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\'¢ OUR MISSION

The mission of the GOG Foundation is to transform
patient-centered gynecologic cancer care through
Innovation, research and education.

£ OUR VISION

The vision of the GOG Foundation is to be the premier
collaborative network for transformative research in
gynecologic malignancies.
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AGENDA

6:30 PM - 6:35 PM WELCOME & INTRODUCTIONS
Dr. Thomas Herzog, Dr. Bradley Monk

6:35 PM - 7:35 PM PART 1: OVARIAN CANCER: NEW THERAPEUTIC OPPORTUNITIES & NOVEL DRUGS UNDER INVESTIGATION
Dr. Ramez N. Eskander, Dr. David O’'Malley, Dr. Rachel Grisham, Dr. Emese Zsiros
*  Weekly paclitaxel combinations, understanding potential clinical implications
+ Navigating the wave of ADCs in Ovarian Cancer
» Understanding sequencing and management of clinical trials in your practice
* Non-ADCs
* Low Grade Serous Ovarian Cancer

7:35 PM - 8:15 PM PART 2: THE EVOLVING ENDOMETRIAL CANCER TREATMENT LANDSCAPE: APPROVALS, EVIDENCE, AND IMPACT
Dr. Brian Slomovitz, Dr. Kathleen Moore
* Relevance of biomarkers in the management of 1L advanced stage/recurrent endometrial cancer.
+ “ADC Mania?” Navigating the wave of ADCs in Endometrial Cancer
» Panel Discussion and Q&A

8:15 PM - 8:35 PM PART 3: CERVICAL CANCER CARE: NEW REGIMENS AND INNOVATIVE TREATMENT APPROACHES
Dr. Leslie Randall, Dr. Bhavana Pothuri
- LACC
* Recurrent First line
+ Evolving the CxCa treatment landscape, the role of ADCs
* 1O combinations

8:35PM - 8:55 PM PART 4: PANEL DISCUSSION AND AUDIENCE Q&A
All Faculty

8:55 PM -9:00 PM PART 5: FINAL COMMENTS, FUTURE PERSPECTIVES
Dr. Thomas Herzog
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LEARNING OBJECTIVES

Upon completion of the activities in this series, learners will demonstrate:

THE OVERALL OBJECTIVE FOR THIS SESSION IS TO SHOWCASE CLINICAL
TRIALS AND OTHER NEWSWORTHY EDUCATION FROM MAJOR MEDICAL
MEETINGS THROUGHOUT THE YEAR

Increased knowledge regarding:

« The current agents and regimens used in treating advanced, persistent, or recurrent cervical, endometrial, and ovarian
cancers

* The key trial data for newly approved therapies in treating advanced, persistent, or recurrent cervical, endometrial, and
ovarian cancers

* The current investigational agents and regimens under evaluation for the treatment of advanced, persistent, or recurrent
cervical, endometrial, and ovarian cancers

Greater competence related to:

* Understanding the available therapies and selecting treatments for women with cervical, endometrial, and ovarian cancers
» Interpret and understand the application of recent data into clinical practice

« Learn about current clinical trials in gynecologic cancers and understand what opportunities exist in the public domain

@QGHOI; Highipeel 8 GOG FOUNDATION'



GOG FACULTY DISCLOSURE INFORMATION

The GOG Highlight Reel:
An Education Series Highlighting Newsworthy Data Distillation and Emerging Global Therapies in Clinical Trials
Friday, January 23, 2026 | San Francisco, California

In accordance with the ACCME Accreditation Criteria, The GOG Foundation, Inc., as the accredited provider of this activity, must ensure that anyone
in a position to control the content of the educational activity has disclosed all relevant financial relationships with any ineligible company *(formally
known as commercial interests). All Committee/Planning/Faculty members were required to disclose all financial relationships and speakers were
required to disclose any financial relationship as it pertains to the content of the presentations.

The ACCME does not consider providers of clinical service directly to patients to be an ineligible company. “Relevant” financial relationships are
financial transactions (in any amount) occurring within the past 24 months that may create a conflict of interest.

Please note the presentations may include information and discussions on the use of a device, product, or drug that is not FDA approved or the off-
label use of an approved device, product, or drug or unapproved usage. The requirement for disclosure is not intended to imply any impropriety of
such relationships, but simply to identify such relationships through full disclosure, and to allow the audience to form its own judgments regarding the
presentation.

All of the relevant financial relationships listed for these individuals have been mitigated. However, if you perceive a bias during a session,
please report the circumstances on the session evaluation form.

NEW TERM *An “ineligible company” is any entity whose primary business is producing, marketing, selling, re-selling, or distributing healthcare
products used by or on patients.
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GOG FACULTY DISCLOSURE INFORMATION

Planning Disclosures
Herzog, Thomas, MD

Name of Ineligible
Company(s)

Astra Zeneca; Caris; Clovis; Eisai; Epsilogen; Genentech; GSK; J&J;
Merck; Mersana; Novocure; Seattle Genetics

Nature of Relevant Financial Relationship(s)

Scientific Advisory Boards

Monk, Bradley, MD

Speaker Disclosures

Planner/
Moderator

Acrivon Adaptimmune ; Agenus; Akeso Bio; Amgen; AstraZeneca;
Biohaven; BMS; Corcept; Easai; Eli Lilly; Genmab; Seagen; Pfizer;
Genalux; GOG Foundation; Gradalis; GSK; HengRui; Immunogen;
Abbvie; Karyopharm; lovance; Merck; Mersana; Mural; Alkermes;
Myriad; Novartis; Novocure; OncoC4; Panavance; Profound Bio;
Regeneron; Roche; Genentech; Sutro; Verastem; Zentalis;
ymeworks

Consultant (Acrivon Adaptimmune ; Agenus; Akeso Bio; Amgen; AstraZeneca; Biohaven; BMS; Corcept; Easai; Eli
Lilly; Genmab; Seagen; Pfizer; Genalux; GOG Foundation; Gradalis; GSK; HengRui; Immunogen; Abbvie;
Karyopharm; lovance; Merck; Mersana; Mural; Alkermes; Myriad; Novartis; Novocure; OncoC4; Panavance; Profound
Bio; Regeneron; Roche; Genentech; Sutro; Verastem; Zentalis; Zymeworks)

Speaker (AstraZeneca; Easai; GSK; Immunogen; Abbvie; Merck)
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Medivation; Clearity Foundation; IDEOlogy Health; Medscape;
OncLive/MJH Life Sciences; MD Outlook; Curio Science; Plexus;
University of Florida; University of Arkansas for Medical Sciences;
Congress Channel; BIOPHARM; CEA/CCO; Physician Education
Resource (PER); Med Learning Group; Peerview; PeerVoice; CME
Outfitters; virtual incision; GOG Partners; NRG Ovarian Committee;
Immunogen; AstraZeneca; Merck; Eisai; Verastem/Pharmacyclics;
IAADI; Caris Life Sciences; lovance Biotherapeutics; Janssen
Oncology; Regeneron; zentalis; Daiichi Sankyo Europe GmbH;
BioNTech SE; immunocore; seagen; Takeda Science Foundation;
zymeworks; profound bio; ADC Therapeutics; Corcept Therapeutics;
Third Arc; Loxo/Lilly; Bristol Meyers Sqibb Foundation; Tango
Therapeutics; Abbvie; T knife; F Hoffman LaRoche; Tubulis GnbH;
Clovis Oncology; Kivu; Genmab/Seagen; Whitehawk; OnCusp
Therapeutics; Natera; BeiGene; Karyopharm Therapeutics; Day One
Biopharmaceuticals; Debiopharm Group; Foundation Medicine;
Novocure; Mersana; GSK/Tesaro; Duality Biologics; Schrodinger;
Regeneron; Verastem; Daiichi Sankyo/Lilly; Torl Biotherapeutics;
/Allerity Therapeutics; IDEAYA Biosciences; Zymeworks; International
Gynecologic Cancer Society

Coleman, Robert, MD Speaker Mural; AstraZeneca; Pharma&; Eisai; Genentech USA Inc; GSK; Consultant (Mural; AstraZeneca; Pharma&; Eisai; Genentech USA Inc; GSK; Gradalis; Mersana; Novocure;
Gradalis; Mersana; Novocure; Abbvie; Immunogen, Abbvie; Merck; [Seagen/Genmab/Pfizer)
Novrtis; Valero/Valbio; Seagen/Genmab/Pfizer; VBL; Eisai; GOG- Grant Contract (Genentech USA Inc; Abbvie; Immunogen, Abbvie; Merck; Novrtis; Valero/Valbio;
Partners; Karyopharm Seagen/Genmab/Pfizer; Karyopharm)

Eskander, Ramez, MD Speaker IAstraZeneca, MSD, Regeneron, PMV Pharmaceuticals, Daiichi Consultant (AstraZeneca, MSD, Regeneron, PMV Pharmaceuticals, Daiichi Sankyo, GSK, Myriad, Seagen, Abbvie,
Sanyo, GSK, Myriad, Seagen, Abbvie, Pfizer, Novocure, BioNTech, |Pfizer, Novocure, BioNTech, Eisai, Roche, Mersana)
Eisai, Roche, Mersana; Nuvectis Pharma, Merck, Loxo @ Lilly, Research Funding (Nuvectis Pharma, GSK, Merck, Daiichi Sankyo, Loxo @ Lilly, AstraZeneca, Genmab/Seagen,
Genmab/Seagen, Clovis Oncology, Acrivon therapeutics, Zentalis,  [Clovis Oncology, Acrivon Therapeutics, Zentalis, Eisai, Gilead, Roche)
Eisai, Gilead, Roche

Moore, Kathleen, MD Speaker Research To Practice; Great Debates and Updates; Astellas Honoraria (Research To Practice; Great Debates and Updates; Astellas Medivation; Clearity Foundation; IDEOlogy

Health; Medscape; OncLive/MJH Life Sciences; MD Outlook; Curio Science; Plexus; University of Florida; University
of Arkansas for Medical Sciences; Congress Channel; BIOPHARM; CEA/CCO; Physician Education Resource (PER);
Med Learning Group; Peerview; PeerVoice; CME Ouftfitters; virtual incision)

Leadership (GOG Partners; NRG Ovarian Committee Chair)

Consulting or Advisory Role (Genentech/Roche; Immunogen; AstraZeneca; Merck; Eisai; Verastem/Pharmacyclics;
IAADI; Caris Life Sciences; lovance Biotherapeutics; Janssen Oncology; Regeneron; zentalis; Daiichi Sankyo Europe
GmbH; BioNTech SE; immunocore; seagen; Takeda Science Foundation; zymeworks; profound bio; ADC
Therapeutics; Corcept Therapeutics; Third Arc; Loxo/Lilly; Bristol Meyers Sqgibb Foundation; Tango Therapeutics;
IAbbvie; T knife; F Hoffman LaRoche; Tubulis GnbH; Clovis Oncology; Kivu; Genmab/Seagen; Whitehawk; OnCusp
Therapeutics; Natera; BeiGene; Karyopharm Therapeutics; Day One Biopharmaceuticals; Debiopharm Group;
Foundation Medicine; Novocure; Mersana; GSK/Tesaro; Duality Biologics; Schrodinger)

Research Funding to Institution (Merck; Regeneron; Verastem; AstraZeneca; Immunogen; Daiichi Sankyo/Lilly;
Immunocore; Torl Biotherapeutics; Allerity Therapeutics; IDEAYA Biosciences; Zymeworks; Schrodinger)

Uncomp Relationships (International Gynecologic Cancer Society)

Other Relationship (GOG Partners)




GOG FACULTY DISCLOSURE INFORMATION (Cont.)

Name

Speaker Disclosures

O’Malley, David, MD

Individual's Role(s) in

Speaker

Nothing To
Disclose

Name of Ineligible

Company(s)

IAbbVie; Adaptimmune; Advaxis; Agenus,Inc; Alkermes; Aravive, Inc.; Arcus
Biosciences, Inc.; Arquer Diagnostics; AstraZeneca; Atossa Therapeutics;
BeiGene USA,Inc.; Boston Biomedical; Bristol Myers Squibb; Cardiff Oncology;
Celcuity; Clovis Oncology; Corcept Therapeutics; Deciphera Pharma; Duality Bio;
Eisai; Elevar; EMD Serono, Inc.; Exelixis; Genentech Inc; Genmab; Genelux;
GlaxoSmithKline; GOG Foundation; Hoffmann-La Roche Inc; ImmunoGen, Inc;
Imvax; InterVenn; INXMED; Incyte Corporation; IOVANCE Biotherapeutics; Jazz
Pharmaceuticals; Karyopharm; Laekna; Leap Therapeutics, Inc.; Ludwig Institute
for Ca; Luzsana Biotechology; Merck & Co; Merck Sharp & Dohme Corp.;
Mersana Therapeutics,Inc.; Myriad; NCI; Novartis; NovoCure; NRG Oncology;
OncoC4, Inc.; OncoQuest Inc.; Onconova; Pfizer Inc; Precision Therapeutics,
Inc.; Prelude Therapeutics; Regeneron Pharmaceuticals, Inc; RTOG; Rubius
ITherapeutics; Replmmune; R Pharm; Roche Diagnostics; Seattle Genetics
(SeaGen); Sorrento; Sutro Biopharma; SWOG; ; Tarveda Therapeutics; Toray;
Trillium; Umoja; Verastem, Inc; VBL Therapeutics; Vincerx Pharma; Xencor;
Zentalis

Nature of Relevant Financial Relationship(s)

Institution Received Funds

for research (AbbVie; Advaxis; Agenus,Inc;

IAlkermes; Aravive, Inc.; Arcus Biosciences, Inc.; AstraZeneca; BeiGene USA,Inc.; Boston; Biomedical; Bristol Myers Squibb; Clovis
Oncology; Deciphera Pharma; Eisai; EMD Serono, Inc.; Exelixis; Genentech Inc; Genmab;

