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SMALL CELL LUNG CANCER

SCLC
10-15% 4.7 / 100k ~95%

of lung cancers incidence, declining smoking history

Chemotherapy was essentially unchanged from the 1990s - 2018.

The last two years delivered more practice-changing data than the prior three
decades.

Kim et al., JAMA, 2025; Petrelli et al., European Journal of Clinical Pharmacology, 2026. BIO ASC@ n d‘“ Universityof Nebraska
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SMALL CELL LUNG CANCER

The realities SCLC until 2024

Stage Relapse Survival
Extensive: ~70% FES mOS: ~12 mo
~15% brain mets at
diagnosis 5-year 0S: 29-34% LS;

<5% ES

These are the numbers the next decade of trials had to move.

Kim et al., JAMA, 2025; Khurshid et al., Journal of Clinical Oncology (ASCO-OH), 2023. BIO ASC@ ﬂ d‘ Universityof Nebraska
AVaniam Group Company
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HOW WE TREAT LIMITED-STAGE SCLC
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SMALL CELL LUNG CANCER

Up until 2024, the regimen consisted of this

M—

*Historically used in
responders

Platinum +

etoposide

The gap before 2024: No consolidation immunotherapy after curative-intent
chemoradiotherapy — a striking contrast with stage Ill NSCLC.

% Bio Ascend University of Nebraska
LEAD 2026: Leadership, Empowerment, and Development AVaniam Group Company Medical Center *




SMALL CELL LUNG CANCER

ADRIATIC: consolidation durvalumab changes LS-SCLC

Phase 3 design

No progression after concurrent CRT
— durvalumab for up to 24 months vs
placebo.

+22.5 months median
0S

A generational advance in a curative-intent
setting

Cheng et al., New England Journal of Medicine, 2024.

Probability of PFS

Probability of OS

LEAD 2026: Leadership, Empowerment, and Development

0.6

0.4 H

0.2 4

0

1.0 o

08+

0.6

0.4 4

0.2 A

0

ADRIATIC: Durvalumab consolidation for
2 yrs after concurrent chemoradiation

mPFS: 16.6 vs. 9.2 mo
(HR 0.76; 95% Cl 0.59-0.98)

48.8% 4600

| T
136.1% 13429

0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63
Time from randomization (months)

mOS: 55.9 vs. 33.4 mo
(HR 0.73; 95% Cl 0.54-0.98)

68.0%
: 56.5%

158.5%

0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 63
Time from randomization (months)

University of Nebraska
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SMALL CELL LUNG CANCER

EXTENSIVE STAGE

Extensive Stage: the first break in the wall in 2018-2019

, : + Atezolizumab OR .
Platinum-etoposide Maintenance ICI

Modest median gain A new tail of the curve
Durvalumab 3-year OS: 17.6% (3x

~2-3 months improvement in mOS increase)

From ~10m —12 - 13m Meaningful long-term survivors where

there were almost none.

THE SHIFT: chemoimmunotherapy created the first meaningful survival tail in decades.

Kim et al., JAMA, 2025; Khurshid et al., JCO, 2023. . ™ =
D D 5 , g . B | O ASC e n d univerSitYOf Nebraska
LEAD 2026: Leadership, Empowerment, and Development & Aariam Group Company e 02



SMALL CELL LUNG CANCER

RELAPSED DISEASE

Relapsed SCLC: the unmet need remains brutal

Near-universal 15-35% Short

relapse historical ORR response duration

Historical second line: Topotecan and lurbinectedin provide activity, but
durable disease control is uncommon.

Bio Ascend” University of Nebraska
LEAD 2026: Leadership, Empowerment, and Development Medical Center *
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SMALL CELL LUNG CANCER

DelLLphi-304: Tarlatamab turning DLL3 into a therapeutic target

progression or recurrence after

N=509

ES-SCLC with disease
®— RI1:1*

1L platinum-containing
treatment!

Key inclusion criteria’

ES-SCLC with disease progression after
1 platinum-based regimen

ECOG PS 0-1
> 1 measurable lesion (RECIST v1.1)

Key exclusion criteria’

Symptomatic brain metastases
Active immunodeficiency

Tarlatamab

2 mg on Day 1 and 10 mg on Days 8 and 15,
then 10 mg Q2W thereafter (n=254)"2

SOC chemotherapy

(topotecan, amrubicin, or lurbinectedin)
in 21-day cycles (n=255)"2

e OS

e PFS

¢ ORR

e DOR

e AEsand serious AEs
e PROs

Primary outcome measure’

Treatment continued
until disease progression,
unacceptable toxicity,
withdrawal of consent,

or death?

Select secondary outcome measures

THE SHIFT: DLL3 becomes a clinically actionable target in relapsed SCLC.

