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If an anti-PD-1/PD-L1 antibody were granted a broad
indication for metastatic non-small cell lung cancer, how
would you use it in your practice in patients without
targetable tumor mutations?

First line and beyond

Second line and beyond
and in some cases first line

Second line and beyond

Third line and beyond and
in some cases second line

Third line and beyond

| don't know
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Landscape of Lung Cancer
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1st Line

2nd+ Line

Molecular Biomarker-Positive Advanced NSCLC, 2024

EGFR ALK ROS1 BRAF NTRK RET MET ex14 KRAS HER2
mut fusion fusion V600E Fusion* fusion skipping G12C mut
or IHC 3+*
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L858R mut
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Polygenic Risk Score for Ulcerative Colitis Predicts Immune
Checkpoint Inhibitor-Mediated Colitis

Polygenic risk score (PRS) for PRS as a Predictor of Inmune Checkpoint IMC and PRS as a Predictor of Overall Survival (OS)
Ulcerative Colitis (UC) and Crohn’s Disease (CD) Inhibitor-Mediated Colitis (IMC) and Progression-Free Survival (PFS)
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Polygenic Risk Score for Ulcerative Colitis Predicts Immune
Checkpoint Inhibitor-Mediated Colitis (Continued)

Polygenic risk score (PRS) for

Ulcerative Colitis (UC) and Crohn’s Disease (CD)

PRS as a Predictor of Immune Checkpoint
Inhibitor-Mediated Colitis (IMC)

GWAS Summary Statistics (de Lange et al., 2017)
(12194 CD cases, 12366 UC cases and 28072 controls)

logilP)

PRS= Y™, B,SNP,

| LDPred2 |

l ‘, l
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oy I @
- - r&‘
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11412 controls 4891 controls

Individuals

Genetics ofimmune-related adverse events and
Response to Immunotherapy (GeRl) cohort
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[ HLA imputation and analysis ]
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Middha P et al. Nat Commun 2024 March 26;[Online ahead of print].
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S —

Severe IMC :r&?n

[ PRS as predictor of PFS and 0OS ]

PRS

Density

Year, [N
4<(Review [5

RT




Polygenic Risk Score for Ulcerative Colitis Predicts Immune
Checkpoint Inhibitor-Mediated Colitis (Continued)

4

Replication: PRS as a Predictor of IMC and

Meta-analysis

BioVU pan-cancer immune checkpoint inhibitor
cohort

873 pan-cancer patients
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All-Grade and Severe Immune Checkpoint Inhibitor-Mediated Colitis
by Polygenic Risk Score for Ulcerative Colitis in the GeRl Cohort
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Immune Checkpoint Inhibitor-Mediated Colitis as a Predictor of

Overall Survival in the Entire GeRIl Cohort

Survival probability (%)

All-grade IMC

Middha P et al. Nat Commun 2024 March 26;[Online ahead of print].
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Neoadjuvant and Perioperative Immunotherapy for NSCLC

Spicer J et al. Neoadjuvant nivolumab (NIVO) + chemotherapy (chemo) vs chemo in patients (pts)
with resectable NSCLC: 4-year update from CheckMate 816. ASCO 2024;Abstract LBA8010.

Cascone T et al. Perioperative nivolumab in resectable lung cancer. N Engl J Med 2024 May
16;390(19):1756-69.

Cascone T et al. Clinical outcomes with perioperative nivolumab (NIVO) by nodal status among
patients (pts) with stage Ill resectable NSCLC: Results from the phase 3 CheckMate 77T study.
ASCO 2024;Abstract LBA80O?7.

Wakelee H et al. Perioperative pembrolizumab for early-stage NSCLC. N Engl J Med
2023;389(6):491-503.

Garassino MC et al. Health-related quality of life (HRQolL) outcomes from the randomized, double-
blind phase 3 KEYNOTE-671 study of perioperative pembrolizumab for early-stage non-small-cell
lung cancer (NSCLC). ASCO 2024;Abstract 8012.

Heymach J et al. Outcomes with perioperative durvalumab (D) in pts with resectable NSCLC and
baseline N2 lymph node involvement (N2 R-NSCLC): An exploratory subgroup analysis of AEGEAN.
ASCO 2024;Abstract 8011.
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2024 ASCO

ANNUAL MEETING Abstract LBA8010

Neoadjuvant nivolumab plus chemotherapy vs
chemotherapy in patients with resectable
NSCLC: 4-year update from CheckMate 816

Jonathan D. Spicer,' Nicolas Girard,? Mariano Provencio Pulla,? Changli Wang,* Tetsuya Mitsudomi,?
Mark M. Awad,® Everett E. Vokes,’ Janis M. Taube,® Lorena Lupinacci,’ Gene B. Saylors,'°

Fumihiro Tanaka,'' Moishe Liberman,'? Sung Yong Lee,'? Aurelia Alexandru,'* Manolo D’Arcangelo, '
Phuong Tran,'® Javed Mahmood,'® Vishwanath Gharpure,'® Apurva Bhingare,'® Patrick M. Forde®
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CheckMate 816 4-Year Update: Event-Free Survival (EFS)

100 < NIVO + chemo Chemo
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Spicer J et al. ASCO 2024;Abstract LBA8010.
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The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Perioperative Nivolumab
in Resectable Lung Cancer

T. Cascone, M.M. Awad, J.D. Spicer, J. He, S. Lu, B. Sepesi, F. Tanaka, J.M. Taube,
R. Cornelissen, L. Havel,* N. Karaseva, J. Kuzdzal, L.B. Petruzelka, L. Wu,
J.-L. Pujol, H. Ito, T.-E. Ciuleanu, L. de Oliveira Muniz Koch, A. Janssens,

A. Alexandru, S. Bohnet, F.V. Moiseyenko, Y. Gao, Y. Watanabe,
C. Coronado Erdmann, P. Sathyanarayana, S. Meadows-Shropshire, S.1. Blum,
and M. Provencio Pulla, for the CheckMate 77T Investigatorsy

2024 May 16;390(19):1756-69

2024 ASCO

ANNUAL MEETING Abstract LBA8007

Clinical outcomes with perioperative nivolumab by
nodal status among patients with stage lll resectable
NSCLC: results from the phase 3 CheckMate 77T study

Mariano Provencio Pulla,' Mark M. Awad,? Jonathan D. Spicer,3 Annelies Janssens,* Fedor Moiseyenko,?
Yang Gao,® Yasutaka Watanabe,” Aurelia Alexandru,® Florian Guisier,? Nikolaj Frost,® Fabio Franke, !
T. Jeroen Nicolaas Hiltermann,'2 Jie He,'3 Fumihiro Tanaka,'# Shun Lu,'> Cinthya Coronado Erdmann, 6

Padma Sathyanarayana,'® Phuong Tran,'® Vipul Devas,'¢ Tina Cascone'’
v
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The NEW ENGLAND
JOURNAL o« MEDICINE

ESTABLISHED IN 1812 AUGUST 10, 2023 VOL. 389 NO.6

Perioperative Pembrolizumab
for Early-Stage Non—Small-Cell Lung Cancer

H. Wakelee, M. Liberman, T. Kato, M. Tsuboi, S.-H. Lee, S. Gao, K.-N. Chen, C. Dooms, M. Majem, E. Eigendorff,
G.L. Martinengo, O. Bylicki, D. Rodriguez-Abreu, J.E. Chaft, S. Novello, J. Yang, S.M. Keller, A. Samkari,
and J.D. Spicer, for the KEYNOTE-671 Investigators*

2023;389(6):491-503

2024 ASCO Abstract 8012

ANNUAL MEETING

Health-Related Quality of Life Outcomes
From the Randomized, Double-Blind Phase 3
KEYNOTE-671 Study of Perioperative
Pembrolizumab for Early-Stage NSCLC

Marina C Garassino, Heather Wakelee, Jonathan D Spicer, Moishe Liberman, Terufumi Kato, Masahiro Tsuboi,
Se-Hoon Lee, Ke-Neng Chen, Christophe Dooms, Margarita Majem, Ekkehard Eigendorff, Gastén L Martinengo,
Olivier Bylicki, Delvys Rodriguez-Abreu, Jamie Chaft, Jing Yang, Ashwini Arunachalam, Josephine M Norquist,

Steven M Keller, Shugeng Gao
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2024 ASCO Abstract 8011

ANNUAL MEETING

Outcomes with Perioperative Durvalumab in Patients
with Resectable NSCLC and Baseline N2 Lymph Node
Involvement (N2 R-NSCLC)

An Exploratory Subgroup Analysis of AEGEAN

John V. Heymach,! Martin Reck,? Tetsuya Mitsudomi,® Janis M. Taube,* Alexander Spira,® Jamie Chaft,®
Gary J. Doherty,” Helen Mann,” Tamer M. Fouad,® David Harpole®
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Study population*

Treatment-naive
ECOGPSOor1

Resectable NSCLC (stage IIA-
[IIB[N2]; AJCC 8" ed.)

Lobectomy, sleeve resection, or
bilobectomy as planned surgery

Confirmed PD-L1 statust

Primary endpoints: pCR by central lab (per IASLC 2020") and EFS using BICR (per RECIST v1.1)

AEGEAN: Phase Ill Study Design

Durvalumab 1500 mg IV +

platinum-based CT#
Q3W for 4 cycles

Randomization stratified by:
* Disease stage (Il vslll)
* PD-L1 expression (1% vs <1%)

Placebo IV +
platinum-based CT#
N=802 Q3W for 4 cycles
randomized
(740 in mITT)

Durvalumab 1500 mg IV
Q4W for 12 cycles

Surgery$

Placebo IV
Q4W for 12 cycles

Surgery$

Key secondary endpoints: MPR by central lab (per IASLC 2020"), DFS using BICR (per RECIST v1.1)T and OST
All efficacy analyses were performed on the miTT population (N=740), which included all randomized patients without documented EGFR/ALK aberrations

Heymach J et al. ASCO 2024;Abstract 8011.
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AEGEAN Subgroup Analysis: Author Conclusions

Among patients with baseline N2 nodal status, perioperative durvalumab + neoadjuvant CT prolonged EFS and
increased the pCR rate versus neoadjuvant CT alone, similar to that observed in the mITT population?; in this subgroup:

- EFS HR = 0.63 (95% CI: 0.43-0.90), with benefit in both single- and multi-station disease (HR = 0.61 and 0.69)

- Difference in pCR rate = 11.7% (95% CI: 5.6-18.4)
* In the N2 subgroup, the approach, type, and timing of surgery were similar between arms and consistent with the
overall trial'-2
— The proportion that completed surgery was slightly less in the N2 subgroup vs the mITT population (72.7% vs 77.2%)
— Of those who completed surgery, RO resection rates were numerically higher in the D vs PBO arm (94.7% vs 91.7%)

* In the N2 subgroup, the perioperative regimen had a manageable safety profile, similar to that with neoadjuvant CT

alone and consistent with the overall trial’

With clinically meaningful improvement in efficacy, no adverse impact on surgical outcomes
and a manageable safety profile, the addition of perioperative durvalumab to neoadjuvant CT

remains a potential new treatment option for patients with N2 R-NSCLC
RT P Year,, [N
4AReview
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Adjuvant Immunotherapy for NSCLC

Felip E et al. Overall survival with adjuvant atezolizumab after chemotherapy in resected
stage Il-1lIA NSCLC (IMpower010): A randomised, multicentre, open-label, phase Il trial. Ann
Oncol 2023;34(10):907-19.

Oselin K et al. Pembrolizumab vs placebo for early-stage NSCLC after resection and adjuvant
therapy: Subgroup analysis of patients who received adjuvant chemotherapy in the phase lli
PEARLS/KEYNOTE-091 study. ASCO 2023;Abstract 8520.

