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ctDNA in Urothelial Cancer

Current state Potential future applications

Switch Consolidative
therapy in therapy for
advanced oligometastatic

disease disease

Detect minimal |dentify Treatment Treatment of
residual targetable g intensification molecular
disease (MRD) mutations deintensification recurrence
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Updates in GU Oncology

IMvigor 011.: Study Schema

Screening Surveillance
ctDNA monitorin

until 1 y post-cystectomy®

Fa

'+ MIBC within 6-24 weeks of
radical cystectomy

¥\

+ Histologically confirmed (
(y)pT2-T4aNOMO or - 6-weekly
(v)pTO-T4aN+Mo CtDNA testing?
urothelial cancer

—

* No evidence of * 12-weekly
radiographic disease radiographic

imaging

+ Prior neoadjuvant . .
chemotherapy permitted

« ECOG PS 0-2 \ ‘

'\\._ _/f
Repeat testing
if ctDNA—

LEAD 2026: Leadership, Empowerment, and Development
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Confirm no evidence of
radiographic disease®

ctDNA+
any time

ctDNA-
until 1y

Treatment Follow-up
Atezolizumab (1680 mg)
IVgdw forupto1y
Treatment
follow-up

Placebo
IVqgdw forupto1y

No treatment

Powles et al, ESMO, 2025
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. Surveillance
follow-up

Primary endpoint: INV-assessed DFS
Key secondary endpoint: OS
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Updates in GU Oncology

IMvigor 011: Outcomes in ctDNA positive patients

INV-assessed DFS

oS

ctDNA+ at
initial test

(148/250; 59.2%)

ctDNA+ at
subsequent test

DFS (%)

Atezolizumab

DFS, median (95% Cl}, mo
Unstratified HR (95% Cl)

8.3 (6.2, 12.6)

Placebo
n=49
4.2(24,7.7)
0.62 (0.42, 0.91)

n=99

Mo risk
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Atezolizumab

DFS, median (95% Cl}, mo
Unstratified HR (5% Cl)

10.5 (7.1, 14.6)

Placebo

(n=34)
8.3 (4.2, 12.6)
0.66 (0.40,1.10)

(n=68)

08, median (95% CI), mo
Unstratified HR (95% Cl)

Atezolizumab
n=99' n=49
27.7(22.0,35.9) 18.2(10.9, NE)
0.71 (0.43,1.17)

Placebo
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Placebo
(n=34)

Atezolizumab

(n=68)

08, median (95% Cl), mo
| Unstratified HR (95% C1)
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0.52 (0.24, 1.12)
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Updates in GU Oncology

DFS (%)

Adjuvant therapy:
CheckMate-274 extended follow up

DFs
Mo. of Events/ DFS, Months,
Mo. of Patients Median {95% Cl)

MNivolurmab

185/353

22.0(18.8 to 36.9)

Placebo

2337356

10.9 (8.3 to 15.2)

HR (98% CI), 0.71 {0.58 to 0.86)

MNumber at risk
353
3545

Mivelumab
Placebo

LEAD 2026: Leadership, Empowerment, and Development

B

253
207

12

208
156

I
18

177
138

24

150
123

0 3% 42 48

Time (months)

132 113 83 57
109 %4 380 53

39

| | |
60 66 72

4 0 0
o0

Galsky et al J. Clin. Oncol. 2024

78

B

100
90 4
80
70 H
60
50
40

0S (%)

a0 - Mo. of Events/ 05, Months,
Mo. of Patients Median (95% CI)
20 4 | Mivolumab 138/353 £9.5 (B8.1 to NE}
Placebo 166/356 50.1{38.2 to NE}
10 - HR {95% Cl), 0.76 (0.61 to 0.96)
T T
[] 1 1 1 .I 1 I. 1 1 1 1 1 1 1
0 E 12 18 24 30 36 42 48 &4 B0 66 T2 78
Time (months)
MNumber at risk
Mivolumabk 353 326 298 268 244 220 188 180 123 42 60 33 4 0
Placebo 356 308 2871 254 226 194 167 136 109 79 56 32 10 0
1 University of Nebraska
B 10 Asce n d Medical Center
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Updates in GU Oncology

