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We Encourage Clinicians in Practice to Submit Questions

Research

Feel free to submit questions now before the program
begins and throughout the program.
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FDA Approves Capivasertib with Abiraterone and Prednisone for
PTEN-Deficient Androgen Pathway Modulation-Naive or

Androgen Pathway Modulation-Sensitive Prostate Cancer
Press Release: June 12, 2026

“On June 12, 2026, the Food and Drug Administration approved capivasertib in combination with abiraterone and
prednisone for adults with metastatic androgen pathway modulation-naive or -sensitive (mMAPMN/S) prostate cancer
(previously referred to as metastatic hormone-sensitive prostate cancer) that is PTEN-deficient as detected by an
FDA-authorized test.

Efficacy was evaluated in CAPItello-281 (NCT04305496), a randomized, double-blind, placebo-controlled, multicenter
trial that enrolled 1,012 adults with newly diagnosed, PTEN-deficient mAPMN/S prostate cancer. Tumor PTEN
deficiency status was prospectively determined by central testing using the immunohistochemistry-based VENTANA
PTEN (SP218) RxDx Assay; PTEN deficiency was defined as > 90% of viable malignant cells with no specific cytoplasmic
staining. Patients were randomized 1:1 to receive either capivasertib with abiraterone or placebo with abiraterone.
Abiraterone was administered with either prednisone or prednisolone.

The major efficacy outcome measure was investigator-assessed radiographic progression-free survival (rPFS). Overall
survival (OS) was an additional efficacy outcome measure.”

https://www.fda.gov/drugs/resources-information-approved-drugs/fda-approves-capivasertib-abiraterone-and-prednisone-pten-
deficient-androgen-pathway-modulation




FDA Approves Durvalumab in Combination with Bacillus Calmette-

Guérin for High-Risk Non-Muscle-Invasive Bladder Cancer
Press Release: May 28, 2026

“On May 28, 2026, the Food and Drug Administration approved durvalumab in combination with Bacillus Calmette-
Guerin (BCG) for the treatment of adult patients with BCG-naive, high-risk non-muscle invasive bladder cancer
(NMIBC).

Efficacy was evaluated in the POTOMAC study (NCT03528694), a randomized, open-label, multicenter trial that
enrolled 1,018 patients with high-risk NMIBC following transurethral resection of bladder tumor. High-risk NMIBC was
defined as having one of the following: T1 tumor, Grade 3/high-grade tumor, carcinoma in situ (CIS), or multiple,
recurrent, and large tumors. Patients were randomized (1:1:1) to receive either durvalumab every four weeks for 13
cycles plus BCG induction and maintenance, BCG induction and maintenance, or an additional investigational
combination regimen.

The major efficacy outcome measure was investigator-assessed disease-free survival (DFS). DFS was defined as the
time from the date of randomization until the date of first recurrence of high-risk NMIBC, persistent CIS, muscle
invasive bladder cancer, metastatic disease, or death.”

https://www.fda.gov/drugs/resources-information-approved-drugs/fda-approves-durvalumab-combination-bacillus-calmette-guerin-
high-risk-non-muscle-invasive-bladder




Perioperative Durvalumab with Neoadjuvant Enfortumab Vedotin
Demonstrated Statistically Significant and Clinically Meaningful
Improvements in Event-Free Survival and Overall Survival for

Muscle-Invasive Bladder Cancer in the Phase Ill VOLGA Trial
Press Release: May 14, 2026

“High-level results from a planned interim analysis of the VOLGA Phase lll trial showed perioperative treatment with
durvalumab in combination with neoadjuvant enfortumab vedotin (EV) demonstrated statistically significant and
clinically meaningful improvements in event-free survival (EFS) and overall survival (OS) in patients with muscle-
invasive bladder cancer (MIBC) versus standard of care. Patients were ineligible for or had declined cisplatin-based
chemotherapy. Patients in the comparator arm had a radical cystectomy (surgery to remove the bladder) with or
without approved adjuvant treatment.

Perioperative durvalumab plus tremelimumab in combination with neoadjuvant EV demonstrated a statistically
significant and clinically meaningful improvement in EFS and a favourable trend for OS; however, the OS data were
not statistically significant at this planned interim analysis and will be formally reassessed at a subsequent analysis.”
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FDA Approves Pembrolizumab or Pembrolizumab and
Berahyaluronidase Alfa-pmph, Each with Enfortumab Vedotin,

for Muscle-Invasive Bladder Cancer
Press Release: July 10, 2026

“On July 10, 2026, the Food and Drug Administration approved pembrolizumab or pembrolizumab and
berahyaluronidase alfa-pmph each in combination with enfortumab vedotin-ejfv as neoadjuvant treatment (before
surgery) followed by adjuvant treatment after cystectomy (surgery to remove the bladder) for adults with muscle
invasive bladder cancer (MIBC). This extends the prior approval for the regimen in this setting from patients who are
cisplatin-ineligible to all patients with MIBC who are candidates for cystectomy.

Efficacy was evaluated in KEYNOTE-B15/EV-304 (NCT04700124), an open-label, randomized, active-controlled,
multicenter trial in 808 patients with previously untreated MIBC who were candidates for radical cystectomy with
pelvic lymph node dissection and were eligible for cisplatin-based chemotherapy. Patients were randomized (1:1) to
receive neoadjuvant pembrolizumab and enfortumab vedotin-ejfv followed by surgery followed by adjuvant
pembrolizumab and enfortumab vedotin-ejfv or to neoadjuvant gemcitabine and cisplatin followed by surgery.

The major efficacy outcome measure was event-free survival (EFS) assessed by blinded independent central review.
Overall survival (OS) was an additional efficacy outcome. The trial demonstrated statistically significant improvements
in EFS and OS in patients treated with perioperative pembrolizumab and enfortumab vedotin-ejfv compared with
neoadjuvant gemcitabine and cisplatin.”

https://www.fda.gov/drugs/resources-information-approved-drugs/fda-approves-pembrolizumab-or-pembrolizumab-and-
berahyaluronidase-alfa-pmph-each-enfortumab-vedotin




FDA Approves Atezolizumab for Adjuvant Treatment of Muscle-

Invasive Bladder Cancer in Patients with Molecular Residual Disease
Press Release: May 15, 2026

“On May 15, 2026, the Food and Drug Administration approved atezolizumab and atezolizumab and hyaluronidase-tgjs
as adjuvant treatments for adults with muscle invasive bladder cancer (MIBC) after cystectomy who have circulating
tumor DNA molecular residual disease (ctDNA MRD) as determined by an FDA-authorized test.

Efficacy was evaluated in IMvigor011 (NCT04660344), a multi-center, randomized, double-blind, placebo-controlled
trial enrolling 250 patients with MIBC who had radical cystectomy with lymph node dissection and in whom MRD was
detected by serial ctDNA MRD evaluation of blood during the subsequent 12 months, starting at least 6 weeks after
cystectomy. Patients were randomized (2:1) to receive either atezolizumab 1680 mg or placebo intravenously every
four weeks. Treatment continued for up to 12 cycles or one year (whichever occurred first) unless there was disease
recurrence or unacceptable toxicity.

The major efficacy outcome measure was investigator-assessed disease-free survival (DFS). Overall survival (OS) was an
additional efficacy outcome measure.”

https://www.fda.gov/drugs/resources-information-approved-drugs/fda-approves-atezolizumab-adjuvant-treatment-muscle-invasive-
bladder-cancer-patients-molecular




FDA Approves Belzutifan and Pembrolizumab for Adjuvant

Treatment of Renal Cell Carcinoma
Press Release: June 12, 2026

“On June 12, 2026, the Food and Drug Administration approved belzutifan in combination with
pembrolizumab or pembrolizumab and berahyaluronidase alfa-pmph for the adjuvant treatment of adults
with renal cell carcinoma with a clear cell component (ccRCC) at intermediate-high or high risk of
recurrence following nephrectomy, or following nephrectomy and resection of metastatic lesions.

Efficacy was evaluated in LITESPARK-022 (NCT05239728), a multicenter, double-blind, randomized trial in
1,841 patients with prior nephrectomy for ccRCC who were at intermediate-high or high risk of
recurrence, or who had resected metastases with no evidence of disease. Patients were randomized (1:1)
to receive belzutifan in combination with pembrolizumab as adjuvant therapy or placebo in combination
with pembrolizumab until disease recurrence or unacceptable toxicity or for up to 54 weeks of belzutifan

or 12 months of pembrolizumab.

The major efficacy outcome measure was investigator-assessed disease-free survival (DFS), defined as
time to recurrence, metastasis, or death.”

https://www.fda.gov/drugs/resources-information-approved-drugs/fda-approves-belzutifan-pembrolizumab-adjuvant-treatment-renal-
cell-carcinoma
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TPS5139

KLK2-PASenger: A Phase 3 Randomized, Open-label Study of Pasritamig,
a T-cell-engager, Targeting Human Kallikrein 2 with Docetaxel versus
Docetaxel in Metastatic Castration-resistant Prostate Cancer

McKay R et al. ASCO 2026;Abstract TPS5139.



Pasritamig Mechanism of Action
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KLK2 Is Highly Expressed on Prostate Cells (Normal and Malignant)
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Phase lll KLK2-PASenger

* Histologically confirmed Figure 3: A global, randomized, open-label, phase 3 study evaluates the
adenocarcinoma of the efficacy and safety of PAS + DOCE versus DOCE alone in adult chemo-
prostate naive participants (218 years) with mCRPC (NCT07225946).

g e Primary endpont: PFS by
imaging and PSA or , | pasritamig + E:ECCR;SP‘I? :,f 1C c\:lx'i?r’i: i
radiographic progression at docetaxel ’ o
screening Key secondary endpoints:

* Progression on 1-2 novel =
ARPI for any stage of 1:1 + Time to symptomatic
prostate cancer progression

* No prior treatment with T- Eocetac * Time to subsequent therapy
cell redirecting therapies,  Time to skeletal-related event
chemotherapy, or Stratification factors:
radiopharmaceutical therapy + sites of metastases (on conventional imaging)

* No significant comorbidities « LDH
that could interfere with « ECOGPS
study participation. « prior PARP inhibitor use

» PAS is administered in the outpatient setting at a target dose of 300 mg IV Q6W with two step-up doses of
3.5 mg IV on day 1and 18 mg IV on day 8.

* DOCE is planned for 10 doses in both arms unless limited by toxicity despite optimal supportive care.

* Pre-medications including dexamethasone are administered in both treatment arms

» Participants in the DOCE alone arm will also receive continuous prednisone per label.

APMR = androgen pathway modulation-resistant; ARPI = androgen receptor pathway inhibitors; CD3 = cluster of differentiation 3; DOCE = docetaxel; KLK2 =
human kallikrein 2; mCRPC = metastatic castration-resistant prostate cancer; PAS = pasritamig; PCWG= Prostate Cancer Clinical Trials Working Group; PARP
= poly ADP-ribose polymerase; PSA = prostate-specific antigen; PSMA = prostate-specific membrane antigen; rPFS = radiographic progression free survival;
RECIST 1.1= Response Evaluation Criteria in Solid Tumors 1.1
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McKay R et al. ASCO 2026;Abstract TPS5139.
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Outline

= Androgen pathway inhibition in hormone-sensitive prostate
cancer

= Novel triplets in metastatic hormone sensitive prostate cancer

= Updates in PSMA-targeted radioligand therapy

UCSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center



Outline

= Androgen pathway inhibition in hormone-sensitive prostate
cancer

- Taplin ME et al. Final Analysis of the PROTEUS phase 3 study
ASCO 2026; Abstract LBA1

- Freedland S et al. EMBARK: Testosterone recovery to > 250
ng/dL following treatment suspension. ASCO 2026; Abstract 5088

- Choudhury A et al. Phase 2 trial of ADT interruption (A-DREAM /
Alliance A032101) ASCO 2026; Abstract 5004

UGSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center



Case #1: High-risk localized prostate cancer

64 y/o M presented with elevated
screening PSA of 16.4 ng/mL (prior
PSA of 3.3 in 2023)

No significant urinary symptoms

TRUS biopsy with Gleason 4+5
prostate cancer noted in 9/13 cores

Staging PSMA PET with uptake in

prostate gland and bilateral pelvic
nodes

UGSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive

Cancer Center



Case #1: High-risk localized prostate cancer

= Patient opted to receive ADT +
abiraterone/prednisone for 24 months
In combination with radiation to the
prostate + pelvis

= Future state: Multi-modal treatment
with upfront surgery?
- Multimodal treatment with peri-

operative ADT + apalutamide with
radical prostatectomy (PROTEUS

regimen)

UGSF Helen Diller Family
Comprehensive

Post-ASCO 2026 Webinar: Prostate Cancer
Cancer Center



PROTEUS: A Randomized, Double-Blind, Placebo-
Controlled Phase 3 Study in HR-LPC

Neoadjuvant Adjuvant treatment

(C1 through C6) (C7 through C12)

(240 mg QD) (240 mg QD)
+ADT +ADT « PSMA-PET (3 months after EOT)

» PSA every 3 months

« Conventional and PSMA-PET
imaging at BCF (PSA 20.2 ng/mL);
PBO + ADT PBO + ADT every 6 months thereafter

Patients With
HR-LPC

R
A
N
D
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M
I
£
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[
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Stratification: Adjuvant or salvage RT
» cNOvs N1 post-RP at investigator’s
* Gleason score (7 vs 8-10) discretion

» Region (North America, Europe, ROW)

» To complement these data, a substudy is ongoing to further inform on the role of APA + ADT + RP versus RP alone

Patients randomized from July 15, 2019, to June 30, 2022.
Protocol Amendment 7 for including PSMA-PET into MFS assessment (April 14, 2022).

APA, apalutamide; BCF, blochemical fallure; C, cycle; EOT, end of treatment; PBO, placebo; PSA, prostate-specific antigen; PSMA-PET, prostate-specific membrane antigen positron emission tomography; QD, daily;
ROW, rest of the world; RT, radiation therapy.
SAPA/PBO Is stopped 2 weeks prior to planned RP and then resumed 4 weeks after RP. Cardiovascular risk prophylaxis and venous thromboembolism prophyiaxis given based on risk.

_ UGSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Taplin ME et al. ASCO 2026 Comprehensive
Cancer Center




PROTEUS: Primary Endpoints

Dual Primary End Point Met: pCR/MRD Dual Primary End Point Met:
MFS by Conventional or PSMA-PET Imaging

190 ; APA + ADT
. 20% reduction in the

80 s risk of metastasis or
: death after 1 year
) REQE AT of perioperative APA +
_____________________________________________________________________ ADT with RP by BICR

OR, 10.17
95% Cl, 5.27-19.64
p<0.00012

40

HR, 0.802 5
95% CI, 0.67-0.96 : Investigator-assessed
p=0.02° ? MFS was consistent:

0 12 24 36 48 60 84 * HR, 0.74;
No. at risk Months Since Randomization 95% Cl, 0.62-0.87;
APA +ADT 1057 992 922 837 659 382 62 0 =0.0004
0.4% ypTO PBO +ADT 1052 1000 924 812 634 385 P

MFS: Time to first occurrence of radiographic distant metastasis based on conventional imaging or PSMA-PET imaging, pathologic finding of distant metastasis,
APA + ADT PBO +ADT or death from any cause

20

MFS (%) Assessed by BICR

5.1% ypTO
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O
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94/1 057 10/1 052 *Hazard ratio (HR) Is from stratified proportional hazards model. HR <1 favors APA + ADT.
®p Value Is from a log-rank test stratified by Gleason score (7, 28), nodal status (NO, N1), geographic region (North America, Europe, and rest of the world).

Taplin ME et al. ASCO 2026

UGSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center



PROTEUS: Safety Results

Treatment-Emergent Adverse Events of Special Interest

Frequency of Treatment-Related Adverse Events

APA + ADT PBO +ADT
1 0,
- s it gt (n=1050)  (n=1050)
All grades Treatment-related AE 1000 (95.2) 985 (93.8)

APA + ADT PBO + ADT
(n=1050) (n=1050)

All Grades Grade 23 All Grades Grade 23

398 (37.9) 90 (8.6) 214 (20.4) 23(2.2)
34 (3.2) 6 (0.6) 29 (2.8) 5 (0.5)
5012 2@y 09
2@ o8 1512 509
09 509 502 609
TN 202 100 :

TEAE, treatment-emergent AE.

TEAEs are those that occurred on or after the first dose of study drug through the last dose of study treatment pius 30 days or prior to the start of subsequent therapy, whichever is earlier, or any AE that is
considered treatment related regardiess of the start date of the event. Patients are counted only once for any given event, regardiess of the number of times they actually experienced the event. The event with
the worst toxicity grade is used. If a patient has all adverse events with missing toxicity grades, the patient is only counted in the total column.