Khan S et al. ctDNA-Lung-DETECT: ctDNA outcomes for resected early-stage non-small cell
lung cancers at 12 months. ASCO 2024;Abstract 8018.
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ANNUAL MEETING HE ASCO FOUNDATION

ctDNA-Lung-DETECT: rate of ctDNA detection and
outcomes for clinical stage | NSCLC

Sam Khan!, Jamie Feng', Tom Waddell?, Kazuhiro Yasufuku?, Andrew Pierre?, Shaf Keshavjee?, Jonathan
Yeung?, Marcelo Cypel?, Laura Donahoe?, Elliot Wakeam?, Marc de Perrot?, Najib Safieddine®, Michael
Ko*, David Parente*, Mary Rabey', Michael Cabanero?®, Lisa Le®, Christodoulos Pipinikas®, Amber

Chevalier®, Natasha B. Leighl’
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ctDNA-Lung-DETECT: Author Conclusions

In this study of patients with clinical stage | NSCLC:
Pre-operative ctDNA was detected in 22.7% using a tumour-informed assay
Post-operative ctDNA was only detected in the setting of pathologic upstaging (occult N2 disease)

In patients with pathologic stage | NSCLC, pre-operative ctDNA was detected in 14.0%

Recurrence-free survival was significantly associated with detection of pre-operative ctDNA [HR 3.69, 95% CI: 1.12-12.1]
Pathologic invasive tumour size but not radiographic size associated with pre-operative ctDNA detection

ctDNA detection was more frequent in patients with high risk pathologic features and tumour suppressor alterations

Pre-operative ctDNA identifies stage | NSCLC patients at higher
risk of relapse that may benefit from intensified curative therapy NecLe NSCLC CtDNA Escalated

positive —» adjuvant
222 (N=72) chemo-immunotherapy

Clinical stage | with

Clinical stage | CtDNA detected

(vs observation)
Demonstration of the clinical utility of this approach is underway m

nzma':iee i Observation
9 (standard)

H H . . ctDNA-Lung-DETECT CctDNA-Lung-RCT (N=288)
More sensitive assays are needed to increase the value of this (NCT05254782)  (NCT04966663)

promising technology in clinical practice

Khan S et al. ASCO 2024;Abstract 8018.
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Consolidation for Locally Advanced NSCLC

Rodrigues G et al. American Radium Society appropriate use criteria for unresectable locally
advanced non-small cell lung cancer. JAMA Oncol 2024 April 11;[Online ahead of print].

Lu S et al. Osimertinib after Chemoradiotherapy in Stage Ill EGFR-Mutated NSCLC. N Engl J
Med 2024; Jun 2 [online ahead of print]

Filippi AR et al. Real-world outcomes with durvalumab after chemoradiotherapy in patients
with unresectable stage Ill NSCLC: Interim analysis of overall survival from PACIFIC-R. ESMO
Open 2024 June 3;9(6):103464.

Filippi ARR et al. Durvalumab after radiotherapy in patients with unresectable stage Il NSCLC
ineligible for chemotherapy: Primary results from the DUART study. ESMO 2023;Abstract
LBAG2.
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JAMA Oncology | Special Communication

American Radium Society Appropriate Use Criteria
for Unresectable Locally Advanced Non-Small Cell Lung Cancer

George Rodrigues, MD, PhD; Kristin A. Higgins, MD; Andreas Rimner, MD; Arya Amini, MD; Joe Y. Chang, MD, PhD;
Stephen G. Chun, MD; Jessica Donington, MD; Martin J. Edelman, MD; Matthew A. Gubens, MD;

Puneeth lyengar, MD, PhD; Benjamin Movsas, MD; Matthew S. Ning, MD; Henry S. Park, MD, MPH;

Andrea Wolf, MD; Charles B. Simone Il, MD

JAMA Oncol 2024; April 11;[Online ahead of print].
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LAURA Phase lll Study

Patients with locally advanced, Osimertinib 80 mg,

ur_|tr:sectable stag_je ": E_GFFfrfn IhIISC_LC gnes ity Treatment duration until BICR-assessed progression
WIth no progression during/ foliowing ) (per RECIST v1.1), toxicity, or other discontinuation
definitive CRT' treatment Ra“d°;‘1'zat'°“ criteria
Key inclusion criteria: (N=216) Open-label osimertinib after BICR-confirmed
« >18 years (Japan: >20) — progression offered to both treatment arms$
. Stratification by:
WHQ PS0/1 Concurrent vs sequential CRT
« Confirmed locally advanced, Stage IlIA vs stage NIB/IIC
unresectable stage IlI* NSCLC China vs non-China Tumor assessments:
. 1
I\EA“?de' / '_—858R| : . « Chest CT/MRI and brain MRI
« Maximum interval between last dose o | \—— 2

At baseline, every 8 weeks to Week 48, then every

SRS el O 0,6 12 weeks until BICR-assessed progression

Characteristics, % Osimertinib (n=143)

AJCC / UICC staging (8™ edition) at diagnosis: IIIA/ [lIB / llIC 36/47 /17 331 52//:45
Histology: adenocarcinoma / other 97 /3 95/5
EGFR mutation at randomization:* Ex19del / L858R 52 / 48t 59 /41
Type of CRT: concurrent CRT / sequential CRT 92/8 85/15
Response to prior CRT: CR/PR/SD/PD /NE 3/47/43/0/8 4/37/51/0/8
Target lesion size by BICR:* mean (SD), mm 33 (18) 36 (17) B Year- N
v 4 in,
0 44Review

Ramalingam SS et al. ASCO 2024;Abstract LBA4. Lu S et al. N Engl J Med 2024 June 2;[Online ahead of print].



LAURA: PFS Outcomes by BICR

Median PFS, months (95% Cl)
Osimertinib 39.1 (31.5. NC)
Placebo 9.6 (3.7, 71.4)

PFS HR (95% CI): 0.16 (0.10, 0.24),
p<0.001

Maturity 56%:
osimertinib 40%, placebo 86%

Probability of progression-free survival

30 33 36 39 42 45 48 51 54 57 60 63

No. at risk Time from randomization (months)

Osimertinib 143 127 114 109 99 96 83 76 69 61 49 37 28 16 9 6 4 2 2 2 1 0
Placebo 73 29 31 25 15 10 9 6 6 < 4 3 3 3 2 1 1 0 0 0 0 0
Data cut-off: January 5, 2024.

Tick marks indicate censored data. Median follow-up for PFS (all patients): osimertinib 22.0 months, placebo 5.6 months. Median follow-up for PFS (censored patients): osimertinib 27.7 months, placebo 19.5 months.

RT Pizeﬁgi\r}iew ::;
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LAURA: Tumor Response by BICR

100 — ' - 100 -
Osimertinib Placebo
80 80 —
é = 60 - g@ 60 —
< 4 » = i
§g ¥ §g ¥ m PO
20— 20 -
5 5 5 ¢ m SD
B e 2 B PR
OIS i B %0
25 g3 m CR
O m© O m©
- += —40 - w = =40 NE
S £ S £
@ -0 @ -60-
-80 - -80 -
-100 -100 -

Osimertinib (n=143) Placebo (n=73)
Objective response rate, % (95% CI) 57 (49, 66) 33 (22,495)
Disease control rate, % (95% CI) 89 (83, 94) 79 (68, 88)
Median duration of response, months (95% CI) 36.9 (30.1, NC) 653663
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LAURA: Safety Profile

The most common AE in both arms was radiation pneumonitis; the majority were low grade (no Grade 4/ 5),
non-serious and manageable

Radiation pneumonitis 48 | 2 | 38
Diarrhea 36 | 2 I | 14
Rash 24 | | 14
EQVIDED 20 | 11 s Interstitial lung disease (grouped term)
Paronychia 17 1 was reported in 11 (8%) patients in the
Cough 16 | 110 osimertinib arm#
Decreased appetite 15 5 The majority were Grades 1/ 2;
Dry skin 13% 5 Grade 5 n=1
Pruritus
Stomatitis

|:| Osimertinib, all grades
. Osimertinib, Grades 23
|:] Placebo, all grades
. Placebo, Grades 23

WBC count decreased
Pneumoniaf
Anemia

Musculoskeletal chest pain

100 90 80 70 60 50 40 30 20 10 0 10 20 30 40 50 60 70 80 90 100
Patients (%)

Data cut-off: January 5, 2024.
*AEs with incidence of 10% or more in eithertreatmentarm are shown. Patients with multiple events inthe same category counted only once in that category. Patients with events in more than one category are counted once in each of those categories. Includes AEs with an onsetdate on or after the date of firstdose and up to and
including 28 days following the discontinuation of study treatment and before starting subsequent cancertherapy, 'One grade 5 AE of pneumoniawas reportedin the osimertinib arm; *interstitial lung disease (groupedterm)was reportedin 1 patient(1%) in placebo arm; AE was pneumonitis, Grade 1.
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ORIGINAL RESEARCH

Real-world outcomes with durvalumab after chemoradiotherapy in patients
with unresectable stage Ill NSCLC: interim analysis of overall survival from

PACIFIC-R

A. R. Filippi**', J. Bar’?, C. Chouaid®, D. C. Christoph®, J. K. Field®, R. Fietkau’, M. C. Garassino®, P. Garrido’,
V. D. Haakensen?, S. Kao'!, B. Markman'Z, F. McDonald*?, F. Mornex**, M. Moskovitz', S. Peters'?, A. Sibille'’, S. Siva’é,

M. van den Heuvel®, P. Vercauter’’, S. Anand?!, P. Chander?!, M. Licour?’, A. R. de Lima?}, Y. Qiao?"* & N. Girard*-%*

ESMO Open 2024 June 3;9(6):103464
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PACIFIC-R Study: Overall Survival (OS) and Investigator-Assessed
Progression-Free Survival (PFS) in the Full Analysis Set

1.0 3——
o T Total deaths [n/N (%)]: 446/1154 (38.6)
- Median OS (months): not reached (95% Cl 46.3-NE)
0.8 -
w
o '
S 06+ i I
z ' |
= i [ 2-year 0S: 72.3% ] I
°0 4 "
S (95% C169.7% to 74.8%) 3-year OS: 63.2%
o (95% C160.3% to 65.9%)
0.2
0-0 L] - - - - L] - L]
0 6 12 18 24 30 36 42 48 54 60
Time from index date (months)
No. at risk
1154 1097 1001 905 815 743 562 157 5 0 0

Filippi AR et al. ESMO Open 2024 June 3;9(6):103464.

Probability of PFS

1.0
Total PFS events [/N (%)]: 666/1154 (57.7)
an Median PFS (months): 24.1 (95% Cl 20.2-27.8)
0.6 =
|
0.4 - l I
[ 2-year PFS: 50.1% J l
0.2 e i 3-year PFS: 42.2%
(95% C139.2% to 45.1%)
0-0 L] - Ll - E - - - L)
0 6 12 18 24 30 36 42 48 54 60
Time from index date (months)
No. at risk
1154 902 723 627 547 462 225 37 0 0 0
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Durvalumab after Radiotherapy
in Patients with Unresectable

Stage Il NSCLC Ineligible
for Chemotherapy

Primary Results from the DUART Study

Andrea R. Filippi,' Maria Rosario Garcia Campelo,? Jean-Baptiste Paoli,?
Dariusz Kowalski,* Chiara Bennati,? Paolo Borghetti,® Diego Cortinovis,’
Angelo Delmonte,? Carlo Genova,® Sylvie Van Hulst,'® Robert Mroz,!

Sergiusz Nawrocki,'? lvan Toledano,' Giuseppe Tonini,'* Ignacio Diaz Perez,'s
Nefeli Georgoulia,'® Kayhan Foroutanpour,'® Rafat Dziadziuszko'®

1Fondazione IRCCS Policlinico San Matteo and University of Pavia, Pavia, Italy; 2University Hospital A Coruria, A Corufia, Spain;
3Hopital Privé Clairval, Marseille, France; *“Maria Skiodowska-Curie National Research Institute of Oncology, Warsaw, Poland;

55 Maria delle Croci Hospital, AUSL della Romagna, Ravenna, ltaly; SASST Spedali Civili and University of Brescia, Brescia, ltaly;
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DUART: Objective Response Rate (ORR)

Endpoint

Cohort A

Cohort B

Total

Confirmed ORR*, % (95% CI)t
Response status, n (%)
Complete response
Partial response
Stable disease

Progression
RECIST v1.1 progression
Death

Not evaluable

* The confirmed ORR was 26.5% and 46.1% of patients had stable disease

Filippi AR et al. ESMO 2023;Abstract LBA62.