Mountzios, G et. Al. NEJM 2025

LEAD 2026: Leadership, Empowerment, and Development

1 University of Nebraska
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SMALL CELL LUNG CANCER

RELAPSED DISEASE

Survival benefit but with a new toxicity workflow
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Months since Randomization
No. at Risk
Tarlatamab 254 220 192 131 60 17 0
Chemotherapy 255 210 156 97 42 9 2 0

Median Overall
Survival (95% ClI)

mo

Tarlatamab 13.6 (11.1-NR)
(N=254)

Chemotherapy 8.3 (7.0-10.2)
(N=255)

Stratified hazard ratio for death, 0.60
(95% Cl, 0.47-0.77)
P<0.001

THE TRADE-OFF: less severe hematologic toxicity, but a
new CRS/ICANS workflow.

Mountzios, G et. Al. NEJM 2025

LEAD 2026: Leadership, Empowerment, and Development

Practice impact

Fewer all-cause grade =3 events: 54% vs 80%
TRAEs grade >3 events: 27% vs 62%

CRS

Boxed warning; step-up dosing and monitoring
change where and how therapy is delivered.

Neurologic toxicity / ICANS

Must be recognized early and incorporated into
site workflows and patient counseling.

University of Nebraska
Medical Center

Olazagasti » 2026 1

2

Bio Ascend’

AVaniam Group Company




SMALL CELL LUNG CANCER

Second-line management of ES-SCLC

o ensive NCCN Guidelines Version 2.2026

WO Ol Cancer
Network® Small Cell Lung Cancer

SCLC SUBSEQUENT SYSTEMIC THERAPY (PS 0-2)9
Consider dose reduction or growth factor support for patients with PS 2

Preferred

« Tarlatamab-dlle}27 (category 1)
« Clinical trial enroliment

e Irinotecan25:26

* Lurbinectedin (if not previously used)“m'21
« If prolonged disease free time, re-treatment with platinum-based doublet with or without immunotherapy

15-19

« Topotecan Oral (PO) or Intravenous (IV)17:22-25

Other Recommended

» CAV (Cyclophosphamide/Doxorubicin/Vincristine)?2

* Docetaxel3®

» Gemcitabine37:38:39

» Nivolumab" or Pembrolizumab (if not previously treated with an 1CI)9:28-31
* Oral Etoposide*0:41

» Paclitaxel®2:33

* Temozolomide34:35

FDA approval on November 19, 2025

NCCN SCLC guidelines v2.2026. Rudin C, et al. ASCO 2025.
https://www.imdelltrahcp.com/clinical-results/dellphi-304

. " University of Nebraska
Bio Ascend Medicalt():lenter
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SMALL CELL LUNG CANCER

Post hoc analysis from DeLLphi-304: What is the intracranial
efficacy of Tarlatamab vs chemo?

Patients with confirmed SCLC whose disease had progressed
following 1L platinum-based chemotherapy +/- anti-PD-(L)1

(Patients with asymptomatic, treated or untreated brain metastases allowed)

Endpoint(s) assessed

I 1:1 randomization*

Tarlatamab
(n = 254)

Chemotherapy'

* CNS PFS (investigator-assessed)

(n = 255)

l l

Patients with BM at baseline per RECIST Patients with BM at baseline per RECIST « 0S
by investigator by investigator * Safety/tolerability
(n=98) (n=99)
Patients with > 1 BM per mRANO-BM/BICR Patients with > 1 BM per mRANO-BM/BICR mRANO-BM/BICR analysis group
at baseline and > 1 post-baseline scan at baseline and > 1 post-baseline scan g:g gf&
(n =67) (n = 56) - CNS DoDC

*Randomization was stratified by history of brain metastases, prior anti-PD-(L)1 exposure, chemotherapy-free interval, and intended chemotherapy.

tTopotecan was used in all countries except Japan, lurbinectedin in Australia, Canada, Republic of Korea, Singapore and the United States, and amrubicin in Japan

1L, first-line; BM, brain metastases; BICR, blinded independent central review; CNS, central nervous system; DoDC, duration of disease control; mRANO-BM, modified Response Assessment in Neuro-Oncology Brain
Metastases; ORR, objective response rate; 0S, overall survival; PD-(L)1, programmed death-(ligand)1; PFS, progression-free survival; RECIST, Response Evaluation Criteria in Solid Tumors; SCLC, small cell lung cancer.

Mountzios G, et al. ASCO 2026.

1 University of Nebraska
B 10 AS cen d Medical Center
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mRANO-BM analysis by BICR

