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Agenda for Today:

1. Navigating Frontline Maintenance Options In
Advanced Ovarian Cancer

2. The Evolving Landscape of ADCs in Ovarian
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Navigating Frontline
Maintenance Options in
Advanced Ovarian Cancer
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BRCA and Beyond in Advanced High-Grade Ovarian Cancer
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1. Konstantinopoulos PA et al. Cancer Discov, 2015.5:1137-1154, 2, George A el al. Sci Rep. 2016;6:29506. 3. Moschalia M et al. Ann Onegl, 201627 1449-1455.

4. Porcival N ool sl BrJ Nurs. 201825 090-804, 5 Coeorgs A ol al. Na! Rev Clin Onool. 2017, 14 284-200

Approximately 50% of
patients with high-grade
serous EQC are HRD?

BRCA1 and BRCA2Z2
mutations are the most
common alterations among
those who are HRD

Around 16% have a germline
BRCA mutation?; 4% to 7%
have a somatic BRCA
mutation?

BRCA mutation testing is
essential in routine clinical
practice®®

PARP inhibitors have clinical activity
beyond BRCAm ovarian cancer
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STAGE II, lil, Iv¥ MAINTENANCE THERAPYM"Y
POST PRIMARY TREATMENT
Observe (if CR)
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Niraparib (HR deficient)
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i h or
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Germline |
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mutation | :;rapanb (category 1)

Rucaparib
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Observe for select stage Il disease with CR
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Olaparib®
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Niraparib?
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What About Including a
Checkpoint Inhibitor?
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Future Directions in the Front Line: What is Potentially Exciting?

FIRSTI!
ENGOT OV-44

DUO-O!P]
ENGOT OV-46

Anti-
angiogenic

+
Bevacizumab

Bevacizumab

Niraparib

Olaparib

Dostarlimab

Durvalumab

Oct 2018

Jan 2019

Estimated
Primary
Completion

Jan 2023

June 2023

ATHENAL!
GOG-3020

Rucaparib

Nivolumab

May 2018

Dec 2024

ENGOT OV-
430l

+
Bevacizumab

Olaparib

Pembrolizuma
b

Dec 2018

Aug 2025

* a. ClinicalTrials.gov. NCT03602859; b. ClinicalTrials.gov. NCT03737643; c. ClinicalTrials.gov. NCT03522246;
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Combinations as Maintenance Therapy in the Frontline Setting

1L Maintenance Phase 3 Trial Agent/Regimen

(N = B63)
ATHENA-COMBO'# Rucaparib + nivolumab No improvement
in PFS or OS

Olaparib + durvalumab + (N =1,130)

034
DLO-0 chemotherapy + bevacizumab Improved PFS

(N = 1,367)
Improved PFS
No improvement in OS

Olaparib + pembrolizumab +

| 5,6
KEYLYNK-001 chemotherapy

(N =1,402)
FIRST’#® Niraparib + dostarlimab + chemotherapy Improved PFS
No improvement in OS

1. https /www chnicalirials govistudyNCTO3522248. 2 Monk BJ st al. ESMO 2024 LBA3D
3. hitps Vclinicaltrials gowsludywNCTOATITE4Y. 4 Haner P &l al. ASCO 2023 LBASS0E. 5. hiipsfeasw clinicallrials gov/siudy/NCTO3740185

6. Vargote | et al. int J Gynecol Cancer. 2025:35:101704. 7. hitpsicknicaltrials. gowstudy/NCTO3B02859. 8. hitps./Mirstwordpharma com/story/5622977. YOchsnerHealth




Phase 3 ATHENA-COMBO: PARPi + CPI as Switch Maintenance’

o

Median 95% CI

Rucaparib + nivolumab

Rucaparib + placebo
HR (85% Cl)

15 12.1-17.4
202 15.6-24.0
1,29 (1.08-1.53)

i
-

Hucapanb + nivolumab

e b

i
i
48 S &0 L1

Med 25% CI

HR (85% Cl)

494 431 98-55.1
58 46 T-MNR
1.13 (0.93-1.38)

"“l““-‘_\-
.

