Results-from-Pre-Planned-Data-Review-of-INNATE-Phase-2-Trial-of-JTX-8064-and-Pimivalimab-Demonstrating-Deep-and-Durable-Responses-in-Platinum-Resistan.html
https://www.globenewswire.com/news-release/2023/03/16/2629209/0/en/Jounce-Therapeutics-Announces-Results-from-Pre-Planned-Data-Review-of-INNATE-Phase-2-Trial-of-JTX-8064-and-Pimivalimab-Demonstrating-Deep-and-Durable-Responses-in-Platinum-Resistan.html
https://www.globenewswire.com/news-release/2023/03/16/2629209/0/en/Jounce-Therapeutics-Announces-Results-from-Pre-Planned-Data-Review-of-INNATE-Phase-2-Trial-of-JTX-8064-and-Pimivalimab-Demonstrating-Deep-and-Durable-Responses-in-Platinum-Resistan.html
https://doi.org/10.1016/j.jtct.2021.03.004

	Safety and clinical activity of JNJ-78306358, a human leukocyte antigen-G (HLA-G) x CD3 bispecific antibody, for the treatment of advanced stage solid tumors
	Abstract
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Study design and patients
	Efficacy
	PK, PD and immunogenicity
	Statistical analysis

	Results
	Safety
	Dose-limiting toxicities
	Efficacy
	Pharmacokinetics
	Immunogenicity
	Soluble HLA-G
	Pharmacodynamics
	Biomarkers

	Discussion
	Acknowledgements 
	References