Special Interest Category, n (%)

Taplin ME et al. ASCO 2026

UGSF Helen Diller Family
Comprehensive

Post-ASCO 2026 Webinar: Prostate Cancer
Cancer Center



EMBARK: Phase 3 study in biochemical relapse
Study design

Enzalutamide (160 mg oral QD) + Open-label period:
Patient population: leuprolide acetate Week 37 Continuing assigned treatment

« Screening PSA 21 ng/mL after RP or (22.5 mg IM Q12w)
22 ng/mL above the nadir after primary EBRT n=355 Suspend : '
Blinded treatment at Safety follow-up
* PSADT <9 mo week 37 (30 days after last dose)
» No metastases on bone scan and CT/MRI per | Monneran
CPNEN el - coniodlohel ke O-ede e Placebo + leuprolide acetate ' (reinitiate if Long-term follow-up
* T2150 ng/dL (22.5 mg IM Q12w) : PSA rises)! (every 12 weeks until the

» Prior hormonal therapy 29 mo prior to R n=358 final OS analysis)*:

(neoadjuvant/adjuvant for <36 mo or Blinded Survival status
56 mo for riSing PSA) a“owed New antineop]astic

Stratification factors: : Remain on therapies for

treatment prostate cancer

Symptomatic
skeletal events

PFS2

» Screening PSA (210 ng/mL vs >10 ng/mL)
« PSADT (=3 mo vs >3 to <9 mo)
* Prior hormonal therapy (yes vs no)

Primary endpoint: MFS by BICR for Key secondary endpoints: MFS by BICR for enzalutamide monotherapy vs leuprolide alone, time to PSA progression, time to first use of new
enzalutamide + leuprolide vs antineoplastic therapy, 0S
leuprolide alone Other secondary endpoints included: Time to first symptomatic skeletal event, safety

Exploratory endpoint: PFS2

UCSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Freedland S et al. AUA 2023 Comprehensive
Cancer Center



EMBARK: Primary Efficacy Results

Metastasis-free survival

3-yr rate
92.9% S-yr rate

a7 20
83.5¢ of.3

Fia A - 2 dith —-

Medsan follow-up, mo 60.7 606

Overall survival
Overall survival: Enza combo

8-year rate

Enzalutamide combination Events, n (%) 45(13) 92 (26)

— Leuprolide acetate a1 Per BICR, median MFS NR (NR) NR

Enza combo
(95% CI), mo (85 1-NR)

Events 73 M

8-year 0S 789 69.5

HR (95% CI): (95%CI),% (739,83.1)  (64.0,74.3)

0.42 (0.31-0.61); P<0.00012
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Leuprolide alone
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3% 42 54 60 66 72

Metastasis-free survival (mo) ;

12 18 24 30 36 42 48 54 60 66 72 78 84 90 96 102 108 114 120
Months

A consistent treatment effect was seen for investigator-assessed MFS: HR (95% Cl): 0.47 (0.37-0.67); P<0.0001

ks ol Janusary 31, 2027 Symboks mdicalo corsored gt %R was basod on & Car tegrassion modol with boatmeont 2 the only covaristo strlified by scroonng PSA PSADT, snd prior hormoned thorpy as roportod in the WRS. rolstive 1o leuprol
Acotate <1 Svnning onzalutamis combinaion, tha hwo-sidod Pviun wars, barod on @ atied kg-mnk CI conidencs mtorl, HR, hazard mtn MRS Inloraciv wad mepansa system; NR, not reachod

Freedland S et al. AUA 2023

UGSF Helen Diller Family
Comprehensive
Cancer Center

Post-ASCO 2026 Webinar: Prostate Cancer



EMBARK: Testosterone recovery following
treatment break

90% of patients in combination arm

. Figure 2. Cumulative probability of reaching testosterone thresholds among
h ad treatme nt Cessathn at 37 patients with treatment suspension after 37 weeks of enzalutamide + leuprolide
0.1
weeks
5 : 5 £ o8 —
Table 1. Time to testosterone recovery in patients 5.
i : es
with treatment suspension 55 0o
Enzalutamide 3¢
combination £8 ..
(n=320) 2% T >50 ng/dL
. 3® — T >175 ng/dL
Patients who reached 108 (33.8) E oo n9
6 U — T >250 ng/dL
T recovery (>250 ng/dL), n (%)
Time to N recovery =0 % % B b W i 2 2 2 2k o i o
(>250 ng/dL), monthst
. Time from suspension start date (weeks)
Median (range) 5.6 (0.0-22.1) Number at risk: |
Mean (SD) 6.8 (2.87) ppwlines B B @ 22 2B R L 0§ ] 1 ¢

UGCSF Helen Diller Family

Post-ASCO 2026 Webinar: Prostate Cancer Freedland S et al. ASCO 2026 Comprehensive
Cancer Center



A-DREAM: Treatment interruption in
metastatic HSPC with optimal PSA nadir

Study Design

Re-initiation triggers
PSA 2 5 ng/ml
mAPMS on ADT + ARPI Interrupt «  Radiographic change (PCWG3) | Primary Endpoint:

PSA<0.2 (stable/falling) | ADT + ARPI - PrCa-related sx ; e atment fraa g:‘sycsr':t';':‘
(at least 12 mo ARPI) T > 150 ng/dl) T m———
N=75 PSA/Tq3 mo at 18 months pp:: TyT bl
= Scans at least g6 mo (g3mo w/ rising PSA) * IPFS, TTNT
QOL g6 mo *» OS (CSS/NCSS)
» Cost
Secondary Endpoints:
« Time to eugonadal T
* Duration off-tx
« QOL
PCWG3=prostate cancer working group 3; QOL=quality of life questionnaire, rPFS=radiographic progression-free survival; TTNT=time to next treatment; (N)CSS=(non-)cancer-specific survival

Choudhury A et al. ASCO 2026

UGCSF Helen Diller Family

Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center



A-DREAM: Treatment interruption in
th optimal PSA nadir

metastatic HSPC wi

Testosterone Recovery and Patient Disposition =

56 Time Until Eugonadal T e Testosterone recovery (2150) by 18 months 52 (66.7%)
Events/Total Median (95% CI)
53/78 90 (84124
% bt i Treatment-free for 18 months 45 (57.7%)
® Treatment-free for 18 months with T recovery 32 (41.0%)
(primary endpoint) —
70
z At 26.9 months median follow-up:
S ®w
g Did not interrupt treatment 0 (0.0%)
S ®
E Continuing on treatment interruption I 30 (38.5%) l
§ 4 Resumed ADT+initial ARP| after meeting resumption 29 (37.2%)
criteria per protocol el
of R d ADT | ARP t 1
esumed ADT+initia | prior to meeting 5(6.4%)
20 resumption criteria
Withdrawal before starting another treatment 6 (7.7%)
10
Death before starting another treatment 1(1.3% - MI)
by T T pa pA 5 p Started non-protocol treatment 7(9.0%)
Time from treatment interruption (months) Radiation therapy 4(5 ”f’)
Patients-at-Risk Different ARPI 2 (2.6%)
13 Carboplatin+etoposide 1(1.3%)

Duration Off Treatment

100 CIMCAS TRALS I ONCOI05T

Percent Without Event

Hazard of Starting Treatment after Treatment Interruption by Baseline Variables

Patients-at-Risk
s

Duration Off T Hazard Ratio
Events/Total Madian (95% CI) ©5% C1y
Censo 0
=70 ——
PSA prior 10 intensified ADT start
<0
>=20 L
PSA at time of treatment interruption
Below lower kit of
Above lower kmit of detecton b e
CHAARTED criteria volume
Low
¥ High e ———
median 24.5 months Stage at metastatic diagnosis
off treatment Mia
Mib ——
Mic ———
Local thetapy
None
Pro tomy ———A
Radiation e
Radiation to metastatic sites
N
12 1 0 » o Eo—4 -
Time from treatment interruption (months) 00 12 24 > 6 48 €

*80% Cl 33.1-48.9%, one-sided p 0.0249

Low volume disease and prior RT to mets were associated with lower
likelihood of requiring cancer-directed therapy (including ADT+ARPI
resumption) after treatment interruption

Choudhury A et al. ASCO 2026

Post-ASCO 2026 Webinar: Prostate Cancer

UGSF Helen Diller Family
Comprehensive
Cancer Center




Outline

= Androgen pathway inhibition in hormone-sensitive prostate cancer
= Novel triplets in metastatic hormone sensitive prostate cancer

= Updates in PSMA-targeted radioligand therapy

UGCSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center



Tailored Approach to Metastatic HSPC

Favorable Factors

ADT + ARPI + Local
Low Volume Treatment + Metastasis-Directed
Treatment (if oligometastatic)
PSA Nadir < 0.2 ng/mL

PTEN/TP53/RB1 wild type

Metastatic Hormone SPOP mutant

Sensitive Prostate

Cancer Adverse Factors

ADT + ARPI backbone

High volume PLUS

PSA Nadir > 0.2 ng/mL

PTEN/TP53/RB1 mutant
BRCAZ2 mutant

UGSE Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center




Outline

= Novel triplets in metastatic hormone sensitive prostate cancer
- Phase |l CAPItello-281 trial in PTEN-deficient mHSPC

- Agarwal N, et al. TALAPRO-3 in mHSPC with HRR gene
alterations. ASCO 2026; Abstract LBA5007

- Phase Il AMPLITUDE trial of niraparib plus
abiraterone/prednisone in BRCA2-altered mHSPC

UGSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive

Cancer Center



Case #2: PTEN-deficient mHSPC

= 57 y/o M presented with urinary obstructive
symptoms for the past 3 months along with
low back pain

= TRUS biopsy with Gleason 4+5 prostate
cancer noted in 9/13 cores

= NGS (UCSF500): PTEN deletion, TP53
mutation, MSS, TMB 2.1 mut/MB

- PTEN IHC staining showed loss of A g
expression in 95% of tumor - R A |
- PSMA PET with multifocal osseous uptake, "
uptake in primary tumor, hepatic and ey & g L
pulmonary metastases ENRa  Toreless PTeNkes O
UGCSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive

Cancer Center



CAPltello-281 Study Design

A global, multicentre, randomized, double-blind, Phase 3 study

Patients with PTEN deficient Capivasertib 400 mg BID Primary endpoint
de novo mHSPC 4 days on, 3 days off » Investigator assessed rPFS

» PTEN deficiency: Abiraterone/pred 1000 mg/5 mg QD Secondary endpoints
(diagnostic cut-off of 290% of viable +ADT +ADT «  Overall survival
malignant cells with no specific . T
cytoplasmic staining by IHC)* 1,012 patients Eme R ﬂrSt. socoen ey
, : GER) »  Symptomatic skeletal-event free survival
- 1.e.<10% of cells expressing PTEN «  Time to pain progression
by IHC 400 mg BID «  Time to castration resistance
: = 4 days on, 3 days off « Time to PSA i
Of ~6,200 patients submitting tumour J J e e
tissue 97% had a valid IHC result and Abiraterone/pred 1000 mg/5 mg QD Exploratory post-hoc
25% were PTEN deficient +ADT +ADT PTEN deficiency subgroups
i C t analysi
Stratification factors:f Study timeline } : ks :a s i i
» M1 volume (CHAARTED criteria) and visceral mets Enrolment period Primary rPFS DCO Final OS DCO
13 July 2020-5 Feb 2024 7 Oct 2024 Planned for 522 deaths

 Geography . _
Median rPFS follow-up:* ~18 mo  (52.2% maturity)

Fizazi K et al. ESMO 2025

UGSE Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center




CAPIltello-281 Primary Results

CAPltello-281 Primary endpoint: investigator-assessed rPFS

1.07
0.8
(7]
a
= 06
o
= e i ey PP B
§
@ 04+
a
0.2
—+—— Capivasertib + Abiraterone (N=507)
—+—— Placebo + Abiraterone (N=505)
0.0 T T T T T T T

25.7 months

Capi + abi (N=507) | Pbo + abi (N=505)

Events, n (%) 183 (36.1) 215 (42.6)
Median rPFS, months (95% Cl) 33.2(25.8,44.2)  25.7 (22.0,29.9)
HR (95% CI) 0.81 (0.66, 0.98)
P-value 0.034

7.5 months

—_—

¥

33.2 months %

0 3 6 9 12 15 18 21

Time from randomisation (months)

Number of patients at risk

507 460 435 353 282 233 217 165
505 479 440 359 276 215 198 154

24

123
13

27

93
83

30

69
59

33 36 39 42 45

62 41 21 6 0
51 37 23 8 0

CAPIltello-281: Interim OS

OS analysis was conducted at 26% maturity, further follow-up is planned

Gap 3 =501 o+ i st |

L Events,n (%)  129(254) 138 (27.3)
Median OS, months (95% CI)  NC (42.5, NC) NC (NC, NC)
0.8 HR (95% Cl) 0.90 (0.71, 1.15)
P-value 0.401
8
2 067
= . ... . e, 2. 2. .
=
©
S 04+
a
0.2
—+— Capivasertib + Abiraterone (N=507)
——+— Placebo + Abiraterone (N=505)
00 T T T T T T T T T T T T T T T 1
0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48
Number of patients at risk Time from randomisation (months)
507 487 476 447 400 335 286 242 199 164 128 % 60 42 22 7 0

505 494 479 449 388 330 273 227 188 153 M3 88 56 33 19 7 0

A stratified log-rank lest

was used lo calculale two-sided P values. HRs and 95% Cls were calculaled using a stratified Cox proportional-hazards model

confidence interval, HR, hazard rabo; NC, not calculable, OS, overall survival, pbo, placebo

Fizazi K et al. ESMO 2025

Post-ASCO 2026 Webinar: Prostate Cancer

UGSF Helen Diller Family
Comprehensive
Cancer Center



Probability of rPFS

CAPIltello-281 Primary Results

CAPltello-281 PTEN subgroups: investigator-assessed rPFS

Patients, n Median rPFS, months
PTEN Capi Pbo Capi Pbo HR
cutoff +abi +abi +abi +abi (95%Cl)

All :
randomised - g > 0.81
pationts 507 505 F.—E 332 257 (066, 0.98)

(290%)

0.75

9 404 41
=% o (0.60, 0.94)

i 382 27

PTEN cut-off: 100%

021 05 1 ?
299% 205 19 }—0—{: 341 224 (052,097)

0.71
—+— Capivasertib + Abiraterone
—+— Placebo + Abiraterone

0.0 T T T T T T T T T T T T T T 1

E 0.68
9/, 89 ' 1
100% 169 152|—o—|s U121 400
P —
rPFS maturity in PTEN subgroups was consistent with the overall population 05 1.0 20
Favours Hazard ratio Favours
capi + abi (95% Cl) pbo + abi

Time from randomisation (months)

abi, abiraterone, cap, capivaserib, C1, confidence interval, HR, hazard ratio, pbo, placebo; PFS, radiographic progression-free survival

FDA approves capivasertib with abiraterone and
prednisone for PTEN-deficient androgen
pathway modulation-naive or -sensitive prostate
cancer

On June 12, 2026, the Food and Drug Administration approved capivasertib (Trugap,
AstraZeneca) in combination with abiraterone and prednisone for adults with metastatic
androgen pathway modulation-naive or -sensitive (MAPMN/S) prostate cancer (previously
referred to as metastatic hormone-sensitive prostate cancer) that is PTEN-deficient as
detected by an FDA-authorized test.

CAPltello-281 PTEN subgroups: Secondary endpoints 4% Gt

PTEN
cutoff

All
randomised
patients
(290%)

295%

299%

100%

Capi
+ abi

507

205

169

Overall population (290%)

Symptomatic skeletal event-free survival Time to castration resistance Time to PSA progression
Pbo
+ abi HR (95% CI) HR (95% ClI) HR (95% Cl)
® i 0.82 ® L0 i 073
505 i (0.66,1.02) 1 (0.63,0.94) | . :’ (052,1.01)
Loon Loom Y
410 ® i (057,092) i i (0.57,0.88) @ 1 (048, 1.00)
L 075 066 i 053
f—e—H f—e— | f——— |
196 ! (0.53, 1.06) ' (0.49, 0.90) ' (0.30,0.91)
‘; 0.70 i 063 | 055
162 ! (048,1.01) ' (0.45,0.89) 1 (0.29,1.01)
I T 1) 1 T T T 1 I T T 1
0.25 0.50 1.00 2.00 0.25 0.50 1.00 2.00 0.25 0.50 1.00 2.00
Favours «— Hazard ratio —» Favours Favours ¢ Hazard ratio —» Favours Favours ¢ Hazard ratio —» Favours
capi + abi (95% Cl) pbo + abi capi + abi (95% Cl) pbo + abi capi + abi (95% Cl) pbo + abi

Fizazi K et al. ESMO 2025

Post-ASCO 2026 Webinar: Prostate Cancer

UGSE Helen Diller Family
Comprehensive
Cancer Center



Rationale for the Combination of Androgen Pathway +
PARP inhibition in Prostate Cancer

AR inhibition downregulates HRR gene l ! |

expression

PARPn:InhlbltI@n suPp'resses AR
trariscnpj:nonal activity

Suppresses
AR activity

‘. INXreplloatlen f 5.

Co-inhibition of AR and PARP may
result in enhanced benefit in tumors
with or without HRR gene alterations?

UGSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center



Summary of the Phase 3 Trial Data of ARPI +
PARPI in First-line mCRPC

MAGNITUDE PROPEL TALAPRO-2

Enzalutamide +

Experimental arm Abiraterone + niraparib  Abiraterone + olaparib .

talazoparib
Sample size (total) 656 patients 796 patients 805 patients
Hazard ratio rPFS 0.23 (0.12,0.43)

0.53 (0.36, 0.79) 0.23 (0.10, 0.53)

(BRCA-mutant)

Hazard ratio OS 0.29 (0.14, 0.56)
(BRCA-mutant) 0.93 (0.72-1.20) 0.50 (0.32, 0.78)
BRCA-mutated BRCA-mutated

FDA Label mCRPC mMCRPC

HRR-altered mCRPC

UGCSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive

Cancer Center



TALAPRO-3: Trial Design

Primary endpoint

Key eligibility criteria » 1PFS by investigator assessment

HRR gene-altered mCSPC Key secondary endpoint
Metastatic disease confirmed by positive e’ (OIS faloha trotedtad
bone scan or metastatic lesion by CT or TALA 0.5 mg* + ENZA 160 mg QD P )
MRI scan

ECOGPSOor 1
Ongoing ADT

Other secondary endpoints
ORR per RECIST v1.1
Duration of soft tissue response
PSA response
<3 months of prior ADT with/without ARPI Time to PSA progression
for mCSPC
_ ‘ Time to subsequent
Prior docetaxel for mCSPC not permitted? PBO + ENZA 160 mg QD antineoplastic therapy
Stratification factors ;mf\et sl
afety

* De novo vs relapsed mCSPC
. Highvs| : 3 Data cutoff: February 18, 2026 PROs
G Ve ARG oncase Exploratory endpoint

* BRCAm vs non-BRCAm . PES2

HRRm: ATM, ATR, BRCA1, BRCA2, CDK12, CHEK2, FANCA, MLH1, MRE11A, NBN, PALB2, RAD51C*

Agarwal N, et al. ASCO 2026

UGCSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center



TALAPRO-3: Results

rPFS in the BRCAm vs non-BRCAm Subgroups

A 63% risk reduction was observed in the BRCAm subgroup and 43% in the non-BRCAm subgroup

Agarwal N et al. ASCO 2026

Primary Endpoint: Investigator-Assessed rPFS

TALA + ENZA led to a 52% reduction in the risk of progression or death
Non-BRCA1/2m

1.0 _ BRCA1/2m
0 : 1.0 1.0 4
: TALA + ENZA PBO + ENZA E i
= - 2% (66.9-84.7 o
_ 08 | 76.6% (70.8-81.4) (n=300) (n=299) ae | 77.2% (66.9-84.7) _ i | 76.2% (68.8-82.1)
[¥] 1 No. of events 67 126 o H o 1
2 | =® I =2 i
) ; Median (95% Cl), NR 458 ) i & :
o 08- : mo (NR-NR)  (37.7-NR) ,,:, 0.6 4 ! E 0.6 :
w i ]
= : Median follow-up for rPFS was % ! % !
S i 37.6 and 37.7 months, respectively H 160.2% (52.5-67.0)

| 56.2% (50.0-62.0 £ 04 b Z 04 i
E 0.4 - ! -2% (50. 0) 3 | 48.8% (38.0-58.7) 2 TALA+ENZA  PBO +ENZA i
E [ é il Uyt 5 g (=196) (n=196) i
° ! & o2 No. of events 2 49 I & 024 Noolows & 7 :
* 0.2 : Median (85% C1), mo NR (NR-NR) 351 (18 6-NR) : Median (95% CI), mo NR (NR-NR) NR (40 5-NR) :
: HR(95% CI)  0.368 (0.222-0.609); p<0.0001 ! HR(95%CI)  0.567 (0.392-0.818); p=0.0022 :
1 0.0 - ! 0.0 :

HR, 0.481 (95% Cl, 0.357-0.647); p<0.0001 i L L L L ) L I R L L LR B S A R R R B R e R L e S AR R S B

0.0+ s 0 2 4 6 8 1012 14 16 1820 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 02 4 6 8101214161820 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52

G S S S L R L L O T R . S O O O S L I S P |
Months Months
0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 No. at Risk 0. O 2
TALA+ENZA 10494 93 90 89 84 82 79 77 75 73 72 69 68 66 64 64 56 46 37 35 22 90 6 4 0 O TALA « ENZA 196 188 178 172 171 164 159 153 145 144 140 134 127 127123 118 194107 80 62 61 41 22 14 10 3 ©
No' at RISK Mon‘hs PBO + ENZA 10397 93 81 76 72 67 64 60 58 53 47T M4 M B &1 M1 T VDV VBT 12T 4 2 0 PBO + ENZA 196 187 183 174 167 160 155 148 143 142135132131 130120110110 95 69 51 51 32 20 14 8 4 0

TALA + ENZA 300 282 271 262 260 248 241 232 222 219 213 206 196 195 189 182 178 163 126 99 96 63 32 20 4 3 0
PBO + ENZA 209 284 279 255 243 232 222 212 203 200 188 179 175 174 183 151 151 132 68 74 74 49 32 21 12 6 O

By Gene Analysis of rPFS

In post hoc analyses, rPFS generally favored TALA + ENZA across HRR gene subgroups

No. of Events/ Median Overall TALA + ENZA PBO + ENZA
No. of Patients Survival (95% Cl) No. of Events/No. of Patients HR (95% CI)
mo All HRR gene-altered patients based on all HRR tests  67/300 126/2

A Overall Survival

207 0.482 (0.358-0.648)
0.433 (0.238-0.786)

i 0.786 (0.131-4.711)

—o—
Talazoparib+Enzalutamide 74/300 NC (NC-NC) ATM 16/80 3377 [ —
Placebo+Enzalutamide 91/299 NC (NC-NC)
Stratified hazard ratio for death, 0.77 (95% Cl, 0.56—1.04)

Talazoparib +enzalutamide o
78 (95% Cl, BRCA2 17/87 45/97 b 4

72-82) CDK12 8/51 29/55 —e—

ATR 319 214 }

BRCA1 5115 6/12 —d——y 0.706 (0.215-2.321)
0.353 (0.202-0.617)
0.275 (0.125-0.603)

Placebo +enzalutamide 9
4 19/44 W
72 (95% Cl, CHEK2 12/44 /4 [ 0.626 (0.304-1.290)

66-76) FANCA 6/10 16 k

4.277 (0.512-35.752)
MLH1 o3 7 NE

MRE11A 0/0 22
Agarwal N et al. NBN 1" 104
4 8 12 16 20 24 28 32 36 40 44 48 52 56 % /
Nhorilh N Engl J Med 2026; NS i i
. onths . RAD51C 0/0 1/4
No. at Risk May 30 (online ahead

Talazoparib+enzalutamide 300 299 290 284 276 272 257 248 239 183 121 .
Placebo+enzalutamide 299 297 285 273 260 250 239 228 215 166 113 Of pl‘lnt)

NE
NE

Percentage of Patients

NE
NE

Favors TALA + ENZA Favors PBO + ENZA



Summary of TEAEs

TEAE
Any TEAE

TALAPRO-3: Results

TALA + ENZA (n=299) PBO + ENZA (n=295) Anemie

Fatigue

297 (99) 286 (97)

SAEs

Neutrophil count decreased

126 (42) 93 (32)

Grade 3-4 TEAEs

Neutropenia

235 (79) 121 (41)

Grade 5 TEAEs

8 (3) 9 (3) Asthenia

Treatment-related*

2 (<1) 0 White blood cell count decreased

AE resulting in dose interruption of:

TALA or PBOT

207 (69) 90 (31) Hot flush

ENZA?

140 (47) 85 (29) Decreased appetite

AE resulting in dose reduction of:

TALA or PBO*

178 (60) 22 (7) Back pein

ENZA?

Constipation

53 (18) 25 (8)

AE resulting in permanent drug discontinuation of:

TALA or PBOt

56 (19) 29 (10)

Nausea

ENZA*

32 (11) 26 (9)

Platelet count decreased

Median duration of treatment, mo (range)

TALA or PBO

35.0 (0.5-54.5) 32.9 (0.1-52.9) Arthraigia

ENZA

35.9 (0.9-54.5) 32.9 (0.1-52.9)

Median relative dose intensity,% (range)

TALA or PBO

Fall All grades

COVID-19 Grade 1 or 2

71.6 (23.0-142.9) 100 (52.6-142.9)

ENZA

99.5 (33.9-100) 100 (35.7-101.6) e

Most Common (215%) All-Cause TEAEs

TALA + ENZA
(n=299)

Adverse events of special interest

+ 3 patients with MDS in the TALA + ENZA
arm (vs 1 in the PBO + ENZA arm) and 2
with AML (vs 0)

Venous embolic and thrombotic events
occurred in 7 patients in the TALA +
ENZA arm (vs 5 in the PBO + ENZA arm)

All grades

Grade 1 or 2

Agarwal N et al. ASCO 2026

Post-ASCO 2026 Webinar: Prostate Cancer

UGCSF Helen Diller Family
Comprehensive
Cancer Center



AMPLITUDE: Randomized, Double-Blind, Placebo-
Controlled Trial in HRRm mCSPC

First and final rPFS analysis and first interim analysis of time to symptomatic progression and overall survival. Median follow-up: 30.8 months

Key inclusion criteria: Nira (200 mg QD)
+« mCSPC* +
» Alteration in 21 HRR eligible gene: AAP (1000 mg QD + 5 mg QD)
BRCA1, BRCA2, BRIP1, CDK12, 37

Primary end point
CHEK2, FANCA, PALB2, RADS51B, ADT e . :
RADS54L® (n=348) ; rPFS by investigator review

Randomized
« ECOG PS 0-2 l 1:1

Key exclusion criteria: (N=696) PBO Key secondary end points

* Any prior + « Time to symptomatic progression
* PARPI AAP (1000 mg QD + 5 mg QD) e« OS
« ARPI other than AAP AI;T » Safety
Prior allowed treatments in mCSPC:

(n=348)
* ADT <6 months Stratification factors: Clinical data cutoff: January 7, 2025
» Docetaxel <6 cycles©

* BRCAZ2vs CDK12 vs all other alterations
« AAP <45 days « Prior docetaxel (yes vs no)
« Palliative RT » Disease volume (high vs low)

*Pationts with lymnph node-only deease are not sligble. "HRR gene panal was fxed prior 1o inal iniation based on MAGNITUDE trial and sxdomal data from the pubished Merature. *Last dose =3 months peior 10 randomezaion
ECOG PS, Eastern Cooperative Oncology Group performance status. Nira, nikspard, OS, overall sarvival, PBO, placobo, RT, radictherapy, QD, once dady

Attard G et al. ASCO 2025

UGSF Helen Diller Family
Comprehensive
Cancer Center

Post-ASCO 2026 Webinar: Prostate Cancer



AMPLITUDE Primary Results

Primary End Point: Radiographic Progression-Free Survival

BRCAmM HRRm (ITT)
100 44
+
n .

F 80 ~-\ 1 : = a+ edis -

2 Y, N « Nira + AAP median: NE % il i, 2

£ N N R % 2 -
%5 60 A G Shmc %% b ——ty
£ 1 - e —————-—-
S’§ \a\ - S% T
2§ 91  PBO+AAP median: 26.0 mo b 0 & 3 40+ PBO + AAP median: 29.5 mo e

e

g g

& 20 & 204

HR = 0.52 (95% Cl, 0.37-0.72) HR = 0.63 (95% Cl, 0.49-0.80)
p<0.0001 . p=0.0001
o e 12 18 24 3% 33 42 48 o 6 12 18 20 3% 36 4 48
No. at risk Time (months) No. at risk Time (months)
Nira + AAP 191 177 142 95 < 4 0 Nira+AAP 348 46 164
PBO + AAP 106 174 137 09 73 33 2 6 0 PBO+AAP 348 312 245 201 13 70 43 9 0

Secondary End Point: Overall Survival (First Interim Analysis)

BRCAmM HRRm (ITT)
100 -%\Q 100
e Nira + AAP median: NE Nira + AAP median: NE
e
801 i " 801
g A e HH——t—t g
ha PBO + AAP median: NE : PBO + AAP median: NE
T 404 T 40
- $
é 8
201 20
HR = 0.75 (95% ClI, 0.51-1.11) HR = 0.79 (95% Cl, 0.59-1.04)
- p=0.15 5 p=0.10
o 8 12 18 24 %0 3 42 48 o 6 12 18 24 30 3B 4 48
No. at risk Time (months) No. at risk Time (months)
Nira + AAP 191 186 177 168 126 75 38 6 0 Nira+ AAP 348 335 320 293 218 133
PBO + AAP 196 193 180 174 124 72 39 12 0 PBO+AAP 348 340 319 304 219 131 70 18 0

Subgroup Analysis by BRCA and non-BRCA Alterations

End Point Subgroup  HR (95% CI) Events/N
Nira + AAP PBO + AAP
PFS BRCA1/2 0.52 (0.37-0.72) s 57/191 93/196
CHEK2  0.65 (0.38-1.11) =l 24/72 32/76
CDK12  1.01(0.43-2.39) R 13/28 10/28
FANCA  0.76 (0.20-2.82) — i 4/15 5/15
PALB2  2.41(0.66-8.74) A 6/9 4/13
Other  0.72 (0.20-2.66) M S 6/25 4115
Time to BRCA1/2 0.44 (0.29-0.68) =Ey 31/191 66/196
symptomatic CHEK2 0.7 (0.21-1.05) — 9172 18/76
progression CDK12  0.68 (0.28-1.62) L 9/28 12/28
FANCA 071(0.124.27) . 2/15 3/15
PALB2 NE (NE-NE) ; 19 2/13
Other 1.18(0.12-11.36) 1, 4125 115
oS BRCA1/2 0.75 (0.51-1.11) =) 44/191 61/196
CHEK2  0.85 (0.45-1.59) - 18/72 21/76
CDK12  0.57 (0.25-1.31) g de 9/28 15/28
FANCA  0.92(0.20-4.12) —_— 3115 4/15
PALB2  3.30 (0.52-21.21) —— 3/9 2113
Other  0.79 (0.18-3.36) e 5/25 3115

Favors Nira + AAP ~ ¢——— 012802505 1 2 4 8 8 R_»  Favors PBO + AAP

Adverse Events of Special Interest

Nira + AAP PBO + AAP
Selected categories of TEAESs of interest, n (%) (n=347) (n=348)
All grades Grade 23  All grades Grade 23

Patients with 21 AE of interest 306 (88) 217 (63) 261 (75) 132 (38)

Anemia 179 (52) 101 (29) 83 (24) 16 (5)
Hematologic Neutropenia 76 (22) 33 (10) 28 (8) 7(2)

Thrombocytopenia 66 (19) 24 (7) 20 (6) 1(<1)

MDS 1(<1) 1(<1) 0 0

Hypertension 155 (45) 93 (27) 113 (33) 64 (18)
Cardiovascular Arrhythmia 68 (20) 19 (5) 28 (8) 11 (3)

Cardiac failure 20 (6) 9 (3) 6 (2) 4(1)
Other Hypokalemia 92 (27) 40 (12) 70 (20) 38 (1)

Hepatotoxicity 46 (13) 8 (2) 71 (20) 19 (5)

« Other common AEs of any grade: constipation (35% vs 16%), nausea (31% vs 14%), fatigue (26% vs 18%),
and arthralgia (21% vs 21%) in the Nira +AAP vs placebo + AAP arms, respectively

Attard G et al. ASCO 2025



Outline

= Androgen pathway inhibition in hormone-sensitive prostate cancer
= Novel triplets in metastatic hormone sensitive prostate cancer

= Updates in PSMA-targeted radioligand therapy

UCSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center



Outline

= Updates in PSMA-targeted radioligand therapy

- Saad F et al. Subgroup analyses from PSMAddition ASCO 2026;
Abstract 5020

- Emmett L et al. ACTION: Phase 1 study of [225Ac]-Ac-PSMA-617
iIn MCRPC ASCO 2026; Abstract 5010

UCSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center



Case #3: Taxane-naive mCRPC

= 52 y/o M presented in 2024 with urinary obstruction, hydronephrosis

= 12/2024: TURP/TURBT with Gleason 5+5 prostate adenocarcinoma,
TP53 mutation, MSS, TMB low

= PSA 50

= PSMA PET with extensive bulky adenopathy, bulky primary tumor
= Received ADT + abi/pred + docetaxel triplet for mHSPC

= Nadir PSA 0.7, subsequent transition to mCRPC after 10 months

= CT-guided biopsy of RP node: Prostate adenocarcinoma, + NKX.3,
negative NE markers

= Starts Lu-PSMA-617 in March 2026

UGSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive

Cancer Center



Case #3: Taxane-naive mCRPC

= Received two doses of Lu-
PSMA-617 to date in March
and May 2026 with complete
PSA and radiographic
response by SPECT/CT
imaging

= Currently on treatment break
with serial assessment of PSA
and cross-sectional imaging
every 12 weeks

Pre-
treatment

Following
cycle 2

Post-ASCO 2026 Webinar: Prostate Cancer

UGSF Helen Diller Family
Comprehensive
Cancer Center



Lu-PSMA-617 in pre- and post-taxane mCRPC

Pre-taxane: PSMAfore Post-taxane: VISION

Overall Survival 100

No.events/  Median (95% Cl), 90 1
no. patients months
80

TLU-PSMA-617  142/234  24.48 (19.55-28.94)
ARPI chan 157/234 2313 (19.61-25.53)
Hazard ratio (95% Cl): 0.91 (0.72-1.14); p = 0.20

100 4

Hazard ratio: 0.62
(95% CI: 0.52, 0.74)
p < 0.001 (one-sided)

o]
o
L

70+

D
o
L

Lu-PSMA-617 60 1

Median 15.3 vs 11.3 months

S
o
1

50 1

Proportion of participants
without event (%)

2 A0 e

N
(=]
L

40

Event-free probability (%)

0 T T T T T T T T T T T T T T T T T T T ]

0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 34 36 38 40 30

Time from randomization (months)
Number at risk 204
7Lu-PSMA-617 arm 234 229 225 218 209 200 181 167 152 136 123 119 110 103 85 57 45 24 15 6 0 —— 177 o B -
ARPI change arm 234 232 226 218 209 200 187 178 162 142 127 115 106 96 79 56 44 25 14 7 0 10- LU PSMA 617 ¥ SOC (n 551)
SOC alone (n = 280)
0 T T T T T T T T T T T T T T T T T
57% of patients in control arm crossed over to 02 4 f 8 19 T2 8 Te T8 20 22 24 228903
0 P T ————— Time from randomization (months)
. umber or patients still at ris

receilve LU'PSMA'617 "LuPSMA617+SOC 551 535 506 470 425 377 332 289 236 166 112 63 36 15 5 2 0

Cross-over adjusted (IPCW) hazard ratio for

OS =0.59 (0.38, 0.91)
Fizazi K et al. Ann Oncol 2025; Morris M et al. ASCO 2021

UGCSF Helen Diller Family

Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive
Cancer Center



PSMAddition Subgroup Analyses

PSMAddition: phase 3 trial of 7"Lu-PSMA-617 in mHSPC'

77 u-PSMA-617 arm

7L u-PSMA-617
(7.4 GBq +10% 6 cycles qéw) >
+ ADT + ARPI
|
— | — e ol
Crossover allowed
| upon BIRC-
l confirmed rPD
—_— >
23.6 months median study follow-up
We now report data by subgroups of patients by: gagels.rois 8)
Disease volume per CHAARTED criteria using mHSPC status
conventional imaging « De novo: stage IVB at initial diagnosis?
« High: presence of visceral metastases and/or 24 bone lesions .