-

OS5 maturity: 46.5% (401/863)

o

Rucaparb + nivolumab

18

1. Monk BJ at al. ESMO 2024. LBA3D

24 30 W 42 48
Time, mo

54 &0 68 i

No difference in PFS or OS
between treatment arms

- Inclusion of CP| appears o have
worsened outcomes

Not a single subgroup favored the
addition of CPI

- Regardless of PD-L1 expression
level, BRCA mutation status

Which takes us to optimization
questions...
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Was This Combination Optimized?

PARPi + CPI as Switch Maintenance: ATHENA COMBO

Rucaparib + Nivolumab Rucaparib + Placebo
(n = 436) (n=427)

Treatment received, n (%)
Yes 410 (94) 425 (99.5)

No 26 (6) 2 (0.5)

Reason for discontinuation, n (%)
Disease progression 180 (43.9) 182 (42.8)
AE 86 (21) 24 (12.7)

Completed protocol durations of study drug 103 (25.1) 147 (34.6)
Other 41 (10) 42 (9.9)

1. Monk BJ et al. ESMO 2024. LBA3D. '\'\JOChsner Health




Phase 3 DUO-O: Combination of Chemotherapy + Bevacizumab
+ Durvalumab * Olaparib’

Key Eligibility Criteria

Newly diagnosed

FIGO stage llI-IV

high-grade epithelial Stratification

ocC * Timing and

No prior systemic outcomes of Chemo + Bevacizumab total 15 mo +

therapy or OC — cytoreductive bevacizumab + durvi_ltumah total 24 mo +

PARPI or immune- surgery 1:1-4 durvalumab olaparib placebo total 24 mo

mediated therapy * Geographic

naive region

Primary debulking or Chemo + Bevacizumab total 15 mo + Arm 3
planned interval N = 1407 bevacizumab + durvalumab total 24 mo + PC + Bev +

debulking surgery durvalumab olaparib total 24 mo Durva + Ola
Non-tBRCAm®

Primary endpoint: INV PFS: arm 3 vs arm 1 (non-tBRCAm HRD+; ITT)
Key secondary endpoints: INV PFS: arm 2 vs arm 1 (ITT), OS, safety

4 DUO-0 plso included an indepandent, single-arm, opan-label IBRCAM cohor—results are not presented
¥ Treatmant continued unid disssss progression, study reatment was complste, or olher discontinuation crilens were msl

1. hitps:/iwww chnicalinals. gov/studyNCTD3737643 YOchsnerHealth




DUO-O
PFS Primary Endpoint Met in the ITT Population?

Arm 1 Am 3
PC + Bev PC + Bev + Durva + Ola
(n = 378) (n=378)

Median follow-up, mo 25.5 23.3
Arm 3 vs Arm 1 Events, n (%) 250 (69) 193 (51)

mPFS, mo 19.3 24.2
HR (95% Cl) vs arm 1 0.63 (0.52-0.76). P < .0001

§

~¥ 4

iL-r'-r-r-r-r-r-r-r—r—-—-r-r—-r—
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1. Harter P of al. ASCO 2023. Abstract LBASS08 VOChsner H ea |t h




Phase 3 KEYLYNK-001:
Combination of Chemotherapy + Pembrolizumab * Olaparib'-?

PARPi + CPI as switch and continuous maintenance respectively: BRCAwt only

SGO 2025 Update
Powell M et al.
315/25

Treatment period
(6 cycles including
induction )

Induction
(1 course)

Maintenance period
(cycle T omwarnds)

-

.