DelLLphi-304 CNS efficacy
in patients with baseline brain metastases

SMALL CELL LUNG CANCER

Patients with > 1 brain metastases at baseline per mRANO-BM by BICR and = 1 post-baseline scan Tarlatamab Chemotherapy
. (n=67) (n = 56)
- 1.0 1
E Median CNS PFS Best overall CNS response®, n (%)
3 §5 08 6.5vs. 4.2 mo Complete response 10(14.9) 3(5.4)
25 g 40- 0 o4 {95% CI) (7.4,25.7) (1.1,14.9)
58 @ | : Prograssive disease 13(19.4) 16 (28.6)
284 04 i 1
.g az ! | Mot evaluable 2(3.0) 0
§ g % 0.2 1 ! Median duration of CNS complete response, months (range) ME (1.3+, 13.6+) 3.6 1.3+, 42)
8o Tarlatamab | (5% C1) (2.9, NE) (3.1, NE)
E 0.0 Chematherapy 1 .
: . . } : . T : CNS disease contral rate, n (%) 52 (T7.8) 40 (71.4)
0 3 6 9 12 15 18 (95% CI) (65.8, 86.9) (57.8, 82.7)
Number o ptints a ik Time from randomization (months) Median duration of CNS disease control, months (range) 8.2 (1.2+, 16.74) 5.2 (1.2+,7.0)
Tarlatamab &7 ki 24 1 5 1 0 (85% CI) (6.3, NE) (4.2,6.2)
Chematherapy 56 26 [} 0
CNS tumor shrinkage of = 30%", n/N1 E’;;’ ;{; ?551,15 ;{;
Among patients with brain metastases, treatment with tarlatamab reduced the risk of CNS disease progression or
death h)' 60% compared to chemotherapy. Ongeing CNS response at data cutoff, n (%) 5 (50.0) 0
WHY IT MATTERS: intracranial activity strengthens the case for DLL3-directed
therapy
Mountzios G, et al. ASCO 2026. B| O Agce ﬂ d Univgrsityof Nebraska:
LEAD 2026: Leadership, Empowerment, and Development i S
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Tarlatamab improved overall survival vs chemotherapy regardless of the presence of brain metastases

Patients with or without brain metastases
at baseline per RECIST by investigator

2 1.07 Median 05, months 13.9 6.8 13.6 9.6
= (95% CI) (107, NE} (56,98 | (11.0,NE} (7.9,125)
n . L ! -
m (0.81 75.5%
o
5
— 0.61
§ 54.2% |
5 0.47 . +—H
I L ]
— L i | |
® .71 Tarlatamab without baseline BM ! of T Hr Tt '
] Tarlatamab with baseline BM : 26.0% :
3 ~——— CTk without baseline BM | |
0.01 CTx with baseline BM ' !
I I I 1 I ] I |
0 3 5] 9 12 15 18 21
Number of patients at risk: Time from randomization [I'I"Iﬂl'lﬂ'lﬂ_]
Tarlalamab wilh baseline BM S8 5] 4 45 21 L a
Gl withoul basalina BM 156 132 103 G4 32 i 1 i
CTx wilh basalina BM 55 78 53 33 10 1 1 i

Median follow-up: 11.4 months (tarlatamab) and 11.5 months (chemotherapy)
Treatment with tarlatamab reduced the risk of death by 49% in patients with brain metastases vs chemotherapy

(HR 0.51 [95% ClI: 0.34, 0.74]).

Mountzios G, et al. ASCO 2026.

1 University of Nebraska
B 10 Asce n d Medical Center
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BUILDING ON CHEMOIMMUNOTHERAPY
CAN WE INTENSIFY ES-SCLC
TREATMENT?




SMALL CELL LUNG CANCER

IMforte asks: can we intensify maintenance?

International, open-label, randomized phase Il study

First screening Induction phase Second screening Maintenance phase
~ a B : —
[Eligibility criteria Lurbi (3.2 mg/m?) + 4 )

. No prior systemic Eligibi"ty criteria atezo (1 200 mg) Treat until >
treatment for ~ * Ongoing CR/PR or IV q3we PD or 5
ES-SCLC ,Ate;zo'-:l- SD following unacceptable =

« No CNS c,._aer“'!-'e_t»opi > induction therapy toxicity _%
metastases (4 cycles q3w)* | - ECOG PS 01 S

e ECOG PS 0/1 Atezo (1200 mg) No crossover

N=483¢F allowed »
N=660 IV igow
- Y, \ Y, & [
I >
l Efficacy endpoint assessments started from randomization into
the maintenance phase; safety analyses were from MC1D1
Stratification factors for randomization Primary endpoints
« ECOG PS (0/1) IRF-PFS and OS
e LDH (fULN/>ULN)
Last patient randomized: April 30, 2024 * Presence of liver metastases (Y/N) at induction BL Secondary endpoints included
Clinical cutoff: July 29, 2024 * Prior receipt of PCI (Y/N) INV-PFS, ORR, DOR, and safety
ClinicalTrials.gov ID: NCT05091567.
Paz-Ares, et al. ASCO 2025. Paz-Ares, et al, Lancet 2025.
i University of Nebraska
B 10 Asce n d Medical Center

LEAD 2026: Leadership, Empowerment, and Development Olazagasti = 2026



SMALL CELL LUNG CANCER

EXTENSIVE STAGE

IMforte: the maintenance phase becomes active therapy

l A - 13.2 vs. 10.
IR IRF mPFS: 5.4 vs. 2.1 mo ) . e (:1505?_ 313952;2 | g 05 f.n";‘;}
Ly (HR 0.54; 95% Cl 0.43-0.67) - \\q (HR 073, 57-0.

S +,
"jl‘_ Lurbirectedin plus stezohzrrab ,
w3128 — Atezalizumah

. .
'—\*‘- I -
-

ETw

Overzll suraal (%)

F
E
£
E
&
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— T 1T 7 T
0 1 ® 3 & 5 B F B @9 40 i1 1* 13 14 15 16 47 18 49 30 2 23 33 4 % 26 37

Time [Fromthe) Tirme {Fraandt L]

THE SHIFT: maintenance becomes an active treatment phase—not
simply observation.