(standard RT; n=59)
288 (17.8-42 1)

0
17 (28.8)
25 (42.4)

10 (16.9)
6(10.2)
4 (6.8)

7(11.9)

(palliative RT; n=43)
23.3(11.8-38.6)

0
10 (23.3)
22 (512)

6 (14.0)
5 (11.6)
1(2.3)

5 (11.6)

(N=102)

0
27 (26.5)
47 (46.1)

16 (15.7)
11 (10.8)
5(4.9)

12 (11.8)

265 (18.2-36.1)

RT Pizel%g/liew

‘
N
o
N



DUART: Conclusions

*  Durvalumab following thoracic RT had a similar safety profile to that observed with durvalumab after cCRT in the PACIFIC
trial and showed encouraging preliminary efficacy in this frailer and older population that are ineligible for CT".2*

*  Only 10 of 102 patients (9.8%) had grade 3/4 PRAEs within 6 months of starting Tx (primary endpoint), demonstrating that
RT followed by consolidation durvalumab is well-tolerated in patients who are ineligible for CT, including patients with PS2 4
* Median PFS was 8.0 months and ~35% of patients were alive and progression free at 1 year after starting durvalumab
— Median PFS was numerically higher in the 60 Gy cohort (9.0 months), with ~40% alive and progression free
at 1 year after starting durvalumab "
*  Median OS was 15.9 months and ~62% of patients were alive at 1 year after starting durvalumab
— Notwithstanding changes in modern RT techniques, this compares favourably to historical cohorts treated

with RT alone, in which patients experienced a median survival of approximately 8—14 months3-5

* The combination of thoracic RT followed by durvalumab provides a novel option for this common
subset of elderly and more fragile patients
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First-Line Immunotherapy for Metastatic NSCLC

de Castro G Jr et al. Five-year outcomes with pembrolizumab versus chemotherapy as first-line
therapy in patients with NSCLC and PD-L1 tumor proportion score 21% in the KEYNOTE-042 study.
J Clin Oncol 2023;41(11):1986-91.

Garassino MC et al. Pembrolizumab plus pemetrexed and platinum in nonsquamous NSCLC: 5-year
outcomes from the phase Ill KEYNOTE-189 study. J Clin Oncol 2023;41(11):1992-8.

Novello S et al. Pembrolizumab plus chemotherapy in squamous NSCLC: 5-year update of the phase Ill
KEYNOTE-407 study. J Clin Oncol 2023;41(11):1999-2006.

Ramalingam SS et al. Six-year survival and HRQolL outcomes with 1L nivolumab + ipilimumab in
patients with metastatic NSCLC (mNSCLC) from CheckMate227. WCLC 2023;Abstract OA14.03.

Reck M et al. Five-year outcomes with first-line (1L) nivolumab + ipilimumab + chemotherapy (N + | +
C) vs C in patients (pts) with metastatic NSCLC (mNSCLC) in CheckMate 9LA. ASCO 2024;Abstract 8560.

Johnson ML et al. Durvalumab with or without tremelimumab in combination with chemotherapy as
first-line therapy for mNSCLC: The phase Ill POSEIDON study. J Clin Oncol 2023;41(6):1213-27.

Peters S et al. Durvalumab * tremelimumab + chemotherapy in first-line metastatic NSCLC: 5-year
overall survival update from the POSEIDON study. ESMO Immuno-Oncology 2023;Abstract LBA3.
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First-Line Pembrolizumab as Monotherapy or Combined with
Chemotherapy: 5-Year Updates

Monotherapy Histologic type Study arms Median 5-year OS HR
PD-L1 TPS 21% Pembrolizumab vs PD-L1 TPS 21%: 0.79
KEYNOTE-0421 nonsquamous chemothera PD-L1 TPS 220%: 0.75
squamous U PD-L1 TPS >50%: 0.68
Combination regimen
plai?:rjt:r:(;gzl:nrr;??e:ed ITT: 0.60
PD-L1 TPS <1%: 0.55
_ 2
KEYNOTE-189 Nonsquamous S PD-L1 TPS 1%-49%: 0.65
placebo +
: PD-L1 TPS >50%: 0.68
platinum/pemetrexed
Pembrolizumab +
carboplatin, paclitaxel or nab ITT: 0.71
i 3 paclitaxel PD-L1 TPS <1%: 0.83
KEYNOTE-407 >quamous Vs PD-L1 TPS 1%-49%: 0.61
placebo + carboplatin, PD-L1 TPS >50%: 0.68
paclitaxel or nab paclitaxel

OS = overall survival; HR = hazard ratio; TPS = tumor proportion score; ITT = intention to treat

Year.
1de Castro G Jr et al. J Clin Oncol 2023;41(11):1986-91. 2Garassino MC et al. J Clin Oncol 2023;41(11):1992-8. <4 Relsiew
3Novello S et al. J Clin Oncol 2023;41(11):1999-2006.



CheckMate 227 Study: 6-Year Outcomes with First-Line
Nivolumab and Ipilimumab for Metastatic NSCLC

PD-L1 21% PD-L1 <1%
Nivolumab?® + Chemotherapy Nivolumab?® + Chemotherapy
ipilimumab® ipilimumab®
Randomized 396 397 187 186
patients, n
Median OS, months  17.1 (15.0-20.2) 149 174 (13.2-22.0) 12.2(9.2-14.3)
(95% CI) (12.7-16.7)
OS HR (95% CI) 0.78 (0.67-0.91) 0.65(0.52-0.81)
6-year OS rate, % 22 13 16 5
6-year PFS rate, % 11 2 8 NA
ORR, n (%) 144 (36) 118 (30) 51(27) 43(23)
Median DOR, 24.5(15.5-34.5)

months (95% CI)

Ramalingam SS et al. WCLC 2023;Abstract OA14.03.
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CheckMate 9LA Study: 5-Year Outcomes with First-Line
Nivolumab and Ipilimumab for Metastatic NSCLC

Nivo + ipi Nivo + ipi ipi

(n=204) (n =115) (n =246)
Median OS 158 mo | 11.0mo | 17.7mo | 9.8 mo 15.8 mo | 109 mo | 14.5mo 91mo | 17.8 mo | 12.0 mo
OS HR 0.73 0.63 0.73 0.63 0.77
5-year OS rate 18% 11% 22% 8% 18% 11% 18% 7% 19% 12%
Median PFS 6.7 mo 5.3 mo 5.8 mo 5.0 mo 6.9 mo 4.7 mo 5.6 mo 4.3 mo 6.9mo | 5.6 mo
PFS HR 0.70 0.71 0.70 0.65 0.75
5-year PFS rate 10% 4% 9% 3% 10% 5% 8% 4% 10% 4%
nivo = nivolumab; ipi = ipilimumab; PFS = progression-free survival

Year,,

Reck M et al. ASCO 2024;Abstract 8560.
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Durvalumab With or Without
= Tremelimumab in Combination With
Chemotherapy as First-Line Therapy for

Metastatic Non-Small-Cell Lung Cancer: The
Phase Il POSEIDON Study

Melissa L. Johnson, MD?; Byoung Chul Cho, MD, PhD?; Alexander Luft, MD3; Jorge Alatorre-Alexander, MD*; Sarayut Lucien Geater, MD?>;
Konstantin Laktionov, MD®; Sang-We Kim, MD, PhD7; Grygorii Ursol, MD®; Maen Hussein, MD®; Farah Louise Lim, MBBS, MRCP!%;
Cheng-Ta Yang, MD!!; Luiz Henrique Araujo, MD, PhD'2; Haruhiro Saito, MD, PhD*3; Niels Reinmuth, MD, PhD'?; Xiaojin Shi, MD'5;
Lynne Poole, MSc'®; Solange Peters, MD, PhD'?; Edward B. Garon, MD'®; and Tony Mok, MD'® for the POSEIDON investigators
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POSEIDON: Progression-Free Survival with Durvalumab and
Chemotherapy versus Chemotherapy

Events, Median PFS, 12-Month PFS,
1.0 n/N (%) Months (95% Cl) % (95% CI)
D CT 253/338 (74.9) 5.5 (4.7 to 6.5) 24.4 (19.7 to 29.5)
0.8 + CT 258/337 (76.6) 4.8 (4.6 to 5.8) 13.1 (9.3 to 17.6)
=
g HR 0.74 (95% Cl, 0.62 to 0.89); P = .0009
O
o 0.6
L
o
-
[ 3
— 0.4 1
w)
Ll
o.
0.2 -1 1 : : :{ | [ | [ ] T | 1 3
I‘ M ] LILLI 1 Ih I :
l 1 1
1 1 | 1 1 1 1 1
0 3 6 9 12 15 18 21 24

Time Since Random Assignment (months)

D = durvalumab; CT = chemotherapy

. o
Johnson ML et al. J Clin Oncol 2023:41:1213-27. I 44 Review [



POSEIDON: Progression-Free Survival with Durvalumab,
Tremelimumab and Chemotherapy versus Chemotherapy

Events, Median PFS, 12-Month PFS,
n/N (%) Months (95% CI) % (95% CI)
1.0 4 T+D+CT 238/338 (70.4) 6.2 (5.0 to 6.5) 26.6 (21.7 to 31.7)
CT 258/337 (76.6) 4.8 (4.6 t0 5.8) 13.1 (9.3 to 17.6)
__ 0.8+ HR 0.72 (95% Cl, 0.60 to 0.86); P = .0003
—
=
=
o 0.6 1
e
=
o
— 0.4 -
w
L
ol
0.2 1 : 1

] . : o}

| gy E

1

0 3 6 9 12 15 18 21 24

T = tremelimumab

Johnson ML et al. J Clin Oncol 2023;41:1213-27.
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POSEIDON: 5-Year Overall Survival Update

Sustained OS benefit for T+D+CT vs CT with HR 0.76 and 5-yr OS rates more than twice as high (15.7% vs 6.8%)

T+D+CT vs CT D+CTvs CT
T+D+CT CT D+CT CT
1.0 Events/patients, n/N (%) 279/338 (82.5) 304/337 (90.2) 1.0 Events/patients, n/N (%) 290/338 (85.8) 304/337 (90.2)
mOS, months (95% CI) 14.0 (11.7-16.1) 11.6 (10.5-13.1) mOS, months (95% Cl) 13.3 (11.4-14.7) 11.6 (10.5-13.1)
HR* (95% ClI) 0.76 (0.64-0.89) - HR* (95% ClI) 0.84 (0.72—-1.00) -
0.8+ 0.8
(72} n
(e} o
‘s 06+ ‘s 0.6+
2 2
2 04+ 2 04+
2 32.8% e
o o
0.2+ 21.8% 0.2+ 0
15.2% 13'0%. .
6.8%
00 1 L] L] L} L] L] L | L] 0-0 L] L] 1 1 1 L] L] L] L]
0 6 12 18 24 30 36 42 48 54 60 66 72 0 6 12 18 24 30 36 42 48 54 60 66 72
Time from randomisation (months) Time from randomisation (months)
No. at risk No. at risk
T+D+CT 338 256 183 136 108 88 81 71 66 56 47 21 3 D+CT 338 247 176 125 96 80 66 55 48 45 40 18 3
CT 337 235 159 110: 70 50 42 31 25 21 20 10 2 CT 337 235 159 110 700 S50 42 31 26 21 20 10 2
Median follow-up in censored patients at DCO: 63.4 months (range 0.0-73.9)
*HR <1 favours D(£T)+CT vs CT (stratified analysis); DCO, 24 Aug 2023 mOS, median OS; yr, year

Year, N
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POSEIDON: 5-Year Overall Survival Update Subgroup Analysis

Events/ +D+ Events/ +

patients, n/N T D CT VS CT HR patients, n/N D CT VS CT HR
All patients 583/675 —e— 0.76 594/675 —eo— 0.84
Sex Male 455/517 —o— 0.68 450/501 f—e— 0.79
Female 128/158 i | 0.92 144/174 - 0.90
Age <65 years 308/367 p——]| 0.76 299/345 —e—y 0.86
265 years 275/308 P 0.72 295/330 —e—1 0.79
PD-L1 TC 250% 161/198 i 0.62 162/191 ] P 0.65
expression 422/477 —— 0.81 432/483 —e— 0.9;

3 0 | e | 71 3 == :
233/255 - 0.81 223/243 ——— 0.98
Histology 229/246 e 0.85 234/250 == 0.82
353/428 —e— 0.69 358/423 —— 0.81
Planned CT  Nab-paclitaxel doublet ~ 36/42 t | 0.61 43/49 i i 0.75
Pemetrexed doublet 338/411 —— 0.71 343/407 —— 0.80
Gemcitabine doublet ~ 209/222 1 0.85 208/219 e 0.89
Smoking Current 125/150 I | 0.53 115/130 I i 0.73
history Former 331/386 —— 0.73 335/381 | 0.81
Never 126/138 I | 17 143/163 { 0.92
Race Asian 189/227 P—r 0.94 211/251 f— 0.93
Non-Asian 394/448 —— 0.62 383/424 —— 0.75
ECOG PS 0 187/229 ] 0.74 193/228 | 0.73
1 396/446 —e— 0.72 401/447 —e—1 0.86
Brain Yes 64/78 I { 0.79 62/73 I - | 0.83
metastases No 519/597 —e—i 0.73 532/602 —e— 0.81
AJCC disease VA 290/337 ——e— 0.71 288/336 —e—q] 0.70
stage IVB 292/335 e 0.81 304/337 —— 0.99

0.25 0.5 1 2 0.25 0.5 1 2
< 5 < =
Favours T+D+CT Favours CT Favours D+CT Favours CT

AJCC, American Joint Committee on Cancer
HR <1 favours D(£T)+CT vs CT (all patients analysis stratified, subgroup analysis unstratified); size of circle is proportional to the number of events across both treatment groups; DCO, 24 Aug 2023
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Novel Agents and Strategies for mMNSCLC

Ahn M-J et al. Datopotamab deruxtecan (Dato-DXd) vs docetaxel in previously treated
advanced/metastatic (adv/met) non-small cell lung cancer (NSCLC): Results of the randomized
phase 3 study TROPION-Lung01. ESMO Asia 2023;Abstract 509MO.