Key Eligibility Criterla
Advanced (FIGO
stage zlll) epithedial
Ovanan Cancer

BRCA 1/2-nonmutated
No prior systemic
Iharapy

Candidate for
carboplatin + paclilanal
as adjuvanl or
necadjuvant therapy
Bevacizumab permitted
per investigator
discrathon

N = 1 367

\

]

-

J

Stratification

* PD-L1 expression
(CPS 210 vs <10)

Planned bevacizumab
UsE (yes vs no)

Surgery status (residual

tumor after primary
debulking surgery [yes
s no] or planned
interval debulking)

Carboplatin
fpaclitaxel

'\\

J(

Carboplatin
Ipaclitaxel

J

Carboplatin
Ipaclitaxel

Pembrolizumab

group

Feambroliz umal-

[

f

Primary
debulking

plaparib group

1. nttps/twwewr clnicaltnials govistudyMCTO3IT40185. 2. Vergols | ot al. inf J Gyneco! Cancer. 2025,35:101704

Carboplatin/paclitaxel
+ pembrolizumab
200 mg 3w
for up 1o 35 cyclas

Carboplatin/paclitaxel
+ pembrolizumab
200 mg Q3W
for up 1o 35 cycles

Interval debulking
{after 3 cyclas)

Placebo BID
forupto 2y
+ pembrolizumab
200 mg Q3IW
for up to 35 cycles

Olaparib 300 mg BID
forupio 2 y
+ pembrolizumab
200 mg Q3w
for up to 35 cycles

YOchsnerHealth




Phase 3 KEYLYNK-001:
Combination of Chemotherapy + Pembrolizumab * Olaparib’
PFS Pembrolizumab-Olaparib vs Control, CPS 210 Population

LAY Median, mo Events, % | HR (95% CI) P FA Median, mo Events, % HR (95% CI) |

Pembrofrurmab FPembrolzurmab
23.7T 489 2398 58.5
-olapant 0.63 (0.49-0.80) <.0001 -olaparib 0.66 (0.53-0.83)

Coantrol 162 66.2 Controd 15.2 T24

100 100 +
80 80 1
B0 Bl 1
TO0 T0 1
60

) 50
pos . B Pembrolurumab ] 7 Pembrolizumab
e . olapantd % " olapanb

20 20 4 e St
[]

i 10 4
E Median follow-up” 30 1 mo 0 Median foliow-up- 496 mo !

T ] 0 . 2 -
0 10 20 30 0 10 20 30 40 50

Time, mo Time, mo
219 181 103 40 0 224 181 M5 B 59 26

228 142 70 24 228 142 B S8 3T 14

48-ma

PFS Is better, but what does this mean with no
monotherapy PARPI arm?

1. Vergote | ot al. int J Gynecol Cancer. 2025:35-101704 YOchsnerHealth




Phase 3 KEYLYNK-001:

Combination of Chemotherapy + Pembrolizumab * Olaparib’

PFS Pembrolizumab vs Control at FA

CPS 210
_Population

Median, mo Events, % | HR (95% CI)

P

Pembrolizumab 173 696
Control 15.2 72.4

; 0.95 (0.77-1.19)

3339

100 48-mo
20 4 i
B0 4
7O 4 Pembrolizumab
60
y 50 4
40 +
30 1
20 1
10 4
0 .

Q 10 20 30 40 50
No. at Risk Time, mo

Pembrolizumab 230 150 85 56 33 17
Control 228 142 81 58 ;7 14

Total ITT
Populati Median, mo Ewvents, %

HR (95% Cl)

Pembrolizumab 152 738
Control 148 77.5

1.01 (0.87-1.18)

100 48-mo
90 4
B0 4

!
I
i
[
i
i
i
i
i
i
i
|
!
I
1
I
!
|
i
[
i
I

18.2

i
i
i

Pembrolizumab

10 20 3 40 50
Time, mo

29 144 99 81 32

285 157 106 64 Fa.