. J/

Petrelli et al., European Journal of Clinical Pharmacology, 2026; NCCN SCLC, 2026. B H " universityof Nebraska
, % io Ascend
LEAD 2026: Leadership, Empowerment, and Development s S
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SMALL CELL LUNG CANCER

The cost of intensification

All —cause AE’s with incidence 210%

Lurbi + atezo Atezo
AnyAE 97.1% I 00 | [ | 180.8% ;
o ek =y 1. More pancytopenia
Anemia 31.8% B s7%
Fatigue 20.2% B 7% ! MOre fatigue
Decreased appetite 16.9% | 6.7%
Platelet count decreased 15.3% - 2.9%
Diarrhea 14.0% [ 7.5% | MOre nausea
Vomiting 136% | 2.5%
Asthenia 12.8% I 63%
— r2% IR °.7% 1. More treatment discontinuation
Neutrophil count decreased 12.8% - 1.3% Grade 1/2
Constipation 12.0% | 6.3% BN Siaie
Neutropenia 107% Il 1.7%
100%  80% 60% 40% 20% 0% 20% 40% 60% 80%  100%

Patients (%)

THE QUESTION: how much added toxicity is acceptable for maintenance
intensification?

Paz-Ares, et al. ASCO 2025. Paz-Ares, et al, Lancet 2025.

Bio Ascend” University of Nebraska
LEAD 2026: Leadership, Empowerment, and Development MedicalCentr



WHAT COMES NEXT?
CAN BIOLOGY GUIDE TREATMENT
SELECTION?




SMALL CELL LUNG CANCER

Biology that now matters
. sclccA J  SCLCN

ASCL1-driven NEUROD1-driven
I Most common I Second most common
|| (~40-70%) ll (~11-28%)
Neuroendocrine (NE) high Neuroendocrine (NE) high
Classic SCLC biology More variant flavor

Cd, Key targets: DLL3, BCL2, SEZ6

Z Often has MYC amplification
(e.g., tarlatamab)

Potential sensitivity to Aurora kinase inhibitors

“The classic SCLC”

POU2F3-driven

I Less common
] | A

® Non-neuroendocrine (non-NE) @ “Hot” immune tumor

Tuft-cell origin High PD-L1, interferon signaling, and T-cell infiltration

“A variant neuroendocrine subtype”

el SCLC-l

Four molecular subtypes. INFLAMED subtype

Different biology.
. II Defined by low ASCL1, NEUROD1, and POU2F3

Different opportunities.

(O/’ May depend on IGF-1R / Greatest benefit from adding immunotherapy

(investigational) (atezolizumab) to chemo

“A different cell of origin” “The immune-visible SCLC”

SCLC is not one disease — it’s at least four molecular subtypes. 1 Different biology. Brighter possibilities.

THE FUTURE: SCLC is moving from one disease toward biologic segmentation.

Gay et al., Cancer Cell, 2021; Thomas et al., Nature Cancer, 2025

University of Nebraska

Bio Ascend
LEAD 2026: Leadership, Empowerment, and Development

Medical Center



CAN LOCAL THERAPY IMPROVE ES-
SCLC OUTCOMES?




SMALL CELL LUNG CANCER

2026 ASCO

ANNUAL MEETING

Concurrent thoracic radiotherapy, chemotherapy

and durvalumab in ES SCLC - a phase lll trial

Thoracic radiotherapy of
30 Gy/M0 fractions
starting on day 21-28

Key eligibility criteria:
«  Confirmed SCLC

Treatment naive

Stage IV or lll (ineligible for

curative CRT)

ECOG PS 0-1

=1 measurable lesioninthe R

thorax

Asymptomatic/stable brain 1:1 \

metastases

Stratification factors:
« Liver metastases (yes vs. no)
* Brain metastases (yes vs. no)

*Durvalumat: 1500 myg, carboplatin (AUC=5) and
elopasida 100 mgim? BSA IV day 1 +
etoposida 100 mgim? BSA IV day 2-3 or
atoposide 200 mg/m? BSA PO days 2-4 Q3w

Grenberg BH. ASCO 2026.