100
90-
80-
70-
60-
50
40-
30-

Percentage of Patients

20
10

Pembrolizumab

Observation

AMBASSADOR: ITT analysis

No. at Risk
Pembrolizumab 354
Observation 348

247
198

12 18 24 30

Months since Randomization

202 174 159 137
150 124 107 96

36

114
81

Pembrolizumab

Observation

Pembrolizumab 131/354
Observation 126/348

No. of Events/ 3-Yr
Total No.
of Patients

Survival
(95% Cl)
percent

60.8 (95% Cl, 55.3 to 66.9)
61.9 (95% Cl, 56.5 to 67.9)

Hazard ratio for death, 0.98 (95% Cl, 0.76-1.26)

100
a0
Median 80
No. of Events/ Disease-free @
Total No. Survival 5 7
of Patients (95% Cl) 8 60
mo 6
(V] 50_
Pembrolizumab 185/354  29.6 (20.0-40.7) b
Observation 194/348  14.2 (11.0-20.2) £ 40
g3
Hazard ratio for disease progression or death, &
0.73 (95% Cl, 0.59-0.90) 20+
Stratified P=0.003 by log-rank test 104
| 0 |
42 0 6
No. at Risk
85 Pembrolizumab 354 313
58 Observation 348 29

Apolo et al N Engl J Med 2025

LEAD 2026: Leadership, Empowerment, and Development
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12 18 24 30 36 42

Months since Randomization
280 253 218 152 115 69
249 227 195 139 117 65
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Updates in GU Oncology

NIAGARA

A Overall Survival

PCR rate: 37% vs 28%; RR= 1.34 No. of
lﬂﬂm ! 20 & ; Deaths/Total
90+ - | alumab No.

2o 26 5 Durvalumab (%)
70+ Durvalumab 136/553
: (25.5)
60- Comparison Comparison  169/530
(31.9)

Hazard ratio for death,
0.75 (95% CI, 0.59-0.93)

Percentage of Patients
L
T

30- Stratified P=0.01 by log-rank
70— test
10- Median follow-up among

0 patients with censored data,

r T T 1 1T 1 1T 1T T 1T 1T T T 1T T 1T 1T ¢ T T 1T 1T T T T T T T T T T T 1  463mo(range003-647)
0 2 4 6 B 1012 14 16 18 20 22 24 26 28 30 32 34 36 18 40 42 44 46 48 50 52 54 56 58 60 62 64 66

Months since Randomization

Mo. at Risk
Durvalumab 533 517 492 468 446 434 423 410 400 349 265 238 182 1259663 34 21 7 1 O
Comparison 530 507 467 438 413 392 378 368 358 311 259 215 174 1139060 38 21 10 2 O

Powles et al NEJM 2024

% Bio Ascend” University of Nebraska
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EV-303/KEYNOTE-905 (cisplatin ineligible patients)

Enfortumab vedotin Enfortumab vedotin
Pembrolizumab q 3 w

EV/Pembro X 6> pembro X 8

Pembrolizumab q 3w

Nivolumab allowed if
Indicated

MIBC

Cystectomy

Cisplatin ineligible or
declining

cTaTsal o Pembrolizumab q 3w Pembrolizumab q 3w
>50% UC O 2eveles . 14 cvycles |
ECOGO0-2

N=344 excluding pembro only arm

UC with squamous: 5%/3% PEP EFS
5 (0] (o] 6
Cisplatin ineligible: 84%/80% Vulsteke et al NEJM 202 S E P : OS, pCR

Bio Ascen d University of Nebraska

LEAD 2026: Leadership, Empowerment, and Development Kriti Mittal MD MS Medical Center
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Updates in GU Oncology

Overall Survival (%)

EV-303: EFS and OS

Median Overall
Survival (95% Cl)

Mo

EV-Pembro NR (NR-NR)
Control  41.7 (31.8—-NR)

Hazard ratio, 0.50
(95% Cl, 0.33-0.74)

P<0.001
0 I I I I | | I |
0 [ 12 18 24 30 36 42 48 54 &0
Months !
No. at Risk g
EV-pembro 170 159 144 a4 68 56 45 28 10 0 0
Control 174 150 130 75 54 45 30 18 6 0 0
Vulsteke et al NEJM 2026
1 " University of Nebraska
LEAD 2026: Leadership, Empowerment, and Development Kriti Mittal MD MS %loﬁicepr]d Medical Center



EV-304/Keynote B15 (cisplatin eligible)