Recurrent: stage below IVB at initial diagnosis?
with 21 lesions beyond the vertebral bodies and pelvis

+ Low: absence of high disease volume

Saad F et al. ASCO 2026

UCSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer

Comprehensive
Cancer Center



PSMAddition Subgroup Analyses

Data cut-off: 13 January 2025

PSMAddition: key results from second interim analysis’

rPFS primary endpoint (met)’

» Significantly improved rPFS with
77Lu-PSMA-617 + ADT + ARPI
versus ADT + ARPI at IA2

177 u-PSMA-617
+ADT + ARPI

n=572

Median rPFS

(95% Cl)—months VR (NE-NE)

NR (29.7-NE)

Proportion of patients

Proportion of patients

0.72 (0.58, 0.90)

HR (95% CI)* o= 0.002

rPFS (per PCWG3-modified RECIST v1.1)

100

@

&2 80

gE

Q5 Jd

53 6

55 40

5<

g3 204

a —— "TLu-PSMA-617 + ADT + ARPI ADT +ARP

0 2 4 6 8 1012141618 20 22 24 26 28 30 32 34 36 38 40 42
Months since randomization

No. of patients still at risk
"Lu-PSMA-617 + ADT + ARPI 572 558 539 524 512 485 458 452 436 337 252 212153 134 79 73 5 23 18 3 3 0

We now present data by subgroups of patients by disease volume and recurrent/de novo mHSPC

Data cut-off: 13 January 2025

Consistent time to mCRPC benefit with 77Lu-PSMA-617

across subgroups

Disease volume?
High volume

100
€
S 60
@
-1
g 40
H
2041 Events, n (%) 153/389(39.3) 198/39(
HR (95% Cl) 0.67 (0.54, 0.82)
0 T T
0 2 4 6 8 10 12 14 18 18 20 22 24 26 28 30 32 34 36 38 40 42
Low volume
100
80
€
S 60
o
é_ 40
5
204 Events, n (%) 36/183 (19.7) 39/182 (21.4
HR (95% Cl) 0.87 (0.55, 1.37)
0

0 2 4 6 B 1012 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42
Months since randomization

Proportion of patients

Proportion of patients

o
%

without event,

without event, %

80

60

40

20

= "7Ly-PSMA-617 + ADT + ARPI

mHSPC status®

ADT + ARPI
De novo
Events, n (%)  93/298 (31.2) 125/274
HR (95% Cl) 0.61 (0.47, 0.80)

20

0 v T
0 2 4 6 8 1012 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42

Overall population:
HR 0.70

Recurrent (95% CI 0.58, 0.84)

4 Events, n (%)
HR (95% CI)

84/249 (33.7) 105/274
0.75 (0.56, 1.00)

r—Tr—r—TrTT T T T T T T T T
0 2 4 6 8 1012 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42

Months since randomization

Consistent rPFS benefit with '77Lu-PSMA-617 across subgroups

Disease volume?

= "ILu-PSMA-617 + ADT + ARPI

mHSPC status®

T 5 ADT + ARPI
100 igh volume 100 e novo
2 @
S 80 2o 80
E 2 80 E 2 60
-] S3
g« 3
g2 g3
a 204 Events, n (%) 116/389(29.8) 144/390 (36,9 a 2041 Events, n (%) 74/298 (24.8) 89/274 (32.5)
HR (95% CI) 0.72 (0.56, 0.92) HR (95% CI) 0.74 (0.54,1.01)
2 4 6 8 1012 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 2 4 6 8 1012 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 Overall population:
HR 0.72
Low volume Recurrent (95% C10.58, 0.90)

100 100
2 8
g2 % gx %
2z &3
5 % 80 5 % 60
=i (=
-} -]
3 2 40 € 2 40
22 SE
g3 s
o 204 Events, n (%) 23/183(12.6) 3/182 ( a 204 Events, n (%) 60/249 (24.1) 771274 (2

HR (95% CI) 0.73 (0.42,1.27) HR (95% CI) 0.74 (0.53, 1.04)

0 2 4 6 8 1012 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42
Months since randomization

1PFS per PCWG3-modified RECIST v1.1 (primary
edition). ADT, androgen deprivation therapy; ARP, arn

). *Per CHAARTED criteria using con
‘ogen receptor pathway inhibitor; mHSPC,

0 2 4 6 B 1012 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42
Months since randomization

cified; de novo: stage IVB at initial diagnosis (AJCC Cancer Staging Manual 8th
ostate cancer; rPFS, radiographic progression-free survival

Data cut-off: 13 January 2025

HRs for patient-reported outcomes were generally similar in

all patients and subgroups

Time to FACT-P total score worsening®

Events, n/N (%)

7TLu-PSMA-617
+ ADT + ARPI

HR (95% CI)*

All patients 4 1.14 (0.98, 1.33)  348/572 (60.8) 304/572 (53.1)
High disease volume - 1.13(0.94, 1.37)  237/389 (60.9) 209/390 (53.6)
Low disease volume ﬁ'*'% 1.16 (0.88, 1.53) 111/183 (60.7) 95/182 (52.2)
De novo mHSPC et = a 1.13 (0.90, 1.41) 180/298 (60.4) 144/274 (52.6)
Recurrent mMHSPC T 1.16 (0.92, 1.46) 155/249 (62.2) 149/274 (54.4)

i

i

Time to EQ-5D-5L utility score worsening® 1
All patients H——t 1.13(0.97,1.31)  353/572 (61.7) 312/572 (54.5)
High disease volume - 1.04 (0.87, 1.25) 239/389 (61.4) 222/390 (56.9)
Low disease volume E*—l—‘ 1.34 (1.01,1.77) 114/183 (62.3) 90/182 (49.5)
De novo mHSPC e 1.17 (0.93, 1.45) 182/298 (61.1) 143/274 (52.2)
Recurrent mHSPC C F o 1.09 (0.87, 1.37)  155/249 (62.2) 156/274 (56.9)

i

i

Time to BPI-SF pain intensity worsening® f‘
All patients - 1.02 (0.87, 1.18)  339/572 (59.3) 326/572 (57.0)
High disease volume —a— 0.98 (0.82, 1.18)  232/389 (59.6) 229/390 (58.7)
Low disease volume ”ﬁ:l*— 1.09 (0.83, 1.44) 107/183 (58.5) 97/182 (53.3)
De novo mHSPC —ra— 1.06 (0.85, 1.31) 174/298 (58.4) 154/274 (56.2)
Recurrent mHSPC —= 0.97 (0.78, 1.22) 153/249 (61.4) 159/274 (58.0)

Favors """Lu-PSMA-617
+ADT + ARPI

025 0.50 0.75 1.00 1.25 150 1.75 2.00
HR (95% ClI)

F, Brief Pain In
Sancer Therapy
pstate cancer

of
sensitive




ACTION Phase 1 Trial of 225Ac-PSMA-617

b’/ a emissions
Open-label Phase 1 dosage-escalation/expansion
225Ac-PSMA-617 . .
Patient population
+ >18 years Group A Group B | Primary Secondary
MOdl?f?tte p%t.htllength (50-1 0? HM) | Gonfirmed mCRPC + Prior taxane + * No prior taxane . RP2D - Safety/tolerability
) s « ECOG 0-2 ARP or ARP « Confirmed PSA50
surrounding healthy tissues > * Naive to 77Lu- » Naive to "77Lu-
» Positive 8Ga-PSMA-11 PSMA RLT PSMA RLT 3 * RECIST v1.1
PET/CT scan X *« HRQOL
: > ) ‘ L0 Dosage and treatment schedule
Clathrin-based o)
- B Cycle 1 Cycle 2 Cycle 3 Cycle 4 Cycle 5 Cycle 6
endocytOSIS 5 Screened Dosage escalation (N=58) : | — | = | = f [ | | Foll
- ! a o  Screening . Oow-up
st 4 and 6 MBq: 23 patients ! /’ i f f } }
8 and 10 MBq: 6 patients each !
Total treated: -l A6 patints eRc | » Cy faiigth C1D1 C2D1 C3D1 C4D1 C5D1 C6D1
N=101 E 8 weeks
High LET (20-230 keV/um) Drssge sxpscsion (Ness) E Study start Last patient first treatment
raises the probability of inducing 8 and 10 MBq: ' April 2021 Jul 2025

DNA double-strand breaks®® Up to 10 additional patients

= "E.r,'

DNA damage
Emmett L et al. ASCO 2026

UGCSF Helen Diller Family
Post-ASCO 2026 Webinar: Prostate Cancer Comprehensive

Cancer Center



ACTION Phase 1 Trial of 225Ac-PSMA-617

0% T
-25% —
-50%— !
-75% ]
-100%_| m =

Group A (N=34) Group B (N=27) Group C (N=40)
Prior taxane+ARPI Taxane/ARPI-naive Prior ""Lu-PSMA RLT
Category, n (%) All grades Grades 23 All grades Grades 23 All grades Grades 23
Any TEAE 34 (100.0) 17 (50.0) 26 (96.3) 4(14.8) 39 (97.5) 13 (32.5)
Any TRAEs 34 (100.0) 8(23.5) 26 (96.3) 3(11.1) 39 (97.5) 6(15.0)
TEAES leading to dosage reduction® 5(14.7) 2(5.9) 3(11.1) 3(11.1) 5(12.5) 4 (10.0) X
TEAESs leading to discontinuation 1(2.9) 1(2.9) 0 0 4 (10.0) 2(5.0) g
TEAEs reported in >25% of patients in any group ) 3
~ Dry mouth 33(97.1) 0 26 (96.3) 0 36 (80.0) 0 | &
Fatigue 18 (52.9) 0 4(14.8) 0 27 (67.5) 0 '2
Anemia 9(26.5) 6 (17.6) 4(14.8) 4(14.8) 16 (40.0) 6 (15.0) | o
Nausea 9 (26.5) 0 3(11.1) 0 16 (40.0) 1(2.5) ‘;
Decreased appetite 7 (20.6) 0 8 (29.6) 0 8 (20.0) 0 g’
Weight decreased 6 (17.6) 1(2.9) 8 (29.6) 0 8 (20.0) 1(2.5) S
Other selected TEAEs o
Dry eye 3(8.8) 0 3(11.1) 0 6 (15.0) 0 %
Lymphopenia 1(2.9) 1(2.9) 0 0 0 0 e_'.
Neutropenia 4(11.8) 0 0 0 6 (15.0) 1(2.5) 4
Thrombocytopenia 2(5.9) 0 2(7.4) 1(3.7) 5(12.5) 0 o
Renal impairment 1(2.9) 1(2.9) 0 0 3(7.5) 1(2.5)
Group B (Taxane/ARPI-naive; N=27)
% [95% Cl] Overall (N=27) 10 MBq (N=11)
2 PSA50 85.2[66.3,95.8]  100.0 [71.5, 100.0]
o 100%7
= e PSA90 81.5[61.9, 93.7] 90.9 [58.7, 99.8]
2
2 50%]
g 25%— Dosage levels
- W 4MBq
) 6MBq
© M 8MBq
S = 10MBq
3
o
<
o
m

100% —
75% —
50% —
25% —

0% —

-25% —
-50% —
-75% —

-100% —

%

Best PSA change from baseline, ¥

Group A (Prior taxane + ARPI; N=34)

%[95% CI] Overall (N=34) 10 MBgq (N=11)

PSA50 58.8[40.7,75.4] 72.7[39.0, 94.0]

PSA90 44.1[27.2,62.1] 63.6[30.8, 89.1]

100% —
75% —
50% —
25% —

0%

Group C (Prior 77Lu-PSMA RLT; N=40)

% [95% CI]  Overall (N=40) 10 MBq (N=16)
| PSA50 52.5[36.1,68.5]  56.3[29.9, 80.2] |
PSA90 17.5[7.3,32.8]  18.8 [4.0, 45.6]

8 MBq

-25%
-50%
-75% —

-100% —|

L
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Phase 3 Trials of BCG + 10 in BCG-Naive Patients With NMIBC

POTOMAC

ALBAN

CREST

Eligibility Criteria

High-grade Ta, T1
and/or CIS
Multiple and recurrent

and large with largest
tumor 23 cm

Eligibility Criteria

High-grade Ta, T1
and/or CIS

Eligibility Criteria

High-grade Ta, T1
and/or CIS

Treatment

Durvalumab 1500
mg IV Q4Wk x 13
cycles

Treatment

Atezolizumab 1200
mg IV Q3Wk x 18
cycles

Treatment

Sasanlimab 300 mg
SC Q4Wk x 25 cycles

1. Roupretetal. Ann Oncol; 2025. 2. De Santis et al. Lancet. 2025. 3. Shore et al. Nat Med. 2025




Phase 3 Trials of BCG + 10 in BCG-Naive Patients With NMIBC

POTOMAC

Met Primary DFS Endpoint

**US FDA Approval**

Eligibility Criteria

High-grade Ta, T1
and/or CIS

ALBAN

Eligibility Criteria

High-grade Ta, T1
and/or CIS

Didn’t Meet Primary EFS

Endpoint

CREST

Eligibility Criteria

High-grade Ta, T1
and/or CIS

Met Primary EFS Endpoint

Durvalumab 1500
mg IV Q4Wk x 13
cycles

Atezolizumab 1200
mg IV Q3Wk x 18
cycles

Sasanlimab 300 mg
SC Q4Wk x 25 cycles

1. Roupretetal. Ann Oncol; 2025. 2. De Santis et al. Lancet. 2025. 3. Shore et al. Nat Med. 2025




POTOMAC: OS data and QoL

Durvalumab 1500 mg IV (Q4W x 13 cycles) Priiry wilpolit
D+BCG (I+
Study population =33‘; Ll 56 induction Bgse'.jg;'g;':':‘ « DFS: D+BCG (1+M) vs BCG (1+M)
» Age 218 years Weekly x 6 weeks® oo 12m 18m 24m
; :g‘ésc " Key secondary endpoints
. -naive 0 | | e , = - >
- High-risk tumour defined PSRN Durvalumab 1500 mg IV (a4 x 13 ycie) DES: DBOG Lonly) vROG (M)
as any of the following: (lonly) : + DFS at 24 months
> T » i BCG Induction « CRR at 6 months
> High-grade/G3 N=339 | Weekly x 6 weeks?
e3[R | N D i iy '
> Muliple and Other secondary endpoints
recurrent and large « OSat5years
(23 cm) BCG (I+M) BCG Induction BCG Maintenance « Safety
N ; 3weekly doses at - EORTC QLQ-C30
Weekly xGweeks® 37 g g2m 18m 24m
Stratification factors: D+BCG (HM) BCG (M)
« Higher risk papillary disease (yes vs no)? N=338 N=340
* CIS(yesvs no) Deaths, n (%) 45 (13) 56 (16)
Median OS NR NR
9 -
iR o SR N _ | 88% {95% CI), months (NR-NR) (NR-NR)
0.8+ :
" ' 86%
Qo i
5 0.6 :
z :
i :
.'é 0.4 '
& ; HR 0.81(95% CI, 0.54-1.19)
0.2 1 5
: Median follow-up?: 72 months
0 T T T T T T T T T T T T T T T T i

T T T T T T T T T 1

T T T
0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63 66 69 72 75 78 g1 84 87 90
Time from randomization (months)
No. of patients at risk
D+BCG (I+M) 339 336 328 326 324 320 319 315 314 311 306 303 298 296 203 200 290 286 283 277 270 236 217 182 141 115 73 30 1 1 0
BCG (I1+M) 340 338 335 333 330 328 326 322 317 313 313 313 309 305 301 205 292 288 284 281 275 238 220 185 140 108 70 32 12 0 O

De Santis M et al. ASCO 2026: Abstract 4624



POTOMAC: OS data and QoL

GHS/QolL!
Difference between arms: -2.7 (95% CI, —4.85 to -0 .54)

Adjusted mean change
from bascline
-

2 10 18 26 34 42 50 58 66 74 82 80 98 106114122130138 146
Viait (weeks)

No of pasents A anwyie

D4BCG (A0 214 202 189 180 177 174 171 156 949 142 148 138 138 120 126 122 117 104 105

BCG (*M) 232 219 213 152 153 178 183 158 155 165 158 143 152 133 129 133 120 124 123

Urinary Symptoms
Difference between arms for overall mean CFB. 1.2 (95% CI, -1.19 to 3.65)

Adjusted mean change
from baseline

Future Perspective/Worries
Difference between arms for overall mean CFB:-2.2 (95% Cl, -5.11 to 0.66)

Adjusted mean change
frombaseline

De Santis M et al. ASCO 2026: Abstract 4624

Physical Functioning

Difference between arms: -2.6 (95% CI, -4 43 to -0 81)

2 10 18 26 34 42 S0 58 66 74 82 90 96 106114122130128 146
Visit (weeks)

No of pabents n anayss

DBCG (iehn) 214 202 189 1

FTA74 177 156 149 142 148 133 138 100 126 122 117 104 105

BCG floM) 232 219 213 152 153 178 183 153 155 185 158 149 152 138 139 133 120 124 123

Intravesical Treatment Issues

Difference between arms for overall mean CFB-1.2 (95% CI,-3.79 to 1.29)

2
s
g w0
2.
§
F
gﬂ g
2
32 10
2
)
3 X
T % % % 18 32 3% 30 36 30 2 o0 %0 04 %0 2 W0 70 04 79 A3 B0 0 0 e 1ATUATHE T 108 1 0 0 A NG e
o o Visk (woeks)
. 10 40 40 4 1641414 104 44 T30 137130132139 7 29 126 20 19011110018
= 17800 0167 712195982950 150 145144 0 133 12 U8 30 30 130028 12912

Sexual Functioning
Difference between arms for overall mean CFB: 1.1 (95% CI, =1.30 to 3.48)

10

Adjusted mean thange
frombaseline

10
-2
R TS T TR AT M e NN VDA 12 00 130 150 1A 1 1
Vistt (weeks)
17504 3 5 1 0 4 140 104 4 137 13 130 123126 137 20 134 20194 111 119108
100560 €77 175 180 £ 157 T 153 195 6 0 150 0 144 408 (39 17 138 12638 130 138 139 13

Fatigue
Difference between arms: 4.0 (95% CI, 1.50 to 6 46)

from baseline

Adjusted mean change

2 10 18 26 34 42 50 58 66 74 62 90 58 106114122130133 146
Visit (weeks)
No of patwrts n anatyns
9 180 177 174 171 155 149 142 148 138 138 130 126 122 117 104 105

BCG (IeM) 232 215 213

192 193 178 183 155 165 165 158 149 152 138 139 133 120 124 123

PRO-CTCAE Symptom Worsening on Treatment Through Week 106

76% (39/51) W D+BCG (I+M)

Abdominal pain

(Interference) 68% (40/59) | BCG (I+M)
Abdominal pain 67% (162/241)

(Frequency) 63% (156/246)

Abdominal pain 59% (30/51)

(Severity) 63% (37/59)

Diatien 60% (144/241

(Frequency) 65% (159/246)

o (900/741
Painful urination 83% (200/241)

(Severity) 82% (201/246)
Urinary frequency 79% (127/160)
(Interference) 69% (125/181)
Urinary frequency 80% (193/241)
(Frequency) 73% (179/246)

T T T

20 40 60 80 100

o

Patients with any worsening (%)*



TAR-200 in Bladder Cancer

TAR-200 Mini-Tablet Design MIBC Urologists; Uro-
Oncs; Med Oncs

Osmotic tablets

SunRISe-3 .
TAR-200 * BCG experienced/

CET unresponsive

Gemcitabine tablets SunRISe-2
SunRISe-5 TAR-200 +

TAR-200

CET

Gemcitabine release monotherapy
L
Semi-permeable . :, ° “" SunRISe-4*
polymer tube Orifice @ go % TAR-200
““ﬁoﬂ
Solid Low risk BCG experienced/
drug core unresponsive

papillary

Intermediate risk

N BCG-

unresponsive
CIS

MoonRISe-1
TAR-210 vs SunRISe-1 +
gem/MMC papillary cohort*

TAR-210 FIH TAR-200
monotherapy

TAR-200 + CET TAR-210



Phase 2b SunRISe-1 Study: Cohort 2 BCG-
Unresponsive
HR NMIBC CIS * Papillary Disease

NCT04640623

Population:

» Aged 218 years

» Histologically confirmed
HR NMIBC CIS (with or
without papillary disease)

+ ECOG PS of 0-2

* Persistent or recurrent
disease within 12 months
of completion of BCG

+ Unresponsive to BCG'?2
and not receiving RC

Population:
+ Papillary-only HR NMIBC
(no CIS)2

Daneshmand, S et al. TAR-200 for Bacillus Calmette-Guérin—Unres

Oncol 43, 3578-3588(2025).