LEAD 2026: Leadership, Empowerment, and Development

4 x durvalumab/platinum/etoposide*

4 x durvalumab/platinum/etoposide*

PCI of
25-30 Gy to
responders

Optional pr
local routine

WEBRT
of 20-30 Gy
for brain
metastasis

Durvalumakb
1500 mg Q4W
until PD and
need for other
systemic
treatment,
unacceptable
toxicity or
patient’s whish
to discontinue

—

Primary endpoint:
«  Owerall survival

Key secondary:
Overall response rate
Progression free survival
Toxicity

Bio Ascend’

AVaniam Group Company

University of Nebraska
Medical Center
Olazagasti » 2026



SMALL CELL LUNG CANCER

Concurrent Thoracic Radiotherapy, Chemotherapy + Durvalumab

1.0 1.0
mPFS: 5.1 vs. 5.0 mo mOS: 10.0 vs. 11.8 mo
0.8 (HR 1.10; 95% CI 0.84-1.45) - 0.8 (HR 1.14; 95% Cl 0.84-1.56)
£ 2
S 0.6 2 0.6
& K
: :
= 0.4 3 0.4
S 2
0.2 8.8% - 0.2
0.0 53?'4% ' 6.1% 66
0 6 12 18 4 30 36 0 6 12 18 24 30 36
Time from randomization (months) Time since randomization (months)
Gregnberg BH. ASCO 2026.
Bio Ascend‘" University of Nebraska
LEAD 2026: Leadership, Empowerment, and Development Mol ey

Olazagasti » 2026



SMALL CELL LUNG CANCER

Concurrent Thoracic Radiotherapy, Chemotherapy + Durvalumab

Chemoimmunotherapy plus TRT Chemoimmunotherapy
(n=115) (n=113)
Any AE BT.B% B9.9%
Esophagitis 47.8% 0.9%
Febrl neutropenia A7.4% 27 4% Deaths due tO AES:
Nausea 21.7% 26.3% 13% (n=15) on chemolO + TRT vs.
Diarrhea 174% 16,0 1.8% (n=2) on chemolO
Preumonitis 11.3% 0.8%
Peripheral n;::?;: m.q:ﬂ-a 5% 1 On ChemOIO N TRT artiy
Hypothyroidism 1o . * 0 deaths prior to TRT
Pulmonary embolism 4.3% 5.3% e O deaths after start of TRT
Muscle weakness 4.3% 35%
Colitis Grade 1-2 5% BB 27% Any AE: 87.8% vs. 69.9%, p=0.007
Rash Grade 3-4 3.5% 4.4% Grade 3-4 AEs:  40.9% vs. 33.6%, p=0.26
Hyperthyroidism Grade & 2 E% &.4% Grade 5 AEs: 14.7% vs. 3.5%, p=0.014
Encephalitis 2.6%
100% BO% BO% 40 20% 0% 20% 40% BO% BO%: 100%

Concurrent TRT did not improve survival among ES-SCLC patients receiving
chemolO and led to more AEs and treatment related deaths

Grenberg BH. ASCO 2026.

Bio Ascend” University of Nebraska
LEAD 2026: Leadership, Empowerment, and Development Medical Center

Olazagasti
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SMALL CELL LUNG CANCER

ARTEMIS-008: Phase 3 randomized study of Risvutatug
Rezetecan (Ris-Rez) vs Topotecam in Relapsed SCLC

2026 World Conference SEPTEMBER 12 - 15, 2026
on Lung Cancer SEQUL, REPUBLIC OF KOREA

ARTEMIS-008: A multi-center, open-label, randomized, controlled phase 3 (NCT06498479)

ﬂey inclusion criteria \

* Patients aged 218 years Ris-Rez (N=230)

» Relapsed SCLC after first- ; 8.0 mg/kg, IV, Q3W e R 1
line platinum-based+/- : Treatment until disease progression |
ICls therapy — i or other discontinuation criteria* i

* Measurable lesions per i were met 5
RECIST 1.1 gl . 3

« Stable brain metastases Topotecan (N=231)

& ECOG PS 0-1 /
Stratification: » Primary endpoint: OS

* Chemo-free interval (<90 daysor=90days) . gecondary endpoints: PFS, ORR, DCR, DoR by BICR and investigator;

+ Baseline brain metastases (yes or no)
s ] safety
+ Disease stage at study entry (LS or ES)

OS IA was pre-planned at 192 events (75% information fraction of the 256 OS events at the final analysis)

Data cut-off (DCO) date: June 6, 2026

Photo source: @stephenliu twitter
Wang Jie, WCLC 2026. B H University of Nebraska
, io Ascend y
LEAD 2026: Leadership, Empowerment, and Development Medical et e



SMALL CELL LUNG CANCER

ARTEMIS-008: Phase 3 randomized study of Risvutatug
Rezetecan (Ris-Rez) vs Topotecam in Relapsed SCLC

Overall Survival (0S) Progression-Free Survival (BICR)
20 18.5 a0
8 = 15 | HR 0.46 W —~ g. 7.2 HR 0.33
c fcz . 10.3 (95% Cl 0.35-0.62) c -.Cé 6 (95% Cl 0.25-0.42)
3 |  p<00001 @ B2 - 3.0
S<= 5+ %=
0 - 0
Ris-Rez Topotecan Ris-Rez Topotecan
(n=230) (n=231) (n=230) (n=231)
Investigator-assessed PFS 7.8 vs 4.0 months; HR 0.35 (95% C| 0.28-0.45)

Ris-Rez showed substantial activity vs topotecan, but interim evidence and in
China only

Infographies source: @glopes twitter

Wang Jie, WCLC 2026. Bio Ascen d " University of Nebraska

LEAD 2026: Leadership, Empowerment, and Development 02



SMALL CELL LUNG CANCER

TAISHAN-302: Phase 3 randomized study of Tambotatug
Pelitecan (Tam-Peli) versus Topotecan in Relapsed SCLC

SEPTEMBER 12 - 15, 2026
SEOUL, REPUBLIC OF KOREA

2026 World Conference
on Lung Cancer

................................