No benefil of adding pembrolizumab vs placebo

1. Vergote | ot al. inf J Gynecol Cancer. 2025:35:101704
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FIRST Trial Design

Cycle 1: Standard-of-care chemotherapy
(carboplatin-paclitaxel * bevacizumab)

* Given ongoing PARPI
maintenance clinical trials
during the design of FIRST, it
was an a priori intention to

amend the protocol to redefine Cycles 2-6: Chemotherapy period (21-d cycles)

the control arm if emerging

evidence supported the Arm 3
incorporation of PARPIs during mwmwﬂ ;
the maintenance period g I'“; 4

» Following approvals of olaparib
and niraparib as first-line
maintenance therapy,'
enroliment into arm 1 was

- iraparib + dostarlimab
terminated

+ bevacizumab
maintenance

iy CofiEe et beyond 1 pedn @ oirmullaton Wil he Sl farios PAFEIY, oy ADNP bk ) pofyrmeiise rhibiiod 1 Gonrdiey Martin A, ol & N Eagl J bisd 2010 3005 22000-2400 7 Py Cooguard | of @l N Do J Ble 7000 8075) 1408438

ASCO ' YOchsnerHealth




PFS per RECIST v1.1 in the ITT Population
Median duration of follow-up was 53.1 mo (IQR, 47.5-59.7 mo).

Dostarlimab +
niraparib
\ - | (n=753)
Events, n (%) 67.5) 443 (58.8)
Median (95% Cl), mo  18.2(16.6-21.0) & 20.6(19.2-22.8)
Hazard ratio (95% Cl) 0.85 (0.73-0.99)
F value 0.0351

1-y PFS rate
75% vs

25 30 35 40 45

Time since randomization, mo
No. at nsk

Dostarlimab + 753 " . 2910 226 196
nirapanb
Data cutoff date. October 31, 2024 Curves estmaled with Kaplan-Mesor analyses Hazard rabio and P value ame from a stralified Cox proportional hazards model and log-rank tes! (2-sided), with lreatment as only covanate, adjusied for randomization stratification

factors  Reasons for nonadminstrative censorng mcuded no baselne’postbaseline tumor assessmants, early study dscontinuabion withoul event, mitiation of subseguent anbcancer therapy before or without event, or 2 consecutive Missed Mo assessmants
before event. The main contributor o nonadministrative censonng was inibation of subsequent anticancer therapy before or without event. CI, confidence interval, ITT, intention-to-treat, PFS, progression-free survival, RECIST v1.1, Response Evaluation Criteria in

Sold Tumors version 1.1

YOchsnerHealth



The Evolving Landscape of
ADCs In Ovarian Cancer
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Targeting FRa in Ovarian Cancer’

* Folate receptor alpha (FRa): membrane protein that binds
to and transports folate into cells and is highly overexpressed Y Mirvetuximab
on ovarian cancer cells ‘ ‘( 3
Soravtansine (MIRV)

The antibody portion of MIRY binds lo FRa found
» FRa is most highly expressed on the surface of serous EOC, on the surface of epithelial ovarian cancer cells

as assessed by IHC

* |In high-grade serous ovanan cancer, approximately 80% of cells
are positive for some expression of FRa

MIRV is internalized via endocylosis

MIRV is degraded within the lysosome 1o release
its cytotoxic payload (DM4)

DM4 disrupts tubulin resulting
in mitolic arrest and apoptosis

D4 also diffuses through the lipophilic cell
membrane allowing bystander killing
on adjacent tumor cells

1. Bax HJ at al. Br J Cancer. 2023;128:342-353. \.JOChsner H ea I th




Mirvetuximab Soravtansine Improved Outcomes in

Platinum-Resistant Ovarian Cancer’

INV-PFS: Primary Endpoint

MIRV (n = 227) IC Chemo (n = 226)

5.682 (4.34-5.05) 3.08 (2.80-4.4T)
178 (Fr.5) 1648 (F3.5)
0.85 (0.52-0.81)
<0001

mPFS (5% CI)
Events, n (%)
HR (85% CI)

Probability of PFS

12 15 ]

