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Double-blind period o Open-label period -
Key eligibility criteria: i Surgical
Atezolizumab 1,200 mg + g c .
* Resectable Stage Il, IlIA or platinum-based chemothgrapy* resection || k¢ Atezolizumab 1,200 mg
select 1B (T3N2) NSCLC (4 cycles) Q3W (PCR, MPR 2 (16 cycles) Q3W 2
(8t edition) A assessment) 3
* Eligible for RO resection with S
curative intent -_9
* Adequate pulmonary and S
cardiac function to : 2
undergo resection _ Placebo + ’ rils‘;?;t‘i:::r E _ =
e ALKWT/EGFRWT platlnum-:ase'd chg;nvt\;therapy (bCR, MPR —> 9. Best supportive care
e ECOGPS 0-1 (4 cycles) assessment)
Stratification factors: Primary endpoint: Key secondary endpoints:
*  Tumor Stage (Il vs [lIA N2- vs IlIIA/B N2+) * IRF-EFS * IRF-pCR * INV-EFS
* Histology (non-squamous vs squamous) * |IRF-MPR * INV-DFS
* OS e Safety

Benjamin Solomon
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IRF-Assessed EFS
Stage IIB-lIB-WT population (primary endpoint)* ITT-WT population$
100 - 100 -
Atezolizumab arm Placebo arm Atezolizumab arm Placebo arm
Median, months (95% CI) 62.8 (41.4, NE) 34.9 (24.6, 63.8) Median, months (95% Cl) 67.2 (49.1, NE) 43.9 (28.0, 63.8)
80 - Stratified HR (95% Cl); p value® 0.77 (0.58, 1.02); p=0.07* 80 - Stratified HR (95% Cl) 0.75 (0.57, 0.98)
Median survival follow-up in all patients: 69.3 months Median survival follow-up in all patients: 69.3 months
Q 60 - g
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0 6 12 18 24 30 36 42 48 54 60 66 72 78 84 88 0 6 12 18 24 30 36 42 48 54 60 66 72 78 84 88
Months Months
Patients remaining at risk Patients remaining at risk
196 180 147 119 111 105 100 95 89 78 65 33 29 1 1 219 201 166 137 129 123 117 111 104 92 78 37 32 1 1
201 174 129 118 102 90 82 78 70 60 54 25 23 2 NE 221 193 144 133 117 105 96 92 84 73 64 29 26 2 NE
Statistical significance was not met in the Stage [IB-11IB-WT population

Benjamin Solomon
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Study design

Neoadjuvant treatment Adjuvant treatment

PD-L1 TC <1%:
Chemotherapy followed by <3 years
of divarasib 400 mg, QD
OR <3 years of divarasib 400 mg, QD only
OR SoC*

Key eligibility
-Stage B, IIA, 1B, IlIA, or

select lliB (T3N2 only) Divarasib Surgery and pathological
NSCLC per AJCC 8™ edition (400 mg, QD; response assessment —
* Eligible for RO resection 8 weeks) (by local review)

*ECOG PS 0/1
*KRAS G12C+

PD-L1 TC 21%:

Chemotherapy followed by atezolizumab
OR SoC*

* Primary endpoints: safety and feasibility of neoadjuvant divarasib
« Secondary endpoints: MPR, pCR, ORR, and nodal downstaging
* Exploratory endpoints: pharmacokinetics Jamie E. Chaft,

KRAS G12C mutation and PD-L1 expression determined by any FDA-approved assay performed in a CLIA-certified laboratory. *As per investigator’'s choice. CLIA, clinical laboratory improvement amendments; ECOG PS, Eastern Cooperative Oncology Group performance status; FDA,

food and drug administration; MPR, major pathological response; ORR, overall response rate; pCR, pathological complete response; QD, once daily; RO, complete resection with negative margins; SoC, standard of care; TC, tumor cell. 1. Amin, et al. Springer 2017.
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Best percent change in SLD from baseline with

neoadjuvant divarasib

Best overall response*

Best improvement
from baseline in SLD %

_1004 Pathological response: B pCR Hll MPR Bl non-MPR 8 NE

Patients

PD-L1 expression

TP53 mutation detected 2 NN N - nla N N
STK11 mutation detected y [ v | v -- N na N na N N N N _
KEAP1mutationdetected = N N N N N N N nwa N na N N N N Jamie E. Chaft,