....................

...................
.................................
....................

......

TAISHAN-302 Study Design
A multicenter, randomized, open-label, phase 3 study (NCT06612151)

ECIST v1.1 or
s is not permitted.

Treatment until disease progression per R
intolerable toxicity. Crossover between arm

Primary endpoint:
- OS

Key eligibility criteria: Tam-Peli : .
Key secondary endpoints:
o . W,
Histologically or cytologically 2:0 mg/zgy D1Of021(”) o e
a0 g - ORR by investigators

confirmed SCLC

. Progressed after 1 prior line
of platinum-based therapy

Other secondary endpoints:
- DCR, DoR, TTR by investigators
Topotecan : o

- Safety, PK, and immunogenicity

At least one measurable
1.2 mg/m? , D1-5 Q3W*

lesion per RECIST v1.1
« ECOGPS 0-1

Exploratory endpoints:
= Intracranial efficacy

Stratification factors

« Disease status (local” or systemic disease)

« Brain metastasis (yes or no)

* Chemotherapy-free interval (<90 or 290 days)

* Per the prescnbing information approved in China
Patients with local disease defined as those Initially diagnosed with limited-stage disease who developed local recurrence within 6 months after platinum-based chemotherapy plus definitive radioth
3 radiotherapy

D, day; DCR, disease control rate; DoR, duration of response; ECOG PS, Easl a t]
i ale; g 56, % lern Cooperative Oncology Gro | . ) o,
P, pharmacokinelics: Q3W, every 3 woeks: TTR. {ima [0 response P! aqy up performance status; ORR, objective response rate; OS, overall survival: PFS progression-free survival
-------------------------------------- R T T L R R ) '
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i Zhang | Tam-Peli, an anti-B7-H3 antibody-drug conjugate, versus topotecan in relapsed SCLC: A
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SMALL CELL LUNG CANCER

TAISHAN-302: Phase 3 randomized study of Tambotatug
Pelitecan (Tam-Peli) versus Topotecan in Relapsed SCLC

Cile)

N

2026 World Conference | SEPTEMBER 12 - 15, 2026 05 51
a min S

on Lung Cancer | SEOUL, REPUBLIC OF KOREA

Overall Survival

Tam-Peli demonstrated statistically significant and clinically meaningful improvement in OS vs. topotecan,
with a 54% reduction in rate of death

+ + Censored
=T Tam-Peli
¥ Topotecan

©
=
c
=
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=
=
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Tam-Peli
(N = 225)

Topotecan
(N =226)
OSevents,n (%)  76(338) 124 (54.9)
Median OS, 13.3 9.4
months (95% Cl) ~ (12.1,NE) (7.7, 10.5)

HR 0.46 (95% CI: 0.35, 0.62)

No. at risk:
Time(Months) 0 1 2 3 4 5§
Tam-Peli 225 223 222 219 211 204
Topotecan 226 224 213 197 179 164

) foliow-up of OS was 9,

Photo source: @glopes twitter
Zhang Li, WCLC 2026.

LEAD 2026: Leadership, Empowerment, and Development

Time (Months)

Tk 82190
171 126 88 64
122 97 65 44

P <0.0001"
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* compared with a=0.0075, which is calculated
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Safety Summary

Topotecan
(N=217)

Tam-Peli
(N= 224)

31.1 10.1
Median duration of exposure, (3.729) (3,70.4)
weeks (range) , (€.
TRAES, n (%)
All grades 221(98.7) 216 (99.5)
Grade 23 104 (46.4) 162 (74.7)
Serious TRAEs 58 (25.9) 79 (36.4)
Leading to dose interruption 78 (34.8) 80 (36.9)
Leading to dose reduction 58 (25.9) 80 (36.9)
Leading to discontinuation 13 (5.8) 6(2.8)
0 1(0.5)

Leading to death

LiZhang | Tam-Peli, an anti-B7-H3 antibody-drug conjugate, versus topotecan in relapsed SCL!

Bio Ascend

Arandomized, open-label, phase 3 study (TAISHAN-302) °

-08 min 16s

R12 - 15, 2026
BLIC OF KOREA

Fewer grade 23 TRAES, serious TRAEs

and TRAEs leading to dose reduction
were observed with Tam-Peli compared
with topotecan (46% vs 74% and 25% vs

36%).

No treatment-related deaths were
reported in the Tam-Peli arm.

The incidences of all-grade TRAEs and
dose interruptions were similar between

arms.