GlaxoSmithKline; GOG Foundation; Hoffmann-La Roche Inc; ImmunoGen, Inc; Incyte Corporation; IOVANCE Biotherapeutics;
Karyopharm; Leap Therapeutics, Inc.; Ludwig Institute for Ca; Merck & Co; Merck Sharp & Dohme Corp.; Mersana Therapeutics,Inc.; NCI;
Novartis; NovoCure; NRG Oncology; OncoC4, Inc.; OncoQuest Inc.; Pfizer Inc; Precision Therapeutics, Inc.; Prelude Therapeutics;
Regeneron Pharmaceuticals, Inc; RTOG; Rubius Therapeutics; Seattle Genetics (SeaGen); Sutro Biopharma; SWOG; Verastem, Inc)

IAd Board/Consultant (AbbVie;

IAdaptimmune; Agenus,Inc; Arquer Diagnostics; Arcus Biosciences, Inc.; AstraZeneca; Atossa Therapeutics; Boston Biomedical; Cardiff
Oncology; Celcuity; Clovis Oncology; Corcept Therapeutics; Duality Bio; Eisai; Elevar; Exelixis; Genentech Inc; Genelux; GlaxoSmithKline;
GOG Foundation; Hoffmann-La Roche Inc; ImmunoGen, Inc; Imvax; InterVenn; INXMED; Jazz Pharmaceuticals; Laekna; Leap
ITherapeutics, Inc.; Luzsana Biotechology; Merck & Co; Merck Sharp & Dohme Corp.; Mersana Therapeutics,Inc.; Myriad; Novartis;
NovoCure; OncoC4, Inc.; Onconova; Regeneron Pharmaceuticals,

Inc; Replmmune; R Pharm; Roche Diagnostics; Seattle Genetics (SeaGen); Sorrento; Sutro Biopharma; Tarveda Therapeutics; Toray;
Trillium; Umoja; Verastem, Inc; VBL Therapeutics; Vincerx Pharma; Xencor; Zentalis

Pothuri, Bhavana, MD, MS Speaker IAstraZeneca; celsion/Immunon; Clovis Oncology, Inc.; Genentec; Eisai; Consultant (AstraZeneca; Eisai; GlaxoSmithKline; GOG foundation; Merck; Mersana; Seagen Inc.; Sutro)
GlaxoSmithKline; GOG foundation; Imab; Immunogen; Incyte Corporation; Grant/Contract (AstraZeneca; celsion/Immunon; Clovis Oncology, Inc.; Genentec; GlaxoSmithKline; Imab; Immunogen; Incyte Corporation;
Karyopharm Therapeutics; Merck; Mersana; Seagen Inc.; Sutro; Toray Industries [Karyopharm Therapeutics; Merck; Mersana; Seagen Inc.; Sutro; Toray Industries)
Randall, Leslie, MD Speaker IAstraZeneca; Genmab; Pfizer; GSK; Eisai; Merck; AbbVie; GOG Foundation; Consultant (AstraZeneca; Genmab; Pfizer; GSK, Eisai; Merck; Abbvie; GOG Foundation)
GOG Foundation Research Funding (Merck; AbbVie; GOG Foundation)
Slomovitz, Brian, MD Speaker Seagen, Novocure; AstraZeneca; Aadi; Regeneron; Immunocore; Merck; Gilead, [Consultant
Eisai; Incyte
Rachel Grisham, MD Speaker AstraZeneca; GSK; Incyte; GenMab; Verastem; SpringWorks; Myriad Consultant
Emese Zsiros, MD, PhD Merck and Co; Takeda Oncology; Abbvie; 92Biotech; lovance; Apellis IAdvisor (Merck and Co; Takeda Oncology; Abbvie; 92Biotech; lovance; Apellis)
Clinical Trial Support (Merck and Co)
Holley Engbert Staff X
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Kara Shumaker Reviewer/Staff X
Michelle N Small, MPH Reviewer/Staff X
IAngeles Alvarez-Secord, MD Reviewer/Edu-Chair IAbbVie; Aravive; AstraZeneca; Daiichi Sankyo; Ellipses Pharma; Genmab; GSK; |Research funds to Institution (AbbVie; Aravive; AstraZeneca; Daiichi Sankyo; Ellipses Pharma; Genmab; GSK; Immunogen; Karyopharm;
Immunogen; Karyopharm; Merck; Mersana; Myriad; Oncoquest/Canaria Bio; Merck; Mersana; Myriad; Oncoquest/Canaria Bio; Oncoquest; Roche/Genentech; TORL Biotherapeutics; Zentalis)
Oncoquest; Roche/Genentech; TORL Biotherapeutics; Zentalis; Foundation Honorarium (Merck; GSK)
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GOG Foundation; Amgen; Johnson & Johnson Medtronic; Merck)
Medical Advisory Board (Porject Nana)
Steering Committee Uncomp. (Oncoquest; Genmab)
Royalties (Up to Date)
Board of Directors (SGO; FWC; GOG Foundation)
Stock-Divested in June 2024 (Amgen; Johnson & Johnson)
Honoraria (Merck)
Speakers Bureau (Corcept)
Linda Duska, MD Reviewer/Edu-Co-Chair Merck; Corcept Research Funding (Merck)
Stephanie Blank, MD Reviewer IAstraZeneca; Merck; Zentalis; Acrivon; Seattle Genetics; GSK Research Funding to Institution
David Mutch, MD Reviewer X Nothing to disclose 1 1
Susan Zweizig, MD Reviewer X Nothing to disclose




Disclaimer

Please note that some of the presentations and discussions may include off-label use of
products/devices.

All presentations will discuss details that are in the public domain.
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GOG CONTINUING EDUCATION

In support of improving patient care, this activity has been planned and implemented by The GOG Foundation, Inc. (GOG).

Accreditation Statement

The GOG Foundation, Inc. is accredited by the Accreditation Council for Continuing Medical Education (ACCME) to provide
Continuing Medical Education for physicians.

AMA PRA Category 1 Credits™
The GOG Foundation, Inc. designates this live activity for a maximum of 2.5 AMA PRA Category 1 Credits™. Physicians should
claim only the credit commensurate with the extent of their participation in the activity.

Disclosure Declaration

In accordance with the ACCME Accreditation Criteria, The GOG Foundation, Inc., as the accredited provider of this activity, must
ensure that anyone in a position to control the content of the educational activity has disclosed all relevant financial relationships
with any ineligible company *(formally known as commercial interests). All Committee/Planning/Faculty members were required
to disclose all financial relationships and speakers were required to disclose any financial relationship as it pertains to the content
of the presentations. All relevant financial relationships listed for these individuals have been mitigated to ensure a bias-free
presentation. Please see the faculty disclosure list for detailed information.

Participants who complete the educational activity, pre- and post-test, and evaluation will receive a certificate of credit.
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THANK YOU

SUPPORTERS FOR
INDEPENDENT MEDICAL EDUCATION SUPPORT

AbbVie GSK
AstraZeneca Karyopharm Therapeutics
BioNTech Merck
Corcept Therapeutics Natera

Eisai Verastem
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THANK YOU

THE GOG FOUNDATION, INC. WOULD ALSO LIKE TO
THANK OUR SPONSORS FOR THIS EDUCATIONAL EVENT

Gilead
Faeth Therapeutics
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6:35 PM - 7:35 PM

7:35 PM - 8:15 PM

8:15 PM -8:35 PM

8:35 PM - 8:55 PM

8:55 PM -9:00 PM
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PART 1: OVARIAN CANCER: NEW THERAPEUTIC OPPORTUNITIES & NOVEL DRUGS
UNDER INVESTIGATION
Dr. Ramez N. Eskander, Dr. David O’Malley, Dr. Rachel Grisham, Dr. Emese Zsiros

PART 2: THE EVOLVING ENDOMETRIAL CANCER TREATMENT LANDSCAPE:
APPROVALS, EVIDENCE, AND IMPACT
Dr. Brian Slomovitz, Dr. Kathleen Moore

PART 3: CERVICAL CANCER CARE: NEW REGIMENS AND INNOVATIVE TREATMENT
APPROACHES
Dr. Leslie Randall, Dr. Bhavana Pothuri

PART 4: PANEL DISCUSSION AND AUDIENCE Q&A
All Faculty

PART 5: FINAL COMMENTS, FUTURE PERSPECTIVES
Dr. Thomas Herzog
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Part 1: Ovarian Cancer:

New Therapeutic Opportunities &
Novel Drugs Under Investigation

..f'

The 4ot

Ramez Eskander, MD David O’Malley, MD Rachel Grisham, MD Emese Zsiros, MD, PhD
University of California The Ohio State University Memorial Sloan Kettering Roswell Park Comprehensive
San Diego Moores James Cancer Center Cancer Center Cancer Center
Cancer Center Columbus, Ohio New York, New York Buffalo, New York

San Diego, California 1 7
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Pembrolizumab vs Placebo Plus Weekly Paclitaxel
With or Without Bevacizumab for Platinum-Resistant

Recurrent Ovarian Cancer:
Results from the Randomized, Double-Blind Phase 3 ENGOT-ov65/
KEYNOTE-B96 Study

Emese Zsiros, MD, PhD
Roswell Park Comprehensive Cancer Center Presented at ESMO: 18 October 2025
W Colombo N, et al. Annals of Oncology. 2025 Sep 1;,36:S1697.

N ..?'.
ot Buffalo, New York https://www.annalsofoncology.org/article/S0923-7534(25)04819-7/fulltext



T
ENGOT-ov65/KEYNOTE-B96 Study Design (NCT05116189)

Key Eligibility Criteria

Histologically confirmed epithelial ovarian, fallopian
tube, or primary peritoneal carcinoma

1 or 2 prior lines of therapy; at least 1 platinum-based
chemotherapy

* Prior anti-PD-1 or anti-PD-L1, PARPi and
bevacizumab permitted

Radiographic progression within 6 months after the last
dose of platinum-based chemotherapy

ECOGPSOor1

Stratification Factors

» Planned bevacizumab use (yes vs no)
* Region (US vs EU vs ROW)
« PD-L1 CPS (<1 vs 1to <10 vs 210)°

Pembrolizumab 400 mg
(Q6W, 18 cycles) +

Paclitaxeld 80 mg/m2 Days 1, 8, 15
of each Q3W cycle

(£ bevacizumab 10 mg/kg Q2W)

Placebo
(Q6W, 18 cycles) +

Paclitaxel2 80 mg/m2 Days 1, 8, 15
of each Q3W cycle

(£ bevacizumab 10 mg/kg Q2W)

Primary Endpoint: PFS per RECIST v1.1 by investigator

Key Secondary: OS

aDocetaxel (75 mg/m? Q3W) may be considered in participants with severe hypersensitivity reaction to paclitaxel or an adverse event requiring discontinuation of paclitaxel after 1 9

consultation with the Sponsor. °The combined positive score (CPS) was assessed at a central laboratory using PD-L1 IHC 22C3 pharmDx and defined as the number of PD-L1

CPS 21 cells (tumor cells, lymphocytes, macrophages) divided by the total number of tumor cells x 100.

Colombo N, et al. Annals of Oncology. 2025 Sep 1;36:S1697.
https://www.annalsofoncology.org/article/S0923-7534(25)04819-7/fulltext



e
Baseline Characteristics

Pembro Arm Placebo Arm Pembro Arm Placebo Arm
(N = 322) (N =321) (N = 322) (N = 321)
Age, median (range) 62y (37-85) 61y (37-82) High-grade serous histology® 278 (86.3%) 275 (85.7%)
Racea Bevacizumab use 235 (73.0%) 236 (73.5%)
White 207 (643%) 217 (67.6%) Prior lines of therapyc
Asian Iz 2z 219 (8 170) 1 line 121 (37.6%) 113 (35.2%)
Multipl 12 (3.7% 17 (5.3%
S (3.7%) (5.3%) 2 lines 200 (62.1%) 207 (64.5%)
Black or African American 8 (2.5%) 6 (1.9%)
Prior anticancer therapy
Hawaiian/Pacific Islander 1 (0.3%) 1 (0.3%)
Anti-PD-1 or PD-L1 7 (2.2%) 7 (2.2%)
PD-L1 CPS
1 o (o)
<1 88 (27.3%) 89 (27.7%) Bevacizumab 149 (46.3%) 146 (45.5%)
110 <10 133 (41.3%) 132 (41.1%) PARP inhibitor 112 (34.8%) 123 (38.3%)
>10 101 (31 .4%) 100 (31 .2%) Platinum-free intervald
Stage at diagnosis (FIGO 2014 criteria) <3 mo 137 (42.5%) 162 (50.5%)
IA-1IB 25 (7.8%) 26 (8.1%) =3 to <6 mo 183 (56.8%) 154 (48.0%)
HI-1IC 183 (56.8%) 189 (58.9%) >6 mo 2(0.6%) 4 (1.2%)
IVA-IVB 114 (35.4%) 106 (33.0%)

Colombo N, et al. Annals of Oncology. 2025 Sep 1,36:S1697.
https://www.annalsofoncology.org/article/S0923-7534(25)04819-7/fulltext
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mﬂProgression-Free Survival in the CPS 21 and ITT Populations at 1A2

CPS 21 Median, HR ITT Median, HR
Population months SR (95% ClI) Population months ST (95% ClI)
Pembro Arm 8.3 81.6% 0.752 Pembro Arm 8.3 83.2% 0.732
Placebo Arm 7.2 86.6% (IR, Placebo Arm 6.4 87.2% QUGS
100 100
< 07 o 90 -
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0 1 1 1 I I I I 0 1 1 1 1 I I I
0 6 12 18 24 30 36 42 0 6 12 18 24 30 36 42
Time, months ) Time, months
No. at risk No. at risk
234 158 77 39 12 3 1 0 322 213 99 49 16 3 1 0
232 138 50 22 5 2 0 0 321 184 64 25 6 2 0 0
Median follow-up: 26.6 months
Colombo N, et al. Annals of Oncology. 2025 Sep 1,36:S1697. 2 1