Time, mo

MIRV (n = 227) IC Chemo (n = 226)

mOS (85% CI) 16.46 (14.46-24 57) 12.75 (10.91-14 36
Events, n (%) 80 (30.6) 114 (S0 .4)
HR (95% CI) 0.67 (0.50-0.89)

D046

LER

L F

Probability of OS

» Cansored
a h] s ] 12 i

Time, mo
1. Moore KN ot al. N Eng/ J Med. 2023:3860:2162-2174 =

1}

Phase 3 MIRASOL

« 35% improvement
in PFS with MIRV vs
chemotherapy

33% improvement
in OS with MIRV vs
chemotherapy

ORR more than doubled:
42% vs 16% with MIRV vs
chemotherapy

(P < .0001;

12 CRs vs 0 CRs)

YOchsnerHealth




Targeting HER2 in Ovarian Cancer'

Humanized anti-HER2
lgG1 mAb T-DXd

[ =
topoisomerase |

Cleavable
inhibitor payload letrapeptide-based

linker
" Deruxtecan
]

Highly potent

Cleavable
tetrapeptide-based linker

Topoisomerase | inhibitor payload
(DXd = DX-8951f derivative

1. Nakada T et al, Chem Pharm Bulf (Tokyo). 201987 173-185. 2. Ogitani Y et al. Cliin Cancer Res 201622-5097-5108
3. Trail PA ot al. Pharmacol Ther. 2018,181:1268-142. 4. Okamoio H »f al. Xenabiofice. 2020.50.1242-1250. 5. MNagi ¥ wt al. Xenobiotica. 2018:48:1088-1084

-@IF Trastuzumab
Deruxtecan (T-DXd)

Payload MOA: topoisomerase | inhibitor
High potency of payload

High drug-to-antibody ratio ~8
Payload with short systemic half-life

Tumaor-selective cleavable linker
Bystander antitumor effect

YOchsnerHealth



DESTINY-PanTumor02:
T-DXd in HER2-Expressing Solid Tumors'#

An open-label, multicenter study (NCT04482309)

™\ “%° Endometrial cancer

Key Eligibility Criteria
Advanced solid tumors not eligible for curative therapy
2L+ patient population T-DXd
HERZ2 expression (IHC 3+ or 2+) 5.4 ma/kg Secondary endpoints:
- Local test or central test by HercepTest if local test Q3w DOR, DCR, PFS, OS
not feasible (ASCO/CAP gastric cancer scoring)® {E} Other tumors? safety

Prior HER2-largeting therapy allowed 40 per cohort® Exploratory analysis:

ECOG/WHO PS 0-1 tﬁ Billary tract cancer subgroup analysis by
/ HER2 status

* Primary endpoint:
confirmed ORR
Sy® ovarian cancer (investigator)

“‘i’uﬂ Cervical cancer

# Pancreatic cancer

Baseline Characteristics

« 267 patients received treatment; 202 (75.7%) based on local HER2 testing
- 111 (41.6%) patients were |IHC 3+ based on HERZ2 test (local or central) at enrollment; primary efficacy analysis (all patients)
- 75 (28.1%) patients were IHC 3+ on central testing; sensitivity analysis on efficacy endpoints (subgroup analyses)

« Median age was 62 years (23-85), and 109 (40.8%) patients had received 23 lines of therapy

i Primary analysis data cutofl: Jurnd 8, 2023; madian follow-up: 12 TS5 mo. ¥ Pabonts wore eligible for aithar best. All patients were cantrally confimmad.

¢ Planned reciuitment, oohorts wilh no objactive responsas n the first 15 patents were io be closed. * Patients with tumors that express HER2, excluding tumors in the tumor-specific cohorts,
and breast cancer, NSCLC, gastric cancar, and CRC

1. hllps:/iclinicalinals govstudyNCTO4482 308 2 Holmann b of al Hslopathology 2008 52-TAT-805 3. Marnc-Bamstam F o al. EEMO 2023. Abstraci LBA3Y

4. Maric-Barnsiam F et al. J Clin Oneal. 2024 42 4T-58 \./OChsner H ea I th




Responses With T-DXd in Ovarian Cancer by HER2 Status'-

60.0

Updated NCCN Guidelines for Ovarian Cancer!