Photo source: @latinamd twitter

University of Nebraska
Medical Center

AVaniam Group Company



SMALL CELL LUNG CANCER

B7-H3 ADCs in Relapsed SCLC
Descriptive cross trial comparison: ARTEMIS-008 (Ris-Rez) vs TAISHAN-302 (Tam-Peli)

€) 5 triaL sNaPsHOT @) :2: ELGIBILITY / POPULATION / BASELINE DIFFERENCES

—p = (Experimental arms shown; control arms were similar within each study)
ARTEMIS-008 "TAISHAN-302 ‘ E
(Ris-Rez) (Tam-Peli) ! ARTEMIS-008 |
‘ e £ . (Ris-Rez, N=230) ‘
Ris-Rez Tam-Peli

(B7-H3-directed TOP1 ADC) (B7-H3-targeted ADC with Prior PD-(L)1 exposure, n (%) 190 (82.6) 194 (86.2)

Investigation drug

TMALIN linker and topoisomerase-| Brain metastases at baseline, n (%) 44 (19.1) 78 (34.7)
inhibitor payload)
= ; :
Study design Phase 3, open-label Phase 3, open-label Liver metastases at baseline, n (%) 49 (21.3) 72 (32.0)
randomized controlled trial randomized controlled trial Chemotherapy-free interval <90 days,
—— e 4 83 (36.1) 110 (48.9)
ClinicalTrials.gov ID NCT06498479 NCT06612151 o
Randomized (n) 239 vs 231 225 vs 226 Disease extent, n (%) Extzegguzlg:/s(t)?ge Systzelngl(cgc(i;sge)ase
Geographic scope Chmg-only China-only cohort : :
(100% Asian cohort) Bl metastases sligioiity Stable brain metastases Stratified by brain
Data cut-off June 6, 2026 May 20, 2026 5 allowed metastases (yes or no)
Median follow-up 12.2 months 9.2 months (Tam-Peli arm) "
i 9.5 months (topotecan arm) Interpretation: TAISHAN-302 appears to have enrolled a somewhat higher-risk population,
especially for CNS and liver metastatic burden and shorter chemotherapy-free interval.

NOT a head to head comparison. Differences in eligibility, case mix, follow up,
endpoint, and trial conduct limits cross trial inference.

Infographiques source: @glopes twitter B i 0O AS cen d " University of Nebraska
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SMALL CELL LUNG CANCER

B7-H3 ADCs in relapsed SCLC
Descriptive cross trial comparison: ARTEMIS-008 (Ris-Rez) vs TAISHAN-302 (Tam-Peli)

| EFFICACY RESULTS
al - SAFETY
Oitcomie ARTEMIS-008 SHAN-3( Hazard Ratio (95% CI) =
(Ris-Rez) | | Favors ADC ¢ —> Favors Topotecan ~ | ARTEMIS-008

Overall survival Safety outcome, n (%) (Ris-Rez, N=230)

Median OS, months 18.5vs 10.3 133vs 9.4 sl g':z R T '

< = =0—10: = - 140 (60.9 104 (46.4
. HR ::.,% Cflr)ee — 0.46 (0.35-0.62) 0.46 (0.35-0.62) adverse avents(TRAEs) ( ) ( )
rogr 1on-’ urviva B,

BICR mPFS, months 7.2vs 3.0 e —o— 0.33 Serious TRAEs 79 (343) 58 (259)

HR (95% CI) 0.33(0.25-0.42) = - Interstitial lung disease (ILD)

Investigator mPFS, months 7.8vs 4.0 74vs2.8 ® *

HR (95% CI) 0.35(028-0.45)  035(0.23-037)  —® 029 Ay erade (oversil) 27(11.7) Not reported
Objective response rate Grade =3 9(3.9) Not reported
ORR, % (95% CI) 58.3(51.6-64.7) = 59.1(52.4-65.6) - Treatment-related deaths Not reported 0 (0.0)

vs 12.6 (8.6-17.5) vs 9.7 (6.2-14.4)
I T T 1
i 05 o ] ; =
mPFS, median progression-free survival; ORR, objective response rate; BICR, blinded independent central review; %0 heh SafEty definitions and exposure duration dlffered; comparisons are descrlptwe only.
Cl, confidence interval; HR, hazard ratio.

THE SIGNAL: two B7-H3 ADC phase lll programs show substantial activity vs
topotecan—without a head-to-head ranking.

Infographi : @gl i . )
HORENEL sogse: @clopes iter Bio Ascend Mool Bantee oo
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SWOG S1827/MAVERICK

MRI Brain Surveillance Alone Versus MRI Surveillance and Prophylactic Cranial Irradiation (PCI):
A Randomized Phase lll Trial in Small-Cell Lung Cancer

Prophylactic cranial

MRI brai illanc
irradiation (PCI) — rain surveillance

Small-cell lung cancer
(Limited OR Extensive)

Stratify: 1. Limited vs Extensive stage
* No prior brain metastases 2. Immunotherapy (y/n) 3. Performance Status (0-1 vs 2)

* No brain metastases on

MRI after 1* line therapy \

No PCI -+ MR brain surveillance

Primary Endpoint:
Cognitive Failure Free Survival (CFFS)
(ime to cognitive dechine or death)

MRI brain surveillance and cognitive testing at 3, 6, 9, 12, 18, and 24 months

..............................................................................................................................................................................................................