Data cutoff: March 5, 2025

https://www.annalsofoncology.org/article/S0923-7534(25)04819-7/fulltext
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Key Secondary Endpoint: Overall Survival in the CPS 21 Population at |1A2

100— : 18-mo
I 51.5%
90 | 38.9%
° 80— i
&~ ] HR 0.76 (95% CI, 0.61-0.94)
g 707 | P = 0.00532
S 60— i
= ' Pts w/  Median, mo
2 50 : Event (95% ClI)
5 40 | PembroArm  67.1% 18.2
2 a0 : (15.3-21.0)
! L1 w1 Placebo Arm  75.4% 14.0
20— ; L (12.5-16.1)
10— Median follow-up: i j
26.6 months 5
0 I I | I I I I
0 6 12 18 24 30 36 42
No. at risk Time, months
234 207 161 120 49 13 3 0
232 200 137 89 41 10 1 0

e 22 GOG
. . . Colombo N, et al. Annals of Oncology. 2025 Sep 1,36:S1697. FOUNDATION
@ nghllgtheeI Data cutoff: March 5’ 2025 https://www.annalsofoncology.org/article/S0923-7534(25)04819-7/fulltext



.
Summary of Adverse Events at |IA2

All-Cause AEs Treatment-Related AEs2 Immune-Mediated AEsP
Pembro Arm Placebo Arm Pembro Arm Placebo Arm Pembro Arm Placebo Arm
(N = 320) (N =318) (N = 320) (N =318) (N = 320) (N =318)
Any grade 318 (99.7%) 316 (99.4%) 313 (97.8%) 303 (95.3%) 125 (39.1%) 60 (18.9%)
Grade 23 264 (82.5%) 225 (70.8%) 216 (67.5%) 176 (55.3%) 37 (11.6%) 11 (3.5%)
Serious 178 (55.6%) 122 (38.4%) 106 (33.1%) 62 (19.5%) 35 (10.9%) 7 (2.2%)
tedfodiscontinualion 435 (413%)  108(34.0%)  115(35.9%) 89 (28.0%) 22 (6.9%) 8 (2.5%)
of any treatment
B Fohihine 2 GOG rownowron
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PROC Landscape

_ Relacorilant + Nab-P (N=381) Pembro +chemo+/-bev (N=616)
Ll a s PDUFA Date: July 2026 PDUFA Date: Feb 2026
Clinical Trial MIRASOL (NCT04209855) ROSELLA (NCT05257408) KEYNOTE-B96 (NCT05116189)
MOA Anti-FRa ADC Anti-glucocorticoid + chemotherapy ICI + chemo/bevacizumab
- igh 2 75% vi
Biomarker ARl il = 7P58/;lnable il GEIE All-comers PD-L1/all-comers (?)
1-3 prior lines (prior bevacizumab required)
Prior lines 1-3 prior lines 43% 3 prior lines 1-2 prior lines
47% 3 prior lines (allowed progression 1-3 months after 1L P
platinum)
ORR 42.3% 36.9% 50.4% (ITT)
DCR 80.2% 51.1% Not Reported
Blurred Vision Neutropenia Neutropenia
Keratopathy Anemia Anemia
>
QY SEERED AL Neuropathy Nausea Peripheral Neuropathy
Nausea Fatigue Fatigue
mPFS (months) 5.62 6.45 8.3
mOS (months) 16.46 15.97 18.2
HR 0.67 (95% Cl, 0.50-0.89) HR 0.69 (95% Cl, 0.52-0.92) HR 0.76 (95% CI, 061-0.94)

? GOG 5 Moore KN, et al. N Engl J Med. 2023,;389(23):2162-2174; G o G FOUNDATION
nghllghT'R I Olawaiye A, et al. The Lancet. 2025 Jun 21;405(10496):2205-16; Colombo N, et al. Annals of Oncology. 2025 Sep 1,36:S1697.5



Evolving Landscape (ADCs)

Clinical Trial

MOA
Prior lines
Doses investigated
ORR

DCR

Biomarker

Key Grade 23 TEAES

Raludotatug deruxtecan
(R-Dxd)

REJOICE-Ovarian011
(all-comers PROC, N=107)

Anti-CDH6 ADC
1-3 prior lines (prior bev)
4.8, 5.6, and 6.4 mg/kg
50.0% (5.6 mg/kg)

80.6% (5.6 mg/kg)

Currently, no correlation
between CDH6 expression and
efficacy

Neutropenia
Anemia
Asthenia

Rina-S

RAINFOL-012
(all-comers ROC; N=42)

Anti-FRa ADC
1-5 prior lines
100 and 120 mg/m?
55.6% (120 mg/m?)

88.9% (120 mg/m?)

Responses observed
regardless of FRa
expression levels

Neutropenia
Anemia
Thrombocytopenia

LY41701563

LY4170156°
(FRa 275% or <75% at 2+
and/or 3+ intensity; N=104)

Anti-FRa ADC
1-10 prior lines
2-6 mg/kg
50% (ITT)
78% (ITT)

ORR 40% in 0-24% FRa
ORR 54% in FRa 273%

Anemia
Neutropenia

Torvutatug Samrotecan

(AZD5335)

FONTANA*
(FRa 2 25% IHC 1+; N=183)

Anti-FRa ADC
1-3 prior lines
1.6, 2.0, and 2.4 mg/kg
53.6% (ITT)

Not Reported

ORR 47.5% in low FRa
ORR 60.7% in high FRa

Anemia
Neutropenia

GOG
@ e hiohireer 26
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Ovarian Cancer ADC Trials (ESMO & IGCS)

Prellmlnary

Torvutatug Samrotecan (AZD5335)
Sofetabart Mipitecan (LY4170156)
Raludotatug deruxtecan (R-Dxd)

TUB-040

DS-
Mo-Rez (GSK5733584) (HS-20089)

3939a

JSKNOO03

Disitimab vedotin + anlotinib

*Data are NOT intended for cross-trial comparison

@'

GOG
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FRalpha
FRalpha
CDH6
NaPi2b

TA-MUCA1

B7-H4
HER2

HER2

TOPO1 inhibitor 53.6% (ITT)
TOPO1 inhibitor 33 -61%
TOPO1 inhibitor 50.5%

TOPO1 inhibitor 50%
1 confirmed CR
(N=8)

TOPO1 inhibitor 48.5%

TOPO1 inhibitor 64.4%

Multi-target TKI +
MMAE ADC

TOPO1 inhibitor

29.4%

ESMO
ESMO
ESMO
ESMO

ESMO

ESMO
ASCO

ESMO

GOG FOUMNDATION




Phase 3 ADC Ovarian Cancer Clinical Trials

First-line
(maintenance)

Trastuzumab Deruxtecan

GOG-3112 (DESTINYOvarian-01)

NCT06819007

Platinum sensitive

Platinum sensitive
(maintenance)

Platinum sensitive
(maintenance)

Sofetabart Mipitecan

Sacituzumab Tirumotecan (Sac-
TMT)

Rinatabart Sesutecan (Rina-S)

GOG-3133 (FRAmework-01)

GOG-3103/ENGOT-ov84
(TroFuse-022)

GOG-3134 (RAINFOL-04)

NCT07213804

NCT06824467

NCT07225270

Platinum resistant
Platinum resistant
Platinum resistant
Platinum resistant

@'Hic

Reel

Rinatabart Sesutecan (Rina-S)
Raludotatug Deruxtecan (R-Dxd)

GOG-3107 (RAINFOL-OV?2)
GOG-3096 (REJOICE-Ovarian-01)

Torvutatug Samrotecan (AZD5335) GOG-3127 (TREVI-OC-01)

Sofetabart Mipitecan

28

GOG-3133 (FRAmework-01)

NCT06619236
NCT06161025
NCT07218809
NCTO07213804

G G FOUMNDATION
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Evolving Landscape: Non-ADC Options in the PROC space

GOG-3129/MAESTRA 1 GOG-3066/DENALI? GOG-3076/0OnPrime3 GOG-3121/ULTIMUS-1

(NCT07023672)' (NCT05128825) (NCT05281471) (NCT07109414)

Oncolytic vaccinia virus-

MOA CDK2 inhibitor Wee-1 inhibitor :
based immunotherapy

Fascin inhibitor

Up to 3 prior lines (4

Prior lines 2-4 prior lines of treatment prior lines permitted, if Unlimited prior lines Not reported
prior mirvetuximab)
Biomarker Cyclin E1 overexpression S All comers All comers

overexpression

PYNNACLE g'gg;g’;ﬁ D3
(NCT04585750)* (NCT06787612)
MOA P53 reactivator MUC16xCD3 Bispecific
Prior lines Unlimited prior lines Not Reported
Biomarker TP53 Y220C mutation Elevated CA125
29

?GO.G o 1. Thaker PH, et al. Annals of Oncology. 2025 Sep 1;36:S790; 2. Leary A, et al. Molecular Cancer Therapeutics. 2025 Oct 22;24(10_Supplement):B013; 3. Holloway G OG FOUMNDATION
nghllght Reel RW, et al. International Journal of Gynecological Cancer. 2023 Sep 1,33(9):1458-63; 4. Alison M. Schram et al. J Clin Oncol 2025, 43, TPS11581-TPS11581.



NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®)

PRIMARY TREATMENT FOR STAGE IlI-IV DISEASE MAINTENANCE THERAPY (After CR/PR with Primary Therapy)

Bev in Primary Treatment:

Preferred Regimens: Other Recommended Regimens: No Bev in Primary Treatment:
Paclitaxel/carboplatin £ bev  Weekly paclitaxel with wee?dy or Q3W carboplatin BRCAwt/unk: niraparib (HRD), olaparib ~ BRCAwtunk 2 HRP/unknown : bev
Carboplatin with docetaxel or liposomal doxorubicin (HRD), rucaparib, or observation (if CR), BRCAwt/unk 2 HRD : olaparib** * bev***, bev +
Docetaxel/carboplatin/bev Note, category 2A Recommendation niraparib (if unable to tolerate olaparib), bev
Useful in Certain Circumstances: BRCAm: bev**** + olaparib, bev+ niraparib (if
Paclitaxel/cisplatin BRCAm: olaparib, niraparib, rucaparib, or unable to tolerate olaparib), olaparib, niraparib, or
Docetaxel/oxaliplatin/bev emrunt rucaparib

observation (stage Il with CR), Note,

category 1 Recommendations “*Olaparib, Category 2B

***Olaparib + Bev, Category 1

PLATINUM-SENSITIVE RECURRENT (PFI 2 6 months) PLATINUM-RESISTANT (PFI < 6 months)

IV/IP paclitaxel and carboplatin or cisplatin (for optimally debulked stage IlI-1ll disease)

Preferred Regimens: Preferred Regimens:
Carboplatin + gemcitabine, liposomal doxorubicin, or paclitaxel + bev Chemotherapy: Cyclophosphamide, liposomal doxorubicin, weekly paclitaxel, or topotecan + bev,
Cisplatin/gemcitabine docetaxel, etoposide, gemcitabine

Bev monotherapy
Targeted Therapy: Bev monotherapy, MIRV (FRa 2 75%), Category 1

Other Recommended Regimens: Other Recommended Regimens:

Chemotherapy: capecitabine, carboplatin (+ docetaxel or weekly paclitaxel), cisplatin, Chemotherapy: capecitabine, carboplatin (+ docetaxel, weekly paclitaxel, liposomal doxorubicin, or
cyclophosphamide, doxorubicin, ifosfamide, irinotecan, melphalan, oxaliplatin, paclitaxel, gemcitabine * bev), cisplatin, cyclophosphamide (+ pembrolizumab/bev), doxorubicin, gemcitabine
pemetrexed, vinorelbine + bev/cisplatin, irinotecan, melphalan, oxaliplatin, paclitaxel, pemetrexed, vinorelbine sorafenib/topo
MTargeted Therapy: niraparib £ bev, olaparib, pazopanib, rucaparib MTargeted Therapy: niraparib, olaparib, pazopanib, rucaparib

Hormonal Therapy: Als, goserelin, leuprolide, megestrol, tamoxifen Hormonal Therapy: Als, goserelin, leuprolide, megestrol, tamoxifen

Useful in Certain Circumstances:

AMTargeted Therapy: dabrafenib/trametinib (BRAF V600E), NTRK fusion treatments Useful in Certain Circumstances:

(entrectinib, larotrectinib, repotrectinib), T-DXd (HER2+), MIRV % bev (FRa+), MTargeted Therapy: dabrafenib/trametinib (BRAF V600E), NTRK fusion treatments

selpercatinib (RET fusion) (entrectinib, larotrectinib, repotrectinib), T-DXd (HER2+), MIRV + bev (FRa+), selpercatinib (RET)
Immunotherapy: dostarlimab (dAMMR/MSI-H), pembrolizumab (dAMMR/MSI-H or TMB-H) Immunotherapy: dostarlimab (AMMR/MSI-H), pembrolizumab (dMMR/MSI-H or TMB-H)

““Note, targeted therapies have different categories, please reference the latest guidelines for information

Al, aromatase inhinitor; Bev, bevacizumab; BRCA, breast cancer gene; CR, complete response; dMMR, mismatch repair deficient; FRa. Folate receptor alpha, HER2, human epidermal growth factor receptor 2; HRD/P, homologous recombination
deficient/proficient; IP, intraperitoneal; IV, intravenous; m, mutant; MIRV, mirvetuximab soravtansine; MSI-H, high microsatellite instability; PFI, platinum-free interval; PR, partial response; Q3W, every 3 weeks; T-DXd, trastuzumab deruxtecan; TMB-H, high
tumor mutational burden; topo, topotecan; wt/unk, wildtype or unknown. National Comprehensive Cancer Network. Ovarian cancer (version 3.2025). Accessed November 20, 2025, Referenced From the NCCN Clinical Practice Guidelines in Oncology (NCCN
Guidelines®) for Ovarian Cancer/Fallopian Tube Cancer/Primary Peritoneal Cancer V.3.2025. © National Comprehensive Cancer Network, Inc. 2025. All rights reserved. Accessed November 20, 2025. To view the most recent and complete version of the guideline, go
online to NCCN.org. NCCN makes no warranties of any kind whatsoever regarding their content, use or application and disclaims any responsibility for their application or use in any way.
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Avutometinib in Combination with Defactinib: The First FDA Approved
Treatment for Women with Low Grade Serous Ovarian Cancer