63.6
45.0
36.8
Second- or subsequent-line therapy:
20.0 T-DXd for HER2-positive tumors (IHC 3+ or 2+)
s Useful in certain circumstances
i 11 19 L,

Total n in subgroup April 2024:
n of responders 8 7 7 1 Accelerated Tumor-agnostic FDA Approval®
For adult patients with unresectable or metastatic
HERZ2-positive (IHC3+) solid tumors who have received
95% CI’ e el 0 - prior systemic treatment and have no satisfactory
alternative treatment options

Median DOR, months 113 21 1.3

—
=
i)
2
-
H
>
L]
2
o
o
O
=
=
o
&

1. Meric-Barnstam F et al. J Clin Oncol. 2024 42:47-58 2 Oaknin A et al Adv Ther 2024.41:4125-4138. 3 Lee J el al. Int J Gynecol Cancer, 2023, 33:AB-AT
4. NCCH Clinical Practice Gusdelings in Oncology. Ovarian Cancer. Version 1 2025 hitps: fwww noon. org/prolessionals/physician_gla/pdifiovarian. pdl o/
5. NHips:/iwww accessdata ida govidrugsatida_docsiabel2025/761130s032s035ibi pal. YOchsnerHea | th




GL.:RIOSA

Platinum-Sensitive Ovarian Cancer

Crwiicd M. O'Malley, MD, Tashanna Myers, MO, Pauline Wimbsrger, MOy, PhD, Toon Wan Gop, MD, PhD, Andes Redondo, MD, PhD, Rt
Crwicd Cibulz, MD, PhD, Shikzni Mizumn, PRD, Manuel Redrigue s, MO, PRD, Fleor ) Becles, MD, Joyes M. Bardin, MD, Shanen b, Lewin, MO,
Petar Lim, MD, Bhawana Pathuri, MD, Elisabeth Diver, MD, Susana Baneres, MBBS, PhD, Domenica Lansso, MD, FhDx V/ High-grade sarous epithelial ovarian cancer

'

Rationale: primary peritoneal cancer, or fallopian
- tube cancer

FRs Y |n ovarian cancer, 72% to 97% of patients have tumors that express FRa . Platinum-sensitive disease {defined as
progression =6 months from last dose of
Mirvetuximab soravtansine-gy nx (MIRY) is an FRa-targeting antibody-d g primary platinum therapy)

MIRY § conjugate that recelved accelerated US FDA approval in November cooo for ./ Patients =18 years old
the treatmeant of FRa-positive platinum-resistant ovaran cancear

@ MIRY+bavacizumab demonstrated clinically meaaningful activity in patients o st ety elics e by (LIS vl Pz

intensity among =75% of viable tumaor cells
v 1 prior systemic treatment
v Prior PARPI required if BRCA+

with platinum-saensitive and platinum-rasistant ovarian cancer in the phasea
1b/2 FORWARD |l trial
SCREENING AND ENROLLMENT

4 ' CR, PR, or SD after treatment with
. platinum-based doublet + bevacizumab

N .|l.=| iata fo 1 foar o ) i F-9

SE e e —

s )

-E g rantly on 2L

ol t treatment? FRechight

o= 3 : Fierae

0 & — Primary Endpoint: | :

£ § D Key Secondary Endpoint:

o
e il Other secondary Endpoints:

RANDOMIZATION AND STUDY TREATMENT?

Intravenous infusion of:

stratification Factaors
Frior FARFi, prior bevaczumab,
CRarPRorsh J

*Tripket trest ment consists of pltinum plus chemotherapy plus besacikunab for plenred & cycles (minimum gand nesimunm

& eycles), including=t kea st 3 cycle s of bevac zumab.

EFRo-high is defined by FRo positivity of =75% of turnor merbrane stining =t =24 inten sity (PS2H).