\

e o o o o e o e e o e

Cohort 2 (N=85)

Enrollment completed

‘( TAR-200 Monotherapy
—

D I T T

D I T T

TAR-200 dosing:
Q3W (indwelling) for
the first 24 weeks;
then Q12W through
Week 96

Cohorts 1-3:
Primary end point
* Overall CR rate

Key secondary end points
* Duration of response

* Overall survival

» Safety

» Tolerability

+ HRQoL

Cohort 4:
Primary end point
« DFS

ponsive High-Risk Non—Muscle-Invasive Bladder Cancer: Results From the Phase IIb SunRISe-1 Study. J Clin



TAR-200 Monotherapy in BCG-Unresponsive
HR NMIBC CIS * Papillary Disease

Overall CR rate (central Estimated 12-month DOR® Estimated 24-month DOR
review)a 100 - probability probability
56.2% 51.8%
100 - 82.4% “ - (95% Cl, 43.4-67.1) (95% Cl, 38.7-63.4)
(95% Cl, 72.6-89.8) . | |
80 - & ! :
(&} 60 - | |
g . ’
3 : :
32.. 60 - 2 40 - | |
g k> | |
< & | |
m - 20 = | 1
& | |
20 - 0 - - - i . . . :
0 3 6 9 12 15 18 21 24
Months Since CR
0 Number atrisk 70 54 49 40 37 23 15 11 11

(N=85)

Daneshmand, S et al. TAR-200 for Bacillus Calmette-Guérin—Unresponsive High-Risk Non—Muscle-Invasive Bladder Cancer: Results From the Phase Ilb SunRISe-1 Study. J Clin
Oncol 43, 3578-3588(2025).



TAR-210 erdafitinib intravesical delivery first-in-human phase 1 trial

HR-NMIBC (cohort 1) Part 1: dose escalation
Recurrent, high-grade Ta/T1, papillary
only, no CIS TAR-210-D
BCG-experienced/unresponsive and ~ 4 mg/day
Molecular eligibility not undergoing RC >

TURBT with complete resection of all
visible disease prior to treatment

TAR-210-B
= 2 mg/day

* FGFR alterations: flexible molecular
eligibility strategy used

— Local or central fresh/archival L - Placement every 3 months
tissue-based testing by NGS
or PCRor IR NMIBC (cohort 3) !

— Central urine cell-free DNA Recurrent, history of low-grade only Part 2: dose expansion

NGS testing Ta/T1 disease
Visible target lesions prior to
treatment (chemoablation design)

* Expansion of both dose levels

Response assessed every 3 months with
continued treatment for up to 1 year if recurrence

Interim results: Interim results: free (cohort 1) or CR (cohort 3)
Cohort 1 Cohort 3
« 90% estimated 12-month RFS rate? 31 patients were evaluable for response® NCT06319820 NCT06919965
(n=21) 90% CR rate, with 28/31 patients achieving a
- Median RFS was not estimable CR at week 12 Phase 3 MoonRISe-1 Phase 3 MoonRISe-3 underway:
_ ~ — Overall, 100% of patients achieved .
;0(‘;.21 Zat‘et'?ts refc;”:’led clinical response. 3 pationts Nad 8 underway: TAR-210 vs |V TAR-210 vs IV chemo in BCG-
- Median duration of Tollow-up was . .
8.9 months P non-CR/non-PD response chemo in FGFR-altered IR treated, FGFR-altered Papillary only
* No difference was observed in RFS Consistent CR rate across both doses NMI BC HR NMIBC
between the TAR-210 dose levels gl?:/i"cg‘éﬁg%fw CRs are ongoing at time of

BOIN, Bayesian Optimal Interval; CR, complete response; HR, high risk; IR, intermediate-risk; NGS, next-generation sequencing; NMIBC, nonmuscle-invasive bladder cancer;
PCR, polymerase chain reaction; RC, radical cystectomy.
1.Liu Sand Yuan Y. J R Stat Soc Ser C Appl Stat. 2015;64:507-523. 2. Yuan Y et al. Clin Cancer Res. 2016;22:4291-4301. 3. Vilaseca A et al. Presentation at the American Urological Association Annual Meeting; May 3—-6, 2024; San Antonio, TX. Abstract

1343



Evolution of Systemic Therapy for MIBC

2003 2012 2021 2024 2025

Perioperative

> © S @O s
Pembrolizumab

. . Neoadjuvant
Neoadjuvant Concurrent Adjuvant GC J lus First regimen to
MVAC chemoradiation Nivolumab P g .
durvalumab surpass cisplatin-
Locoregional disease- . :
Survival improvement free survival Disease free survival Survival improvement based ChemOtherapy

. improvement
improvement

New Standard of Care

Grossman, NEJM, 2003; James, NEJM, 2012; Bajorin, NEJM, 2021; Powles NEJM, 2024; Vulsteke, NEJM, 2026; Galsky, ASCO GU, 2026




IMvigor 011 Phase 3 Trial

Screening Survmlla_n ce: Treatment Follow-up
ctDNA monitoring

until 1 y post-cystectomy? A lizi b (1680 mg)
tezolizuma mg
IV g4w forupto1y

"+ MIBC within 6-24 weeks of | (\ Confirm no evidence of Treatment
radical cystectomy radiographic disease® follow-up
_ _ Placebo
+ Histologically confirmed ' ' IV gdw forupto 1y
(y)pT2-T4aNOMO or - 6-weekly ctDNA+
(y)pTO-T4aN+MO ctDNA testing® any time
urothelial cancer R
+ No evidence of * 12-weekly
radiographic disease radiographic CtDNA-
_ _ imaging until 1y
* Prior neoadjuvant _ .\ ) No treatment
chemotherapy permitted - ~ o Surveillance
+ ECOGPS 0-2 \ } follow-up
Repeat testing
if ctDNA-

Primary endpoint: INV-assessed DFS
Key secondary endpoint: OS

Powles T et al. N Engl J Med. 2025 Oct 20.




IMvigor 011 Phase 3 Trial

ctDNA+ at
initial test

(148/250; 59.2%)

ctDNA+ at
subsequent test

(102/250; 40.8%)

INV-assessed DFS

Atezolizumab Flacebo
n=99 n=49
100 DFS, median (95% Cl}, mo 8.3(6.2,12.6) 4.2(2.4,7.7)
20 < Unstratified HR {95% CI) 0.62 (0.42, 0.91)

DFS (%)

—rrr1r 11+ r &1+ rr 01
10 12 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46

Time from randomisation (mo)

o -
ra =
e =
o =
o -

P al BS 71 60 50 41 35 30 25 24 21 7 15 12 7
Flacebo 4% 33 23 11 17 13 W0 &8 7T 4 4 4 3 2 1

—-
= o
-

Atezolizumab Placebo
(n=68) {n=34)
DFS, median (95% Cl}, mo 10.5(7.1,14.6) 8.3 (4.2, 12.6)

Unstratified HR (25% CI) 0.66 (0.40,1.10)

DFS (%)
b4

r r r r 1t 1 1t 1 r Tt T T T T T T T T
0 2 4 6 B8 10 12 14 16 18 20 22 24 28 28 20 32 34 I8

Time from randomisation (mo)

Aterciizumab €8 55 51 45 ¥ X MM X 17 W 15 M 1 oW % & 5 4

0s

Atezolizumab Placebo
n=99 n=49
100 = 08, median (35% CI), mo  27.7(22.0,35.9) 18.2(10.9, NE)
80 - Unstratified HR (85% CI) 0.71{0.43,1.17)
m_
T0 4
— E04
=2
- 57
%]
[= LR .
F— )
30._
20_
10
0 T T T T T T T T T T T T T T T T T T T T T T T T T
0 2 4 6 & 1012141618 20 22 24 26 268 30 32 34 36 38 40 42 44 46 48
Time from randomisation (ma)

TR 7O 83 55 &1 43 4&f i 30 25 15 W oM oB & 4 2 1 1

scaby A0 48 42 41 3V 2F MO 20 10 W o1 13y 1 omwmow s 77T OB o4 201

=
ir]
(s]
10 4 Atezollzumab Placebo
20 4 (n=68) {n=34)
1o | OS. median (95% CI), mo  NE (34.4, NE) 27.4 (18.1, NE)
04 Unstratified HR {85% Cl} 0.52 (0.24,1.12)

I Ll I 1 I Ll 1 I I I I I I I I I I I I I L)
0 2 4 B & 10 12 14 16 18 20 22 24 26 28 30 32 34 38 33 40
Time from randomisation (mo)
Mo, at risk
Mezolzumab 68 64 62 62 58 52 48 45 37 3 3 M @ oM 18 15 9 &8 4 2 1
Placebc 34 3 34 33 28 26 20 16 15 14 12 B B 7 6 4 3 3 2

Powles T et al. N Engl J Med. 2025 Oct 20.




IMvigor 011 Phase 3 Trial: PROs

PRO assessment schedule
ctDNA+ (randomized)

—t—t—+—+—
Cycle: 1 3 5 7 8 11
Persistently ctDNA- (surveillance) | | | . | | |
Surveillance week: 0 6 12 18 24 36 48

Median {(95% CI), months

Measure Atezolizumab Placebo Stratified HR (95% CI)

Time to confirmed deterioration®®

Physical functioning 25.1 (18.5, NE) NE (194, NE) - g 2 1.25(0.76, 2.07)

Role functioning 18.5 (12.2, NE) NE (19.4, NE) . 4 . 1.45 (0.88, 2.40)

GHS/QoL 35.4 (19.3, NE) 16.5 (10.9, NE) ————— 0.71 (045, 1.12)
OT3 ' '1 0 - 1 f3‘.0

-“<
-

A 4

Favors atezolizumab Favors placebo

Bellmunt J et al. ASCO 2026;Abstract 4627



Contemporary perioperative trials in cisplatin-ineligible patients

Keynote-905/EV 303 VOLGA
(NCT03924895) (N =857) (NCT04960709) (N =830)
Treatment Treatment

Durva + Treme + EV - RC —» Durva +
Treme (Arm A)

RC Alone (Arm B) Durva + EV - RC — Durva (Arm B) vs

EVP - RC - EVP (Arm C)

Pembro - RC —» Pembro (Arm A)

No systemic therapy - RC (Arm C)

Key Eligibility Criteria Key Eligibility Criteria
Patients with MIBC who are cisplatin Muscle invasive urothelial carcinoma;
ineligible or refusant cisplatin ineligible or refusant

i i Primary & Secondary Endpoints
Primary & Secondary Endpoints

Primary: EFS up to 7.7 yrs (Arms B+C)

Secondary: EFS up to 7.7 yrs (Arms A+B), Secondary: pCR at time of cystectomy in Arm
OS up to 7.7 yrs (Arms B+C) 5] s Ay

Primary: Efficacy of durva + treme + EV
relative to surgery alone (pCR and EFS)

MET PRIMARY ENDPOINT PRESS RELEASE: POSITIVE STUDY




Key Eligibility Criteria
* Adult with MIBC

+ Clinical stage T2-T4aNOMO
or T1-T4aN1MO by central
assessment

» = 50% urothelial histology

+ Cisplatin-ineligible per
Galsky criteria or cisplatin-
declining

+ ECOG PS 0-2

KEYNOTE 905

Allocation to this treatment arm stopped November 2022

Pembrolizumab (200 mg)
IV Q3W 3 cycles

Pembrolizumab (200 mg)
IV Q3W 3 cycles

Stratification Factors

+ Cisplatin ineligibility
(ineligible vs. eligible but
declining)

+ Clinical stage (T2NO vs
T3/T4aNO0 vs T1-4aN1)

* Region (US vs EU vs World)

Vulsteke C, et al. N Engl J Med. 2026.

\ 4

dN7d + Od

> Observation

Enfortumab vedotin
(1.25 mg/kg)
D1 and D8 IV Q3W
6 Cycles
+
Pembrolizumab (200 mg)
IV Q3W 3 Cycles

R
\JN=344,1:1 n=174

Enfortumab vedotin
n=170 (1.25 mg/kg)
D1 and D8 IV Q3W

3 Cycles
+

Pembrolizumab (200 mg)
IV Q3W 3 Cycles

Primary Endpoint Secondary Endpoints Other Endpoints

* EFSbyBICR * OS, pCR; pTONO by * Safety

central pathologist
review




KEYNOTE 905

Control
(N =174)
95 (54.6)

15.7
(10.3-20.5)

EV + pembro
(N =170)
100 ' Events, n (%)  48(28.2)
90— ' Median, mo NR
2 804 74.7% (95% Cl) (37.3-NR)
T>€ 70 ' J [ HR 0.40, 95% C1 0.28-0.57,
] ] .
S i . ' one-sided P <.0001*
£ % | :
g %07 : :
§ 404 ! :
£ 30~ ' 1 39.4%
& 20+ : :
10 | :
] ]
0 L] Ll I L] L] i L] L I LI Ll ; L] l Ll L] I L] L I L] l L L] I L] L] I
0 6 12 18 24 30 36 42 48 54 60
No. at Risk Months
EV + pembro 170 140 116 73 56 42 35 16 3 0 0
Control 174 116 84 48 33 22 14 9 1 0 0
1007 Estimated difference® 1004
48.3% (95% Cl 39.5-56.5) 90+
-sided P <.000001* -
gg— one-side e 80
= | = 70 -
(&) >
X 60 $ 60+
0 3 50-
9, [}
= 40— T 407
& ¢ 304
2 (&)
20 20+
10
0
0— 0
EV + Control No. at Risk
pembro EV + pembro 170
Control 174

Events, n (%)

Median, mo
(95% Cl)

EV + pembro
(N=170)
38 (22.4)

NR
(NR-NR)

Control
(N=174)
68 (39.1)

417
(31.8-NR)

(

HR 0.50, 95% C1 0.33-0.74,

one-sided P =.0002*

J

Vulsteke C, et al. N Engl J Med. 2026.

159
150

144
130

94
75

68
54

30
Months

56
45

45
30

42 48
28 10
18 6



KEYNOTE 905

Change From Baseline Over Time in EQ-5D-5L VAS

EV + pembro Control QoL
15 — Improvement
15 - t
(<)) ()
= £
© | o 10 - .
2 10 @ .
) - 0 — T
5 5 T - E  5- _ -
o= /1 =
o O o O
o0 o0
c cex 0 =
g3 N~ &g 1 L [
(& I 5 -
o - () -5 = - L
5 5
O O
7] - (7p)
5 -10- S 10 7 B 1
s > QoL | |
Deterioration
-15 T T T T T T T T T T T T 1 -15 T T T T T T T T 1
Pre- Wk Wk Wk Wk Wk Wk Wk Wk Wk Wk Wk Wk Wk Pre-surg Wk Wk Wk Wk Wk Wk Wk Wk Wk
neoadj 4 7 10 9 12 18 30 42 54 66 78 90 102 (Wk0) 9 18 30 42 54 66 78 90 102
(Wk0) Pre-surg Post-surg Post-surg
No. of pts
156 135 126 137 122 84 102 91 82 78 53 46 43 33 105 100 75 66 55 45 33 22 22 17

O'Donnell P, ASCO 2026.



Contemporary perioperative trials in cisplatin-eligible patients

Energize
(NCT03661320)
(N=861)

NIAGARA KeyNote-866 KeyNote-B15
(NCT03732677) (NCT03924856) (NCT04700124)
(N=1063) (N=907) (N=784)
DurvalumDallJ)r-‘l-lzzmgti)s — Y= Pembro + GemCis — RC —» Pembro EVP = RC — EVP
GemCis — RC GemCis — RC GemCis — RC

GemCis — RC, Nivo + GemCis —
RC — Nivo, Nivo + GemCis + Linro
— RC — Nivo + Linro

Key Inclusion Criteria

MIBC/Immuno- and Chemotherapy
Treatment-Naive

Key Inclusion Criteria

UC/MIBC and RC plus PLND eligible

Key Inclusion Criteria

UC/MIBC and RC plus PLND eligible

Key Inclusion Criteria

MIBC/Treatment-Naive

Primary & Secondary Endpoints

Primary: pCR up to 6 mos, EFS up to
48 mos

Secondary: <P2 at time of
cystectomy, EFS at 24 mos

Primary & Secondary Endpoints
Primary: EFS up to 60 mos

Secondary: pCR and OS
up to72 mos

Primary & Secondary Endpoints
Primary: EFS up to 48 mos

Secondary: pCR up to 47 mos,
OS up to68 mos

Primary & Secondary Endpoints
Primary: pCR (43 mos), EFS (51 mos)

Secondary: OS (60 mos),
AEs and SAEs

MET PRIMARY ENDPOINT

ACTIVE, NOT RECRUITING

MET PRIMARY ENDPOINT

ACTIVE, NOT RECRUITING




Study Population

+ Cisplatin-eligible MIBC (cT2-
T4aN0/1M0)

* UC or UC with divergent
differentiation or histologic
subtypes

» Evaluated and confirmed for RC
e CrClof 240 mL/min

Stratification Factors

+ Clinical tumor stage (T2NO vs
>T2NO0)

* Renal function (CrCl =260 mL/min
vs 240 to <60 mL/min)

» PD-L1 status (high vs low/negative
expression)

Powles T, et al. N Engl J Med. 2024;391:1773-1786.