Key Inclusion Criteria
* Recurrent LGSOC
* Prior platinum

« Measurable disease

« Prior MEKi allowed

Best Target Lesion Response Per BICR

ENGOT-ov60/GOG-3052/RAMP 201
Part A Part B Part C Part D
Selection Phase Expansion Phase Expansion Phase Combination Lower Dose in Combination

Go Forward
Regimen

Avutometinib + Defactinib
3.2mgBIW 200 mg BID

Avutometinib + Defactinib
3.2mgBIW 200 mg BID

Avutometinib + Defactinib
3.2mgBIW 200 mg BID

Avutometinib + Defactinib
1.6 mg BIW 200 mg BID
KRAS mt (n=16)

KRAS mt (n=20) KRAS mt (n=22)

KRAS mt (n=11)

KRAS wt (n=15) KRAS wt (n=22) KRAS wt (n=20) KRAS wt (n=16)

chemotherapy
Avutometinib
4.0 mg BIW

Avutometinib

4.0 mg BIW Primary Endpoint: ORR (BICR per RECIST v1.1)

Evaluation of ORR in Combination Arm

(RECISTv1.1)

KRAS mt (n=16) ~——+ KRAS mt (total n=15)

1. In KRAS mt patients
2. All patients (KRAS mt & wt)

KRAS wt (n=17) ~———  KRAS wt (total n=22)

Oral dosing for
monotherapy and
combination therapy:
3 weeks on/1 week off

Go Forward Regimen Selection Criteria (Selection Phase):

1. Observed ORR is comparatively greater than the other regimen
2. Observed ORR of the leading regimen is 215%

Response Rate, n (%)

125
A t All patients | KRASwt | KRASmt
o0 ssessmen (N=109) (n=52) (n=57)
Confirmed? ORR 34 (31) 9(17) 25 (44)
CR 2(2) 0 2(4)
75 PR 32 (29) 9(17) 23 (40)
SD® 62 (57) 34 (65) 28 (49)
P PD 9(8) 7(13) 2 (4)
£ NE 4(4) 2(4) 2 (4)
[
@ 25
L]
5 o MHZ1ZN7 7
's * ’ I ; 7 H 7
: LA e e e AHHEEE
& -25 * vaillly ’ / | W ?
© 4 H / | A /
5 ** o / ¢ ’/ ¢/
> .o / 17 )
2 o ; Ul ’
= -50 1 * /4 7 ’
Frawny U h ’
AT / :
75 - .4
/
*
-100 A . KRAS wt . KRAS mt Prior MEKi treatment * Ongoing treatment
*
125 -

« Avutometinib 3.2 mg BIW and Defactinib 200 mg BID is active in
women with recurrent LGSOC

_ Response Rate Median PFS Median DOR

KRAS Mutant
KRAS WT

44%
17%

22 months

12.8 months

31.1 months
9.2 months

+ All women with LGSOC should have somatic tumor testing
performed to determine KRAS mutation status (TUMOR NOT
BLOOD)

*+ GOG-3097/ENGOT-ov81/RAMP 301 — Confirmatory Phase lll
Study

Key Eligibility Criteria

Confirmed LGSOC
diagnosis

Recurrent disease after
prior platinum therapy
Documented KRAS
mutation status

(wt or mut)

Measurable disease per
RECIST v1.1

Prior MEKI allowed
Prior bevaciumab allow

°£

Stratification Factors
= KRAS mutation status (wt vs mut)

= Number of prior lines of therapy (1-3 vs >4)
= Geography (North America/Europe vs ROW)

Avutometinib 3.2 mg PO biw +

defactinib 200 mg PO bid
3 weeks on, 1 week off

May crossover on BICR
confirmed PD

Investigator’s choice
Pegylated liposomal doxorubicin,
paclitaxel, letrozole, anastrozole

Primary Endpoint

PES (BICR); sequential
evaluation of PFS in
(1) KRASmut LGSOC;
(2) all recurrent LGSOC

Key Secondary Endpoints
OS, PFS per INV
assessment, ORR, DOR,
DCR, safety, PK, PROs

32

Grisham RN, et al. SGO 2025. Banerjee et al, JCO, 2025. Grisham R, et al. Int J Gynecol Cancer. 2025 Nov;35(11):101832.



Management of Toxicity: Avutometinib and Defactinib

TRAESs (All Grade >20%), n (%)

Nonlaboratory

Laboratory-
related

10% of
patients
discontinued
treatment due
to AE

Nausea

Diarrhea

Peripheral edema
Rash

Fatigue

Vomiting

Vision blurred
Dermatitis acneiform
Dry skin

Anemia

Increased blood CPK
Increased blood
bilirubin

AST increased

Avutometinib + Defactinib
N=115

All grade Grade 23

77 (67.0)
67 (58.3)
61 (53.0)
58 (50.4)
50 (43.5)
49 (42.6)
47 (40.9)
39 (33.9)
30 (26.1)
26 (22.6)
69 (60.0)

38 (33.0)
36 (31.3)

3 (2.6)
9 (7.8)
1(0.9)

3 (2.6)

3 (2.6)

3 (2.6)

0

5 (4.3)

0

6 (5.2)
28 (24.3)

5 (4.3)
2 (1.7)

AEs of Interest
Blurred vision

= Blurred vision was the most common treatment-related ocular
event (41%)

= Median onset was 4 days

= Events often resolved without treatment interruption (treatment
d/c not needed)

Skin and subcutaneous tissue AEs

= Included rash (50%), dermatitis acneiform (34%), and dry skin
(26%)

Median onset and duration was 15 and 35 days, respectively

= 6% had treatment-related skin reactions leading to dose
interruption/reduction, 1 patient d/c due to dermatitis acneiform

= Ocular toxicities: Perform comprehensive ophthalmic evaluation at baseline, prior to cycle 2, every 3 cycles thereafter, and
@ as clinically indicated. Permanently discontinue for any grade 4 toxicity.

l( = Skin toxicities: Prophylactic antibiotics with minocycline or doxycycline for = first 4 months of treatment . Topical steroid
[¥] PRN.Avoid UV exposure.

= Hepatotoxicity: Monitor LFTS prior to each cycle, on day 15 of the first 4 cycles, and as clinically indicated. Increased
Dp bilirubin attributed to defactinib due to the inhibition of enzymes responsible for metabolizing (UGT1A1) and transporting
“;

bilirubin

/f = Elevated CPK: Monitor CPK prior to the start of each cycle, on day 15 of the first 4 cycles, and as clinically indicated. If
///ﬁ./ Grade 3 CPK occurs, evaluate patients for rhabdomyolysis and hold treatment. Avoid new or excessive exercise, maintain 33

good hydration.



Current and Upcoming Options for Women with Recurrent LGSOC
Single Agent MEK Inhibitors

Number | Prior Treatment Image Median D/C Rate BOUQUET ORR (|nter|m ana|y5|5)
of MEKi Assessme PFS in due to
Priors allowed? nt Months AEs 80- Cobimetinib Best Overall Response
(range) (95% Cl) 50~ LGSOC + MLA? (n=9)
GOG281  3(1-10)  No Physician’s 6% Local 7.2 12% £ 40- CORR: 33%; DCR:
: s < 89%
Choice (5.6-9.9) L9 20- 1
o .
T o
Trametinib 26% (50% Local 13 35% 5 £ u ua
MAPK mutant; (9.9-15) 23
9% MAPK WT) m m
80 |l Progressive disease [[]Stable disease [JJConfirmed partial response
MILO/ 2 (1-8) No Physician’s 13% BICR 10.6 17% 104 [ Confirmed complete response
ENGOT- Choice (9.2-14.5) KRAS
KRAS | KRAS | KRAS | KRAS | KRAS | KRAS | KRAS | ___ | KRAS| BRAF NF1 KRAS | KRAS | BRAF | BRAF | KRAS | BRAF
ovi1 MAPK pathway | AmP | G12A | G12D | G12C | Q61L [ G120 | G120 | BRAF | G120 f V600 Sﬁﬂf’ G12V | G12V | V600E | V600E | G12A | V600E
alteration G469A
istolo o o o MUC Muc cc s muc | wesoc | wesoc | wesoc | wesoc | wesoc | wsoc | wesoc | mw | esoc
Binimetinib 16% (44% KRAS ~ BICR 9.1 31% B T e e T B
mutant; 19% 7.3-11.3 = "
° ( ) Cobi Atezo + Bev
KRAS WT) Response
(n=19) (n=21)
Confirmed ORR, n (%) 3(16)° 3(14)
Avutometinib + Trametinib Binimetinib Cobimetinib
LGSOC + MLA® 3/9 (33) 2/15(13)
Defactinib
DCR, n (%) 8 (42)b 15 (71)
Simplicity of LGSOC + MLA® 8(89) 2/15(13)
SEIEEE 6-mo PFS rate, % (95% Cl) 41(18-63) 75 (56-94)
Tolerability v
Allowed Prior MEKi v
Availability FDA approved and NCCN 2a indication NCCN 2b Not Approved or
NCCN 2a for LGSOC for LGSOC Indication for LGSOC NCCN listed for
with a KRAS mutation LGSOC
34

Monk, Grisham at al, JCO, 2020; Grisham et al, CCR, 2023; Gershenson et al, Lancet, 2022; Ray-Coquard |, et al. ESMO 2023. Abstract 747MO.



Current and Upcoming Options for Women with Recurrent
LGSOC: CDK 4/6 inhibitors and ADCs

GOG-3026: Phase Il Trial of Ribociclib Plus Letrozole FOLR1a Expression is Frequent in LGSOC and
in Women With recurrent LGSOC Inversely Correlated with Presence of MAPK
60 Alteration
B Progressive disease [1] Stable disease
40 — [1 Partial response M Complete response .
. II « Of 89 low grade serous ovarian cancer samples
= +20% tumor increase . i .
o 20— - FRa positive: 36 (40.4%) (median FR+ expression 85.5%, range 77.5-
= I 100.0%)
CCE 0 O== =DDDDD|_I|_| * Overall, 45 of 78 sequenced tumors (58%) had MAPK alteration.
g —20 - ‘ ‘ ‘ ‘ - 20% (9 of 45) of LGSOC with MAPK alteration were FRa positive.
o -30% tumor decrease
@ '-“—"-'|_||_||_||_| - 61% (20 of 33) of LGSOC without MAPK alteration were FRa
= -40 positive
-= il
[ L
th -60 - FOLR score distribution
[a3] L 40
o' U 35
-80 0
&
10 | | T | | T | | | I | | T T %
22 o
s o
DOR, PFS, Treatment D/C
median | median | due to AE [ 25-49% | [ 50-74% | [FEITEE |
Ribociclib +Letrozole ~ 30.6% 212mo  145mo 4% FRa expression (%) 35

Slomovitz et al, JCO, 2025. Manning-Geist, Grisham Chui et al, Gynecologic Oncology, 2024
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ICl + chemotherapy with significant PFS & OS benefit in dMMR EC

NRG-GY018' RUBY? DUO-FE’ AtTEnd*

Pembrolizumab Dostarlimab Durvalumab Atezolizumab

T 104 lw i | 100+ 100 Events/Total  Medianmo.(95% CI)
2 ood " g 0 i 1 Hazard raio, 028 (35% 1, 016-050) w0 %04 ——  Atezolizmab 3781 NE (123-NE)
a 084 "\-‘_.* Paclitaxel—carboplatin+ % %0 | 1 P<0001 a0 3w _ Placebo 37/44 69(6.2-9.0)
g = W pembrolizumab 2 o i . i z
"g' 0.7 W ——— - S o ! Dostarlirab group ! 0 , w; 70
= 0.6 n 1 | | 7]
8 * § o i i A x ! ! Durva £
g os § o | 1 LA 85 463734 - ; : <
£ 044 04 | | & 40 i £ 40
5 03 H
£ 024 Paclitaxel-carboplatin+ %" 301
§ ) placebo . . 0 & 20
Nle transiormative 0
o 104
a 00 T T T T T ’ 0
0 6 12 18 24 30 0 T
0 6 12 18 % 30 36 ) 48
Months . N
HR 0.30 tumors recur within 12 months. Can we HR 0.36
]

95% CI1 0.19-0.48 95% Cl1 0.23-0.57

identify thi |at] d int ?
% laentity this popuiation and Intervene
80 - -
"7 % Placzho arm 7 o 3 BRGSO o i I CPeD E ™
o 60+ I 3 . 1 12 months| £
@ \ ‘ g 6 B Z s
o] 40 4 E 404 575 (95% CI 4. 448.6) i 6; gg 912W i 18 th CP am g 404
30 g 1 ) ] 3 1 19 monifs 1 :
20 - 2 | Hrean U ] a 189.2% 307 Events/Total Median mo.(95% CI)
5 0 1 Gl I i 0 ——  Aewlizumab 2081 | NE(NE-NE)
10 1 I 3 N1 1 86.1% Jo]——  Placebo B4 B5T(135NE)
0 : : : . . . : N 3 101 1 85.% 0 — s
0 6 12 18 24 30 36 4 )y TTTTTTT T T T T T T T T T T T T T | 0 i : 0 6 It 18 % 30 3 0 n
_ e — - 002 4 6 6101214161820 2224 26 28 30 32 34 36 38 40 42 44 46 4 : ,; )I :‘4 ‘Q 1*n 1‘0 1‘/| 4‘n 4'Q ’)‘n q‘? ';A ';A ‘)'Q q‘n Q") L A
HR 0.55 HR 0.32 HR 0.34 HR 0.41
95% CI 0.25-1.19 95% C10.17-0.63 95% CI1 0.13-0.79 95% CI1 0.22-0.76

QGO.G ) 39 Eskander RN, et al. NEJM. 2023 Jun 8;388(23):2159-70; Mirza MR, et al. NEJM. 2023 Jun 8;388(23):2145-58; Westin SN, et G O COUNDATION
Highlight Reel al. J Clin Oncol. 2024 Jan 20;42(3):283-299; Colombo N, et al. Lancet Oncol. 2024 Sep;25(9):1135-1146.