Tumor regression was observed across PD-L1, TP53, and STK11 status




2026 World Conference
on Lung Cancer

LA LA A Rl L L L A A A A A R A A L L R R A L L R R A L A R Al R L A L L L R A R L A L A L L L L R R A A L A R Rl A L A R L R A L A A A A R L L A L L A A L R R A A R R R R R L R L

NAUTIKA1: study schema and baseline characteristics

®* Phase Il umbrella study of targeted neoadjuvant tx in patients Baseline characteristics ALK+ cohort (N=48)
with early-stage NSCLC harbouring study-eligible oncogenic drivers'

SEPTEMBER 12 - 15, 2026
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* We present the primary analysis of the ALK+ cohort? Age, median (range) years 62 (30-80)
Adi ¢ b Female | male, n (%) 24 (50)| 24 (50)
C L uvan
Key eligibility criteria b ALK+ cohort Surtgherly a_nd / Race, n (%)
* Stage IB-lliA/select IliB Neoadjuvant peLalells Ll <4 cycles SOC Asian | American Indian/Alaska | 7(15) | 1(2) |
(T3N2 only) NSCLC alectinib e e .= platinum-based White | Unknown 31(65) | 9 (19)
* ALK+ . (600 mg BID; asge:ls:;na?n chemotherapy, Smoking history, n (%)
* Eligible for RO resaction 8 weeks) r‘éview thenl S?_Y%afs Current | Former | Never 1(2) |11 (23) | 36 (75)
* Local molecular testing® } alectini ECOGPSO | 1,n (%) 33 (69) | 15 (31)
Key Endpoints - "
. . : . ; : S Lung cancer histology, n (%)
Primary: MPRef Secondary: MPR,e.s! pCR,"9 pathologic regression, ORR, DFS, EFS, Non-squamous | squamous 45 (94) | 3 (6)
OS, nodal downstaging, ctDNA clearance rate’ Clinical staging®. n (%)
Exploratory: ctDNA status over time, correlation with outcomes ’ ¢
o v 1B |IA | 1B 4(8)|2(4) |8(17)
Enrolled Received : : WA | 1B 29 (60) | 5 (10)
(n=48) —>  neoadjuvant Squjn:e"("'"e:'EZ) Rec‘;‘("fizgl)li"ant Lymph node stage, n (%)
Eligible (n=45) alectinib (n=45) gery NO |N1 | N2 8 (17) | 11 (23) | 29 (60)
¥ .
* Resection not done (n=2) Withdrew consent (n=1) P”mary tumour, n (%)
+« PD (n=1) « Surgeon decision (n=1) Non-tx surveillance T1a | T1b | T1c I 1 (2) | 11 (23) | 6 (13) |
« Withdrew consent (n=2) + Pleural metastasis (n=1) (n=3) T2a | T2b | T3 | T4 12 (25) I 6 (13) | 10 (21) | 2 (4)

NCT04302025. 2Fully enrolled ALK+ cohort who completed/discontinued the neoadjuvant/surgical phases. PAmerican Joint Committee on Cancer 8th edition. °Local biomarker testing in Clinical Laboratory Improvement
Amendments—certified lab via fluorescence in situ hybridization, immunohistochemistry or next-generation sequencing. dUnless contraindicated/patient declined. ¢Defined as <10% residual viable tumour cells. fLocally assessed.
9Centrally assessed by consensus committee. "Based on weighted % of viable tumour cells; iPrior to surgery in patients with detectable ctDNA at start of therapy. /One patient withdrew consent after discontinuing necadjuvant
treatment due to adverse event. kAt the cutoff, 33 patients had received chemotherapy then alectinib while 3 had received only chemotherapy at that point. ALK, anaplastic lymphoma kinase; BID, twice daily; ctDNA, circulating
tumour DNA; DFS, disease-free survival, ECOG PS5, Eastern Cooperative Oncology Group Performance Status; EFS, event-free survival, MPR, major pathologic response; NSCLC, non-small cell lung cancer; ORR, objective
response rate; OS, overall survival; pCR, pathological complete response; PD, disease progression; R0, complete resection; SOC, standard of care; tx, treatment. 1. Lee JM, et al. J Thorac Oncol 2025;20:566. °