NIAGARA

Perioperative

Neoadjuvant
4 cycles

MR Durvalumab 1500 mg IV Q3W
Gemcitabine + Cisplatin

Radical cystectomy

Gemcitabine + Cisplatin

Gemcitabine/Cisplatin Dosing
» CrCl 260 mL/min: cisplatin 70 mg/m?

+ gemcitabine 1000 mg/m?day 1,
then gemcitabine 1000 mg/ m2 day 8,
Q3W for 4 cycles

CrCl <60 mL/min: split-dose cisplatin
35 mg/m? + gemcitabine 1000 mg/m?
days 1 and 8, Q3W for 4 cycles

Adjuvant
8 cycles

Durvalumab
1500 mg IV Q4W

No Treatment

EFS was defined as:

Primary Endpoints

+ EFS

« pCR
Key Secondary Endpoints

« OS
» Safety

» Progressive disease that precluded RC

* Recurrence after RC

» Date of expected surgery in patients who did not undergo RC

» Death from any cause



NIAGARA

Primary Endpoint: Overall Survival (ITT)
EFS by Blinded Independent Central Review (ITT)

1.0

; ; 12 months
! 12 months Median follow-up in 1.0 = f 24 months
A 6.0 | 24 months censored patients: 42.3 ! 89.5% .
[ 76.0% ! months (range, 0.03-61.3 ) I 82.2%
0.8 = : | 67.8% (rang ) : ' °
i i < 0.8 = ! Durvalumab
1 : 2 1 o 1
. : 2 {oees% b
0.6 = i 1 Durvalumab % 06- i i e Comparator
[72] 1 1 1 I
: : . — : :
s 1 69.9% 1 5 1 i
2 : : S 04 1 L
% : : Comparator E Durvalumab n=533 Comparator n=530
8 049 ' ! Number of deaths, n (%) 136 (25.5) 169 (31.9)
a Durvalumab Comparator 0.2 = HR
: 95% CI 0.75(0.59-0.93
n=533 N=530 (95% Cl) ( )
Stratified log-rank P value* 0.0106
Number of events, n (%) 187 (35.1) 246 (46.4) T T
0.2 = !
Median EFS (95% Cl), mos NR (NR-NR) 46.1(32.2-NR) OTTTTTT T TTTTTTITTTITTTI T T T T T T I T T I T T T
HR (95% CI) 0.68 (0.56-0.82) 0 2 4 6 8 1012 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 54 56 58 60 62 64 66
Stratified log-rank P value* <0.0001 ottt Time from Randomization (Months)
0.0 1 | Fr1T 111 i T T T T T T T T T T T T T RN T T T 1 oouvaumab 533528517505492478468 457446440 434428423 418 410 408 400 375 349 321 295 271 238 207 182 152125 96 68 34 21 7 1 0

| L L L
0 2 4 6 8 1012 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 54 56 58 60 62 comparator 530 516 507 490 467 450 438 425 413 402 392 383 378 373 368 363 358 334 311 281 259 239 215 194 174 141 113 90 60 38 21 10 2 0

) ] Time from randomization (Months)
No. of patients at risk

Durvalumab 533 519 475 454 424 401 386 370 356 348 344 335 330 321 315 312 282 269 255 214 202 180 141 140 115 86 81 32 20 20 1 0

Comparator 530 498 437 416 381 358 343 328 313 300 296 288 281 273 264 259 228 219 214 177 172 159 132 129 94 69 62 24 18 16 2 0

Powles T, et al. N Engl J Med. 2024;391:1773-1786.



KEYNOTE B15

Key Eligibility Criteria Enfortumab vedotin 1.25 mg/kg Enfortumab vedotin 1.25 mg/kg
- Adults with MIBC YEPLLY d1andd8 IV Q3W 4 cycles d1and d8 IV Q3W 5 cycles
+ +
Pembrolizumab 200 mg d1 Pembrolizumab 200 mg d1
R1:1 IV Q3W 4 cycles IV Q3W 13 cycles

* Clinical stage T2-T4aNOMO or
T1-T4aN1MO by central assessment

» Urothelial histology =250%
* Eligible for RC + PLND
d1 IV Q3W 4 cycles

 Did not meet any Galsky criteria for + Observation®
cisplatin ineligibility N =403 Gemcitabine 1000 mg/m?
« ECOG PS 0-1 d1 and d8 IV Q3W 4 cycles

Cisplatin 70 mg/m?

A
O
+
oo
-
Z
O

Stratification Factors

* PD-L1 status (CPS 210 vs. <10)° Primary endpoint: Event-free survival (EFS) by BICR

* Clinical stage (T2NO vs. T3/T4aNO i : ,
vs. T1-4aN1) Key secondary endpoints: OS and pathological complete response (pCR; pTONO, i.e.

absence of viable tumor in examined tissue from surgery) by central pathologist review

» Geographic region (US vs. EU vs.
Most of World) Other secondary endpoints include: Safety

Galsky M. ASCO GU, 2026.



KEYNOTE B15

N = 405 N = 403 - . .
100 Estimated difference®
100+ ; E Events, n (%) 87 (21.5) 146 (36.2) 23.4% (95% Cl 16.7-29.8)
90 186.0% 179.4% Median, mo (95% CI)  NR (NR-NR) 48.5 (43.3-NR) 80 1-sided P <.0001*
2 807 ’ = E—
T 70- o
2 60 z 2 60—
g 60 : 66.2% -
» 50— : a
8 | =
£ 40+ e 40
Tt 30+ : : Q
> 0 E E HR 0.53, 95% CI 0.41-0.70, 2
w E i 1-sided P <.0001* 20—
104
0 L L I A B BN B B B R B | 0
0 6 12 18 24 30 36 42 48 54 .
No. at Risk Months EV ; Cis +
EV + pembro 405 351 317 303 257 154 100 63 23 0 pembro gem
Cis + gem 403 350 286 259 216 131 70 45 16 0

: | Rt -
: : N = 405
40- | s

30- ; : Events, n (%) 69 (17.0) 99 (24.6)
; Median, mo (95% Cl) NR (NR-NR)  NR (NR-NR)

Overall survival, %
()]
o
1

20_ I H

; ; HR 0.65, 95% CI 0.48-0.89,
104 ; ; 1-sided P =.0029*

0 Ll T l T T II Ll T I L] Ll i T Ll I L) T I T T I T Ll I Ll T I

0 6 12 18 24 30 36 42 48 54

No. at Risk Months
EV + pembro 405 396 377 361 325 215 142 0 34 0
Cis + gem 403 392 358 338 295 201 119 67 29 0

Galsky M. ASCO GU, 2026.



KEYNOTE B15

Events/Participants

Enfortumab

vedotin—- Cisplatin—
pembrolizumab gemcitabine |
Overall 87/405 146/403 N
Tumor stage by investigator |
T2NO 59/287 94/296 —- i
T3/T4aN0O 21/86 31/75 —
T1-4aN1 7/30 19/30 s |
PD-L1 CPS i
210 43/233 74/230 ——
<10 43/171 721173 —— |
Nectin-4 H-score i
<150 11/43 14/28 ——
150 to <225 14/65 40/84 —a— |
2225 59/286 47/132 —— |
|

0.05 0.250.5 1.0 2.0 4.0 8.0
< >

HR (95% CI)
0.53 (0.41-0.70)

0.61 (0.44-0.84)
0.53 (0.31-0.93)
0.24 (0.10-0.57)

0.53 (0.36-0.77)
0.54 (0.37-0.79)

0.43 (0.20-0.96)
0.42 (0.23-0.78)
0.50 (0.34-0.73)

Favors enf}:)rtumab vedotin—  Favors cisplatin—

pembrolizumab  gemcitabine

Participants with Other tumor stage, missing PD-L1 CPS, or missing Nectin-4 H-score at baseline are not included.

Hoimes C. ASCO, 2026.



100 —
90 —
80 —
70 —
60 —
50 —
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0S8, %

0_

EV-302 Design

ITT Patient Population
(N=886)

EV+Pe

Treatment until progressiond

* Untreated la/mUC

» Eligible for EV, P, and platinum
» PD-(L)1 inhibitor-naive

* GFR 230 mL/min?

+ ECOG PS <2t

Chemotherapy®
(gemcitabine + cisplatin/carboplatin)
Maximum 6 cycles

Stratification factors:

= Cisplatin eligibility (eligible/ineligible)

* PD-L1 expression (high, CPS 210; low, CPS <10)
« Liver metastases (present/absent)

Dual primary endpoints:
« PFS by BICR
« 0S

Select secondary endpoints:

* ORR per RECIST 1.1 by BICR
and INV assessment

- DOR

« Safety

Median OS Stratified HR

Events/N (95% Cl), mo

77.7% EV+P 240/442  33.6 (26.6, 39.8)
Chemotherapy 329/444 15.9 (13.6, 18.3) (0.45, 0.63)
60.8% 60.1%
35.0% '

EV+P

126.6% 124.6%

Chemotherapy

No. at risk

EV+P 442 426 409 394 375 356 336 319 302 294 281 272 256 237 225218 212204 181154 126 104 84 62 42 24 14 9 5 1 1 A1
444 423 393 356 316 289 262 232 214 197 176 161 150 146 138 131 125116 107 91 75 62 47 32 18 14 10 6 5 2 1 0 O

Chemotherapy

T T
2 468

IIIIIIIIIIIiIIIIIIIIIIIII
101214 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 54 56 58 60 62 64

Time, mo

0

Powles T et al, ASCO 2026;Abstract 4507 .

97.7%

100 ————,
98.4%

08, %
9]
7

BICR was discontinued
at previous data cutoff;
therefore, BICR-based
endpoints were not
updated for this
analysis. However,

OS follow-up is
ongoing

Patients with a CR

95.5%

;?msu% 83.6% EV+P

85.9% ‘L\_H—LI_‘—-*

68.0% |
i Chemotherapy

10—| EV+P
_||Chemotherapy

Median 0S Stratified HR

Events/N  (95% CI),mo (95% CI)
20/133 NE 0.36

24/64 56.7 (43.9, NE) (0.20,0.68)

02486 8101

No. atrisk

2141618 2022 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 54 56 58 60

Time, mo

EV+P 133133133 132 131131 129 129 128 128 128 127 125123121 119113110103 91 73 63 53 38 2512 9 7 4 0 0
4 3 2 10

Chemotherapy 64 64 64 64 64 63 6

3 62 62 61 57 56 55 564 52 50 48 45 43 35 28 22 18 13 5 5§



Post-EV+Pembrolizumab Treatment?

Disease progression despite

EV+Pembro

Q Biomarker Assessment: FGFR3 | HER2
FGFR3 Altered HER2 Positive No Actionable Target

* Erdafitinib * T-DXd e Platinum chemo




Platinum-based Therapy after EV + P

ORR in evaluable patients receiving subsequent

EV+P platinum-based chemotherapy?°
(n=442) 40 -

. . . ° 28/135 12/61 16/73
Patlent.s who received subsequent anticancer 192 (43.4) Sl (20.7%) (19.7%) (21.9%)
therapies, n (%) e

Systemic therapy 173 (39.1) 5 30 -
First subsequent systemic therapy, n (%) 5
Platinum-containing chemotherapy? 135 (30.5) s
Carboplatin-based therapy 73 (16.5) o 20 A
Cisplatin-based therapy 61 (13.8) S
PD-(L)1 inhibitor therapy® 17 (3.8) 2
Maintenance 0 210 1
EV+P-based therapy 2(0.5) 'ﬁ
Other PD-(L)1 inhibitor therapy 15(3.4) @
Atezolizumab 1(0.2) 0- ] . _ .
Pembrolizumab 14(3.2) Allplatinum Cisplatin Carboplatin
Other 21(4.8) «  Median OS from start of platinum-based

chemotherapy was 10.9 months (95% CI 8.3, 12.8)

Powles T et al, ASCO 2026;Abstract 4507.



TROPION-Urothelial03: A phase 2/3 study of datopotamab deruxtecan (Dato-DXd) +
platinum chemotherapy (CT) vs gemcitabine + platinum CT in participants with
locally advanced or metastatic urothelial carcinoma (la/mUC) with progression on or
after enfortumab vedotin (EV) + pembrolizumab.

Dato-DXd at dose
determined in Phase 2

Key inclusion criteria
Dato-DXd 4 mg/kg plus

+ Unresectable la/muUC mmmmmg cisplatin or carboplatin
- Measurable disease on CT/MRI per RECIST 1.12 Q3W* (n=30)

+ 218 years of age or minimum legal adult age —>

» Radiographic progression or relapse during or Dato-DXd 6 mg/kg plus

after 1L EV plus pembrolizumab N cisplatin or carboplatin

plus cisplatin or
carboplatin
Q3WP (n=285)

Gemcitabine® plus
smmme 4 Cisplatin or carboplatin

» Tumor tissue sample of sufficient quantity from Q3W* (n=30) Q3Wt< (n=285)
archival or newly obtained tissue

- Eligible to receive cisplatin- or carboplatin- Stratification Stratification
containing chemotherapy + Platinum chemotherapy (carboplatin vs cisplatin) + Platinum chemotherapy (carboplatin vs cisplatin)

- Eastern Cooperative Oncology Group * Liver metastasis at screening (presence vs absence)
performance status of 0 or 1 * TTP on 1L EV plus pembrolizumab (<6 vs 26 months)

Primary endpoint: Dual primary endpoints:
ORR by investigator® PFS by BICR® and OS

Galsky M et al. ASCO 2026;Abstract TPS4642.



Case 1

* A 68-year-old man with a history of former smoking presented with
intermittent gross hematuria.

» Cystoscopy showed a large multifocal papillary tumor burden, and
TURBT demonstrated high-grade T1 urothelial carcinoma with
concomitant carcinoma in situ.

» Restaging TURBT confirmed persistent high-risk NMIBC without
muscle invasion.

« CT urogram and chest imaging showed no evidence of metastatic
disease.



Case 2

* A 74-year-old woman developed irritative voiding symptoms and
hematuria.

« ATURBT revealed muscle-invasive urothelial carcinoma,
cT3NOMO.

» Baseline staging CT chest/abdomen/pelvis showed a solitary
bladder mass without nodal or visceral metastases.

 Baseline labs notable for a creatinine of 1.8.



Case 3

« A 71-year-old man underwent TURBT for gross hematuria and was found to
have high-grade muscle-invasive urothelial carcinoma.

» He declined neoadjuvant chemotherapy because of frailty concerns and a
desire to proceed directly to surgery.

 He underwent radical cystoprostatectomy with pelvic lymph node dissection,
and final pathology showed pT3NO urothelial carcinoma with extravesical
extension and negative surgical margins.

» Postoperatively, he recovered without major complications.
« Signatera testing post-cystectomy revealed detectable ctDNA.
» Cross-sectional imaging remained negative for overt recurrence at that time.



Agenda

Introduction: Welcome GU Oncology Fellows!
Module 1: Prostate Cancer — Dr Aggarwal

Module 2: Urothelial Bladder Cancer — Dr Galsky

Module 3: Renal Cell Carcinoma — Dr Zhang




Updates in renal cell carcinoma
Research To Practice

Tian Zhang, MD, MHS, FASCO
Associate Professor
Associate Director of Clinical Research
Simmons Comprehensive Cancer Center

UT Southwestern Medical Center
Dallas, TX 75230

UT Southwestern
Medical Center



Outline

* Adjuvant RCC
» ctDNA from Keynote 564 (ASCO 2026)
 LITESPARK 022 - approval of pembrolizumab/belzutifan
* RAMPART -durvalumab vs surveillance (ASCO 2026)
* Trialin progress: STRIKE

* Metastatic RCC

* Checkmate 9ER trial bone & liver metastases subgroups (ASCO 2026)
CLEAR: patterns of progression (ASCO 2026)
LITESPARKO11: Lenvatinib + belzutifan vs cabozantinib (GU ASCO 2026)
TiNivo-2: tivozanib+nivolumab vs tivozanib (ASCO 2026)
Trialin progress: LITESPARKO033

* Non-clear cell RCC
* Cabozantinib-nivolumab (ASCO 2026)

UT Southwestern
Medical Center



KEYNOTE-564 Study Design (NCT03142334)

Key Eligibility Criteria

» Age 218 years

Histologically confirmed clear cell RCC Pembrolizumab 200 mg IV Q3W
for ~1 year (=17 cycles)

No prior systemic therapy for advanced
disease
Surgery <12 weeks prior to randomization
Postnephrectomy intermediate-high risk of
recurrence (MO):
— pT2, grade 4 or sarcomatoid, NO
— pTl3, any grade, NO
Postnephrectomy high risk of recurrence (MO): Placebo IV Q3W
— pT4, any grade, NO for ~1 year (<17 cycles)
— Any pT, any grade, N+
Postnephrectomy and complete resection of
metastasis (M1 NED)

Treatment continued until
recurrence, unacceptable

toxicity, or participant or
physician decision to
withdraw

ECOG PS score of 0 or 1 Primary end point: DFS by investigator
Key secondary end point: OS
Stratification Factors Other secondary end point: Safety
+ M stage (MO vs M1 NED) ] o ) )
- MO group further stratified: Exploratory end points: Associatlon of baseline ctDNA metrics and
_ ECOG PS score of 0 vs 1 ctDNA change from baseline to cycle 5 day 1 (C5D1) with DFSa for
_  US vs rest of the world pembrolizumab and placebo separately, and ctDNA clearance rate at
C5D1

aSensitivity, specificity, positive predictive value (PPV), and negative predictive value (NPV) of baseline ctDNA to predict disease recurrence were also evaluated.

Choueiri et al, ASCO 2026

UT Southwestern
Medical Center



Exome-based ctDNA Status at Baseline Postsurgery?

Full ctDNA analysis population

By risk group

5.4%

16-Plex

tDNA Total
¢ _ 94.6% N = 736
Detection

B ctDNA positive
ctDNA negative 8.29,

64-Plex
ctDNA Total
Detection 91.8% N =736

3Analysis includes both treatment arms. Clinical data cutoff: September 25, 2024.