Goto Y et al. TROPION-Lung02: Dato-DXd plus pembrolizumab with or without platinum
chemotherapy in advanced NSCLC. ASCO 2023;Abstract 9004.

Levy B et al. Datopotamab deruxtecan (Dato-DXd) plus pembrolizumab (pembro) with or without
platinum chemotherapy (Pt-CT) as first-line (1L) therapy for advanced non-small cell lung cancer
(aNSCLC): Subgroup analysis from TROPION-Lung02. ASCO 2024;Abstract 8617.

Planchard D et al. ICARUS-LUNGO1: A phase 2 study of datopotomab deruxtecan (Dato-DXd) in
patients with previously treated advanced non-small cell lung cancer (NSCLC), with sequential tissue
biopsies and biomarkers analysis to predict treatment outcome. ASCO 2024;Abstract 8501.
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Novel Agents and Strategies for mNSCLC (Continued)

* Paz-Ares L et al. TROPION-Lung05: Datopotamab deruxtecan (Dato-DXd) in previously treated non-
small cell lung cancer (NSCLC) with actionable genomic alterations (AGAs). ESMO 2023;Abstract

1314MO.

* Lisberg A et al. Intracranial efficacy of datopotamab deruxtecan (Dato-DXd) in patients (pts) with

previously treated advanced/metastatic non-small cell lung cancer (a/m NSCLC)
with actionable genomic alterations (AGA): Results from TROPION-Lung05. ASCO 2024;Abstract 8593.
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2023 Abstract 509MO

Datopotamab deruxtecan (Dato-DXd) vs
docetaxel in previously treated
advanced/metastatic (adv/met) non-small
cell lung cancer (NSCLC): Results of the
randomized phase 3 study
TROPION-Lung01
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TROPION-Lung01: PFS by Histology

Non-squamous Squamous
(with and without AGAs) 100 - (with and without AGAs?)
100 7
Median (95% Cl), DEIGED) (i Docetaxel Median (95% CI), Dato-DXd Docetaxel
80 - months 56(44-70) 37(2942) 807 months 28(1940) 39(2845)

e HR 0.63 (0.51-0.78) e HR 1.38 (0.94-2.02)

é 60 - ORR, % 312 128 é 60 - ORR, % 92 127

g DOR, months 77 56 = DOR, months 59 8.1

£ 8

o 40 a4

[T (T8

o o

20 7 20
+ Censored + Censored
-
0 T T T T T T T T | 0 T T 1
0 2 4 6 8 10 12 14 16 18 0 2 4 18

No. at risk Time since randomization, months No. at risk Time since randomization, months
Dato-DXd 229 178 134 86 68 41 20 7 1 0 Dato-DXd 70 38 22 10 6 5 4 3 1 0
Docetaxel 232 135 90 50 32 14 10 4 0 0 Docetaxel 73 51 30 13 10 5 4 3 0 0

PFS HR for non-squamous without AGAs: 0.71 (0.56, 0.91)

AGA, actionable genomic alteration; DOR, duration of response; HR, hazard ratio; ORR, objecfive response rate; PFS, progression-free survival.
aSquamous subset included 3 patients with AGAs.
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TROPION-Lung01: Interim OS Analysis

100
Median (95% Dato-DXd Docetaxel
a
s Cl), months® 49 4(108-148)  110(98-125)
2 0.90 (0.72-1.13)
Z 60
0
3
o
M
o o
20 ' :
Information fraction
+ Censored A p ¢
at interim analysis
a 2 4 6 8 10 12 14 16 18 2 2 (events/total events
i - 740
No. at risk Time since randomization, months reqwred)' 74%.
Dato-DXd 299 273 243 201 166 121 85 56 33 14 6 1
Docetaxel 305 273 239 193 156 115 76 42 29 13 4 1

Non-squamous HR (95% CI): 0.77 (0.59-1.01); Squamous HR (95% CI): 1.32 (0.87-2.00)

Trial is continuing to final OS analysis

HR, hazard ratio; ITT, intention to treat; OS, overall survival.
aMedian OS follow-up was 11.8 (35% Cl, 11.3-12.7) and 11.7 (35% Cl, 10.9-12.9) months for Dato-DXd and docetaxel, respectively.
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TROPION-Lung01: Adverse Events of Special Interest

« Stomatitis/oral mucositis associated with Dato-DXd

AESI, n (%) D:Itf;g;(d D‘:l"_ezt;;e' resulted in a low rate of discontinuation (0.7%)

* Dry eye was the most common ocular event seen
with Dato-DXd (6.1%; primarily grade <2), followed

Stomatitis/oral mucositis?

g" 9(:6‘1:: 1?2 (‘24) 52 (fo) by increased lacrimation (5.4%)

Oculz eev;ntsb o L » Seven adjudicated drug-related grade 5 ILD events
* Primary cause of death in 4 out of 7 was

All grad 57 (19 27 (9

Gragdr: :35 : ((2)c) 0( ) attributed to disease progression by investigator

orade 2 * Non-squamous: 4 of 232 patients (1.7%);
Adjudicated drug-related ILD* Squamous: 3 of 65 patients (4.6%)e

All grades 25 (8 12 (4

Gragde s 0 23; 4 ((1 )) * |RRs were observed in 8% of patients in each arm,

- all were grade <2 with the exception of 1 grade
Grade 5 7@ () 3 event with Dato-DXd

AESI, adverse event of special interest; ILD, interstitial lung disease; IRR, infusion-related reaction; MedDRA, Medical Dictionary for Regulatory Activities; PT, preferred term; SMQ, standardized MedDRA query; SOC, system
organ class. AESIs listed in this slide are treatment emergent and include all PTs that define the medical concept.

Events included the selected PTs oral mucositis/stomatitis, oropharyngeal pain, mouth ulceration, odynophagia, dysphagia, oral pain, glossitis, pharyngeal inflammation, aphthous ulcer, and oral mucosa erosion. ®Ocular events
included selected PTs from the comeal disorder SMQ and selected relevant PTs from the eye disorder SOC. cIncluded 4 cases of keratitis and 1 case of ulcerative keratitis. 9ILD includes events that were adjudicated as ILD and
related to use of Dato-DXd or docetaxel (includes cases of potential ILD/pneumonitis based on MedDRA v26.0 for the narrow ILD SMQ, selected terms from the broad ILD SMQ, and PTs of respiratory failure and acute
respiratory failure). ®Among treated patients, histology information per the case report form.

RTP:
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ASCO 2024
Abstract # 8617

Datopotamab deruxtecan (Dato-DXd)
plus pembrolizumab with or without
platinum chemotherapy as first-line
therapy for advanced non-small celi

lung cancer (NSCLC); subgroup
analysis from TROPION-Lung02

Benjamin Levy," Luis Paz Ares,?2 Wu Chou Su,® Scott Herbert,* Tsung Ying Yang,® Anthony Tolcher,5’
Yanyan Lou,® Yoshitaka Zenke,? Diego Cortinovis,'? Enriqueta Felip,'"" Manuel Domine,'?
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TROPION-Lung02 Subgroup Analysis: First-Line Efficacy Outcomes

All 1L ALPD-L1<1%  1LPD-L11-49% 1L PD-L1250%
(n=96) (n=34) (n=42) (n=20)

Doublet | Triplet | Doublet | Triplet | Doublet | Triplet | Doublet | Triplet
(n=42) | (n=54) | (n=18) | (n=16) | (n=19) | (n=23) (n=5) (n=15)

ORR, n (%) 22(52) 30(56) 8(44) 5(31) 9@7) 17(74) 5(100) 8 (53)

[95% Cl]  [36-68] [41-69] [22-69] [11-59] [24-71] [52-90] [48-100] [27-79]

BOR, n (%)
CR 1(2) 1(2) 1(6) 0 0 1(4) 0 0
PR 21(50) 29(54) 739 5(31) 9(47) 16(70) 5(100) 8 (53)
SD 15(36) 18(33) 8(44) 10(63) 7(37) 3(13) 0 5 (33)
PD 3(7) 2 (4) 1(6) 168 2011 1) 0 0
NE 2 (5) 4 (7) 1(6) 0 1(5) 2 (9) 0 2 (13)

DCR,n (%) 37(88) 48(89) 16(89) 15(94) 16(84) 20(87) 5(100) 13(87)
[95% CI]  [74-96] [77-96] [65-99] [70-100] [60-97] [66-97] [48-100] [60-98]

MedlaTIR: 1 14 14 15 15 14 14 15
months

[Range]  [1.2-7.0] [1.2-9.6] [1.2-6.9] [1.2-9.6] [1.2-7.0] [1.2-7.0] [1.3-2.8] [1.2-8.3]
MEdOnDoR: e 12.9 NE 129 120 146 NE 18.1
months

[95% CI]  [9.7-NE] [5.7-NE] NE  [4.1-NE] [42-NE] [4.2-NE] [5.5-NE] [4.1-NE]

2Evaluated locally by tumor proportion score using immunochistochemistry (22C3 assay). PResponses with confirmed CR/PR.

ORR = objective response rate; BOR = best overall response; CR = complete response; PR = partial response; SD = stable disease;

PD = progressive disease; NE = not evaluable; DCR = disease control rate; TTR = time to response; DoR = duration of response RT P Year-

m
: o
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Ongoing Phase Ill Trials of Dato-DXd with Pembrolizumab for
Advanced/Metastatic NSCLC

TROPION-Lung07 Dato-DXd + pembrolizumab +

(NC T05555732) cisplatin/carboplatin

Advanced/metastatic NSCLC

(N=975) Dato-DXd + pembrolizumab
+ PD-L1 TPS <50%

Primary endpoints _

e 0OS + cisplatin/carboplatin

TROPION-Lung08
Advanced/metastatic NSCLC
(N=740)

+ PD-L1 TPS 250%
Pembrolizumab
Primary endpoints

«  PFS (by BICR)
.« OS

BICR = blinded independent central review
- O
Goto Y et al. ASCO 2023;Abstract 9004. I 44Review [




2024 AS CO Abstract 8501

ANNUAL MEETING

ICARUS-LUNGO1: A phase 2 Study of Dato-DXd in
patients with previously treated advanced NSCLC, with
sequential tissue biopsies and biomarkers analysis to
predict treatment outcome

D. Planchard'2, N. Cozic?, M. Wislez*, C. Chouaid?®, H. Curcio® , S. Cousin?, C. Mascaux®, J. Cadranel®, M. Geier'?, M. R. Ghigna'’, G.