P R Y] seasen

Jay M. Lee,
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Pathologic and radiographic? responses and 2-year
time-to-event outcomesP® Jay M. Les,

Response endpoint Weighted percentage pathologic regression (n=40)"

Pathological response, n¢ 43d
MPR, n (° a5% ClI 24 (56) [40, 71 BL disease stage [us |["[['{ 18 | s 'Y 5 u (TIPS e [T s [T 1e TN s [EESETARTNCTY e TSN = N0 & |
(A)[ % ] ( )[ ] BL nodal stage w1 | 1 EENECRANCATERRCRPACY i [EEREN v RN o [EEREEY v EERCEREEITY o [ mo [ wo | o (RN wo [N o |
pCR, n (%) [95% CI] 8 (19) [8, 33] I GL TS \P B s s Nsq NSO NSQ NSQ NSQ NSQ NSQ NS NSQ NSQ NSQ NS@ NS@ NSQ NSQ NS NSQ NSa Nsa NS NSG Nsa Nsa Nsa Nsa Nsa Nsa Nsa hsa hsa [Bf| nsa nsa nsa ksa nsa Nsa
j f pr PR PR PR PR [ rr B rr BB PR PR PR PR PR PR PR PR PR EEE PR R BIEIEE PR er B PR rr B PR PR
Radiographic response, n 45¢ Necadjuvant Bo;D ™ B-0-8 EE =] g o o w0l oo
ORR, n (%) [95% Cl] 27 (60) [44, 74] 07
PR 27 (60) [44, 74] 3 0]
SD 16 (36) [22, 51] g
PD, n (%) [95% ClI] 1) [<1, 12] &
NE,"n (%) 1(2) T -60{ M pCR
(L H MPR
2-year event rates, % (95% CI) @ 80 I Non-MPR
EFS (n=45) 90 (81, 99) ~100-
Patients
DFS (n=39)¢ 97 (91, 100) P53 _______H___H_________H_ _H S e s -
OS rate (n=45) 98 (93, 100) ALk e
[ Not reported/not done

Median follow-up: 23.0 months

Robust pathologic regression and radiographic responses were observed with neoadjuvant alectinib

Data snapshot: 30 June 2026. *Among all treated, eligible patients. PFrom neoadjuvant alectinib initiation through surgery, then adjuvant treatment with chemotherapy and alectinib in 33 patients (73%) and chemotherapy only
in 3 patients (7%). Locally assessed. dIncluded all treated, eligible patients who either underwent post-neoadjuvant surgery (with or without resection) or discontinued due to AE or PD with pathologic response for patients

without RO resection set to non-MPR. ¢Assessed in eligible efficacy-evaluable patients; unconfirmed. ‘One patient with BOR of NE had SD at cycle 2 day 1 but no pre-surgery scan. 9Efficacy-evaluable population who had RO
resection and were deemed disease-free. hn the pathologic response analysis population; weighted % viable tumour regression values were set to “missing” for patients who did not have primary tumour R0 resectiono

AE, adverse event; ALKV3, ALK variant 3; BL baseling; BOR best overall Tesponse NE, not evaluable; NSQ, non-squamous; PR, partial response; SD, stable disease; SQ squamous; TP53, tumour protein

I T O oo P----u-----c--t-----c-o-o-.---con. qu-no-c--------------- BessstencdesnsannenanaasBn q------.cc.‘t-c---o. -------RS-Q-.-- ssssene
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ctDNA clearance status post neoadjuvant tx and
pathologic/clinical outcomes Jay M. Lee,