Methylation Status Does NOT Appear Prognostic nor Predictive

NRG GYO018

Methylation Status
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PDL1 Status Specifically in dMMR: No impact on efficacy

dMMR PD-L1 N RG GYO1 8 dMMR PD-L1
CPS > 1

CPS <1

e Events Median PFS f
n/N .

\ POy S pas e Events Median PFS
v 15% Cl). months HR (95% CI) n/N (95% Cl). months HR (95% CI)
Zuma T 18/86 NR (NR-NR) 0.27 (0.16-0.47) Pembrolizumab + CT 10/22 12.0(6.5-NR) . 20 (0.11-0.83)
Placebo + CT 51/97 8.3(6.5-14.1) Placebo + CT ana 4.9(4.2-9.9) 0.30(0.11-0.83)

PD-L1CPS «1

& a
. Tin 1 ( nths)
o 1 d n (mont! mber k

The pMMR population similarly demonstrated no
@Qeoe 41 impact on efficacy based on CPS status GOG rovrosron

nghhghf Reel Eskander et al. Nature Medicine (2025)
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What have we learned in 20257 CTNNB1 as a neg prognostic marker in

AtTENd
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CTNNB1 and/or APC mutations
(WNT pathway)
23 out of 110 (20.9%) MMRd tumors

HR for PFS [Mut vs WT] 1.91
95% Cl 1.10-3.33, p=0.0201

.

42

Mazzarella L et al. ESMO 2025. Abstract LBA40.

dMMR

PORTEC Combined Analysis (2016)

Diagnosed high-intermediate stage | EC

|

Favorable Unfavorable
«  FOLE mutason substanta L=
>10% L1CAM éapeession
pSi-mutant expression
Favorable Intermediate
Mcrosatelite stable snd Marosatelite urstable or
CTNNBY meon 3widype | * CTNNB! @on 3 mutahon
g 1.0
[
e
7
o
! 0.5
&
L]
S Favorable
'-§-' Intermediate
S 00 —_— Un{a:mrab'la 1
0 o 10
Tirme (years)

Stelloo E et al. CCR 2016

This isn't really new:
CTNNB1 exon 3 mutations
were identified among
NSMP tumors as
negatively prognostic and
included in PORTEC4a



Does High Aneuploidy Identify dMMR tumors at risk
for early progression?

WES High Aneuploidy Score (9% of dMMR) was prognostic and negatively predictive of benefit from Atezo

100 <

S0 <

B0~

70

a0~

50

40

30

Progression Free Survival

20+

Planned Treatment Events/Total Median {95% CI)
_ Atezolizamab 27066 NE(17.2-NE)
S Placebo 3034 T.1(6.2-10.1)
+ Censor

[ LOW W-AS

Progression Free Survival

Atezolizumab 66
Placebo 34

Logrank test HR 0.28

43 p-value<0.0001

Mazzarella L et al. ESMO 2025. Abstract LBA40.

6 12 18 24 30 36 42 48
Months
Patients at Risk
55 44 39 36 36 33 25 16
24 3 5 5 4 4 3 0

95%Cl 0.16-0.47

Interaction test,
p-value= 0.0016

100

Q0

04

T

@i~

50

40+

30+

204

Planned Treatment Events/Total Median {95% CI)
_ Atezolizumab 34 4.2(1.96.5)
= Placebo 36 7.0 (4.6-NE)
+ Censor

HIGH W-AS

Months
Patients at Risk

Logrank test HR 3.60
95%CI 0.71-18.29

p-value=0.1006




ICl + chemotherapy with some PFS benefit and no OS In
PMMR EC: Can we tell who benefits?

NRG-GY0181 RUBY? DUO-E3 AtTEnd*

Pembrolizumab Dostarlimab Durvalumab Atezolizumab
- 100+ 1 )
= 104 B "'WL ! 100 1 100 Events/Total - Median mo.(95% C1)
2 ] g o | s, 176 5%, 055030 ol = T Mot i sagseh
3 -
g 0.8 H 82' i il B
£ 074 ™ | ] R HR 0.92
S oo A ! o ‘ 5w 95%C1073to 116
g 0.5 %y, litaxel_carboplati i 30+ | Dostarimab group 0 i 5 | z ol
® -y LS LT SIS 4 184 (35% €1, 212-361) i * .
2 04 " pembrolizumab ¢ . ! 4 % 10
= e RS V—y : 5
"i 0.3 e - ! ‘ 0 . £ ]
£ 024 B Placebo group | - ! Durva N
3 | Paclitaxel-carboplatin+ I U 188(95% Cl 126-25) | ; : |
E 2(1; placebo T T T i : T )\ ™ 1(; : E Cortol 1 |
- T T T T T T T T T T T T T T T T T T T T T 1 )
i P T D1 46 8 0L KB NLN®BN LMK Y T i niarsazasane R ————
Months Months since Randomizaton -atisk Months since randomisation o~
HR 0.54 HR 0.76 HR 0.77 HR 0.92
95% CI 0.41-0.71 95% CI 0.59-0.98 95% CI 0.60-0.97 95% CI1 0.73-1.16
1001 Events/Total Medianmo. (95% CT)
100 - 100 — Atezolizumab 127269 31.5(250-389)
904 90 —_— Placebo 65/140 28.6(224-372)
8O
80 - "
704 2 ] ™ HR 1.00
04 i $6.5% < £ 4 | 95%CI0T410135
5. : bt Z w
3 : s :
40 > o] g 40
=4
30 4 : ‘ 20
20 4 $ } 20
10 4 2 Median [85% Cl)mo Events, N (%) i 3
0 Dostaimab+CP S0QBENE @ } 0 - 10
T |ﬂ 1:} 1:a ’]I,I ’;n "ﬁ_ﬂ‘ Placebo + CP NO@SEE e . ‘ 0 3 6 9 12 15 18 21 24 97 30 33 36 N ‘ i : : ;
HR 1.00
HR 0.79 HR 0.79 HR 0.77 95% CI1 0.74-1.35
() M4-1.
95% CI 0.53-1.17 95% CI1 0.60-1.04 95% CI 0.56-1.07

Eskander RN, et al. NEJM. 2023 Jun 8;388(23):2159-70; Mirza MR, et al. NEJM. 2023 Jun 8;388(23):2145-58; Westin
SN, et al. J Clin Oncol. 2024 Jan 20;42(3):283-299; Colombo N, et al. Lancet Oncol. 2024 Sep;25(9):1135-1146.



______________________________________________________________
DUO-E: Impact of TMB Status on Benefit from

Durvalumab +/- Olaparib

Olaparib did not appear to add anything to durvalumab among a TMB-H subpopulation
The dAMMR/TMB-L subpopulation was too small to study

0 TMB-H
O dsiMA 18 months
O TME and MBR concordance zgip{“
_ + ———
Subpopulation, n (%) dMMRA pMMA : Durvalumab am
TMB-H 82 (19.2%) 32 (6.7%) 124/479 (25.9%) ?; i
£ I
TME-L 14 [2.9%) 341 [T1.2%) :
106/478 (22.1%) 433/470 (90.4%) oo 1:
|
Concordance between TMB and MMR status: 90.4% [85% CI, 87.4-927) 104 :
Positive concordance between TMB-H and dMMR status: 86.8% (95% CI, T9.0-8220) o — 11— ; — |
01 2 3 456 7 8 9111121314 151617 1819 20 21 22 23 24 25 26 27
Mo, at risk Time from randomisation (months)
Durvalumabarm 43 39 38 3535 35 35 32 28 28 2525 251616161411 8 9 4 4 3 1 1 1 0O
13% of dAMMR tumors were TMB low trolarm 3634333120211912 8 8 7 7 7 5 5 4 4 3 331111110
10% of dAMMR tumors were not MSI-H Evorta. 7 54 21 58.3) 12 £7.9)
. Median PFS (95% Cl). months 6.8 (5.5-14.8) 26.0 (MR-MF)
8.6% of pMMR tumors were TMB high HR (25% Cf) versus control 0.30 (0.14-0.60)
GOG
QH hliaht 45 Westin SN et al. ESMO 2025 Abstract 1117P. GOG FOUNDATION
IghlignTReel

Eskander et al. Nature Medicine (2025)



Can molecular subtype identify tumors who will benefit from ICI? Post
hoc analysis from 2 studies are not consistent for TP53

RUBY DUO-E

TP53 mut Post hoc exploratory analysis

HR, 0.55
(95% Cl, 0.30-0.99)

-
o

POLEm and TP53m statusf#

POLEm NC (NC-NC)1t
TP53m 0.80 (0.57-1.11)
TP53 wild-type 0.69 (0.44-1.04)
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dMMR : Additional Biomarkers Under Evaluation to Further
Characterize Tumors and Guide Treatment

NRG GY018

RUBY

DUO-E

ATTEND

47

PFS: HR 0.30 95% Cl 0.18-0.48;

p <0.001
OS: HR 0.55 (95% CI 0.25-1.19
p=0.0617)

PFS: HR 0.28 (95% CI1 0.16-
0.50; p<0.0001)
OS: HR 032 (95% C1 0.17-0.63)

PFS

Durva: HR 0.42 (95% CI 0.22-
0.80)

Durva/O

HR 0.41 (95% CI 0.21-0.75)
HR for Durva/O vs Durva 0.97
OS: not mature

PFS:

HR 0.36 (95% Cl 0.23-0.57;
p=0.0005)

OS:

HR 0.41 (95% CI 0.22- 0.76)

PFS:

HR 0.30 (0.18-
0.50) vs

HR 0.17 (0.04-
0.79) for
unmethylated

No HR given
but KM curves
look consistent

CPS >or<1
dMMR/CPS > 1 HR 0.27 (0.16-0.47)
dMMR/CPS <1 HR 0.30 (0.11-0.83)

TAP >1%

Durva: HR 0.63 (95% CI 0.48-0.82)
TAP < 1% HR 0.89 (95% Cl 0.59-
1.34)

TAP >1% Durva/O HR 0.42 (95% Cl
0.31-0.57)

TAP< 1% HR 0.80 (95%Cl 0.55-1.16)

IC (tumor infiltrating immune cells)
Positive: HR = 0.39

Negative

HR = 0.34

HRR

Durva: HR 0.57 (95% CI1 0.27- 1.13)
Non HRR HR 0.72 (95% CI 0.54-
0.97)

Durva/O

HRR: HR 0.30 (95% CI 0.15-0.58)
HR 0.59 (95% CI 0.44-0.8)

dMMR

CTNNB1 and/or APC mut (21%
dMMR) HR 1.91 (95% CI 1.1-3.33)
High Aneuploid Score

(9% dMMR) HR 3.6 (95% CI1 0.71-
18.29)

Eskander RN et al. Nature Medicine 31 (2025): Eskander NEJM (2023); Powell MA et al. Gynecol Oncol (2025); Westin SN J Clin Oncol (2024); Mazzarella L et al. ESMO (2025)



PMMR : Additional Biomarkers Under Evaluation to Further Characterize
Tumors and Guide Treatment

Study __|pMMR _______|PD-L TP53 Other

NRG GY018

RUBY

DUO-E

ATTEND

PFS:

HR 0.54 (95% CI 0.41-0.71; p< 0.001)

0S: HR 0.79 (95% Cl 0.53-1.17:
p=0.1157)

PFS: HR 0.76 (95% CI 0.59-0.98)
OS: HR 0.73 (95% CI 0.52- 1.02)

PFS

Durva: HR 0.77 (95% CI 0.60-0.97)
Durva/O HR 0.57 (0.44-0.73)

HR for Durva/O vs Durva 0.76 (95%
Cl1 0.59-0.99)

PFS:

HR 0.92 (95% CI1 0.73-1.16)
OS:

HR 1.0

CPS >or<1

pMMR/ CPS > 1 HR 0.59
(0.43-0.80)

pPMMR/CPS <1 HR 0.44
(0.26-0.75)

TAP >1%

Durva: HR 0.63 (95% CI 0.48-
0.82)

TAP < 1% HR 0.89 (95% ClI
0.59-1.34)

TAP >1% Durva/O HR 0.42
(95% Cl 0.31-0.57)

TAP< 1% HR 0.80 (95%ClI
0.55-1.16)

IC (tumor infiltrating immune
cells)

Positive: HR = 0.39
Negative

HR =0.34

pMMR
HR 0.55 (95% CI .30 -
.99)

pMMR
Durva: HR 0.80 (95% CI
0.57-1.11)

Durva/O: HR 0.47 (0.32-
0.67)

HRR
Durva: HR 0.57 (95% ClI
0.27-1.13)

Non HRR HR 0.72 (95% CI
0.54-0.97)

Durva/O

HRR: HR 0.30 (95% CI
0.15-0.58)

HR 0.59 (95% CI 0.44-0.8)

Eskander RN et al. Nature Medicine 31 (2025): Eskander NEJM (2023); Powell MA et al. Gynecol Oncol (2025); Westin SN J Clin Oncol (2024); Mazzarella L et al. ESMO (2025)



Are we ready to start using molecular profile +/- additional
biomarkers to individualize therapy? We already are....