PCl was 25 Gy / 10 FX, hippocampal-avoidance (HA) PCI allowed at physician discretion °

Photo source: @larinamd twitter

Rusthoven, Chad WCLC 2026 Bio Ascen d " University of Nebraska
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SMALL CELL LUNG CANCER

MAVERICK: What are the clinical implications?

MRI surveillance alone vs prophylactic cranial irradiation (PCl) in SCLC

©) Brain metastases 7 /= Primary endpoint: Overall survival:
were reduced by PCI Cognitive failure-free survival Z no significant difference
so far

favored MRI surveillance alone

100% - 100% -

@ - = MRI alone - = MRI alone e == MRI alone
§ 75% — MRI + PCI 75% - — MRI + PCI _ 75%- — MRI + PCI
o 50% S 50%- g 50%-
I || R R 8 AN e . S
§ o | s 25% | R 25%
5 'z’ -------------- \
B ol —— N~ "o e AN,
0%06121824303642485460 0%0 3 & 9 12 18 24 0 6 12 18 24 30 36 42 48 54 60
Months After Randomization Months After Randomization Months After Randomization
Cumulative incidence, limi OS HR 0.90
; HR 0.60 (90% Cl 0.46-0.78), Preliminary -
MRI al:ne vs:lRI-t-PCI1.2 - p=0.0005 (90% Cl 0.67-1.20)
months months
0 0 ® Upper bound remains below the
ol 210A’ 30? 6-month CFFS 12-month CFFS pre-specified non-inferiority margin
WD P 7% 15% 38%vs17%  17% vs 6% <F>_f ‘-I-’-gs Y
sHR 2.19 (95% Cl 1.31-3.64) ¢ Ig‘(?evenét):a ysis pending after

THE PRACTICAL QUESTION: can MRI surveillance replace routine PCI for many
patients?

Infographic source: @glopes twitter

Rusthoven, Chad WCLC 2026 Bio Ascen d " University of Nebraska
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SMALL CELL LUNG CANCER

Eagerly awaiting DeLLphi-305 results

Study Schema

In ion, Randomization, and Maintenance Treatmen H : :
duction, Randomization, and Maintenance Treatment DeLLph|-305 in Frontline ES-
o : Induction Therapy Durvalumab + Tarlatamab . d
Eligible Patients : Continue treatment .
A .
ote b el by ., Mantenance) i g progesin SCLC Maintenance: Key
disease (per protocol - atinum = v, or unacceptable toxicity
in L} ey Randomization M Takeaways
o Adequate organ function S 11
o No other key exclusion Durvalumab D ! b Al Continiatreathent
griieha EHpee ur(vw?a::‘?;:ance)o = until disease progression L DLII’V8|Umab |O|US tarlatamab met
Complete planned cycles or unacceptable toxicity
(e.g., 4 cycles) Durvalumab every 4 weeks

the primary end point of OS at a

Tarlatamab Infusion and Post-infusion Monitoring (Combination Arm Only)

$ planned interim analysis of the
DEVR:]
f " Continue tarlatamab phase 3 DelLLphi-305 trial,

every 2 weeks

Tarlatamab Infusion Tarlatamab infusion (in combination arm) . . . .
Post-infusion monitoring: Post-infusion monitoring: marklng the f| rst Su rV|Va| beneflt
1-2 hours? 1-2 hours?
(6-8 hours in certain regions, (6-8 hours in certain regions, .
it Eione) including Europe?) reported for an immunotherapy
Study End Points plus bispecific T-cell engager
Primary End Point Key Secondary End Points . . . - o
¢ Overall survival (OS) ¢ Progression-free survival (PFS) ) ) Comb|nat|0n N th|S Sett|ng.
« Objective response rate (ORR) Each assessed by .|nvc.ast|gators
« Disease control rate (DCR) per RECIST 1.1 criteria.2*

Source: OncLive
¢ Duration of response (DOR)

a Patients were monitored in a healthcare setting for 1 to 2 hours after tarlatamab infusions on day 1 and day 8 of cycle 1.
b In certain regions, including Europe, patients were monitored for 6 to 8 hours.
2.3 Per study protocol.

Source: OncLive

1 University of Nebraska
B 10 AS cen d Medical Center

Olazagasti » 2026
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SMALL CELL LUNG CANCER

HOW | TREAT ES-SCLC IN 2026
Bringing the evidence back to the clinic

INITIAL THERAPY ASSESS RESPONSE MAINTENANCE AT PROGRESSION
Extensive-stage SCLC (ES-SCLC) After 4 cycles (for CR/PR/SD)

Standard of care Restaging CT (+ brain MRI) Atezolizumab # Lurbinectedin Tarlatamab
* Assess response (IMpower133 * Lurbinectedin) (FDA approved)
(RECIST 1.1) (FDA approved)

Platinum + Etoposide + or

PD-(L)1 o §¥igjrzte PS and goals -} or
(Atezolizumab or Durvalumab) Durvalumab
4 cycles (q3w) e 3 (Féi\Aai?:)&d) or
Topotecan
| (IV or oral)
or
Clinical trial
(preferred)
Bio Ascend” University of Nebraska
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