Neoadjuvant ctDNA status and outcomes"®:°

* Plasma-only/tumour-agnostic ctDNA was analysed by

PredicineWES+ (BL) and PredicineBEACON (MRD) with CtDNA- at BL ctDNA cleared ctDNA persistent
whole blood germline control subtraction CtDNA+ f::;
— BEP? included 39/45 patients (87% of eligible and
efficacy-evaluable patients) P
c Censored
— 77% of BEP (30/39) was ctDNA+ at BL % CtONA+ (n=17)¢
— ALK fusions detected in 26% of BEP (10/39) < B
» ctDNA clearance prior to surgery was observed in 86% of E 7
patients (24/28) who were ctDNA+ at BL E A
s All patients who had MPR (n=13) or pCR (n=6) were either = /’ ";‘:::;'t
ctDNA- at BL or cleared ctDNA prior to surgery®
* All patients who were event free at 2 years (n=16) were either
ctDNA- at BL or cleared ctDNA prior to surgery BL Last sample Pathologic EFS at
pre-surgery® response 2 years

These data suggest that ctDNA MRD clearance after neoadjuvant alectinib
may be associated with favourable outcomes

3Includes patients who had BL ctDNA data. 1 patient was excluded from outcomes analysis due to missing MPR/pCR. ®Includes patients who had BL and longitudinal ctDNA data. YPatients’ last disease assessment date has
not been 2 years since first treatment date, but they were event-free at the time of the snapshot. eLast sample collected post-BL, during neoadjuvant phase before surgery. 2 patients only had Cycle 2 Day 1 sample.o
(XL T ]

BEP, biomarker-evaluable population; MRD, molecular residual disease.
. e (R E RIS AL -

EAALELL LY ] LR R R L R R R R R R R R R ] (L L] LA R R R R R L R L R L L L L R L L L R R R R R LR R ] LR L LA L SesssRsRee LR R R A L L L R R R
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Background and study design

 The management of early-stage, multiple primary lung cancer (MPLC) presents a significant clinical
challenge, as a single radical surgery cannot eradicate all lesions

SEPTEMBER 12 - 15, 2026
SEOUL, REPUBLIC OF KOREA
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« While the efficacy of third-generation EGFR-TKIs in the adjuvant setting for early-stage NSCLC with
high-risk clinicopathological features is well-established, their role in managing unresectable residual
GGOs remains unclear

Key Eligibility Criteria

» Age 18-75 years

resected simultaneously

» Confirmed EGFR mutations (19del or ] -
L858R) Primary endpoint: ORR

« ECOG PS 0-1 Secondary endpoints: pCR. MPR, DFS, OS, Safety
Exploratory endpoint: RR (CT attenuation change by lesion)

md Regular follow-up

 Preoperative chest CT scan diagnosed —>
MPLC Firmonertinib
« 210 contralateral GGO (24 mm) not be | 80mg QD
—— Regus ol
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Efficacy

* A median follow-up was 19.5 months (range: 8.1-32.2 months), 8/14 patients underwent surgical resection

Primary endpoint Exploratory endpoint
Best overall response, n (%) N=14 Numerical range (Hu) No. of lesions, n (%)
CR 1(7.1) >0 23 (12.8)
PR 4 (28.6) 0 to -100 58 (32.2)
SD 9 (64.3) -200 to -100 57 (31.7)
PD 0 -300 to -200 33 (18.3)
ORR, % (95%Cl) 35.7 (12.8-64.9) <-300 9 (95)
DCR, % (95%CI) 100 (76.8-100) CT attenuation response rate*: 157/180 (87.2%)
"""""""""""""""""""" Bl Lesion-level analysis

Secondary endpoints

Mean: -118.2 HU

« Among 8 surgically treated patients: pCR 4,
MPR 1, non-MPR 3

* The 1-year DFS rate was 100%

*CT attenuation response was defined as any decrease in CT attenuation value compared with baseline,
meaning the HU value became more negative. e
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LuCa-MERIT-1 (NCT05142189) Cohort 6: Neoadjuvant BNT116

+ cemiplimab + chemotherapy in patients with resectable NSCLC

* RNA-LPX-based investigational BNT116 combines targeted RNA delivery to professional APCs with
antigen-specific T-cell induction, supported by a TLR-mediated type 1 interferon response.