Adjuvant High Risk:
B21 dMMR

%

.

E :
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Slomovitz et al. 2025
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Adjuvant HIR Stage I:
PORTEC-4a

Stage | HIR endometrial cancer

Determination of the molecular-integrated risk profilet

‘

Substantial LVS] or

TP53 mutation or
= 10% LTCAM expression

[No| w [Ves]

w L J
| CTNINBT wild type | CTNNET mutation I

L J L J L J L J

Favorable

A Stage | endometrial cancer

|

Surgery and pathology diagnosis:
HIR*

|

Random assignment
=1

Standard arm
1

Determination of the maolacular-
integrated risk profile

Detarmination of the molecular-
integrated rick profile

Favorable r
(estimated. at 556%) B (estimated. at 40%)

Unfavorable
{estimated. at 5%
L

. Vaginal Vaginal
Observation brachytherapy EBRT brachytherapy
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PORTEC 4a suggests that tailoring adjuvant RT (no ICIl) based on
molecular profile is non-inferior to SOC VCB

dMMR from b21:

75% Stage lll (n=140 in
ICI group) with 1 local-
regional recurrence

11 locoregional

I 14— . . .
T = e e arm ] = AR me am But is this too, true and irrelevant?
0.9 94
0.8 0.8
a | 2 g7 4 . . . . .
5 O g Local regional recurrence in the intermediate profile
= E 06
T 06 ER i
2 S (dMMR) group was 13% with VCB.
@ 05 = -7 ..
£ o B 4 Remember these are all clinical stage | tumors (only
= 4 Z )
2 E L. 25% had LND)
3 03 o a b
02 - 0.2 7
04 4 01 - ‘_—F-_‘__‘_d—-_'_
g4 — 01 ==
| : | | | | T T T T T T
0 1 2 3 4 5 0 1 2 3 4 5
) N . Years since randomisation
No. at Risk Years since randomisation Mo. at Risk: . . . 47 - -
109 108 104 95 66 49
169 161 154 142 91 55 147 140 134 117 T 1
Favorable profile Intermediate profile
— 60
=
o 50
1 -1 = Standard arm e :
| Molecular-Profile arm 2 404 Events) [Madian. ma HR
0.9 20 4 No.(%) (95%Cl)  (95%CN)
2 0.8 20 Pembro+ CT 8 1(6) Nﬁﬁm 01
g 07 10 PlaceboscT 2508 Lo MR OO0
S 0.6 0 - :
- T T T T T 1
2 0817 0 6 12 18 24 30
[}
E 0.4 4 Time Since Random Assignment (months)
& 034 No. at risk:
Pembro + CT 141 136 129 103 46 10 0
0.2 7 Placebo + CT 140 134 127 99 38 7 0
01 9
o _F,_. B 30n imaging < 1 locoregional
T T T T T T 3 recurrences < 2 distant mets
0 1 2 3 4 5 Pembro + CT — 8 DFS events < 0 on biopsy
5 deaths’
. Years since randomisation DFS events 19 <
Mo. at Risk: ”s o1 20 . . . U f bI f-I 23 recurrences < on imaging & distant mote
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888 Assay Designs
888 CGP Test *

888 pts

Stage | HIR

Powered to 85% DFS

*Comprehensive
Genomic Profiling

SIGNAL- EMC 101

710 pts

355 pts

ctDNA -

R1:1

355 pts

VBT

Surveillance

4 wks +/- 2 wks post-op

‘ ctDNA genome
+ CGP Test

ctDNA +

¢ 4

8 weeks 12 weeks

+/- 2 wks +-2 wks

Physician
notified if
conversion to
positive

within 12

v Wweeks {

Observation ‘ ‘ ‘ ‘

g TPC

ctDNA + arm will be capped at 100 pts for
serial monitoring

Will utilize an adaptive design allowing
interim analysis to determine effect size
and move towards pivotal trial.

Q3 months until 24 months

Surveillance/
Maintenance

¢ 6 ¢ ¢

Q3 months until 24 months

51 NCT07339384



How do we “prove” what is the best adjuvant therapy
and whether adjuvant therapy is needed at all?

RAINBO
A D@

;(
N 'il TransPORTEC

Chemoradiotherapy

Chemoradiotherapy

— Olaparib
Completely resected

endometrial cancer Radiotherapy

Radiotherapy
+ Durvalumab

Eligible histotypes: Molecular
endometrioid, l Classification

NSMP ER+

serous, stage lI(Lvsi+)/yy

Chemoradiotherapy
clear cell,

un/dedifferentiated,
mixed and
carcinosarcoma

)
o(é;b Radiotherapy — Progestin
(s

No adjuvant therapy
or de-escalation

RAINBO Research Consortium Int J Gynecol Cancer 2022;ijgc-2022-004039

© IGCS and ESGO 2022. Re-use permitted under CC BY-NC. No commercial re-use. Published by BMJ. 52
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Panel Discussion and
Audience Q&A
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ADC Mania, Navigating the Wave of
ADCs in Endometrial Cancer

Brian Slomovitz, MD
s, . Mount Sinai Medical Center
=t Miami Beach, Florida

Mount sinai
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Key Data on ADCs in Endometrial Cancer

Sacituzumab govitecan
(TROPiCS-03)"

(Phase 2)

T-DXd

(DESTINY-PanTumor02)?

(Phase 2)

RINA-S
(RAINFOL-0O1)3
(Phase 1/2 dose exp)

Sac-TMT
(2870-001)*
(Phase 1/2)

R-DXd
(REJOICE-
PanTumor01)®
(Phase 2)

Puxitatug samrotecan
(BLUESTAR)®
(Phase 1/2a)
(NCT05276548)

Trastuzumab
pamirtecan
(Fern-EC-01)
(Phase 3)

(NCT03964727)

Advanced/metastatic
EC after platinum-based
chemo and PD-L1
therapy

TROP2/SN-38

mFU: 5.8 mo
ORR: 22%
CBR: 32%
mDOR: 8.8 mo
mPFS: 4.8 mo

Safety

Any TEAE: 98%
Gr3+ TEAEs: 80%
Any TRAE: 93%
Gr3+ TRAEs: 73%

TRAEs leading to
discontinuation: 5%

(NCT04482309)

Locally advanced or
metastatic EC after 21
prior systemic treatment

HER2/TOP1

mFU: 13.0 mo

ORR (all pts/IHC 3+):
58%/85%

mPFS (all pts/IHC 3+):

11/28 mo

mOS (all pts/IHC 3+):
24/34 mo

All tumor types
Any AE: 98%
Any TRAE: 85%
Gr3+ TRAEs: 42%

TRAEsS leading to
discontinuation: 10%

Adj drug-related ILD/
pneumonitis: 12%

(NCT05579366)

Advanced/recurrent EC with
1-3 prior LOT (incl. PBC &
PD-L1 in advanced setting)

FRa/Exatecan

mFU (100/120 mg/m?):

12/14 mo

ORR (100/120 mg/m?):

50%/44%

DCR (100/120 mg/m?):

100%/82%

Any TEAE: 100%
Gr3+ TEAEs (100/120
mg/m?): 17%/35%
TEAES leading to
discontinuation: 3%

(NCT04152499)

Recurrent or metastatic
EC after
1+ LOT (PBC)

TROP2/belotecan-
derived TOP1

mFU (4/5 mg/kg): 12
mo/22 mo

ORR (all): 32%

DCR (all): 75%

mPFS (4/5 mg/kg): 6/7
mo

mOS (4/5 mg/kg): 14/18
mo

Any TRAE: 99%
Gr3+ TRAEs: 59%

TRAEs leading to
discontinuation: 2%

NCT06660654
Relapsed or metastatic EC with 1-3 prior
EC LOT (incl PBC &
PD-L1 in advanced
setting)

B7-H4/TOP1 CDH6/TOP1

mFU (2/2.4 mg/kg):

4.1/4.0 mo

ORR (2/2.4 mg/kg):

35%/39%

DCR (2/2.4 mg/kg): N/A
81%/85%

Serious TRAEs (2/2.4
mg/kg): 40%/34%
TRAES leading to

discontinuation 0%
N/A

NCT06340568

Recurrent
HER2+ EC
with 1-3 prior
LOT (incl PBC
& PD-L1)

HER2/TOP1

N/A

N/A

1. Santin AD, et al. J Clin Oncol. 2024;42(29):3421-3429. 2. Makker V, et al. ESMO 2025. Abstract 4136. 3. Cloven N, et al. ESMO 2025. Abstract 6468. 4. Wang K, et al. ESMO 2025. Abstract 4356. 5. Gaillard S, et al. SGO 2025. Abstract 933087. 6. Albiges L, et al.
ASCO 2025. Abstract TPS3158. 7. NCT06340568. Accessed Nov 5, 2025; https://clinicaltrials.gov/study/NCT06340568.
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Endometrial Cancer: 2L ADC Development

Investigative Focus
Recurrent EC

Chemo #2 [aummmml Chemo #3 |l Chemo #4+

Common Design for Recurrent EC,
Post 10 (either 1L or Recurrent)
where single agent chemo is SOC

NOVEL ADC

_

Physician Choice Chemo
(weekly paclitaxel, doxorubicin)

Current Portfolio (so far):

 Sacituzumab Tirumotecan (Topo1i, Trop-2)’

« Sacituzumab Govitecan (Topo1i, Trop-2)?2

« BNT-323 (Topo1i, Her2)3

 Trastuzumab Deruxtecan (Topo1i, Her2) (approved)*
« Puxitatug Samrotecan (Topo1i, B7H4)3

« GSK-5733584 (Topo1i, B7H4)

» Rinatabart Sesutecan (Topo1i, FR-a)

Post Progression Survival >
(12 -> 20 mos)

et e

* More...
GOG 1. MK-2870-001: Accessed Jan 14, 2026; https.//clinicaltrials.gov/study/NCT04152499. 2. Santin AD, et al. J Clin Oncol. 2024;42(29):3421-3429. 3. NCT06340568.
H- hl- h1_ Accessed Nov 5, 2025, https://clinicaltrials.gov/study/NCT06340568. 4. Makker V, et al. ESMO 2025. Abstract 4136. 5. Gaillard S, et al. SGO 2025. Abstract 933087. 6. GOG FOUNDATION
|g |g Reel McKean W, et al. Cancer Research. 2025 Apr 25;85(8_Supplement_2):CT188.. 7. Cloven N, et al. ESMO 2025. Abstract 6468.



https://clinicaltrials.gov/study/NCT04152499
https://clinicaltrials.gov/study/NCT06340568

Endometrial Cancer: 1L ADC Development

Common Design for 1L Maintenance Common Design for 1L Therapy
Therapy (PMMR, 10 naive) (PMMR, 10 naive)

NOVEL ADC + ICI
Chemo/ICl e
Immune Checkpoint

Inhibitor

A: NOVEL ADC + bispecific

B: NOVEL ADC + ICI

Current Portfolio (so far): C: SOC: Chemol/ICI
« Trastuzumab deruxtecan (Topo1i, Her2)?

 Sacituzumab tirumotecan (Topo1i, Trop2) 2

2 more undisclosed

57

QGO.G . 1. DESTINY-PanTumor02: NCT04482309 Accessed Jan 14, 2026; https://clinicaltrials.qov/study/NCT04482309; G O G EOUNDATION
HighlightReel 2. MK-2870-001: Accessed Jan 14, 2026; https://clinicaltrials.gov/study/NCT04152499



https://clinicaltrials.gov/study/NCT04482309

-
GOG-3122: DESTINY-Endometrial-02 Primary Adjuvant

- - . Endpoints
Patient Population Adjuvant Treatment .
Primary

« DFSITT (BICR or pathology)

Key Secondary
+ OSITT

* Histologic diagnosis of endometrial
cancer (any histology)

« Stage IICmp53abn or 11l or IVA or IVB T-DXd 5.4 mg/kg x 12 months (17 Olier Sacondmy
FIGO 2023 cycles) - DFS ITT byinv estigator
* HER2 expression per ASCO CAP gastric * Distant diseasdree survival
guidelines IHC (2+/3+) by central * HRQol
testing. Min of 40% IHC 3+ ' . » Safety
« Undergone surgery with curative Carboplatin + paclitaxel 6 cycles
intent. No evidence of disease post Stats
surgery. . o ) :
* No evidence of metastatic disease. ?tmsgégﬁ'sg ];aft’:r; -Hsﬁg;hsp:ilz?;r:ng 0?4%:]"}%%;';'1,"&?1:0' S

¢ Randomization within 8 weeks of
surgery (or 12w from surgery if EBRT is

= Effect size: Hazard Ratio=0.66

* Stage lICmp53abnvs Stage Il vs Stage IV « 85% power (or >=83% adjusting for 1A #1 for futlity),

given before RDZ) * RT:RT (any modality) vs no RT = 1-sided type 1 error rate =0.02496 ( adjusting for IA
* Treatment naive (systemic therapy) in o #22; EfﬂCIECY) - DFS
o . . anned analyses in :
any.seth ng mcludlng.the neoadjuvant - IA#1 (30%) to assess for fullty (o -spent)
setting for endometrial cancer (EC). = |A#2(75%) to assess for efficacy (very smalla  -spent,
* POLE excluded (local testing or central Notes: 0.00004 1 -sided)
test‘lng}.l - option to include IHC 1+ gated on DP02 data ~Feb2027 - E_rlrnlaryfIIEOIS inaIYSISD(n[L _48'?‘31 —
*EBRT will be allowed before rdz. VCB - blinding of the study to be considered and further work-up needed inal analysis key secondary endpaint (60m).
may be given as perinvestigator - Further refinement and assessment of feasibility under review

discretion (before or after rdz)

Q GO.G o DESTINY-Endometrial-02: Accessed Jan 14,
H [e] h |Igh1‘ Reel 58 2026; https://clinicaltrials.gov/study/NCT07022483



P53 mutation as a “biomarker” for response to Bevacizumab
in Endometrial Cancer: Ancillary Investigation of GOG 86P

A WITPs A WTTPss
H .
} as
14% - . g o
@ R248 ' g o
& 12% - ol
?
S 1o% - R273 as- ]
.E Regmen Event Total Madian
S 8% - o , T Emeitemee B & N7
E a 12 4 ] H A 54 -
"E 6% - R175 1 Morthe on Study Morths on Sudy
ol 47 3 12 ﬁ :; ] F=3
E 43 Y220 D281
=
S om B Mutant 7P53 B Mutant7Pss
2 ]
- WEl |||||||||h|||| T

Nucleotide position i
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Leslie K. et al. Gyncol Oncol 2021



GYO035 (UC2323): Prelim trial design building on results of GY018 &
86P in TP53 mutated Endometrial cancer patients: approved by CTEP

Randomized Phase II/1ll Study of Carboplatin + Paclitaxel + Pembrolizumab vs. Carboplatin +
Paclitaxel + Bevacizumab vs. Carboplatin + Paclitaxel + Pembrolizumab + Bevacizumab in

Patients with Advanced or Recurrent, pMMR and TP53 mutated Endometrial Cancer

Pls: Fader, Toboni, Monk

Stage Ill or IV or recurrent,
pMMR, TP53 mutated EC
(measurable/non-measurable
Stage IVB, and recurrent disease®*)

Stratification:

* Disease status (advanced vs recurrent)

*Primary Phase Il endpoint: PFS by RECIST V1.1
*Primary Phase 11l endpoint: OS

P
Q-
.