Enfortumab vedotin

> Enfortumab vedotin
Pembrolizumab q 3w g Pembrolizumab q 3 w
g EV/Pembro X5 pembro X 8
»
MIBC >
@)
: : ©
Cisplatin O
e : : o Ob ti
Cisplatin eligible Gemcitabine q 3 w S servation
cT2-T4a/NO/MO . 4dcwcles |
cT1-T4aN1MO Lcycles
>50% UC
ECOG 0-1 2023: Adjuvant IO permitted
N=808
Pure urothelial: 91%/88% PEP: EFS; SEP:OS, pCR
=72% pts. T3/T4 NO Galsky et al ASCO GU 2026

N A University of Nebraska
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Updates in GU Oncology

EV-304: EFS and OS

Overall Survival (%)

EV-pembro

Median Overall

S Survival (95% Cl)
Cis—gem mo
EV-Pembro NR (NR to NR)

Hazard ratio for death,
0.65 (95% Cl, 0.48-0.89)

1

|

|

|

I

|

l

: Cis—Gem NR (NR to NR)
:

|

|

|

i Two sided P=0.006
|

|

|

i

No. at Risk
EV—pembro 405 396 377
Cis—gem 403 392 358

361
338

24 30 36 42 48 54
Months

325 215 142 90 34 0
295 201 119 67 29 0

LEAD 2026: Leadership, Empowerment, and Development

Galsky et al NEJM 2026
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Updates in GU Oncology

Comparative adverse event profile

Experimental arm Control arm

NIAGARA 40.9 51.7 54.1 40.6

EV-304 75.7 22.3 67.2

EV_303 455 46.7

100 80 60 40 20 0 20 40 60 80
Incidence (%)

B grade 1-2 toxicities experimental arm
>grade 3 toxicties experimental arm

W grade 1-2 toxicities control arm
>grade 3 toxicities control arm

LEAD 2026: Leadership, Empowerment, and Development I AVaniam Group Company
Kriti Mittal MD MS
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100
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TRIAL

VESPER

NIAGARA

EV-304

EV-303

REGIMEN

Gem/cis

ddMVAC

Gem/cis

Gem/cis + durvalumab

Gem/cis

EV + pembrolizumab

Observation

EV + pembrolizumab

Effective neoadjuvant therapy

28%

O

33%

_ 56%

9%

_ 57%

PATHOLOGIC COMPLETE RESPONSE RATE

Bio Ascend” University of Nebraska

LEAD 2026: Leadership, Empowerment, and Development Kriti Mittal MD MS Aaniam Group Company rledicw oot



Perioperative management of urothelial carcinoma

- EV-304 | KEYNOTE-B15
* 65% started adjuvant EVP
* 51% completed adjuvant EVP
» Of 403 patients in gem/cis arm, 28 received adjuvant |O

* Current paradigm:
- ADC + ICl across entire perioperative continuum

- ¢~ Take-home: Moving toward a unified perioperative strategy independent
of cisplatin eligibility

* Do all patients need adjuvant therapy?

i ‘ University of Nebraska
,B_I O ,’_/‘\Sce n d Medical Center
A Vaniam Group l.f}"l')( ny
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Updates in GU Oncology

Adjuvant therapy

Uniform adjuvant therapy Pathologic response adapted Path + ctDNA adapted

EV-303
EV-304 CheckMate-274 IMvigor-011

NIAGARA

VOLGA AMBASSADOR MODERN

Bio Ascend” University of Nebraska
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Prostate Cancer: Updates in
treatment of mMHSPC/mAPMS
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New PCWG 4 guidelines

PSMA detected two or more new lesions will constitute progression in
bone.

For preexisting bony lesions that are evident only by PSMA-PET,
increases in SUV measures alone, whether by mean, max, volume,
or other parameters, will not constitute progression

For nodal and lung mets: Changes in lesional avidity do not
constitute progression.

For bone scans ( 2+2 rule): Confirmatory scan not needed if 26
lesions

Armstrong et al JCO 2026

University of Nebraska

LEAD 2026: Leadership, Empowerment, and Development Medical Center



Updates in GU Oncology

LATITUDE
ARANOTE

TITAN

ENZAMET

ARCHES

PEACE-1
ARASENS

MHSPC/ mAPMS

STAMPEDE ADT + Abiraterone

ADT + Abiraterone
ADT + Darolutamide

ADT + Apalutamide

ADT + Enzalutamide

ADT + Enzalutamide

ADT + Abiraterone + Docetaxel

ADT + Darolutamide + Docetaxel

ADT + Placebo
ADT + Placebo

ADT + Placebo

ADT+ NSAA

ADT + Placebo

ADT + Docetaxel

ADT + Placebo + Docetaxel

Adapted from Maiorano et al Urologic Oncology 2026

LEAD 2026: Leadership, Empowerment, and Development

Kriti Mittal MD MS

Docetaxel (<6 cycles before
randomization

Docetaxel <6
(£2 cycles before randomization

Docetaxel (<6 cycles before
randomization

RT to primary for low volume disease

i University of Nebraska
%l O AS(_CG n d Medical Center
anlam Group ,L‘!”lpu'?)’