Patients

Key inclusion criteria

Rafal
Dziadziuszko

Key exclusion criteria

Resectable Stage II/111 i i
* LuCa-MERIT-1 (NCT05142189) is an ongoing open label Phase | dose confirmation trial with multiple NSCLC J F’I.'IOI' systemlf: thgrapy
expansion cohorts to determine safety and clinical activity of BNT116 * immunotherapy or (O TR— Dlseatse localization or
: symptoms requiring
chemotherapy in NSCLC. RECIST v1.1 Frslame
* This cohort evaluates neoadjuvant treatment with BNT116 + cemiplimab + carboplatin + paclitaxel in Eligible for neoadjuvant intervention
patients with resectable NSCLC. treatment
* Results from adjuvant treatment with BNT116 + cemiplimab will be reported separately. Able to tolerate anti-PD-1
ECOG PS =1

Treatment schedule
Up to 18 cycles, or until

5{?151('::ngin " I o e e Tt T ¥ ¥ confirmed disease progression End int lected
then gq3w ¢ * * * * * * * * * * or unacceptable toxicity n pOIn S (Se ecte )
("maintenance”) E‘ I I BN DD D B B e e
2 =z 3 o ) C co Primary Safety and tolerability
- .
D Secondary CP)a;thologm response rate, ORR,
Paclitaxel * * * * P.redictive and pharmacodynamic
b2 D2 D2 D2 Exporatory biomarkers

~
Biomarker sampling and optional PBMC collection e

Abbreviations: APC, antigen-presenting cell; C, cycle; D, day; ECOG PS, Eastern Cooperative Oncology Group performance status; EFS, event-free survival; LPX, lipoplex; NSCLC, non-small cell lung cancer; ORR, objective response rate; 0OS, overall

urvival; PBMC, peripheral blood mononuclear cell; PD-1, programmed cell death protein 1; q1w, once weekly; 3w, every 3 weeks; RECIST v1.1, response evaluation criteria in solid tumors version 1.1; TLR, toll-like receptor.
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Clinical activity

BNT116 + cemiplimab +

chemotherapy
N = 20"

Clinical activity

Best overall response?, n (%)

PR 13 (65)
SD 7 (35)
PD 0
Objective response rate?, n (%) 13 (65)
95% ClI 40.8,84.6
Disease control rate?, n (%) 20 (100)
95% Cl 83.2,100.0
Median event-free survival (months) NE
95% ClI 9.3,NE
Median overall survival (months) NE
95% ClI NE, NE
Median follow-up time (months) 14.5
Min — max 2.4-28.1

T Two patients had the post neoadjuvant therapy scan per protocol, but discontinued
prior to surgery (one inoperable, one had a better therapeutic option available); 2
Neoadjuvant treatment, before surgery.

* An objective radiologic response prior to surgery was observed in 65% of
patients.

* No progressive disease events occurred during the neoadjuvant treatment.

* Neoadjuvant BNT116 + cemiplimab + carboplatin + paclitaxel followed by
adjuvant treatment achieved an estimated EFS rate of 51% at 24 months.

Abbreviations: Cl, confidence interval; EFS, event-free survival; NE, not estimable; ORR, objective response rate; PD, progressive disease; PR, partial response; SD, stable disease.

SEPTEMBER 12 - 15, 2026
SEOUL, REPUBLIC OF KOREA
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Rafal Dziadziuszko

BNT116 + cemiplimab + carboplatin + paclitaxel

10 b
L o08-
r +
O 06 +
8 04-
S 0 Estimated EFS at 24 months:
a - 50.8% (95% Cl 23.1 = 73.1)
0.0
Number of patients at risk
Cohort6 (20 18 16 12 8 5 4 2 2 1 0
T I T T I T I I T T T
0o 3 6 9 12 15 18 21 24 27 30
Time (months)
BNT116 + cemiplimab + carboplatin + paclitaxel
@ 20—
[1}]
g 5% o
- E E
%78 20
£ 'g """"""""""""
£ 006 40
(3] .E B
X 3o 60
3B
3 0 %D ‘80_
+ .100 -