*FRa-high participants who desire 1o be tremted and #ol bwed w hile an their run-in tipkt therspy must sign = un-in consant a5
partof the main consent fom i they meatelgibility criteiaas as s2ssed by the imvestigator.

4Haintenance treatment must begin =12 weelis from kst dose of triplet thermpy and w ithin 3% day s of mndomization. Trestment.
continues until FD, unacceptable toic ity, withd mwal of consent, death, or study sponsor temination.

4 B, zlao noreen s AIBWY, i cakeukted 2 1B () + © 4 Eotualweight - IBYW). BV for eraks i cakukted 25 0 0 = beight

o) - 92,

YOchsnerHealth
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Phase 3 DESTINY-Ovarian01: T-DXd + Bevacizumab as 1L
Maintenance Therapy in HER2-Expressing Ovarian Cancer’

Tissue

prescreening Main screening Treatment Follow-up

"\,\

é Key Eligibility Criteria

« Epithelial high-grace
ovarian, fallopian tube
% or pnmary peritoneal T-DXd
HER2 carcinoma " Stratification I 5.4 mg/kg Q3W +
expression FIGO stage Il or IV « HERZ2 IHC 1+ vs 2+ bevacizumab
(IHC 3+/2+/1+) Non-PD afer v 3+ 15 mg/kg Q3w
par 2016 ASCO completon front-line . o
CAP gastric carboplatin-pacitaxel RN | P— '| * 40-d (+7 d) follow-up

cancer IHC By BCLF LA after surgery or no + Long-term survival
BCONNG follow-up

guldalines by
cantral

confirmation

SUNQETy vs No
Eligible for bevacizumab resdual disease
ManiEnance as P aftar SLIgary

e
sSOC :EII'IU Inveshgalor Serous vs NONSErous
¥ discretion and nol histology

approprate for PARP .-" _
Maintenance as per mmh

investigator discretion 15 mg/kg Q3w
N = 562
IHC 3+/2+ = 480 (B5%)
\_ IHC 1+ = B2 (15%) ‘) Study Interventlon
= T-DXd until BICR PD or 34 cycles

+ Bevacizumab until BICR PD or 16 cycles (maximum of 22 cycles
including doses given with platinum-based chematherapy)

1. hiips:Hclinicalinals govistudy/NCTOSB18007: [ENGOT-ovBRGOG 3112) \.JOChsner H ea | th




Trial/Drug Target Payload

REFRaME-O1: Efficacy of FRa Microtubulin inhibitor,
Luveltamab Tazevibulin for FRa- hemiasterlin

Expressing Relapsed PROC

RainFol: Efficacy of Rina-S FRa Topoisomerase 1 inhibitor
(Rinatabart Sesutecan) for Relapsed

PROC

REJOICE-Ovarian01: Efficacy of R- Cadherin 6 Topoisomerase 1 inhibitor
DXd (Raludotatug deruxtecan) in

PROC

TROPION-PanTumor03: Dato-DXd TROP2 Topoisomerase 1 inhibitor
(Datopotamab Deruxtecan) in

Ovarian Cancer Cohort

TroFuse-005: Sac-TMT TROP2 Topoisomerase 1 inhibitor
(Sacituzumab Tirumotecan) Efficacy

in Ovarian Cancer

DB-1305 TROP2 Topoisomerase 1 inhibitor
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A 70-Year-Old Patient

N\

Recurrent, platinum resistant ovarian cancer She is atigibla for MIRV—

referred for treatment options would you start with this vs
start with a camptothecin?

Presentation

Grade 2 HTN related to bevacizumab in her last

line of therapy with PLD Do you think sequencing will
3 prior lines of cytotoxic chemotherapy matter MIRV = Rina-S7?

FR-alpha 2+ B0% How would you pick between

CDH6 present TDXd, RDXd, DatoDXd?
Testing Trop2 present

HER2 2+

YOchsnerHealth



Thank You
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