Nachabeh'2, R. Zwirtes'®, R. Chiaverelli'®, R. Cheikh-Hussin'4, N. Corcos4, F. Mosele!.1%, F. André' 275 G. Montagnac'4, B. Pistilli’ "4
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ICARUS-LUNGO1 Study Design

Multi-center, single-arm, phase 2 study (NCT04940325)

KEY ELIGIBILITY CRITERIA
»  NSCLC (stage llIB, IlIC, or V) Primary Endpoint:
- ECOGPSof0or1 = Investigator-assessed ORR*
. Progresged on prior 1-3 line.s: : DatO'DXd 6 mg,kg st
= Without known mutations: anti PD-1/PDL-1 i e Seconda EﬂdeimS'
containing therapy and a platinum-doublet regimen unt“ PD or unacceptable t°x|c|ty ry .
«  With known EGFR, BRAF, MET ALK, ROS1, RET, = DOR, PFS, CBR, OS
NTRK alterations: one line of an approved targeted The
agent and one platinum-doublet regimen ‘ . Safety and tolerablllty
Asymptomatic brain metastases '

Exploratory Endpoints:

= Predictors of response/resistance

= Dynamics of TROP2 expression
before and after treatment

= (CTCs levels during treatment

Baseline

Mandatory sample collection:

* Tumor biopsy (1 Frozen + 3 FFPE)
= Blood (5 to 69 ml)

ECOG FS: Eastern Cooperative Oncology Group Performance Status. FFFE: Forrnalin-Fixed Paraffin-Embedded. Q3W. every 3 weeks, PD: Prograssive Dissasse, C: Cycle, D: Day , EOT. End of Treattnant;
ORR: Objective Response Rate, DOR: Duration of Response, CBR: Clinical Benefit Rate, CTCs: Circulating Tumor Ceils

* Confirmed ORR as per RECIST V1.1 assessment avery 6 weeks until objective progressive disease

RTPEi |
Planchard D et al. ASCO 2024:Abstract 8501. 44Review [




ICARUS-LUNGO1: Objective Response Rates with Dato-DXd for
Previously Treated Advanced NSCLC

80 Histology @ Non-Squamous @ Squamous Overall population, N=1 00
Confirmed ORR? , % 26.0
60 [95%CI] [17.4 ; 34.6]
40 DOR, median (months) 7.0
[95%CI] [5.5; 11.9]
£ 2 _
2 CBR®, % 36
E 0 [95%CI] [26.6 ; 45.4]
£ ORR by histology (N=100)/genomic alterations (N=85)
§ 40 ORR by NSQ (N=82) SCC (N=18) |
histology, % 30.5 5.6
60 [95%ClI] [20.8 ; 41.6) [0.14; 27.3]
ORR by EGFR, Present (N=12) Absent (N=73)
o BRAF muts, % 50.0 23.2
[95%Cl] [21.1;78.9] [14.2:34.7)
1001 %11 patients with EGFR and 1 BRAFVBG00E alterations ' HO - p0 <10% is rejected, p value<.0001
A KRAS mut (N=11) ORR: 63.6% [30.8; 89.1%]

KRAS wt (N=74) ORR: 21.6% [12.9; 32.7%]

NS0 Non Squamous Call Carsinoma

“Confirmed ORR, clopper-Pearson (Exact) method was used for confidence interval; "Defined as the presence of = 1 partial or complete responss, or a stable disease for =6 months under treatment, <11
EGFR: exon 19, 20, 21; 1 BRAFVE00E; “KRAS G12C (n=7)

CBR = clinical benefit rate; NSQ = nonsquamous; SCC = squamous cell carcinoma <t
RTP
4<(Review [5

Planchard D et al. ASCO 2024;Abstract 8501.



ICARUS-LUNGO1: TROP2 Expression and PFS with Dato-DXd for
Previously Treated Advanced NSCLC

10 Progression free survival
08 %
=
% 06
&
K
>
e 04
>
w -
02 Y
l_I
e——
0.0 ,

0 2 - 6 8 10 12 14 16 18

Time from beginning of treatment to progression or death (months)

20

Hscore <100 Hscore [100-200{ HScore [200-300(
Number at risk (censored)
13(0) 6(0) 3(0) 2(0) 2(0) 0(0)
22(0) 18(0) 13(0) 12(0)  9(0) 6(0)  4(0) 3(0) 1(0) 1(0) 1(0)
40(0)  29(0) 18(0) 13(0) 7(0) 5(0) 5(0) 3(0) 3(0) 3(0) 3(0)

Of the 78 patients with H-Score available at baseline, 3 were omitted due to lack of
tumor cells (% of tumor cells < 10%).

Planchard D et al. ASCO 2024;Abstract 8501.

' TROP2

<100 100-200 2200
(H-score)* | (N =13) (N =22) (N =40)
Median PFS, months 2.0 6.1 3.5
[95% CI] [0.7 ;2.2] [2.1;9.2] [2.6 ;5.5]
HR** ref 0.37 0.50
|[95% Cl] [0.18-0.75] [0.26-0.94]

*TROP2 (EPR20043) FLA IHC; H-Score: autocalculation of tumor cells staining intensity in the
membrane compartment= {1 [MEMBRANE 1+]) + (2*[MEMBRANE 2+]) + (3 [MEMBRANE 3+])

**p value = 0.02

Patients with a wide range of TROP2
expression may benefit from Dato-DXd $

§ No statistically significant association with ORR

RT Pizeﬁ?{zliew
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TROPION-Lung035: Datopotamab deruxtecan
(Dato-DXd) in previously treated non-small
cell lung cancer with actionable genomic
alterations

Luis Paz-Ares,! Myung-Ju Ahn,2 Aaron Lisberg,? Satoru Kitazono,* Byoung Chul Cho ?
George Blumenschein Jr.® Elaine Shum, 7 Elvire Pons Tostivint,® Yasushi Goto,® Kiyotaka
Yoh,'® Rebecca Heist,'! Paul Baas,'? David Planchard,'® Maurice Pérol," Enriqueta
Felip,’® Wu-Chou Su,'® Hong Zebger-Gong,” Lan Lan,'® Chelsea Liu,'® Jacob Sands*®

"Hospital Universitario 12 de Octubre, Madrid, Spain; 2Samsung Medical Center, Seoul, South Korea; *David Geffen School of
Medicine at UCLA, Los Angeles, CA, USA; “The Cancer Instifute Hospital of JFCR, Tokyo, Japan; SSeverance Hospital, Seoul, South
Korea; 6The University of Texas MD Anderson Cancer Center, Houston, TX, USA; NYU Langone Health Perimutter Cancer Center,
New York, NY, USA; ®University Hospital of Nantes, Nantes, France; *National Cancer Center Hospital, Tokyo, Japan; *°National
Cancer Center Hospital East, Kashiwa, Japan; ""Massachusetts General Hospital Cancer Center, Boston, MA, USA; "*The
Netherlands Cancer Institute, Amsterdam, the Netherlands; "*Gustave Roussy, Villgjuif, France; “Centre Léon Bérard, Lyon, France;
'SVall d'Hebron University Hospital and Vall d’'Hebron Institute of Oncology, Barcelona, Spain; "®National Cheng Kung University
Hospital, Tainan, Taiwan; ""Daiichi Sankyo Europe GmbH, Munich, Germany; "®Daiichi Sankyo, Inc, Basking Ridge, NJ, USA; **Dana-
Farber Cancer Insfitute, Boston, MA, USA
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TROPION-Lung05: Patient Characteristics and Disposition

Relative Frequency of Genomic Alterations®-¢

Demographic characteristics Dato-DXd
(N=137)
Median age (range), years 60 (29-79)
Female, n (%) 83 (61)
Histology, n (%) EGFR
mutation®
Adenocarcinoma 130 (95) 57%
History of brain metastasis, n (%)?2 70 (51) ROS1 rearrangement
o
Median prior lines of therapy for adv/met disease 3 e
™~ RET rearrangement
Prior lines of therapy, n (%) 137 (100) 6%
=3 prior lines of therapy for adv/met disease 98 (72) \ MET exorj ? 4 skipping
BRAF mutation 4%
Prior platinum chemotherapy 137 (100) 3%
Prior anti-PD-1/anti-PD-L1 immunotherapy 49 (36) At the time of data cutoff (December 14, 2022):
_— . - * Median (range) treatment duration was 4 (1-21) months
=2 prior lines of targeted therapies for indicated 82 (60) « 60 participants (44%) were ongoing in study

genomic alteration + 20 participants (15%) were ongoing on study treatment
advimet, advanced/metastatic; Dato-DXd, datopotamab deruxtecan; PD-1, programmed cell death 1 protein; PD-L1, programmed cell death 1 ligand 1.

3Patients with clinically inactive brain metastases and patients with treated brain metastases who are no longer symptomatic, require no treatment with corticosteroids or anticonvulsants, and have recovered from radiotherapy may be included in the
study. PPatients whose tumors harbor KRAS mutations, in the absence of the genomic alterations EGFR, ALK, ROS1, NTRK, BRAF, MET exon 14 skipping, and RET, were excluded from the study. “Three patients had tumors with MET amplification.
“Patients had co-occurring alteration types; thus, percentages do not sum to 100%. *Protocol requires enroliment of ~50% of patients with EGFR-mutated tumors, among whom 80% should have received prior osimertinib.

RT Pizeﬁ?\r}iew

Paz-Ares L et al. ESMO 2023;Abstract 1314MO.



TROPION-Lung05: Efficacy Summary

Best Percent Change From Baseline in Sum of Diameters of Target Lesions

All Patients Patients with
Response per treated with EGFR ALK s No. of pri temic [i ;
BICR patients mutations rearrangement o e e L
(N=137) (N=78) (N=34) 80 advanced or metastatic disease
%’ jg W12 N >3
ORR confirmed, s
n (%) 49 (35.8) 34 (43.6) 8 (23.5) § 20
= & e 0
[95% CIJ2 [27.8-444] [32.4-553] [10.7-41.2] g )
Median DOR 70 70 70 g =
(95% CI), months (4.2-9.8) (4.2-10.2) (2.8-84) 80
i a00d Ungoing paricipar Patient
Eﬁ;:)“"f"med’ 108 (78.8) 64 (82.1) 25 (73.5)
[95% CI)? 100551 (i e S 42 5-011] Percent Change From Baseline in Sum of Diameters of Target Lesions in
. Patients With Confirmed CR/PR¢
gg:;lagl;FS, 54 58 43 o Confirmed BOR
0 1
it (4.7-7.0) (5.4-8.3) (2.6-6.9) L A PR
S
=
BOR: In the overall population (N=137), 4 patients (3%) 5 i
achieved a CR and 45 (33%) achieved a PR fg 5L ——
[
EGFR subset: Among patients with sensitizing or T790M f--100
mutations (N=68), the ORR was 49.1% in those previously 125 T S A S A S S S A T S T S S S S - S W
treated with osimertinib o 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Months
BICR, blinded independent central review; BOR, best overall response; CR, complete response; DCR, disease control rate; DOR, duration of response; ORR, objective response rate; PFS, progression-free survival; PR,

partial response.
RT P Year, [N
: o
44 Review N

aThe 2-sided 95% Cls are based on the Clopper-Pearson exact binomial method. ®Median PFS and PFS probabilities are based on the Kaplan-Meier method.<Per BICR.

Paz-Ares L et al. ESMO 2023;Abstract 1314MO.



Abstract # 8593 ASCO 2024

Intracranial efficacy of datopotamab deruxtecan in
patients with previously treated advanced/metastatic
non-small cell lung cancer with actionable genomic
alterations: results from TROPION-Lung05

Aaron Lisberg,' Myung-Ju Ahn,? Satoru Kitazono,® Byoung Chul Cho,* George Blumenschein Jr,” Elaine
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TROPION-Lung05: Intracranial PFS in Patients With and Without
Baseline Brain Metastases

100 — With BL Without BL
brain mets brain mets
Median systemic PFS, mo 54 5.6
80 A (95% CI) (3.1-7.0) (4.9-8.3)
§_ 60
L)
i :
a 40- g ° = Yh
s 3 ) : 7 :
0 + Censored

I 1 1 I 1 I 1 I 1 I 1

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
No. at risk: Time (months)

With 63 50 38 32 28 23 17 14 14 10 7 6 5 4 4 4 1 0 0 0
Without 84 80 67 55 51 43 31 28 27 21 17 17 12 10 8 8 4 2 2 0
2Per RECIST v1.1. In patients with and without BL brain mets, 15% and 4% of patients had IC (or both IC and extracranial) progression as

site(s) of first PD, respectively.
RT P Year, B
: o
44Review N
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Immunotherapy for NSCLC with a Targetable Mutation

Benjamin DJ et al. The role of chemotherapy plus immune checkpoint inhibitors in oncogenic-
driven NSCLC: A University of California Lung Cancer Consortium retrospective study. JTO Clin Res
Rep 2022 October 29;3(12):100427.

Middleton G et al. A phase Il trial of ceralasertib and durvalumab in advanced NSCLC with and
without RAS mutations: Results of NLMT arm J. WCLC 2023;Abstract MA06.06.