Genomically selected intensification

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:
« MCSPCa

* Alteration in 21 HRR eligible gene:
BRCA1, BRCA2, BRIP1, CDK12,
CHEK2, FANCA, PALB2, RAD51B,
RAD54Lb

« ECOG PS 0-2
Key exclusion criteria:
* Any prior
* PARPI
* ARPI other than AAP
Prior allowed treatments in mCSPC:
« ADT <6 months
* Docetaxel <6 cycles®
* AAP =45 days
« Palliative RT

Stratification factors:

Nira (200 mg QD)
+
AAP (1000 mg QD + 5 mg QD)
+
ADT
Randomized (n=348)
11
(N=G36) PBO Key secondary end points
i » Time to symptomatic progression
AAP (1000 mg QD + 5 mg QD) « OS
* + Safety
ADT
(n=348)
Clinical data cutoff: January 7, 2025
« BRCA2vs CDK12vs all other alterations
» Prior docetaxel (yes vs no)
» Disease volume (high vs low)

aPatients with lymph node—only disease are not eligible. "HRR gene panel was fixed prior to trial initiation based on MAGNITUDE trial and external data from the published literature. 9ast dose <3 months prior to randomization.
ECOG PS, Eastern Cooperative Oncology Group performance status; Nira, niraparib; OS, overall survival; PBO, placebo; RT, radiotherapy; QD, once daily.

Attard et al, ASCO 2025

University of Nebraska

Bio Ascend Medical Center

AVaniam Group Company
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Genomically selected intensification

Primary End Point: Radiographic Progression-Free Survival

BRCAm HRRm (ITT)
[y ]

“*iij;4:;g+ <
L N
T S m*ﬂw

—.. Nira + AAP median: NE Wit = AAl mediant NE

s T T—Y
ﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁ _ﬂi S = S

PBO + AAP median: 26.0 m%%

HR = 0.52 (95% Cl, 0.37-0.72) HR = 0.63 (95% CI, 0.49-0.80)
p<0.0001 p=0.0001

0 T T T T T T T T

0 6 12 18 24 0 6 12 18 24
No. at risk Time (months) No. at risk Time (months)
Nira + AAP 191 142 95 0 Nira+ AAP 348 246 164 91

PBO + AAP 196 109 73 0 PBO+AAP 348 201 135

PBO + AAP median: 29.5 mo

20

—_
X
e
©
2

o2

L3

Q0
0o
o
o 9
S o
el (=
T O
(1 7))
(0]
)
=
D
o
1
a

Radiographic
progression-free survival (%)

0

Attard et al, ASCO 2025
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Genomically selected i

ntensification

Secondary End Point: Overall Survival (First Interim Analysis)

o
X
&
©
2
=
=
(7]
o
o
>
O

0

BRCAmM

Nira + AAP median: NE

PBO + AAP median: NE

Overall survival (%)

HR = 0.75 (95% Cl, 0.51-1.11)
p=0.15

0

0
No. at risk

Nira + AAP 191
PBO + AAP 196

HRRm (ITT)

Nira + AAP median: NE

PBO + AAP median: NE

HR = 0.79 (95% Cl, 0.59-1.04)
p=0.10

24 30 48
Time (months)
126

124

6 12 18 0

No. at risk
Nira + AAP 348

348

168
174

15
72

0

0 PBO+AAP

Attard et al, ASCO 2025
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24
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30