4.0%

96.0%

Intermediate-high
n =642

6.9%

93.1%

Intermediate-high
n==642

18.9% 10.5%
81.1% 89.5&
High M1 NED
n =53 n=38
20.8% 13.2%
79.2% 86.8%
High M1 NED
n=253 n=38

Choueiri et al, ASCO 2026

UT Southwestern
Medical Center



Kaplan-Meier Estimates of DFS by Baseline ctDNA Status
Within Each Treatment Arm: Exome-Based 64-Plex Assay

Pembrolizumab Placebo
I I
100 ctDNA positive (n = 30) 100- ctDNA positive (n = 30)
24-mo rate
] 24-mo rate
1

=) = |
% 15 X 754 |
s k-
- e
=] =]
(7] (7
$ 50- o 50-
n i
§ | P <0.0001 (-)? §
@ : O ]
¥ | 0 | P <0.0001 (-)?
= 1254 | 5 29

: Median, 10.1 months i

: Median, 6.4 months

0 | | | | | II L] ] L] ] 1 L] L] ] L] L] I 1 0 1 1 1 1 1 1 1 1 1 || 1 1 1 | | 1 1
0 5 1015 20 25 30 35 40 45 50 55 60 65 70 75 80 85 0 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85
No. at risk Months No. st risk Months

GIDNA® 30 20 1542 12 11 1@ 1010 9 & 8 & &5 5 3 © SONA® B0 18 1 T & & 4 4 & 4 4 & 4 1 O 0 O

#-"indicates that the observed association is negative. The association between baseline ctDNA metrics and DFS remained significant after adjusting for risk groups and other stratification factors. Statistical significance prespecified at
multiplicity-adjusted a = 0.05. Clinical data cutoff: September 25, 2024. ..
Choueiri et al, ASCO 2026

UT Southwestern
Medical Center



Kaplan-Meier Estimates of DFS by Baseline ctDNA Status
Within Each Treatment Arm: Exome-Based 16-Plex Assay

Pembrolizumab Placebo
I I
100 ctDNA positive (n = 21) ctDNA positive (n = 19)
24-mo rate 100"[
: 24-mo rate
! :
o ! a |
7. 75 | % 75- !
[ I [ I
2 I > ;
c ! Z I
- 1 - 1
) I (0 :
- |
g > | £ 507 :
L 1 L 1
& ; ; ¢ ; a
g | 28.6% P <0.0001 (-) 2 | P <0.0001 (-)
N . 2] 1
a 2° : | | a 2% :
! I
: Median, 5.3 months : 53% Median, 2.8 months
I r |
0 T T T T I| T T T T T T T T T T T 1 0 I I I — r I I I I I I I I I —
0 5 1015 202530354045 5055606570758085 0 510152025 3035404550556065 70758085
No. at risk Months No. at risk Months
CtDNA+ 21 11 9 6 6 6 5 5 5 5 4 4 4 4 4 2 0 SONRE 18 B 2 2 4 1 4 4 4 9 4 449 4 08 b

=" indicates that the observed association is negative. The association between baseline ctDNA metrics and DFS remained significant after adjusting for risk groups and other stratification factors. Statistical significance prespecified at
multiplicity-adjusted a = 0.05. Clinical data cutoff: September 25, 2024. .
Choueiri et al, ASCO 2026
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Study Design: LITESPARK-022 (NCT05239728)

o e Median follow-up (data cutoff, Aug 23, 2025):
iRl L 28.4 months (range, 15.0-40.1)

 Histologically confirmed ccRCC with no prior systemic
therapy

» Surgery <12 weeks prior to randomization

Pembrolizumab 400 mg Q6W

- ECOGPS Oor 1 N =921 for ~1 year (<9 cycles)
» One of the following:

+ belzutifan 120 mg QD

« Intermediate-high risk of recurrence (MO): for <54 weeks

— pl2, grade 4 or sarcomatoid, NO
— pT3, any grade, NO

 High risk of recurrence (MO):
— pT4, any grade, NO

Pembrolizumab 400 mg Q6W
for ~1 year (<9 cycles)
— Any pT, any grade, N+ N = 920 + placebo QD

« M1 NED for <54 weeks

Stratification Factors Primary endpoint: DFS by investigator
« Intermediate-high vs high vs M1 NED Key secondary endpoint: OS
 Tumor grade 1-2 vs 3-4 Other secondary endpoints include: safety

UT Southwestern
Medical Center




LITESPARKO22: Baseline characteristics

Pembrolizumab + Pembrolizumab + Pembrolizumab + Pembrolizumab +

belzutifan (o] F-Ted=1 o Jo) belzutifan placebo

Characteristic, n (%) (N =921) (N = 920) Characteristic, n (%) (N =921) (N = 920)

Age, median (range), yrs 59.0 (20-91) 60.0 (24-86) Risk Category?

Sex Intermediate-to-High 779 (84.6) 782 (85.0)

Male 673 (73.1) 642 (69.8) High 8 (6.3) 93 (5.8) Majority non-US
Female 248 (26.9 278 (30.2 M1 NED 84 (9.1) 84 (9.1) :

US Region ( ) ( : Sarcomatoid features Interme(.:ilate-
e 140 (15.2) 15 (12.5) Present 104 (11.3) 84 (9.1) high risk
—— 781 (84.8) 805 (87.5) Absent 730 (79.3) 724 (78.7) ~99% M1 NED

Unknown 87 (9.4) 112 (12.2)

Race Tumor grade

White 576 (62.5) 581 (63.2) W5 322 (35.0) 328 (35.7)
All others 303 (32.9) 315 (34.2) 34 599 (65.0) 592 (64.3)
Missing 42 (4 8) 24 (2.6) PD-L1 status

ECOG PS CPS <1 222 (24.1) 217 (23.6)
0 788 (85.6) 777 (84.5) CPS 21 547 (59.4) 502 (54.6)
1 133 (14.4) 143 (15.5) Not availablec 152 (16.5) 201 (21.8)

a0One participant had stage 2 (T2, NO, M0), grade 2 disease and was thus ineligible for these categories. PProgrammed death ligand 1 (PD-L1) combined positive score (CPS) was determined via the number of PD-
L1-staining cells (tumor cells, lymphocytes, and macrophages) divided by the total number of viable tumor cells, multiplied by 100. ¢Includes participants with missing or non-evaluable assessment of PD-L1 status.
Data cutoff: August 23, 2025.

Choueiri et al, GU ASCO 2026
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DFS by Investigator, ITT Population

100+

91.9%
HR 0.72 (95% ClI, 0.59-0.87)
P =0.0003*

| FDA approval

904

: 80.7%
804 85.2%:

704

68.6%:

60+ : : ;
s ; ; 6/12/2026
v 504 i :
L Pembrolizumab + Pembrolizumab + =]
o : : :
40+ ' belzutifan placebo Pe m b ro I-I Z u m a b
: : : (N=921) (N =920) .
30- :
. i . Events, n (%) 186 (20.2) 246 (26.7) + be lZ th |fa n fO I
- § Median, o
20 % % : % 5% Ch NR (36.9-NR) NR (NR-NR) adj uvant RCC
104 E £! £
N N o
A ISH -
0 T T T T T T T T T T T T T 1
0 6 12 18 24 30 36 42
No. at Risk Months
Pembrolizumab
+belzutifan 921 850 805 669 451 153 35 0
Fembrolizumab’ g0 823 759 619 417 140 38 0

*plaesho *Denotes statistical significance by stratified log-rank test (p-value boundary, 0.01632). I n te I'I m O S R eS U ItS 3 I TT P O pU I atlo n

NR, not reached. ITT population comprised all randomized participants. HRs and 95% C| estimated via stratified Cox proportional hazard model.

Median follow-up: 28.4 months (range, 15.0-40.1). Data cutoff: August 23, 2025. 100 98.3%. 96.2%: 95.6%:
98.6%! %: :
904 : 95 T/o; 93.8%:
gon HR 0.78 (95% Cl, 0.51-1.19)
704 i : P=0.1220*
60 :
= Pembrolizumab + | Pembrolizumab +
Uo; 50+ belzutifan placebo
404 (N =921) (N =920)
E : E Events, n (%) 38 (4.1) 49 (5.3)
304 g E i ?;;:aé'l’,m" NR (NR-NR) NR (NR-NR)
204 E g ‘L-f 87 deaths at IA1: 20% of expected events at final analysis
=H 5i 5
104 = E: £
o =i o
! Gy ke
0 T T T T T T 1
. 6 12 18 24 30 36 42
No. at Risk Months
Pembrolizumab g4 914 900 805 631 a1 70 0
+ belzutifan
f?‘;‘;‘;’:’g‘g“mab 920 914 907 807 638 319 69 0
*Did not reach statistical significance by stratified log-rank test (p-value boundary, 0.00003).
Final analysis for OS to occur after approximately 300 OS events. HRs and 95% C| estimated via stratified Cox proportional hazard model.
Median follow-up: 28.4 months (range, 15.0-40.1). Data cutoff: August 23, 2025.

Choueiri et al, GU ASCO 2026
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Treatment-Emergent AEs with Incidence 210%,
As-Treated Population

Pembrolizumab + belzutifan

Pembrolizumab + placebo

Anemia-| 84.0%] |11.4%
Fatigue - 36.4% | 126.3%
Alanine aminotransferase increased - 28.9% | 114.1%
Aspartate aminotransferase increased 22.0%)| 111.9%
Diarrhea - 20.9%| [16.2%
Pruritus - 20.3%| 123.5%
Dizziness o 19.3%| . 82%
Headache - 16.9%) | 110.8%
Nausea - 16.3% [12.2%
Arthralgia - 15.1%| 116.9%
Hypothyroidism - 14.9%| |18.8%
Asthenia— 120% | 174%
Rash - 12.3%| | 115.4%
Blood creatinine increased 12.0%) 112.3%
Dyspnea- 107%) | 14.4%
Hyperthyroidism - 7.7%)| [11.4%
Cough - 7.5% | 10.2%
' I " I ! I ! I I - 1 I I 1 I I I 1 ! 1
100 80 60 40 20 0 20 40 60 80 100
Incidence, %
1 Any grade AEs mm Grade z3 AEs = Any grade AEs mm Grade =3 AEs

Choueiri et al, GU ASCO 2026
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RAM PART Tria l D eSi n Confirmed RCC and high or intermediate risk of relapse
g (Leibovich risk score),
or with fully resected synchronous ipsilateral adrenal

Original sample size: 1750 metastases,

or with a single fully resected soft tissue metastasis
Impacted by COVID-19 and
KEYNOTE-564 results

- . . Randomisation
Modified d_eSIQn blinded to Allocation ratio 3:2:2
accumulating outcome data N=790

Primary outcome: Disease Free
Survival (DFS)

Durvalumab
_ . ) 1500mg q4w for
Pre spgmﬁed and pre powered A Durvalumab Active
analysis: DFS by risk of relapse at and 1500mg q4w monitoring
. Tremelimumab for 1year N=340

base“ne 75mg at day 1 N=225

and week 4

N=225

Larkin et al, ASCO 2026
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RAMPART Disease Free Survival (DFS) — ITT Population

1.00 : 3-year survival R
: Durvalumab + Durvalumab Active Monitoring
| 0.78 Tremelimumab (N=225) (N=340)
0.75- = (N=225)
0.72 !
|
| et 80% 78% 72%
0.50 |
| Median Follow Up: 3.5 years
|
|
0.25 - | Proportional Hazards (PH) Multivariable Model Results
Durvalumab + Tremelimumab :
Durvalumab : HR (95% C.l.) One-sided
. L -value
0.004 Active Monitoring : p
I I I I I I I
0 1 9 3 4 5 5 '[A)utr.valllj/lma.té v§ 0.74 (0.53, 1.04) 0.041
Time from Randomisation (Years) ctive Monitoring
Number at risk
D+T 295 109 165 196 78 42 23 Durvalumab + 0.65 (0.45, 0.93) 0.0094
D 225 195 172 126 73 31 19 Tremelimumab vs
AM 340 282 239 176 104 52 20

Active Monitoring

Larkin et al, ASCO 2026
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RAMPART Overall Survival (OS) - ITT Population

1.00 _‘——t&sﬁ%—ﬁ;‘ 3-year >
0.96 : 0.96 e - Durvalumab + Durvalumab Active Monitoring
| B Tremelimumab (N=225) (N=340)
0.75 : 3-year survival (N=225)
|
|
: 96% 98% 96%
0.50 1 :
|
|
|
0.25 | Proportional Hazards (PH) Multivariable Model Results
Durvalumab + Tremelimumab :
Durvalumab : HR (95% C.l.) One-sided
- itori -value
0.00- Active Monitoring : P
I I I I I I I
0 1 2 3 4 5 5 '[A)utr.valllj/lma.té v§ 0.99 (0.52, 1.92) 0.492
Time from Randomisation (Years) ctive Monitoring
Number at risk
D+T 225 210 189 142 89 48 26 Durvalumab + 0.71 (0.34, 1.46) 0.176
D 225 214 200 149 81 36 21 Tremelimumab vs
AM 340 321 285 210 121 61 24

Active Monitoring

Larkin et al, ASCO 2026
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A032201/STRIKE - actively enrolling!

Tivozanib 1.34 mg
D1-21 928D for 6

Key Eligibility Criteria

« ccRCC months*
pT2, grade 4 +
?5;131) =gt Pembrolizumab
M1 NED within year 400 mg gbwks x8
of nephrectomy
 No prior systemic therapy |
for RCC Pembrolizumab
« ECOG PS 0-1 400 mg g6wks x 8
N=1040" *One dose reduction to 0.89 mg D1-21, every other day; no limits on dose

interruptions

Primary Endpoint — DFS

Key Secondary Endpoint - OS

Secondary Endpoints — QOL, Toxicities, Biomarkers

+ Stratify by T2/T3, T4/N1 or MINED : :
"y by Courtesy McGregor B, Alliance meeting 2026

UT Southwestern
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Outline

* Adjuvant RCC
» ctDNA from Keynote 564 (ASCO 2026)
 LITESPARK 022 - approval of pembrolizumab/belzutifan
* RAMPART -durvalumab vs surveillance (ASCO 2026)
* Trialin progress: STRIKE

* Metastatic RCC

* Checkmate 9ER trial bone & liver metastases subgroups (ASCO 2026)
CLEAR: patterns of progression (ASCO 2026)
LITESPARKO11: Lenvatinib + belzutifan vs cabozantinib (GU ASCO 2026)
TiNivo-2: tivozanib+nivolumab vs tivozanib (ASCO 2026)
Trialin progress: LITESPARKO033

* Non-clear cell RCC
* Cabozantinib-nivolumab (ASCO 2026)

UT Southwestern
Medical Center



First-line metastatic renal cell carcinoma phase 3 trial designs

Common control Sunitinib 50mg PO daily
cohortin all trials 4weeks on, 2 weeks off
R
A
* Clear cel.l renal cell N ’ Ipilimumab 1mg/kg IV +
carcinoma D SUECEICPALAYIEEEER  Nivolumab 3mg/kg IV g3wk x4 cycles Treat until
 Measurable metastatic o n=1096 Then nivolumab 3mg/kg IV q2wk disease
disease, (RECIST criteria) M progression or
* Noprior systemic / Javelin Renal 101, phase 3 Axitinib 5mg PO BID unacceptable
treatments V4 n= 886 Avelumab 10mg/kg IV g2wk toxicity
* Good performance status A
« Archival tissue available r KeynOtijZS%fhase 3 Axitinib 5mg PO BID
é) s Pembrolizumab 200mg IV g3wk Primary endpoints:
N Overall survival
Stratification factors: 'MMOti°2_1g:éphase 3 Bevacizumab 15mg/kg IV q3wk Progression free survival

IMDC criteria Atezolizumab 1200mg IV q3wk

Secondary endpoints:

Objective response rates
Cabozantinib 40mg PO dalily Duration of responses

Checkmate 9ER
n= 638 .
Nivolumab 240mg IV g2wk Patient-reported quality of
life
Lenvatinib 20mg PO daily Safety of combinations
Pembrolizumab 200mg IV q3wk
UT Southwestern
Medical Center

(favorable, intermediate, poor)
Region (USvs outside US)
Performance status




Checkmate 9ER: subgroup analyses — patients with bone mets

(A) Patients with bone metastases (A) Patients with bone metastases
Median PFS (95% CI), months 100 1 Median OS (95% CI), months
C+N 13.8 (8.3-20.1) 901 C+N 34.8 (21.4-58.9)
80
SUN 5.3 (3.9-8.2) o SUN 20.7 (12.7-29.2)
HR, 0.43 (95% CIl, 0.30-0.64) 601 HR, 0.66 (95% CI, 0.45-0.95)
~ 50 1
0 [72]
T
a © 40 !
1
30 '
20 i
| S A 10 !
0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63 66 69 72 75 0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63 66 69 72 75 78 81
No. at risk Time (months) No. at risk Time (months)
C+N 79 65 53 41 37 34 31 26 23 17 14 12 10 9 8 7 6 6 5 4 4 S 2 @ 8 0 C+N 19 7T 70 67 64 59 55 50 47 45 43 39 37 36 33 33 32 32 32- 371 30 27 18 9 3 1 0 0
SUN 75 4422 18 9 6 3 3 3 3 2 1 4 1 1 1T 4 41 1 41 1T 4 4 1 0 0 SUN 75 67 61 58 48 42 40 36 33 29 25 24 23 21 21 20 18 15 15 15 15 14 10 6 3 2 1 0
< E Patients without bone metastases
Patients without bone metastases
100 1 Median OS (95% CIl), months
100 1 Median PFS (95% Cl), months
o0 90 C+N 49.5 (42.4-55.8)
C+N 16.6 (12.6-21.4) 80+
80 4 SUN 41.0 (34.5-47.6)
SUN 9.5 (7.9-11.1) 70 1
70 HR, 0.85 (95% Cl, 0.68—1.06)
0, B ]
— B HR, 0.60 (95% CI, 0.49-0.74) ;\? 60 ! 64.8%
= &5 o 501 i
1 1
& O 40. 1
o 40 :
| 30 1 '
30 1 ] 1
; 201 |
20 1 1 P H
10+ 123.4% !
! 0 , i ; o ;
0 —————————————1 — ——r— T - — 0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63 66 69 72 75 78 81
0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63 66 69 72 75 :
Ti fonovihe} No. at risk Time (months)
3 ime
No:atinsk 5 i ’ ¥, B 5 s ) - ~ C+N 244 234 228218208 201 195188 175 169 165 158 146 141 131124 117108100 95 92 87 61 33 15 3 0 0
o o4 210g 00 L DR UDRC O P legin Sopioa 0wl 39 STnasll [e0Reb Soopen W Flte 2 1D SUN 253233216 201 195 187 178 165 157 151 144 138 131 123 117 110102100 98 93 88 73 49 27 11 2 0 0