Besse B et al. Biomarker-directed targeted therapy plus durvalumab in advanced non-small-cell
lung cancer: A phase 2 umbrella trial. Nat Med 2024;30(3):716-29.
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The Role of Chemotherapy Plus Immune
Checkpoint Inhibitors in Oncogenic-Driven NSCLC:
A University of California Lung Cancer Consortium

Retrospective Study

David J. Benjamin, MD,a’l Shuai Chen, PhD," Joanna B. Eldredge, MD,©
Shiruyeh Schokrpur, MD,“ Debory Li,© Zhlkuan Quan, MS,” Jason W. Chan, MD,
Amy L. Cummings, MD,> Megan E. Daly, MD," Jonathan W. Goldman, MD, g
Matthew A. Gubens, MD,' Jeremy P. Harris, MD Mark W. Onaitis, MD )k
Viola W. Zhu, MD, PhD,*™ Sandip P. Patel, MD, Karen Kelly, MD"-*

JTO Clin Res Rep 2022;3(12):100427.
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PFS and OS in Study Cohort (n = 246)

S e
X Chemo + ICI vs. Chemotherapy i3 Chemo + ICI vs. Chemotherapy
HR (95% Cl) =1.12 (0.83,1.51) HR (95% Cl) = 0.86 (0.60,1.24)
Log-rank p value =0.472 Log-rank p value = 0.429
@ [+ o]
= . S
= 2
= = A = © _|
5 o g8 °
o o
[ [
o o
S i
= o oy o
@ @
(8} oV}
e o 7
Q Qo
o T T T T T o T T T T T
0 180 360 540 720 900 1080 0 180 360 540 720 900 1080
Time Since Platinum-based Treatment (in days) Time Since Platinum-based Treatment (in days)
Number at risk Number at risk
Chemotherapy 76 41 21 9 6 3 1 Chemotherapy 76 57 43 23 16 7 1
Chemo+ICl 170 89 44 26 16 6 0 Chemo +ICI 170 127 99 70 41 22 5

Figure 1. (A) Progression-free survival in the study cohort. (B) Overall survival in the study cohort. Chemo, chemotherapy;

Cl, confidence interval; HR, hazard ratio; ICI, immune checkpoint inhibitor.
RT Pt
44Review [
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Possible Detriment of Immune Checkpoint Inhibition After EGFR
Tyrosine Kinase Inhibitor for NSCLC with EGFR Mutation

<
-
@
o
2
= ©©
S 4
NO
o
(=}
=
o
E:
S =
5 O
n
o
o
Qe
o

Number at risk

Chemotherapy
Chemo + ICI

Chemo + ICI vs. Chemotherapy
HR (95% Cl) = 1.45 (0.98,2.14)
Log-rank p value = 0.059

49
86

I | | I |
180 360 540 720 900 1080

Time Since Platinum-based Treatment (in days)

27 14 5 2 1 1
42 16 9 5 0 0

Survival Probability

Number at risk

Chemotherapy
Chemo + ICI

Q
S

0.8

0.6

0.4

0.2

0.0

Chemo + ICI vs. Chemotherapy
HR (95% Cl) = 1.00 (0.62,1.59)
Log-rank p value = 0.986

49
86

T 1 T T 1
180 360 540 720 900 1080

Time Since Platinum-based Treatment (in days)

38 27 13 { 2 1
66 49 32 21 12 B

Figure 2. (A) Progression-free survival in the EGFR subgroup. (B) Overall survival in the EGFR subgroup. Chemo, chemo-
therapy; Cl, confidence interval; HR, hazard ratio; ICl, immune checkpoint inhibitor.

Benjamin DJ et al. JTO Clin Res Rep 2022;3(12):100427.
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IASLC | #& & | 2023 World Conference
i (1]

v on Lung Cancer

SEPTEMBER 9-12, 2023 | SINGAPORE

A Phase |l Trial of Ceralasertib and Durvalumab in
Advanced Non-Small Cell Lung Cancer (NSCLC) with and
without RAS Mutations: Results of NLMT Arm J

Gary Middleton, Peter Fletcher, Joshua Savage, Manita Mehmi, Alastair Greystoke, Adam
Dangoor, Judith Cave, C. Escriu, Paul Shaw, Nicola Steele, Pooja Jain, S. Popat, M. Forster,
James Spicer, Nicholas Coupe, Sarah Danson, David Gilligan, Dakshinamoorthy Muthukumar,
Gillian Price, Yvonne Summers, Elizabeth Toy, Lucinda Billingham

Cancer Research UK Clinical Trials Unit, University of Birmingham, Birmingham, United Kingdom
Sponsor: University of Birmingham
Funders: Cancer Research UK: C11497/A19363, C11497/A22209

Pharmaceutical Industry partner: AstraZeneca (
: , L
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National Lung Matrix Trial Arm J: Response and Survival Among
Patients Who Received Prior Immune Checkpoint Blockade (ICB)

KRAS (n=19) No KRAS (n=14)
[Cohort J1] [Cohort NAJ]

| A1: FGFR2/3 mutation/translocation —DI A: AZD4S47 (FGFR inhibitor) I ; — -_. — _.' —_—
—»{B1: TscuTsC2 — O B o - e - 3
5| B25: STK11 loss »! B:Vistusertib (MTORC1/2 inhibitor) | v ———— - ?CBb(rat:O‘y) ?JQSZA (20.3,61.6) gos'gﬁ (11.8,55.1)
| B2D: KRAS mutation/STK11 loss  —— —_—n——n - rob(> () s 3
9 C1: LUSC CDKN2A loss - e e e e
-5 C2: LUAD COKN2A loss - E———— OR rate 13.1% (3.2,31.7) 4.5% (0.2, 21.8)
: 2: zz‘u‘:""’"'::::" [ |——»] C: Palbociclib (COK8 inhibitor) | E * Prob(>30%) 0.04 <0.01
> e e i =]
e | ‘—’:"[:—' —— DCB = durable clinical benefit; OR = objective response
[~ D1: MET amplification = [
! 02: RoS fusion »{ D:Crizotinib (ALK inhibitor) | —r &
—»»{ D3: METexon 14 — —a €7
| E1: LUSC NF1 loss T - ;:1- - o
»{ E2: LUAD NF1 loss ={E e K I e —_— ]
-» E3: NRAS mutation — —— 38 4
I F1: LUSC PIK3CA mutation 1 S— g
|»{ F2: LUSC PIKICA amplification  [— [ Capvasertib AKT inhibiton T T T T T 3 -
[P ] I 0 6 12 18 24 30 3ol ...
M . Time (Months) £ e
- Az e Treatment time KRAS | ] Treatment time No Variant Post-treatment time “é : L
. CR PR B sD E 8' . _J
. RECIST PD Other PD NE o —
Died Started new treatment >> Not discontinued °\° l-— ] KRAS
8 | :] No Variant
KRAS (n=19) No KRAS (n=14)
KRAS ICB = [Cohort J1] [Cohort NAJ]
. mPFS 5.87(3.76,9.87) 3.68 (2.18, 6.93)
No Variant ICB =
0 6 9 12 mOS  25.0(12.8, 59.3) 11.6 (6.6, 23.4)
Median PFS time (months)
KRAS ICB :I = >>
No Variant ICB =

0 6

Middleton G et al. WCLC 2023;Abstract MA06.06.

12 18 24 30

36 42 48

Median Overall Survival time (months)
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nature medicine

Article https://doi.org/10.1038/s41591-024-02808-y

Biomarker-directed targeted therapy plus
durvalumabinadvanced non-small-celllung
cancer:aphase2 umbrella trial

Benjamin Besse ®', Elvire Pons-Tostivint?, Keunchil Park®??, Sylvia Hartl® **, Patrick M. Forde ®°®,

Maximilian J. Hochmair®, Mark M. Awad’, Michael Thomas®, Glenwood Goss®, Paul Wheatley-Price®,
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Melissa L. Johnson®', Sophie Cousin'’, Dong-Wan Kim®'®, Mor T. Moskovitz'*?*, David Vicente?’, Boaz Aronson®?,
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HUDSON Study: Treatment Efficacy with Durvalumab/Ceralasertib
and with Other Regimens in Previously Treated Advanced NSCLC

Durvalumab-ceralasertib, Durvalumab plus olaparib, danvatirsen or oleclumab,
Efficacy parameter n=79 n=189
Objective response rate, n (%) 11 (13.9) 5(2.6)
Partial response rate, n (%) 11 (13.9) 5(2.6)
Stable disease 235 days, n (%)? 37 (46.8) 89 (47.1)
Unconfirmed partial or complete response, n (%) 3(3.8) 4(2.1)
Progression, n (%) 20 (25.3) 91 (48.1)
RECIST disease progression, n (%) 17 (21.5) 70 (37.0)
Died, n (%) 3(3.8) 21 (11.1)
Not evaluable, n (%) 11 (13.9) 4(2.1)
Disease control at 12 weeks, n (%) 40 (50.6) 61 (32.3)
Disease control at 24 weeks, n (%) 28 (35.4) 30 (15.9)
PFS, median (80% Cl), months 5.8 (4.6-7.4) 2.7 (1.8-2.8)
0S8, median (80% CIl), months 17.4 (14.1-20.3) 9.4 (7.5-10.6)

3240 days for durvalumab plus danvatirsen or ceralasertib.

Cl, confidence interval; OS, overall survival; PFS, progression-free survival; RECIST, Response Evaluation Criteria In Solid Tumours.
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Durvalumab Consolidation for Limited-Stage SCLC

* Spigel DR et al. ADRIATIC: Durvalumab (D) as consolidation treatment (tx) for patients (pts) with
limited-stage small-cell lung cancer (LS-SCLC). ASCO 2024;Abstract LBAS.
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2024 ASCO

ANNUAL MEETING Abstract LBAS

ADRIATIC: durvalumab as consolidation
treatment for patients with limited-stage
small-cell lung cancer (LS-SCLC)

David R. Spigel, Ying Cheng, Byoung Chul Cho, Konstantin Laktionov, Jian Fang, Yuanbin Chen,
Yoshitaka Zenke, Ki Hyeong Lee, Qiming Wang, Alejandro Navarro, Reyes Bernabe, Eva Buchmeier,
John Wen-Cheng Chang, Isamu Okamoto, Sema Sezgin Goksu, Andrzej Badzio, Bethany Gill,
Hema Gowda, Haiyi Jiang, Suresh Senan
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ADRIATIC: Phase lll Study Design

Stage |-11l LS-SCLC
(stage I/ll inoperable)

WHOPS Oor 1

Durvalumab Dual primary endpoints:

1500 mg Q4W
> * Durvalumab vs placebo

- OS
— PFS (by BICR, per RECIST v1.1)

N=264

Had not progressed
following cCRT* N=730

PCI* permitted before /R't\ Placebo Key secondary endpoints:

randomization Q4w + Durvalumab + tremelimumab vs

N=266 placebo
- OS
— PFS (by BICR, per RECIST v1.1)

N

¢CRT components Stratified by:

+ Four cycles of platinumand Disease stage
etoposide (three permittedT) (/11 vs 111) ) 15 g C + T 75 ma Q/ : : .
— , : = diga Other secondary endpoints:
- RT: 60-66 Gy QD over 6 weeks | PC! (Yes vs no) followed t g Q e
or 45 Gy BID over 3 weeks N=20! + OS/PFS landmarks
* RT must commence no later + Safety

Treatment until investigator-determined progression or
intolerable toxicity, or for a maximum of 24 months

than end of cycle 2 of CT

cCRT = concurrent chemoradiation therapy; PCl = prophylactic cranial irradiation; RT = radiation therapy

Year, N
Spigel DR et al. ASCO 2024;Abstract LBAS. 44Review 5



ADRIATIC: Overall Survival (Dual Primary Endpoint)

Durvalumab Placebo
ol (n=264) (n=266)
Events, n (%) 115 (43.6) 146 (54.9)
0.8 1 mOS, months (95% Cl) 55.9 (37.3-NE) 33.4 (25.5-39.9)
- 68.0% HR (95% ClI) 0.73 (0.57-0.93)
O | . 56.5% p-value 0.0104
s 06 - :
> 1 e 1
% 1 58.5% : ;
© : ' N e
“8 05 B : ' 47 6% TR W I 1 |
E_ E E LB il il |
0.2 - E |
0 | | | 1 | | 1 i 1 1 | i | | 1 | | 1 1 1 |
0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 D4 57 60 63

Time from randomization (months)

mOS = median overall survival

Spigel DR et al. ASCO 2024;Abstract LBA5S.
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ADRIATIC: Progression-Free Survival (Dual Primary Endpoint)

Durvalumab Placebo
(n=264) (n=266)
Events, n (%) 139 (52.7) 169 (63.5)
mPFS, months (95% CI) 16.6 (10.2-28.2) 9.2 (7.4-12.9)
HR (95% ClI) 0.76 (0.61-0.95)
p-value 0.0161

Probability of PFS

0 1 I I I I

0O 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51

Time from randomization (months)

mPFS = median progression-free survival

Spigel DR et al. ASCO 2024;Abstract LBA5S.