36
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18 48

PAK]
304

133
131
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70

13
18

0
0
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Updates in GU Oncology

Biomarker driven intensification
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 P 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 . - Time to first subsequent therapy
cytoplasmic staining by IHC)* 1,012 patients 5 _ _
. _ (R 1:1) = Symptomatic skeletal-event free survival
- I.e. £10% of cells expressing PTEN «  Time to pain progression
by IHC Placeb 400 mg BID = Time to castration resistance
_ — acebo 4 days on, 3 days off «  Time to PSA progression
Of ~6,200 patients submitting tumour
tissue 97% had a valid [HC result and Abiraterone/pred 1000 mg/5 mg QD Exploratory post-hoc
25% were PTEN deficient + ADT +ADT PTEN deficiency subgroups
Stratification factors:t e b i Current :ana|y5|s |
» M1 volume (CHAARTED criteria) and visceral mets Enrolment period Primary rPFS DCO Final 0S DCO
- Geography 13 July 2020-5 Feb 2024 7 Oct 2024 Planned for 522 deaths

Median rPFS follow-up¥ ~18 mo  (52.2% maturity)

NCT04493853. Full eligibility criteria available in the online article. *Determined using investigafional antibody for FTEN (SP218) (Roche Diagnostics).
THigh-vol. disease with visceral mets, high-vol disease without visceral mets, low-vol. disease; North America; Western Europe and Australia; Latin America and Eastern Europe; Asia. fIn censored patients.
ADT, androgen deprivation therapy; BID, twice daily, IHC, immunohistochemistry; mHSPC, metastatic hormone-sensitive prostate cancer; pred, prednisone/prednisolone; QD, once daily; rPFS, radiographic progression-free survival

Fizazi et al. Ann Onc 2025

Bio Ascend” University of Nebraska
LEAD 2026: LeaderShlp, Empowerment, and Development Krltl M Ittal M D MS AVaniam Group Company Medical Center



Updates in GU Oncology

Biomarker driven intensification

Radiographic PFS

A, Capi + abi (n1=507) Pbo + abi (n=505 A 1.0
Events, n (%) 183 (36.1) 215 (42.6)
Median rPFS, months (35% Cl)  332(25.8442)  257(22.0-299) 05 _ Capivasertib + abiraterone
0.8 HR (95% CI) 0.81(0.66-0.98) ) i
Pvalue 0.034 "
2 O o6 i L
% 0.6 Capivasertib + abiraterone B Placebo + abiraterone
S B | THHHHE
e . i S =
2 g
8 0.4+ : i HHH———ht o 0.4+ Capi + abi (n=507) Pbo + abi (n=505)
[=] .
& Placebo + abiraterone - Events,n (%) 129 (254) 138 (27.3)
+
02 0.9 Median OS, months (35% CI) NG (42.5-NC) NC (NC-NC)
' ' HR (95% CI) 0.90 (0.71-1.15)
P value 0401
0.0 | \ | | I I I | | I | I | I | 0.0 T T T T T T T T T T T T T T |
0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 0 3 9 12 15 18 21 24 27 30 33 36 39 42 45 48
Time from randomization (months) Time from randomization (months)
Number of patients at risk Number of patients at risk
Capitabi 507 460 435 B3 282 23 217 165 123 9 69 62 # Al 6 0 Capi+abi 507 487 447 400 335 286 242 199 164 128 96 80 42 22 7 0
Pbo+abi 505 479 440 39 276 215 188 1% 113 83 59 51 37 2 8 0 Pbo+abi 505 494 449 388 330 273 22T 188 153 113 88 56 33 19 7 0
Fizazi et al. Ann Onc 2025
1 University of Nebraska
LEAD 2026: Leadership, E iti Mi Bio Ascend Medical Center
- p, Empowerment, and Development Kriti Mittal MD MS

AVaniam Group Company



Updates in GU Oncology

Imaging selected intensification

PSMAddition: randomized phase 3 trial of 177Lu-PSMA-617 in mHSPC

Eligible male patients "TLu-PSMA-617
(7.4 GBq £10% =
» Untreated or minimally 6 cycles géw) : =
treated® mHSPC + ADT + ARPIP | =
_______ [ -
l n
ECOGPS 0-2 ! Crossover allowed g
o upon BIRC- —~
>1 PSMA+ metastatic lesion : conq‘irmed D N
on %8Ga-PSMA-11 PET/CT I °©
ADT + ARPI® ‘S
w
Appropriate for ADT + ARPI
Stratification factors Follow-up per?ods . ‘
« Disease volume (high/low) — per CHAARTED criteria’ * PFS:  until eventin all patients
+ Age =70 years (yes/no) + Safety: 30 days then 24 and 48 weeks
» Previous or planned treatment of primary tumour by radiation or after treatment discontinuation
prostatectomy (yes/no) + 0S:  every 90 days after last contact