Carboplatin +
Paclitaxel +

Pembrolizumab

Carboplatin +
Paclitaxel +
Pembrolizumab +
Bevacizumab

#

Pembrolizumab
maintenance

-

#

Pembrolizumab +
Bevacizumab
maintenance

Treatment Plan:

pembrolizumab 400 mg IV maintenance every 6 weeks.

mg/kg maintenance every 3 weeks.

Arm 1: IV carboplatin AUC 5 + IV paclitaxel 175 mg/m? + IV pembreolizumab 200 mg on day 1 every 3 weeks x 6-10 cycles followed by 14 additional cycles of

Arm 2: IV carboplatin AUC 5 + IV paclitaxel 175 mg/m? + bevacizumab 15 mg/kg on day 1 every 3 weeks x 6-10 cycles followed by 28 additional cycles of bevacizumab 15

Arm 3: IV carboplatin AUC 5 + IV paclitaxel 175 mg/m? + IV pembrclizumab 200 mg + bevacizumab 15 mg/ke on day 1 every 3 weeks x 6-10 cycles followed by 14

additional cycles of pembrolizumab 400 mg IV maintenance every 6 weeks and 28 additional cycles of bevacizumab 15 mg/kg IV maintenance every 3 weeks.
*Ppatients with recurrent disease who have received prior adjuvant therapy must have a platinum-free interval of >/=12 months.

GOG
@Q HighlightRee] 60

1. GY035: NCT07198074 Accessed Jan 14, 2026; https://www.clinicaltrials.gov/study/NCT07198074
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NSMP: ER Predicts Outcome

ER Positive (n = 27)

ER Negative (n = 30)

SHEER

Hlslotype
LvSI
Squamous metaplasia l . l l .
Mucinous metaplasia .
LICAM il i RN B R N NE DRERER
errevlERRENRRRRRANN |
picsca N (][]
KRAS my [l
CTNNB1 [ | n
FBXW7? T
rerrzfl iy i
ATM m
APC ]
POLE
TP53
sage Il NN DD HO NN HNR B 0 & §En
CN segments | . .
rca Bl BEE BN OENEE R R BB BN R BB i §E haR [
IHC ER/PR Histotype LvsI IHC L1CAM Mutation status  Stage
W rositive (>10%) Il Endometrioid CINone O<10% CJwild-type (m
Il Negative [l serous Orocal 0%, 50%) [l Mutated En
I clear cell [ Substantial [l > 50% B
[ carcinocarcoom mwv
[ Mixed CN segments FGA
B 0e oif — ]
22 72 166 0 025 049
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Timmermans PT et al. Int J Gynecol Pathol. 2026

Owerall Survival Probability (%)

ER-IHC Negative 15 13
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Progression Free Survival Probability (%)

ER-IHC Positive 85 7
ER~IHC Negative 15 7

Progression Free Survival Probability (%)
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Combining Endocrine and Targeted Therapies to
Overcome Resistance

Estrogens
/

Nonsteroidal Als
Anastrozole

(ﬁl @ Letrozole
7 Z
2 { { §> Steroidal Al

Exemestane

Il
-

AN

PI3K Inhibitor
Alpelisib

v

Selective ER Degraders
Fulvestrant

Borestrant

Camizestrant

Elacestrant

Giredestrant
Imiunestrant

Estrogens

MmMTOR Inhibitor
Everolimus

Selective ER Modulators
Raloxifene

Tamoxifen

Toremifene

Bazedoxifene

L asofoxifene
Cytoplasm
CDK4/6 Inhibitors
Abemaciclib Rb
Palbociclib Cyclin D —
Ribociclib S8

Trilaciclib | TTTm———- | /\ Nucleus
E2F

L erociclib
Rb
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Ray-Coquard |, et al. International Journal Gynecologic Cancers, 2023




GOG-3082 (ACR-368-201)

BOR IN ALL SEROUS SUBJECTS WITH = 2 PRIOR LINES VS ALL
OTHER SUBJECTS (BIOMARKER-UNSELECTED)

BOR on Study Treatment,
Best of BICR/PI*

B cr 15 Serous (= 2 Prior Lines) All Others
B =
— ORR = 52%

—_ o,
PD : ORR =22%
n ULDG expected to potentially
Not Reported .
| P increase response rate further
Histology =
. Serous 85
5% # #2 #
. Carcinosarcoma U= % TH 0% 0% 3TE 4% 45% AT 0% S0 62% 1% 738 T4k 100%.100% - PR
SE a 13T% Bl% 61% 3% 10% 16% 1% b - d
I: Clear-Cell Carcinoma £s
6 E
[ endometrioid g4
| Other 25
MMR Status
B ammr sl
B e
I: Not Reported
p53 Status
B wild Type
W Mutant .
[] not Reported g 282823 ¢&88¢E835¢8 8888283838 8 8 &€ :3EE385EEEoE B8 88888 2 g
Endometrial Subtype
MMR Status
P53 Status
Number of Prior Lines (PAL0) i
Duration of Response (weeks)
BOR on study treatment per Investigator
BOR on study treatment per BICR
n=23 n= 55
* ORR is best of BICR and/or Pl Med@an Prior Lines = | Medan Prior Lines = 2

# Unconfirmed PR
Non QC’ed data based on EDC data extract as of 12/04/2025 with sponsor verification, and if needed correction, of histopathology/molecular alterations, and BOR in last prior line

QGOG . .
@ Highlightpee] ULD G, Ultra-low dose gemcitabine 63 GOG rouroarion
NCT05548296; https://ir.acrivon.com/static-files/8ea1462c-a9cb-4560-a201-767eaadb1818 ;
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https://ir.acrivon.com/static-files/8ea1462c-a9cb-4560-a201-767eaadb1818
https://ir.acrivon.com/static-files/8ea1462c-a9cb-4560-a201-767eaadb1818

e
GOG-3082 (ACR-368-201)

A PHASE 2 STUDY OF ACR-368 THERAPY IN SUBJECTS WITH ENDOMETRIAL CANCER
Pl: Panagiotis A Konstantinopoulos

Subjects with endometrial cancer who have relapsed after
prior platinum-based chemotherapy and one prior line of

anti-PD-(L) | therapy

BM-Stratified Cohorts BM-Unselected Serous Cohort
(Prospective Treatment Response Prediction) sl
Subjects with <3 lines of prior therapy Subjects with <2 lines of prior therapy
| !
v ./
Arm |I* Arm 2 Arm 3%
BM+ BM- All-comers
N=71 N=up to ~150 N= up to ~90
ACR-368 ACR-368
ACR-368 (105 mg/m? q2w) (105 mg/m? q2w)
(105 mg/m? q2w) With ULDG Sensitization With ULDG Sensitization
(10 mg/mg? q2w) (10 mg/mg? q2w)
*Registrational intent ***Enrollment completion Q4 2026 (potential early interim validation)

A >0 selected sites in 4 major EU countries

ULDG, Ultra-low dose gemcitabine GOG PARTNERS GOG FOUNDATION'

NCT05548296
64




Biomarker-Based Therapies
Under Development

&'

G0OG-3039: Abemaciclib and Letrozole

GOG-3069: Apelisib and Ffulvestrant

GOG-3111: Sapanisertib and Serabelisib (PIKTOR) with Paclitaxel

EEC201: Nab-Sirolimus and Letrozole

MK-5684-015/O0MAHA-015: CYP 11A1 Inhibitor

GOG

HighlightReel 65

1. GOG-3039: NCT04393285 Accessed Jan 14, 2026; https://www.clinicaltrials.gov/study/NCT04393285; 2. Stephanie Gaillard et al. J Clin Oncol, 2024. 42,
TPS5639-TPS5639. 3. David Starks et al. J Clin Oncol, 2025 43, TPS5633-TPS5633. 4. Dockery LE, et al. Ann Oncol. 2025;36(suppl 2):S746-S747. 5. MK-
5684-015: NCT06979596 Accessed Jan 14, 2026; https://www.clinicaltrials.gov/study/NCT06979596.
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https://www.clinicaltrials.gov/study/NCT04393285
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Panel Discussion and
Audience Q&A
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Part 3: Cervical Cancer Care:
New Regimens and Innovative
Treatment Approaches

i
Bhavana Pothuri, MD, MS
NYU Lan gone

67 New York City, New York




@QﬁﬁghlightRed

Cervical Cancer Highlights and
Emerging Treatment Strategies

Leslie Randall, MD

Inova Schar Cancer Institute, Inova Health
Fairfax, Virginia
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-____________________________________________________________________
State of Science in Locally Advanced Cervical Cancer

Trial/Citation Approach PFS HR (95% CI) OS HR (95% CI)
CALLA CRT- 770 0.84 (0.65-1.08) Not reported
(NCT03830866) durvalumab p=0.17

with

maintenance
KEYNOTE A182 CRT- 1060 0.68 (0.56-0.84) 0.67 (0.50-0.90)
(NCT04221945) pembrolizum p=0.0040

ab

with

maintenance
INTERLACES3 Induction 500 0.65 (0.46-0.91) 0.60 (0.40-0.91)
(NCT01566240) cis/paclitaxel p=0.013 p=0.015

to CRT

1. Monk et al. Lancet Oncol. 2023;24(12):1334-48; 2. Lorusso et al. Lancet. 2024 Oct 5; 404 (10460):1321-1332. 3. McCormack Lancet. 2024 Oct 19; 404 (10462):1525-1535
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NRG-GY037:

Induction Pembrolizumab and Chemotherapy Followed by Pembrolizumab Before Chemoradiation and Pembrolizumab
Maintenance Compared to Standard Chemoradiation With Pembrolizumab Followed by Pembrolizumab Maintenance in
High-Risk Cervical Cancer

Pl Jyoti Mayadev, MD
Arm 1: SOC

Cisplatin 40 mg/m2 QW for

5 cycles + EBRT followed by brachytherapy
+

N=336 Pembrolizumab 200 mg Q3W for 5 cycles
Pembrolizumab 400mg Q6W for 15 cycles

* Newly diagnosed
histologically confirmed
FIGO (2018) Stage
IHIA(T3aNO0), [lIB
(T3bNO); Stage IIIC1

(T3aN1, T3bN1) IlIC2 :
Arm 2: Induction

Induction chemotherapy with carboplatin/paclitaxel g wk. +
pembrolizumab 200mg q 3wks 2 cycles (6 wks.)

(T3aN2, T3bN2); IVA

Squamous cell,

adenocarcinoma, Power: 90%
adenosquamous Alpha: (one sided 5%)

cervical cancer

RT to start ASAP: wk. 7
Cisplatin 40 mg/m2 QW for

5 cycles + EBRT followed by brachytherapy
+

Stratification: PALN + vs. — Pembrolizumab 200 mg Q3W for 5 cycles
Stage Il vs. IVA Pembrolizumab 400mg Q6W for 14 cycles

@QGHoighligthed 70 GOG FOUNDATION'

NCT04158141 Accessed Jan 14, 2026; https://clinicaltrials.gov/study/NCT05548296




e
State of Science in 1L Recurrent

Metastatic Cervical Cancer

Trial/Citation ITT PFS HR (95% Cl) PDL1+ PFS HR PFS HR bev treated | ITT OS HR (95% Cl)
(95% Cl) (95% Cl)

KEYNOTE 826  Cisor 0.65 0.62 (0.50-0.77) 0.61 (0.47-0.80) 0.63 (0.52-0.77)
(NCT03635567) carbo/pachtaxel/ (0.53 -

tbev 0.79)

+ p<0.001

pembrolizumab

BEATcc Cis or 519 0.62 0.54 (0.32-0.91) 0.62 (0.49-0.78) 0.68 (0.52-0.88)
(NCT03556839) carbo/paclitaxel/ (0.49- p<0.0001

bev 0.78)

+ atezolizumab ?<0.000

Colombo et al. NEJM 2021 Nov 11; 385(20):1856-1867 Monk JCO 2023 Dec 20,41(36):5505-5511 Lorusso et al. Ann Oncol. 2025 Jan;36(1):65-75. Oaknin Lancet 2024 Jan 6;403(10421) :31-43 Lindemann et al ESMO Gynae 2025
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Does PD-L1 Scoring Method Matter?
Does PD-L1 Matter?