94 57 60 63
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ADRIATIC: Author Conclusions

* Durvalumab as consolidation treatment after cCRT demonstrated statistically significant and clinically
meaningful improvement in OS and PFS compared with placebo in patients with LS-SCLC

— OS HR 0.73 (95% CI1 0.57-0.93), p=0.0104; mOS 55.9 (95% CI 37.3—-NE) vs 33.4 (95% CI| 25.5-39.9) months
— PFS HR 0.76 (95% CI 0.61-0.95), p=0.0161; mPFS 16.6 (95% CI 10.2-28.2) vs 9.2 (95% CI 7.4-12.9) months
— Treatment benefit was generally consistent across predefined patient subgroups for both OS and PFS

- Durvalumab consolidation treatment for up to 2 years was well tolerated, and safety findings were
consistent with the known safety profile of durvalumab monotherapy in the post-cCRT setting

Consolidation durvalumab will become the new standard of care
for patients with LS-SCLC who have not progressed after cCRT

Year, N
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Anti-PD-1/PD-L1-Based Therapies for Extensive-Stage SCLC

e Paz-Ares L et al. Durvalumab * tremelimumab + platinum-etoposide in extensive-stage SCLC
(CASPIAN): Outcomes by PD-L1 expression and tissue tumor mutational burden. Clin Cancer Res
2024 February 16;30(4):824-35.

* Liu SV et al. Five-year survival in patients with ES-SCLC treated with atezolizumab in IMpower133:
IMbrella A extension study results. WCLC 2023;Abstract OA01.04.
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Durvalumab + Tremelimumab + Platinum-Etoposide Iin
Extensive-Stage Small Cell Lung Cancer (CASPIAN):
Outcomes by PD-L1 Expression and Tissue Tumor

Mutational Burden

Luis Paz-Ares', Marina Chiara Garassino?®, Yuanbin Chen?, Niels Reinmuth®, Katsuyuki Hotta®,

Artem Poltoratskiy7, Dmytro Trukhin8, Maximilian J. Hochmairg, Mustafa ézgﬂrocjlum, Jun Ho Ji",
Galina Statsenko'?, Nikolay Conev®, Igor Bondarenko', Libor Havel™, Gyorgy Losonczy'®,
Mingchao Xie', Zhongwu Lai'®, Nadia Godin-Heymann'®, Helen Mann'®, Haiyi Jiang®,

Yashaswi Shrestha'®, and Jonathan W. Goldman?°

Clin Cancer Res 2024 February 16;30(4):824-35
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Proportion of patients event free

CASPIAN: OS Analysis by Subgroup

PD-L1 TCor IC 21% PD-L1 TCand IC<1%
1.04 1.04
0.94 Events/pts, n (%) | Median OS, mo (95% CI) HR (95% CI) 0.9 Events/pts, n (%) | Median OS, mo (95% CI) HR (95% Cl)
D+EP 30/38 (79) 14.6 (11.4-17.9) 0.61 (0.37-1.02) D+EP 87/114 (76) 11.8 (9.9-14.7) 0.63 (0.47-0.85)
0.84 D+T 34/54 (63) 15.5 (9.4-27.9) 0.50 (0.31-0.83) o 0.8 D+T+EP 89/103 (86) 8.9 (7.5-10.2) 0.91 (0.68-1.23)
30/32 (94) 12.2 (7.3-15.1) - o EP 87/97 (90) 10.2 (8.0-10.8) -
0.7 - % 0.7 4
0.6 4 ;2 0.6
0.54 'é 0.5+
0.4 4 E 0.4 1
0.3 1 .g_ 0.3+
0.2 4 g 0.2 4
0.14 0.14
0 T T T T T ] T T T T T T o T T T T T T T T T
3 6 9 12 15 18 21 24 27 30 33 36 0 12 15 18 21 24 27 30 33 36
Time from randomization (months) Time from randomization (months)

Author Conclusions: These results support treatment benefit with first-line durvalumab plus EP in patients with

ES-SCLC irrespective of biomarker status; there was no evidence that either PD-L1 expression or tTMB can be

used to select patients or predict outcomes with durvalumab plus EP in this disease setting. However, our

observations in the durvalumab plus tremelimumab plus EP arm suggest that PD-L1 expression may yet prove to

be a useful biomarker for combined treatment with PD-(L)1 and CTLA-4 inhibition, although this requires

confirmation with a prospective and independent dataset.

TC = tumor cell; IC = immune cell; ES-SCLC = extensive-stage small cell lung cancer ‘ [" ) Yearin fﬂi

0 44Review [

Paz-Ares L et al. Clin Cancer Res 2024 February 16;30(4):824-35.



Novel Agents and Strategies for Patients with SCLC

Lee S-H et al. A phase Il, open-label, combination therapy of durvalumab and ceralasertib in
relapsed and refractory small cell lung cancer (SUKSES-N4). ASCO 2024;Abstract 8104.

Johnson M et al. Ifinatamab deruxtecan (I-DXd; DS-7300) in patients with refractory SCLC: A
subgroup analysis of a phase 1/2 study. WCLC 2023;Abstract OA05.05.

Rudin C et al. A phase Il study of ifinatamab deruxtecan (I-DXd; DS-7300) in patients with
previously treated ES-SCLC. WCLC 2023;Abstract P2.16-06.

Dowlati A et al. Sacituzumab govitecan as second-line treatment for extensive SCLC: Preliminary
results from the phase || TROPiCS-03 basket trial. ESMO 2023;Abstract 1990MO.

Paz-Ares L et al. Tarlatamab, a first-in-class DLL3-targeted bispecific T-cell engager, in recurrent
SCLC: An open-label, phase | study. J Clin Oncol 2023;41(16):2893-903.

Paz-Ares L et al. Tarlatamab for patients with previously treated SCLC: Primary analysis of the
phase |l DeLLphi-301 study. ESMO 2023;Abstract LBA92.
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A Phase Il, Open-Label, Combination Therapy of Durvalumab

and Ceralasertib in Relapsed and Refractory Small Cell Lung
Cancer (SUKSES-N4)

Lee S-H et al.
ASCO 2024;Abstract 8104.
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SUKSES-N4: A Phase Il Study of Durvalumab with Ceralasertib
for Relapsed/Refractory SCLC

Overall Changes of Measurable Lesions

Lee S-H et al. ASCO 2024;Abstract 8104.

Measure

N (%)

Number of patients

42

Median follow-up duration

7.16 (6.07-13.0)

Best objective response

Complete response 0
Partial response 4 (9.5)
Stable disease 7 (16.70)
Progression 29 (69.0)
Not evaluable 2 (4.8)
ORR (%) 9.5
DCR (%) 26.2
Number of PFS events 40 (95.2)
Median PFS, months (95% CI) 1.64 (1.61-1.97)
Number of OS events 37 (88.1)

Median OS, months (95% CI)

7.16 (6.07-13.9)

RT Pizeﬁ?\r}iew




SUKSES-NA4: Safety Profile of Durvalumab and Ceralasertib for

Relapsed/Refractory SCLC

Number of patients (count with the highest grade)

Grade 1or2 | Grade 3 | Grade 4
Among 30 patients with IP related AE 14 6 10
IP related adverse event n (%)

(Observed at least 2 or more pts) i a Grada s || Sraae
Thrombocytopenia 4 (9.5) 3 (7.1) 9 (21.4)
Anemia 2 (4.8) 3(7.1) -
Neutropenia - 1(2.4) 3(l.1)
Increased lipase - - 1(2.4)
Asthenia 2 (4.8) 2 (4.8) -
Pneumonitis - 2 (4.8) -
Hemoptysis - 1(2.4) -
Nausea 11 (@6.2) - -
Skin rash 6 (14.3) - -
Anorexia 6 (14.3) - -
Dizziness 4 (9.5) - -
Headache 4 (9.5) - -
ltching S(7.1) - -
Vomiting 3(7.1) - -
Hypothyroidism S (1) - -
Fatigue 2(4.8) - -

Lee S-H et al. ASCO 2024;Abstract 8104.
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FDA Grants Accelerated Approval to Tarlatamab for Extensive-

Stage Small Cell Lung Cancer
Press Release: May 16, 2024

“On May 16, 2024, the Food and Drug Administration granted accelerated approval to tarlatamab-dlle
for extensive stage small cell lung cancer (ES-SCLC) with disease progression on or after platinum-based
chemotherapy. The major efficacy outcome measures were overall response rate (ORR) per RECIST 1.1
and duration of response (DOR), as assessed by blinded independent central review. ORR was 40% and
median DOR was 9.7 months.

The prescribing information for tarlatamab includes a Boxed Warning for serious or life-threatening
cytokine release syndrome (CRS) and neurologic toxicity, including immune effector cell-associated
neurotoxicity syndrome (ICANS). The most common adverse reactions (>20%) were CRS, fatigue, pyrexia,
dysgeusia, decreased appetite, musculoskeletal pain, and constipation, anemia and nausea. The most
common Grade 3 or 4 laboratory abnormalities (>5%) were decreased lymphocytes, decreased sodium,
increased uric acid, decreased total neutrophils, decreased hemoglobin, increased activated partial
thromboplastin time, and decreased potassium.

The recommended tarlatamab dose is an initial dose of 1 mg administered as an intravenous infusion
over 1 hour on Cycle 1 Day 1, followed by 10 mg on Cycle 1 Day 8 and Day 15 then every 2 weeks

thereafter until disease progression or unacceptable toxicity.”

Year.
https://www.fda.gov/drugs/resources-information-approved-drugs/fda-grants-accelerated-approval-tarlatamab- 44 Relsiew
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Patients

Paz-Ares L et al. N Engl J Med 2023 November 30;389(22):2063-75.

DelLLphi-301 Trial: Onset and Duration of Response

A First response (partial response or better) m Disease progression - Ongoing treatment m Death
Tarlatamab, 10 mg (N=40) Tarlatamab, 100 mg (N=28)
3 A 4 -2 7
} 3 4 A -
< A >
2 a 3

% ? . =

§ - § A >

— = 3 as a =3t

3 A m -

[ ™ = i d AA - =

4 « § : &
i = = A m

3 e | -

g - = A ]

A .:; -- 2

= i " A ’

= = =
" . - —
I. A =}
| 1 | | | | I | | | T | | | | |
10 20 30 40 50 60 70 80 0 10 20 30 40 50 60 70 80

Duration of Treatment (wk)
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DelLphi-301: Efficacy Analysis Set per ITT Analysis

10 mg
(n = 100)*

100 mg
(n = 88)*

ORR, % (97.5% Cl)
Complete response, n (%)
Partial response, n (%)
Stable disease, n (%)
Progressive disease, n (%)
Not evaluable, n (%)
Death before post-baseline
scan, n (%)
No post-baseline scan, n (%)
mDoR, mo (95% Cl)
Disease control rate % (95% ClI)
mOS, mo (95% Cl)
mPFS, mo (95% Cl)

40.0 (29.1—51.7)
1 (1.0)

39 (39.0)

30 (30.0)

20 (20.0)

2 (2.0)

6 (6.0)

2 (2.0)

NE (5.9—NE)
70.0 (60.0, 78.8)
14.3 (10.8—NE)
4.9 (2.9—6.7)

31.8 (21.1—44.1)
7 (8.0)

21 (23.9)

27 (30.7)

13 (14.8)

4 (4.5)

13 (14.8)

3 (3.4)

NE (6.6—NE)
62.5 (51.5, 72.6)
NE (12.4—NE)
3.9 (2.6—4.4)

ITT = intent to treat; ORR = objective response rate

Paz-Ares L et al. ESMO 2023;Abstract LBA92.
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TROPION-Lung01: PFS in ITT Population

Median (95% CI), [ e e o

100 —
80 — months? 44(4256) 37(2942)
HR 0.75 (0.62-0.91)

e P-value 0.004
—y 60 — Prespecified
E 40 8 boundary (2-sided) 0.008

e
o 40 30.1

a

o0 28.2 M
17.8
+ Censored
0 T T T T T T T 1
0 2 4 6 8 10 12 14 16 18

No. at risk: Time since randomization, months

Dato-DXd 299 216 156 96 74 46 24 10 2 0

Docetaxel 305 186 120 63 42 19 14 7 0 0

Dato-DXd Docetaxel
ORR (95% Cl), %® 26.4 (21.5-31.8) 12.8 (9.3-17.1)
DOR (95% CI), mo 7.1(5.6-10.9) 5.6 (54-8.1)

CR, complete response; DOR, duration of response; HR, hazard ratio; ITT, intention to treat; ORR, objective response rate; PFS, progression-free survival; PR, partial response.
aMedian PFS follow-up was 10.9 (95% CI, 9.8-12.5) and 9.6 (95% Cl, 8.2-11.9) months for Dato-DXd and docetaxel, respectively. *Included 4 CRs and 75 PRs for Dato-DXd and 39 PRs for docetaxel.