Tagawa S et al ESMO 2025

Bio Ascend” University of Nebraska
LEAD 2026: LeaderShlp, Empowerment, and Development Krltl M Ittal M D MS AVaniam Group Company Medical Center



Updates in GU Oncology

Imaging selected intensification

100
80-
Hy
qhﬂq.. H“HITM- M 4 HH HH =1 H -
- -I-||.|..|_\
= . 60-
‘0. rPFS: HR0.72 o 0S:HR0.84
og4 == "Lu-PSMA-617 + ADT + ARPI 204 — "TLu-PSMA-617 +ADT +ARPI
-+- ADT + ARPI -+- ADT + ARPI
0 J T T T I J T T J T T J L L J I ! 0 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 8 10 12 14 16 18 20 22 24 26 28 30 32 34 0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44

Tagawa S et al ESMO 2025

Bio Ascend” University of Nebraska
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AEs in 210% of patients in the
7TLu-PSMA-617 arm - n (%)

Dry mouth*®

Fatigue

Nausea

Hot flush

Anemia

Arthralgia

Back pain
Constipation
Asthenia
Decreased appetite
Vomiting

COVID-19
Hypertension
Diarrhea

Headache

Alanine aminotransferase
increased
Dysgeusia

White blood cell count decreased

Aspartate aminotransferase
increased
Lymphocyte count decreased

Any grade
258 (45.7)
196 (34.8)
193 (34.2)
164 (29.1)
153 (27.1)
111 (19.7)
101 (17.9)
101 (17.9)
92 (16.3)
81(14.4)
78 (13.8)
76 (13.5)
76 (13.5)
69 (12.2)
69 (12.2)

68 (12.1)
67 (11.9)
63(11.2)

61(10.8)
60 (10.6)

Grade 23
0
6(1.1)
1(0.2)
0
28 (5.0)
5(0.9)
8(1.4)
0
2(0.4)
5(0.9)
4(0.7)
5(0.9)
34 (6.0)
1(0.2)
0

19 (3.4)
0
12(2.1)

10(1.8)
28 (5.0)

Any grade
21(3.7)
158 (28.0)
53(9.4)
205 (36.3)
75(13.3)
130 (23.0)
110 (19.5)
91(16.1)
73(12.9)
37 (6.5)
21(3.7)
60 (10.6)
95 (16.8)
56 (9.9)
51(9.0)

73(12.9)
23 (4.1)
18 (3.2)

65 (11.5)
21(3.7)

77Lu-PSMA-617
+ ADT + ARPI (N = 564 1(N =565)

Grade 23
0
6(1.1)
0
0
15(2.7)
9(1.6)
16 (2.8)
0
5(0.9)
1(0.2)
0
2(0.4)
35(6.2)
0
2(0.4)

14 (2.5)
0
3(0.5)

11(1.9)
7(1.2)




Updates in GU Oncology

Upfront intensification- triplet therapy

Docetaxel e

(1) Docetaxel ) @1

N

Best considered in fit patients

N

Microtubule
stabilization

I Benefit clearest in de novo /
al high-volume disease

/? Strongest triplet evidence:

Biomarker-driven intensification
;‘g Greatest signal in BRCA2
||| HRRm benefit overall
I AMPLITUDE: rPFS HR 0.46
il ihBRCA2 (exploratory)

e X . " L/ ARASENS, PEACE-1
Mitotic arrest ASPIRE trial ongoing v FDA-approved (niraparib + abiraterone |
(inhibits cell division) TALAPRO-3: FDA review + prednisone)
ADT + ARPI : ——
PTEN-deficient Foundation for All Fit Patients 6 Lutetium Lu 177 lelVOtlde tetraxetan PSMA-positive
with mHSPC

Precision strategy for PTEN loss ﬁ i @9 ' X Y @ PSMA PET selection
‘ § |

a
’ o1l  PsMAddition: rPFS HR 0.72

H Requires biomarker testing

ADT ARPI
Surgical or medical Abiraterone
il CAPItello-281: rPFS HR 0.81 Seastion i e 8 0S still immature

Darolutamide

a Evidence and adoption still evolving

: Balance with cytopenias /
PTEN loss A i = ici
Radiation to the primary in Prostate cancer Pl xerostomia / renal-marrow toxicity
LV disease
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