SUN 253 187 138 106 82 67 56 47 40 35 28 24 21 17 13 10 10 6 6 6 6 4 0O O 0 O

Apolo AB et al, ASCO 2026
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Checkmate 9ER: subgroup analyses — patients with hepatic mets

Progression Free Survival Overall Survival

: P A Patients with liver metastases
(A) Patients with liver metastases (A) Median OS (95% Cl), months

Median PFS (95% Cl), months

100 A 100 A
. C+N 10.9 (7.0-15.2) 90 1 C+N 37.6 (23.5-49.9)
80 - SUN 6.2 (2.9-8.3) 80 4 SUN 22.1(9.9-29.3)
70 - HR, 0.55 (95% Cl, 0.37-0.82) 70 HR, 0.65 (95% Cl, 0.43-0.97)
=~ 60 —~ 60
3 8
e Sy, 50.
E 50 8
O 40 40 1 1
30 301 i
20 20 1 '
1
101 10 '
0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63 66 69 72 75 0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63 66 69 72 75 78 81
No. at risk Time (months) No. at risk Time (months)
C+N 75 54 50 37 225 21 20039 ¢ I 18 14 13 43 92 12 4% 30 10 9 7 5 1 0 0 C+N 73 67 62 60 56 53 49 48 44 42 41 38 36 35 31 30 28 26 24 23 22 21 16 9 ) 1 0 0
SUN 56, 31024. 16 43: A0 9 9 5 4 2 4 4 T 1 4 W4 A add D SUN 56 48 44 38 34 31 30 29 26 23 21 19 17 16 15 14 14 13 13 13 13 11 6 4 1 0 0
:)ztients without liver metastases Median PFS (95% Cl), months Patients without liver metastases Median OS (95% CI), months
1 100 1
sl C+N 18.4 (13.8-21.9) o0 C+N 49.5 (41.3-58.9)
o SUN 9.2 (7.1-10.4) ol SUN 39.7 (32.8-46.6)
70 HR, 0.59 (95% Cl, 0.48-0.71) 70+ HR, 0.83 (95% Cl, 0.66-1.03)
s 60 1 —~ 60+ !
2 | S
g 50 o 501 E
40 - . S  4o- ;
301 i 301 i
20 !
i 22.0% = :
10 4 . 0% 10 :
0 . o !
0B RS JeaR AT &8 2f Rl 5990 el 48 45 40 Rl o 1o ) 8910068 TR e 0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63 66 69 72 75 78 81
No. at risk o _ - :rlme (m°mh$—) ‘ ) » A Ko atride Time (months)
g;: ;;g ;};; 11;:3 1‘;;‘ ‘7"8‘ :3’ 15'00 140“ ‘;; ;; ‘2; ;4‘ 21‘ 1;) :; 1’; j(; 265 261 '; ’6’ s (’) ; ; g C+N 250 244 236 225 216 207 201 190 178 172 167 159 147 142133 127 121 114108103100 93 63 33 13 3 0 0
: 4 SUN 272252233 221209 198 188 172 164 157 148 143 137 128 123 116 106 102100 95 90 76 53 29 13 4 1 0

Shah et al, ASCO 2026

UT Southwestern

Medical Center




CLEAR: outcomes based on patterns of progression

Figure 3. Kaplan—-Meier Plot of OS by PD-Risk Groups in the Lenvatinib-Plus-
Pembrolizumab Arm

1.0 —_—

0.8

0.6

0.4 Median, months
(95% ClI) l—I_‘_\
Low-risk PD 53.7 (40.5-NE)
0.2 Intermediate-risk PD  49.3 (37.1-NE)
High-risk PD 27.5 (20.2-35.7)

Lowe-risk vs High-risk PD HR (95% ClI): 0.39 (0.22-0.70)
0.0 Intermediate-risk vs High-risk PD HR (95% Cl): 0.47 (0.27-0.81)
T T T T T T T T T T T T T T T T

Survival Probability

0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63

Time, months
Patients at risk, n

Low-riskPD 69 69 69 67 67 66 65 59 56 56 54 46 43 40 35 32 26 20 9 2 0 0
Intermediate-risk PD 91 90 90 85 82 79 77 76 72 70 65 64 59 46 38 30 28 19 12 5 4 1
High-risk PD 30 29 28 26 23 20 20 18 15 13 12 8 7 6 5 5 5 2 1 1 0 0

Low-risk PD (progression of existing lesions); intermediate-risk PD (new lesions without progression of existing lesions); high-risk
PD (progression of existing lesions plus new lesions).®
Cl, confidence interval; HR, hazard ratio; NE, not estimable; OS, overall survival; PD, progressive disease.

- Low risk &
intermed risk PD
had favorable OS
- Low-risk PD had

more time on
next-line tx

Figure 4. Kaplan—Meier Plot of Time-to-Treatment Discontinuation of First Anticancer
Medication During Survival Follow-Up (months) by PD-Risk Groups in the Lenvatinib-
Plus-Pembrolizumab Arm

Low risk: growth of existing lesions
Intermed risk: new lesions
High risk: new lesions and growth of existing lesions

Grunwald et al, ASCO 2026

1.07 Median, months
(95% Cl)
| Low-risk PD 14.4 (7.4-NE)
0.8 Intermediate-risk PD 7.3 (4.2-9.7)
High-risk PD 4.3 (0.7-13.7)
2 061
5
«©
o
e 04
[+W
T == =zl
0.2-
e
0.0

T T T T T T T T T T T

0 3 6 9 12 15 1821 24 27 30 33 36 39 42 45 48 51 54
Time, months

Patients at risk, n

Low-risk PD 49 42 29 22 17 12 8 8 7 5 5 3 2 1 1 1 0 0 0
Intermediate-risk PD 58 38 25 18 12 9 9 8 6 6 5 3 1 1 1 0 0 0 0
High-risk PD 14 9 6 3 2 1 1 1 1 1 1 1 1 1 1 0 0 0 0

Low-risk PD (progression of existing lesions); intermediate-risk PD (new lesions without progression of existing lesions);
high-risk PD (progression of existing lesions plus new lesions).*

Cl, confidence interval; NE, not estimable; PD, progressive disease.
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Combination HIF2a inhibitor/VEGF TKI
registrational trials ongoing

LITESPARK-011:
Registrational Phase 3
‘ Belzutifan + Lenvatinib -
Prior PD-1/PD-L1 therapy
Metastatic disease by RECIST 1.1 ‘ Cabozantinib
ECOG PS0or1

PEAK-1: @
Registrational Phase 3 _
Casdatifan + Cabozantinib
Clear cell RCC a‘ _
Metastatic disease by RECIST 1.1 ‘
ECOG PS 0O or 1

Prior PD-1/PD-L1 therapy
—

UT Southwestern
Medical Center
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LITESPARKO11 —trial schema

Key Eligibility Criteria

Belzutifan 120 mg orally QD
-+

» Karnofsky Performance Status score 270% Lenvatinib 20 mg orally QD

» Unresectable, locally advanced or metastatic clear cell RCC

* <2 prior systemic regimens

» Progression on/after anti—-PD-(L)1 mAb as 1L or 2L therapy
or progression <6 months of the last dose of adjuvant
anti-PD-(L)1 mAb

* Prior VEGFR-TKI was permitted

Cabozantinib 60 mg orally QD

Stratification Factors Dual Primary Endpoints: Other Secondary Endpoints Include:
« IMDC prognostic score2 0 vs. 1-2 vs. 3-6 . ZI;S per RECIST 1.1 by BICR . gOthyper RECIST 1.1 by BICR
. . are

* Line of treatment for prior anti-PD-(L)1: 1L,
adjuvant, neoadjuvant-adjuvant vs. 2L Key Secondary Endpoint:

« Geographic region: North America vs. - ORR per RECIST 1.1 by BICR Exployalary E_"dp?"'t? Inc!ude:
western Europe vs. rest of world * Time to deterioration in patient-
reported outcomes

Choueiri et al, GU ASCO 2026
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Baseline Characteristics
Belzutifan + Lenvatinib (N = 371)

Characteristic, n (%)

Median age (range), years 63.0 (30-85) 62.5 (30-86)
Sex

Male 273 (73.6) 292 (77.7)

Female 98 (26.4) 84 (22.3)
KPS score

90 or 100 276 (74 .4) 277 (73.7)

70 0r 80 95 (25.6) 99 (26.3)
Geographic region

North America 64 (17.3) 63 (16.8)

Western Europe 221 (59.6) 216 (57.4)

Rest of world 86 (23.2) 97 (25.8)
IMDC prognostic risk categories

Favorable (score 0) 84 (22.6) 95 (25.3)

Intermediate (score 1-2) 226 (60.9) 215 (57.2)

Poor (score 3-6) 61(16.4) 66 (17.6)
Prior lines of therapy

Adjuvant only 15 (4.0) 18 (4.8)

1 252 (67.9) 251 (66.8)

2 100 (27.0) 107 (28.5)

3 4(1.1) 0
Number of prior VEGFR-TKIs

0 158 (42.6) 165 (43.9)

1 203 (54.7) 205 (54.5)

2 10 (2.7) 6 (1.6)

Choueiri et al, GU ASCO 2026

UT Southwestern
Medical Center

Data cutoff date, IA2: 9 April 2025



LITESPARKO11 — primary endpoints

Progression Free Survival

100+ !12 months 24 months Belzutifan + | ., - ntinib
. Lenvatinib =3
90+ : (N =371) (NS =28)
(d ]
S, 80+ ' Events, n (%) 232 (62.5) 273 (72.6)
© ]
§ 704 ! Median, mo 14.8 107
3 6o : (95% Cl) (11.2-16.6) (9.2-11.1)
[
o 1
& 50+ ! ( HR 0.70, 95% CI 0.59-0.84, ]
5 40- 1-sided P =.00007*
:
o 304 |
g '
« 207 : .
10- ' '
] 1
] ]
0 ] L] . 1 ] d ] I ] ] " 1 1
0 5) 10 15 20 25 30 35 40 45 50
No. at Risk Months
Belzutifan +
[ apvativib 371 292 204 151 T 61 39 19 8 1 0
Cabozantinib 376 279 166 102 78 33 10 2 0 0 0

Choueiri et al, GU ASCO 2026

Overall survival, %
[9)]
o
1

Overall Survival

12 months 24 months Belzutifan =8 o, ntinib

(N = 376)

Lenvatinib
(N =371)

79.7%
Events,n (%) 162 (43.7) 192 (51.1)
Median, mo 34.9 27.6
77.7% (95% Cl) (27.5-NR) (24.0-31.4)

St SN

HR 0.85, 95% CI 0.68-1.05,
1-sided P =.06075

No. at Risk
Belzutifan +

Lenvatinib 3N
Cabozantinib 376

345
355

31
307

15 20 25 30 35 40 45 50
Months

273 246 148 82 47 14 3 0

271 225 136 76 36 9 4 0
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TiNIvoZ2: Follow up outcomes

= Reduced Dose Tivozanib

Flgure 1 . 0.89 mg once d:i;);:o;§1 days onand 7 Endpoints
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LITESPARK 033:
Combining belzutifan with zanzalintinib

Study design

Key Eligibility Criteria
» Histologically confirmed unreseclable,

advanced RCC with clear cell Belzutifan 120 mg PO QD +

component zanzalintinib 60 mg PO QD Treatment will continue until

» Measurable disease per RECIST v1.1 unacceptable toxicity, disease

* Disease recurrence during adjuvant : progression, or participant or

anti-PD-(L.)1 therapy or =24 months N physician decision to withdraw
after last dose Cabozantinib 60 mg PO QD

= No prior systemic therapy for
melaslatic disease

Stratification factors Primary end points:

» Recurrence following adjuvant anti-PD-(L)1 therapy * PFS per RECIST v1.1 by BICR and OS
(=6 months vs >6 months after last dose)

* IMDC risk (favorable vs intermediate vs poor)

= Sarcomatoid features (yes vs no)

Key secondary end point:
* OR per RECIST v1.1 by BICR

Secondary end points:
* DOR per RECIST v1.1 by BICR, safety and PROs

IMDC, International Matastatic RCC Database Consortium; PO, by mouth; QD, once dally; R, randomization.

Suarez C et al, ASCO 2026

UT Southwestern
Medical Center



Outline

* Adjuvant RCC
» ctDNA from Keynote 564 (ASCO 2026)
 LITESPARK 022 - approval of pembrolizumab/belzutifan
* RAMPART -durvalumab vs surveillance (ASCO 2026)
* Trialin progress: STRIKE

* Metastatic RCC

* Checkmate 9ER trial bone & liver metastases subgroups (ASCO 2026)
CLEAR: patterns of progression (ASCO 2026)
LITESPARKO11: Lenvatinib + belzutifan vs cabozantinib (GU ASCO 2026)
TiNivo-2: tivozanib+nivolumab vs tivozanib (ASCO 2026)
Trialin progress: LITESPARKO033

* Non-clear cell RCC
* Cabozantinib-nivolumab (ASCO 2026)

UT Southwestern
Medical Center



Phase 2 Trial of CaboNivo in nccRCC
Efficacy Outcomes

2nd |ine | Papillary | UCPF Unclass. | Transloc.
= = (n=16) = = =

PRICR, n (%) 23 (43)* 18 (46)* 5(36) 5(31)* 13(38) 7(88) 4 (50) 1 (20)
SD, n (%) 27 (51) 19(49) 8(57) 10(63) 10(62) 1(12)  2(25) 4 (80)

PD, n (%) 36)  2(5) 1(7) 1 (6) 0 0 2 (25) 0
mPFS, mo. 11 11 14 11 10 16 8 14
(95% Cl) (8-14)  (8-16)  (5-23)  (7-25)  (5-13)  (5-37)  (1-34)  (5-41)

*1 patient with papillary RCC treated in 15-line achieved a CR; all other responses were PRs
**FH-deficient RCC previously included primarily in papillary cohort in prior presentations/manuscripts?-2

Abbreviations: FH-def, Fumarate Hydratase deficient; mPFS, median PFS; Transloc., translocation-
Lee JCO 2022

2Fitzgerald Eur Urol 2024

associated RCC; Unclass., unclassified; UCPF, unclassified with papillary features

Feldman D et al, ASCO 2026 UT Southwestern
Medical Center




Phase 2 Trial of CaboNivo in nccRCC
Safety Outcomes

Treatment Administered Symptomatic AEs in 235% patients

Adverse Event All Grades Grade 3-4
Drug Exposure Fatigue 37 (70)
Hand-Foot Skin Reaction 35 (66) 2 (4)
Diarrhea 33 (62) 4 (8)
Constipation 23 (43) 0

Median treatment duration, months (95% CI) 11.5 (6.4, 24.8)

Treatment-emergent AE Pain 22 (42) 1(2)
Dry mouth 21 (40) 0
Any grade 53 (100%) Hypertension 21 (40) 6 (11)
Nausea 21 (40) 1(2)
Grade 3 or 4 36 (68%) Oral mucositis 20 (38) 0

Back pain 19 (36) 0
Treatment discontinuation due to AE Cough 19 (36) 0
Headache 19 (36 0

Cabozantinib 23 (43%) Select laboratory AEs*

Adverse Event All Grades

AST increase 48 (91) 10 (19)
ALT increase 40 (75) 11 (21)
Platelet decrease 38 (72) 0
Amylase increase* 28 (53) 10 (19)
Lipase increase*
* Predominantly asymptomatic; only 1 pt discontinued study drugs for pancreatitis

Nivolumab 22 (42%)

Both study drugs 18 (34%)

Feldman D etal, ASCO 2026 UT Southwestern

Medical Center



Case 1

* 58yo man with 11cm R renal mass, no
neoadjuvant treatment

* Underwent R radical nephrectomy

* Pathology: clear cell RCC, Fuhrman’s
grade 3

* Post-op labs 1 month after surgery:

* Hgb 14 g/dL, Platelets 171, WBC 5.72, Cr 1.2 |
mg/dL, normal hepatic function Axial CT A/P w/ IV contrast

* Restaging imaging negative for
recurrence

UT Southwestern
Medical Center

B 1055mm




Case 2

* 68yo man presented with weight loss and
fatigue, shortness of breath, found to have
14cm L renal mass, metastatic to lungs

* Biopsy L kidney mass: RCC, clear cell type, o Axial CT A/P w/ IV contrast
IHC positive PAX8 & CA9

* Post-op labs 1 month after surgery:
* Hgb 12.5 g/dL, Platelets 560, WBC 4.5,
* Cr 1.8 mg/dL, Ca 10.8 mg/dL

 Started cabozantinib/nivolumab

* Stable L renal mass, resolved lung nodules
at 9 months

Axial CT chest w/ IV contrast

UT Southwestern
Medical Center



Ca Se 3 . refra Cto ry RCC Progrssion after ipi/nil

62yo man s/p nephrectomy 3 years prior,
develops new lung metastases

Nephrectomy pathology:

* Renal cell carcinoma, clear cell type, Fuhrman’s
grade 2, IHC positive CA9, BAP1 intact

Initial labs with anemia - IMDC intermediate
risk Progression after cabozantinib:

CT abdomen with contrast

Started ipilimumab/nivolumab

6 months later on nivolumab — develops new
liver metastases, started on cabozantinib

1 year on cabozantinib with response in liver
— develops new painful bone met in pelvis

MRI pelvis post gadolinium

UT Southwestern
Medical Center



Patterns of Care: Exploring How
Community Oncologists Manage

Metastatic Triple-Negative Breast Cancer
A CME/MOC-Accredited Live Webinar

Tuesday, July 21, 2026
5:00 PM -6:00 PM ET

Faculty
Professor Peter Schmid, FRCP, MD, PhD
Melinda Telli, MD, FASCO

Moderator
Neil Love, MD



Thank you for joining us!

Please take a moment to complete the survey currently
up on Zoom. Your feedback is very important to us.
The survey will remain open for
5 minutes after the meeting ends.

Information on how to obtain CME, ABIM MOC
and ABS credit is provided in the Zoom chat room.
Attendees will also receive an email in 1 to 3 business
days with these instructions.
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