RT P(Xeﬁgh\;iew
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2023 ASCO Abstract 9004

ANNUAL MEETING

TROPION-Lung02: Datopotamab Deruxtecan
(Dato-DXd) Plus Pembrolizumab With or Without
Platinum Chemotherapy in Advanced Non-Small
Cell Lung Cancer

Yasushi Goto, MD, PhD,! Wu Chou Su, MD,?2 Benjamin Levy, MD,3 Olivier Rixe, MD, PhD,** Tsung Ying Yang, MD, PhD ? Anthony Tolcher, MD/’
Yanyan Lou, MD, PhD,? Yoshitaka Zenke, MD, PhD,? Panayiotis Savvides, MD," Enriqueta Felip, MD, PhD," Manuel Domine, MD, PhD,"?
Konstantinos Leventakos, MD, PhD,'® Mariano Provencio Pulla, MD, PhD," Atsushi Horiike, MD, PhD,'® Edward Pan, MD,® Daisy Lin, PhD®
Jessie Gu, PhD, MS.® Priyanka Basak, MD, MBE,> Michael Chisamore, PhD,® Luis Paz-Ares, MD, PhD'""
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TROPION-Lung02: Tumor Response with Dato-DXd and
Pembrolizumab with or without Platinum Chemotherapy

8O

40

20 M

20+

Be:st change in sum of diameters from baseline, %

All patients (n=124)2

* Dato-DXd 6.0 mg/kg®
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ORR (confirmed and pending)
Doublet: 50%
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* Patients with no basaline targat lesions or ne postbaseling tumer assassments were axcluded from the waterfall plots. " Planned dose level.

ORR = objective response rate

Goto Y et al. ASCO 2023;Abstract 9004.
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TROPION-Lung02: Treatment-Emergent Adverse Events (TEAEs) with
Dato-DXd and Pembrolizumab with or without Platinum Chemotherapy

Doublet therapy Triplet therapy

Stomatitis 8% 48% 31% 4%
Nausea 2% 4%
2% 13%
Fatigue 3% 8%
Decreased appetite 5% 30% 32% 1%
Constipation
Vomiting 19% 31%
Cough
[ Platelet count decreased I 3% 29% 7%
Amylase increased LA 9% 15% [E3A
Alopecia
2%

[ Neutrophil count decreased | 27, I 14%
Pruritus 20% 15%

Rash
Weight decreased
,g_ : M Grade 1/2 . . . M Grade 1/2
Blood creatinine increased 1%
: Grade =3 D - Grade =3
Neutropenia 3v R 13%
80% 60% 40% 20% 0 20% 40% 60%

Data cutoff. April 7, 2023.
TEAE, treatment-emargent adverse event.

Goto Y et al. ASCO 2023;Abstract 9004.

The most frequent TEAEs of
any grade were stomatitis,
nausea, anemia, and fatigue

In general, hematologic TEAES,
particularly those of grade 23,
were more frequently observed
with triplet therapy than with
doublet therapy
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Ifinatamab Detuxtecan: Mechanism of Action

Ifinatamab Deruxtecan (I-DXd; DS-7300) Was Designed With 7 Key Attributes

« B7-H3 is overexpressed in a wide range of cancer types and is associated with disease progression and lower survival'->

 |-DXd is a B7-H3 (CD276)-directed ADC composed of 3 parts:5-9."

- A humanized anti-B7-H3 IgG1 monoclonal antibody? "
- Atopoisomerase | inhibitor payload (an exatecan derivative, DXd)

- Atetrapeptide-based cleavable linker that covalently bonds the other 2 components

Humanized anti-B7-H3
1gG1 mAb?

|
(
" }Z“NT"JW"XLW”V“*“H °
H o
‘® Cg \ 2

Cleavable tetrapeptide-based linker -
Johnson et al. WCLC 2023;Abstract OA05.05.

Deruxtecan’®

Topoisomerase | inhibitor payload
(DXd)

Payload mechanism of action:
topoisomerase | inhibitor” 4116

High potency of payload®11.b

Optimized drug-to-antibody ratio = 46-8.10.

Payload with short systemic half-life®1".b.c

Stable linker-payload?11.p

Tumor-selective cleavable linker® 11

Bystander antitumor effect?.10.11.6

RT Pizeﬁg\r}iew
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DS7300-A-J101 Study Design

- |-DXd is generally well tolerated with early signs of antitumor activity'2
+ We present a subgroup analysis of patients with SCLC (N = 222) from part 1 treated with I-DXd at all doses studied
— Patients dosed at 26.4 mg/kg (n = 21) were evaluable for efficacy

— Baseline tumor biopsies were retrospectively examined for B7-H3 protein level by IHC and used for correlative analysis in
biomarker-evaluable patients dosed at 26.4 mg/kg (n = 17)

Key primary endpoints

Patients with Part 1: dose escalation Part 2: dose expansion (12.0 mg/kg)
advanced/unresectable - + |-DXd IV Q3W monotherapy for m « |-DXd IV Q3W monotherapy for selected « Dose escalation: DLTs, SAEs,
or metastatic solid advanced solid tumors® advanced solid tumors TEAEs, AESI
tumors (unselected for = * Dose expansion: ORR, DOR,
B7-H3 expression) | 16.0 mg/kg (n=2) Cohort 1: ESCC (n = 25) DCR, PFS, 0OS
N = 205 12.0 mg/kg (n = 8) K d disaing

. = ey seconaary enapoinits

8.0 mokg (n = 10) Cohort 2: mCRPC (n = 40) y ry p
- PK
6.4 mg/kg (n=1) Cohort 3: sqNSCLC (n = 20)

* Immunogenicity
Minimum effective dose » 4.8 mg/kg (n = 0)

3.2mg/kg (n=1)

RT Pizeﬁzi\rzliew
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DS7300-A-J101: Ifinatamab Deruxtecan Antitumor Activity

* Nearly all patients with
postbaseline scans had a
reduction in target
lesions

* Median time to response
was 1.2 months (95% Cl,
1.2-1.4)

* Median duration of
response was 5.9
months (95% Cl, 2.8-7.5);
2 patients remain on
treatment

* Median follow-up was
11.7 months (95% Cl,
4.63-12.88)

— Active === Off treatment

100 — o
Confirmed Responses by RECIST v1.1 SOLG 25'4 mglkg "
80— (n=21)
Objective response rate, % (95% Cl) 52.4 (29.8-74.3) 20
6= Complete response, % 4.8
40 - Partial response, % 476 0
20

in Target Lesi

Best % Change in Sum of Diameters From

fra
2
8
°
£S5 -20-
0 23
5 2
= 404
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DS7300-A-J101: Ifinatamab Deruxtecan Most Common (210%)
All-Grade TEAEs Regardless of Causality

System Organ Class Preferred Term, n (%) SCLC (N=22)
Any Grade Grade 23
Nausea 13.(59.1) 1(4.5)
Fatigue 11 (50.0) 0 (0.0)
Anemia 6 (27.3) 1(4.5)
Vomiting B (27.3) 0 (0.0)
Decreased appetite B (22.7) 14.5)
Pyrexia 4 (18.2) 0 (0.0)
Constipation 4 (18.2) 1(4.5)
IRR 3113.8) 0 (0.0)
Diarrhea 3 (13.8) 0 (0.0)
Dehydration 3(13.6) 0 (0.0)
Dyspnea 3 (13.6) 0(0.0)
Platelet count decreased 3 (13.6) 0 (0.0)
Arthralgia 3 (13.6) 0 (0.0)
Hyponatremia 3 (13.6) 0 (0.0)

* A total of 3 patients (13.6%) experienced an interstitial lung disease (ILD) or pneumonitis event (2 Grade 1, 1 Grade 2).
* All events were adjudicated by the ILD adjudication committee, of which 1 was adjudicated as drug-related ILD (Grade 2,
8.0 mg/kg), and treatment was discontinued per protocol.
* Prophylactic premedication for nausea, vomiting and infusion-related reaction were not permitted for primary prophylaxis during

cycle 1 of dose escalation.
RTPi
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IDeate-Lung02: A Phase Il Study of Ifinatamab Deruxtecan
versus Treatment of Physician’s Choice for Relapsed SCLC

—>
e Histologically confirmed SCLC
e >1 prior therapy, including
>2 cycles of platinum-based —— N =468
therapy
e ECOGPSO0-1
>
e Prior orlotamab, enoblituzumab or other B7-H3-targeted agents
(including I-DXd)
e Prior ADC that consists of an exatecan derivative (eg, T-DXd)
* Received the study comparators or any topoisomerase | inhibitor e Primary endpoints: ORR and OS (up to 4.5 years)
* Any history of ILD/pneumonitis * Key secondary endpoints: PFS, DOR, safety (up to 4.5 years)

I-DXd = ifinatamab deruxtecan; ADC = antibody-drug conjugate; ILD = interstitial lung disease; ORR = overall response rate

Year,,

www.clinicaltrials.gov. NCT06203210. Accessed June 2024. HReview
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Sacituzumab govitecan as second-line
treatment for extensive stage small cell

lung cancer
Preliminary results from the phase 2 TROPICS-03 basket trial

Afshin Dowlati," Andres Cervantes,? Sunil Babu,® Erika Hamilton,* Shu Fen Wong,?
Andrea Tazbirkova,® Ivana Gabriela Sullivan,” Cédric van Marcke 2 Antoine Italiano,®
Jilpa Patel, ' Sabeen Mekan,? Tia Wu,'® Anne C. Chiang"!

'University Hospitals Seidman Cancer Center and Case Western Reserve University,
Cleveland, OH, USA; 2INCLIVA Instituto de Investigacion Sanitaria, University of Valencia,
Valencia, Spain; *Fort Wayne Medical Oncology and Hematology, Fort Wayne, IN, USA;
4Sarah Cannon Research Institute/Tennessee Oncology, Nashville, TN, USA; SAndrew Love
Cancer Centre, Geelong, Australia; ®Pindara Private Hospital, Benowa, Queensland,
Australia; "Hospital de la Santa Creu i Sant Pau, Barcelona, Spain; éCliniques Universitaires
Saint-Luc, Brussels, Belgium:; ®Institut Bergonié, Bordeaux, France; '°Gilead Sciences, Inc.,
Foster City, CA, USA; "Yale School of Medicine, New Haven, CT, USA

Presenter: Afshin Dowlati, MD

Saturday, October 21, 2023, 14:55-15:00
FPN: 1990MO
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TROPiCS-03: Safety Summary with Sacituzumab Govitecan
for ES-SCLC

The adverse event profile observed in this trial was consistent with the observed safety of SG in other tumor types

Any-grade TEAEs reported in

ES-SCLC 80 - .
Safety-evaluable patients, n (%) N =302 70 1{E = ool paionts®
Any-grade TEAEs 30 (100) 60 | iSTaceix B Gladeiei
Related to study treatment 28 (93) < 50
Grade = 3 TEAEs 18 (60) s
Related to study treatment 15 (50) :53 40
Serious TEAEs 9 (30) < 30
Related to study treatment 4 (13) 20
TEAEs leading to dose reduction 8 (27) 10
TEAEs leading to discontinuation 0 0
Related to study treatment 0
TEAEs leading to death 0 o
Related to study treatment 0

TEAE is defined as any adverse event with an onset date on or after the study treatment start date and no later than 30 days after the last dose of study treatment. ES-SCLC, extensive-stage squamous cell lung cancer;
SG, sacituzumab govitecan; TEAE, treatment-emergent adverse event. 2Includes patients enrolled on or before 27 April 2023.
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TROPICS-03: Tumor Response with Sacituzumab Govitecan
for ES-SCLC

100
® 77% of patients® with post-baseline tumor assessment had any tumor reduction
* 43% of patients® with post-baseline tumor assessment had tumor reduction > 30%
e
> 50 i [} )
& Objective response rate: 37%
S
g
g 07
S
S FO . ..er ...
a
® 50—
m Best overall response
B Confirmed partial response (n =11)
B Stable disease (n = 15)
M Progressive disease (n = 3)
-100

Participant

Includes patients enrolled on or before 27 April 2023. RECIST v1.1, Response Evaluation Criteria in Solid Tumors version 1.1. 3By investigator assessment per RECIST v1.1. "Percentages were calculated using the total number

of patients (N = 30).
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Investigator Perspectives on Available Research
and Challenging Questions in Renal Cell Carcinoma:
A Post-ASCO Annual Review

A CME/MOC-Accredited Live Webinar

Wednesday, June 19, 2024
5:00 PM —-6:00 PM ET

Faculty
Rana R McKay, MD
Thomas Powles, MBBS, MRCP, MD

Moderator
Neil Love, MD




Thank you for joining us!

CME and MOC credit information will be emailed to
each participant within 5 business days.
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