R OABEC0 D

\/
4
@ PD-L1 negative tumor cell @ PD-L1 negative immune cell

@ PD-L1 positive tumor cell @ PD-L1 positive immune cell

No. PD-L1 positive tumor cells
Total No. of viable tumor cells

TPS = x 100

No. PD-L1 positive cells (tumor cells,
CPS = lymphocytes, macrophages) x 100

Total No. of viable tumor cells

de Ruiter, Emma et al. Modern Pathology. 34. 10.1038/s41379-020-0644-7.

GOG
B Tonichineer 72

Trial ITT PDL1<1 PDL1 1+

Scoring method n n n

Biomarker PFS HR PFS HR PFS HR
evaluable #

KN 8261 617 69/617 (11%)  231/617
CPS 0.65 NR 0.62

617/617

BEATcC? 519 93/313 220/313
CPS 0.62 (29.7%) 0.54

313/519 0.48

1. Colombo et al. NEJM 2021 Nov 11; 385(20):1856-1867; 2. Lindemann et al ESMO Gynae 2025

PDL1 10+
n
PFS HR

317/617
0.61

101/313
0.54

GOG FOUMNDATION
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GOG-3123/ENGOT-cx22/ Trofuse-036 (Part 1 Safety Run-In)

US PI Brian Slomovitz
Key Eligibility Criteria for Enroliment:

* Persistent, recurrent, or newly diagnosed metastatic cervical cancer that is not amenable to curative treatment

« Histologically confirmed diagnosis of squamous cell carcinoma, adenosquamous carcinoma, or adenocarcinoma of
cervix

« PD-L1 CPS >1 as assessed locally

- ECOGPSOto1

« Completed 6 cycles of induction therapy

« Without PD per RECIST 1.1 by Investigator

« Excluded if have received prior systemic anticancer therapy other than what is specified in this protocol

Sac-TMT 4 mg/kg Q2W + _ ..
Pembrolizumab 400 mg Q6W Primary Endpoint:

+Bevacizumab 15 mg/kg Q3W * Safety and tolerability

Follow-up

« Participants will receive sac-TMT 4 mg/kg q2w and pembrolizumab 400 mg q6w for up to 14 cycles.
« Bevacizumab 15 mg/kg q3w will be administered until a treatment discontinuation criterion is met.
73 « Each cycle will be 6 weeks Iong. NCT07216703 Accessed Jan 14, 2026; https://clinicaltrials.gov/study/NCT07216703



US PI Brian Slomovitz

Screening for Enroliment

Key Eligibility Criteria for Enroliment:

Persistent, recurrent, or newly diagnosed
metastatic cervical cancer that is not
amenable to curative treatment
Histologically confirmed diagnosis of
squamous cell carcinoma, adenosquamous
carcinoma, or adenocarcinoma of cervix
Measurable disease

No prior systemic treatment, including prior
10

Prior radiation + radiosensitizing
chemotherapy is allowed

PD-L1 CPS >1 per Central Laboratory
ECOGPSO0to1

Excluded if have received prior systemic
anticancer therapy other than what is
specified in this protocol

Induction ( 6 x 3-weeks cycles)

Randomize

GOG-3123/ENGOT-cx22/ Trofuse-036 (Part 2)

Maintenance (14 x 6-week cycles)

Arm A
Sac-TMT 4 mg/kg Q2W +
Pembrolizumab 400 mg Q6W
+/- Bevacizumab 15 mg/kg
Q3W per investigator

Arm B
Pembrolizumab 400 mg Q6W
+/- Bevacizumab 15 mg/kg
Q3W per investigator
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Cervical Cancer Care: New Regimens
and Innovative Treatment Approaches

J .

\ Bhavana Pothuri, MD, MS
/ NYU Langone

j New York City, New York
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Evolving the Recurrent Cervix Cancer Treatment Landscape, the Role of ADCs

ADC/ Phase Trial

Payload Prior Lines

ORR (%,
Cl)

Any Gr 3/4 | DIC (%)
AE’s (%)

Tisotumab
Vedotin/ Phase Il 1

FDA Approved

Sacituzimab
Tirumotecan
4mg/kg q 2 wks
Phase I/I12

Sacituzimab
Govitecan/ Phase Il
EVER 123-0033

GOG
?HighﬁghTReel

TF MMAE 1 line 63%
Prior 1O 28%

TROP2 TOPO-I > 2lines 62%
> Prior 10: 57%

TROP2 SN-38 Median 2 (1-5)

Prior 1O 68%

Vergote et al. N Engl J Med 2024;391:44-55
2 Wang et al. ESMO 2025 Berlin
3 An et al ESMO TAT 2025

250

153

40

17.8%
(13.3 to
23.1)

24

(17.6-31.8) (1.4- 12.2)

43 (23-59)

7.5

9.2
(4.6-11.7)

4.2
(4-4.4) °

5.5
(5.3-7.1)

7.1
(4.2-8.4)

52 15
53 2
63 8
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s _____________________________________________________
Target Antigen Expression in Cervix Cancer

TROP2 AND TISSUE FACTOR ARE HIGHLY EXPRESSED IN

PRIMARY AND MATCHED
CERVICAL CANCER RECURRENT LESIONS

A TROP2 TF  NECTIN4 n (%)

Protein TROP2,n (%)  Tissue Factor, NECTIN4, n 36 (8) Level of high (2+, 3+) recurrent lesion
expression h (%) (%) expression: ’
h, total n =501 n =500 n=511 .
WL ';ROPQI-: 56t% 46%
*Tissue Factor: 46%
3+ 185 (37 9 ; y
%) el el *NECTIN4: 35%
2+ 157 (31 %) 97 (19 %) 42 (8 %)
1+ 127 (25 %) 159 (32 %) 170 (33 %) Level of concordance
0 32 (7 %) 100 (20 %) 278 (55 %) o4 (38) (low versus high) between primary and
matched recurrent lesion:
) *TROP2: 15/22 (68%)
High (3+and 2+) 342 (68 %) 241 (48 %) 63 (12 %) — *Tissue Factor: 20/22 (91%)
o . 0
Low (1+and0) 159 (32 %) 259 (52 %) 443 (88 %) 82(17) NECTIN4: 15/22 (687%)
16 (3)

@Q GHcighlighf Reel Halle et al ESMO 2025 Beriin 77 GOG FOUNDATION



.
Patient reported outcomes from GOG 3057/ENGOT-cx12/innovaTV301

(n=434/502)

* Global health status/QoL was maintained from baseline to cycle 13 in both arms (Figure 4)

Improvement

|

Worsening

Treatment arm
TV
~* Chemotherapy

Figure 4. EORTC QLQ-C30 Global Health Status/QoL score from baseline to cycle 13
5 - —_—
2 )
L] T /
g 4
E g4 I .
o
s .|
% 5 I o s 1
£ \| / T
o h'S
w
-10 4 - L
Baseline 2 3 4 5 [} 7 8 k] 10 11 12 13
Ho. of patients Cycle
T™,n 230 98 75 15 32 107 78 fi2 38 29 23 3
Chemetherapy, n 200 158 17 98 78 59 47 39 29 26 16 13 10
Higher scores represent a higher quality of life. EORTC, European Organisation for Research and Treatment of Cancer; QLG-C30, Quality of Life Questionnaire-C30; Qol, quality-of-
life; TV, tisotumakb vedoting

.

Median time to clinically meaningful deterioration (z10-point change)? was longer with TV compared
with chemotherapy across most of the key domains for QLQ-C30 and QLQ-CX24 (Figure 5)

Figure 5. Forest plots for time to deterioration of (A) EORTC QLQ-C30 subscales and

(B) EORTC QLQ-CX24 subscales

A} Measure HR 95% CI B)
Global Health Status 118 096-1.46 T
Physical Functioning 106 086-1.31 —e——
Role Functioning 110 089-135 ———
Emotional Functioning 122 099 -1.51 ——
Cognitive Funcfioning 120 097-1.48 —
Social Functioning {45 Qo4 -142
Fatigue 115 093140 +~——e——
Mausea and Vomiting 143 116-1.76
Pain 125 1.02-155 ——
Dyspnea 128 1.04-1.59 ——
Insomnia 129 1.04-1.60 e
Appetite Loss 122 0.99-1.50 |
Constipation 1.16 084-143 +~—1—+—
Diarhea 1.21 097 -150 T
Financial Difficulties 119 0.96 -1.47 H——
02 10 20

—

Favors chemotherapy

Measure HR 95% CI
Symptom Experience 128 1.04 -1.58 ——
Body Image 115 084-142 e
Sexual/Vaginal Functioning 072 037-140 F———¢—7T—
Lymphedema 1.32 1.07-1.63 4
Peripheral Neuropathy 095 077-1.18 ——
Menopausal Symptoms 123 1.00-1.52 4+
Sexual Worry 123 089-152 ]
Sexual Activity 1.18 085-1.46 ——
Sexual Enjoyment 099 052-1.90 —
———
02 1.0 20
— —_—
Favors chemotherapy Favors TV

EORTC, European Organisation for Research and Treatment of Cancer; HR, hazard rafio; QLQ-C30, Quality of Life Questionnaire; QLQ-CX24, Quality of Life Questionnaire-Cervical
Cancer Module; Qol, quality-of-life; TV, tisotumab vedotin. *Clinically meaningful deterioration was defined as a =10-point change from baseline, progression or death.
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Current Phase lll/IV GOG ADC Cervix Trials

Line of tx Phase/ N GOG

GOG-3116, ocular  Dr. Scott Jordan Tisotumab Vedotin  Recurrent/ IV/ 100 Safety, Ocular AE’s  Active, accruing
assessments’ (TV) metastatic

(NCT06952660)

GOG 3101- Dr. Ritu Salani Sacituzumab 2"d or 3" Line 111/ 100 OS Active, accruing
Trofuse 0202 Tirumotecan Recurrent

(NCT06459180)

GOG 3123- Dr. Brian Slomovitz S_acituzumab First Line 1/ 150 Dual: PFS BICR Active, accruing
Trofuse 0363 Tirumotecan and OS

(NCT07216703)

?GO.G o 79 1. GOG 3116: NCT06952660 Accessed Jan 14, 2026; https://clinicaltrials.qov/study/NCT06952660. 2. GOG 3101: NCT06459180 Accessed Jan 14, GOG EOUNDATION
nghllght Reel 2026; https://clinicaltrials.gov/study/NCT06459180. 3. GOG 3123: NCT07216703 Accessed Jan 14, 2026; https://clinicaltrials.gov/study/NCT07216703


https://clinicaltrials.gov/study/NCT06952660
https://clinicaltrials.gov/study/NCT06459180

IO Combinations/ Bispecifics

Study/Phase _ N/Evaluable | ORR (%) DOR (mos) | PFS (mos) Any Gr 3/4

RAPIDS/Ph 2
(O’Malley
ESMO 2025)

Compassion
16/Ph 3

(Wu el al,
Lancet, 2024)

Innova TV205-
GOG 3024/ Ph
1B/2 (Monk,
ESMO 2025)

AKO001/Ph 2
(GU, et al
ESMO 2025)

Ph 1B/2 (Li, et
al, ESMO 2025)

Balstilimab/Zalifrelimab (PD-
1/CTLA-4)

Cadolinimab
(PD-1/CTLA-4 bispecific ) vs placebo
in addition to chemo

1L TV + carbo
1L TV + pembro
2nd/3rdl. TV + pembro

Cadolinimab+ Disitmab vedotin
(HER2 1-3+)

Cadolinimab +Nab-paclitaxel (HER2
Neg)

WX390 (Dual PI3K-MTORI)
+toripalimab

100% prior platinum 24 (17-33) 23 (11-NR) 4.2 (2.8-5.6) Zal 23%
39% prior bev Bal 22%

TRAE

O L (prior Chemo/RT 222 79 vs 15.7 (6-2— 12.7 (11.6-16.1) vs 8.1 85%

only) 68 (placebo) 27-4)vs 8.5 (7-7-9-6) TEAE

(4.6-15.0) HR= 0.62 (0.49-0.80)

100% OL 33/33 55 (36-72) 8.6 (4-12) 6.9 (4-11) 39%

100% OL 33/32 41(24-59) NE (NE-NE) 5.3 (4-12) 12%

71% 1L 35/34 35 (20-54) 14.1(4-NE) 5.6 (3-14) 29%
TEAE

25% 2-3L 32/22 50 (28-72) 12.5%

33% Prior 10

53 (30-74)

19% 2-3L 42/21 19%

19% prior 10 TRAE

46% prior 10 24/19 47 (24-71) N/R 41 (2.3-6.9) 58%

33% prior TRAE

Bevacizumab 80
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Part 4: Panel Discussion and
Audience Q&A
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Part 5: Final Comments,
Future Perspectives

Thomas Herzog, MD

University of Cincinnati
Cincinnati, Ohio
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GOG CONTINUING EDUCATION

In support of improving patient care, this activity has been planned and implemented by The GOG Foundation, Inc. (GOG).

Accreditation Statement

The GOG Foundation, Inc. is accredited by the Accreditation Council for Continuing Medical Education (ACCME) to provide
Continuing Medical Education for physicians.

AMA PRA Category 1 Credits™

The GOG Foundation, Inc. designates this live activity for a maximum of 2.5 AMA PRA Category 1 Credits™. Physicians should
claim only the credit commensurate with the extent of their participation in the activity.

Method of Participation

There are no fees for participating in and receiving CME credit for this activity. Participants must: 1) read the educational
objectives and faculty disclosures; 2) attend the educational activity; 3) complete the online evaluation that will be

sent to all registered participants who provide a valid email address and attend the activity. Participants who

complete the educational activity and evaluation will receive a certificate of credit.

Participants who complete the educational activity, pre- and post-test, and evaluation will receive a
certificate of credit.

@QGH?;hligh’rRed 85 GOG FOUNDATION'
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Go to WWW.GOG.ORG to view this presentation through July 2026

GOG Highlight Reel — July 2026

In conjunction with the NRG 2026 Semiannual Summer Meeting
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