|Bestoveral| response = PR SD|

Data cut-off date: July 1, 2026




2026 World Conference | SEPTEMBER 12 - 15, 2026
on Lung Cancer SEOUL, REPUBLIC OF KOREA
(AR R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R )
Study desig o
Open-label, prospective, single-arm, multicentre, phase Il clinical trial. G e C P
lung cancer
research
Key Eligibility Criteria: y - \ :
- NSCLC diagnosed with Induction Adjuvant
Pancoast tumor, 8th edition, treatment treatment é
stage IIB, II1A and T3N2 (I11B) . RO Nivolumab
- ECOG 0-2 and PET/CT at N"’°'“"‘alf" 36(: 480 mg
baseline mg + Paclitaxe SURGERY Q4W, IV (6 months)
- Positive mediastinal lymph 200mg/m2 +
nodes must be confirmed Carboplatin AUC6 - F';JP: L
histologically R1/R2 IEIUPICHY
2 e asw, iv ) as per local
Primary Objective: 3 Cycles standard
- PFS at 24 months from diagnosis
. Tumor block
Database lock for this
. o P T g e " d— —— —_——
analysis on June 29, 2026. | Blood sample | | Blood sample | | Blood sample |
P N Sy —C — — — — — — —_—
T 3 4
Baseline After surgery At progression
The 22 patients were enrolled across 14 centers. The recruitment period lasted approximately 2 years and 5 months, from June 2023, to November 2025.
Baseline: CT, PET-CT, brain MRI/CT, blood and FFPE tumour tissue.; Radiological assessments: after neoadjuvant therapy (CT + PET-CT), after surgery, every 12 weeks during adjuvant
treatment, and every 3 months during FUP.
Primary endpoint: 24-month PFS.; Secondary endpoints: OS, RO resection rate, ORR, DCR, DOR, pCR, MPR, safety.; Exploratory endpoints: Prognostic value of ctDNA, MRD dynamics.
A total of 22 patients was required to detect an improvement in 24-month PFS from 55% (null hypothesis) to 75% (alternative hypothesis), with 80% power and a one-sided a of 0.05. The null
hypothesis was rejected if the lower bound of the two-sided 90% CI for PFS24 exceeded 55%.
e; MRD: M
AR AR R L A A R A R R R R L R R R R R A A R R R R R R R R A A R A R R R R R R R R R A A R A R R R R R R R R A R A R R R A R L] LA LR L LN R
Neoadjuvant Ch+lO followed by resection status-adapted adjuvant treatment for Pancoast NSCLC; phase Il trial. Mariano Provencio MD, PhD.
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Surgical aspects and treatment completion P

2 patients with unresectable tumour post-induction. kedoe o
1 patient with grade 3 treatment-related toxicity.

SEPTEMBER 12 - 15, 2026
SEOUL, REPUBLIC OF KOREA
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22 patients received -

induction treatment .
-

N Total (N = 22)

3 patients (13.6%)
3(13.6%)

did not undergo surgery

No surgery
Surgical approach

v

v * 1 treatment-related toxicity 0 sh Paul 11 (50.0%)

- N . : pen: Shaw-Paulson .0%

19 patients (86.4%) ke 2 unresectable disease ) e 6 (27.3%)

b- ;

. URHEnVENT STy J 1 patients with R2 Open: posterolateral thoracotomy 1 (4.5%)

I > resection did not receive Open: anterior (Dartavelle) 1(4.5%)

¥ adjuvant treatment Open: other (Spare Muscle MIOS) 2(9.1%)
ﬁ8 patients (81.8%) |n|t|atech Major resection * 17 (77.3%)
adjuvant treatment Lobectomy 17 (77.3%)
* Treatment completed (n=14) Right 11 (50.0%)

*» Treatment ongoing (n=1) End of treatment Total (N = 22)

Left 6 (27.3%)

. Treiat[;;;r;; :|srcc?r:2 ;l::: (n=3) Treatment Corr.lpleted 14 (63.6%) MiciletherTasaativit 16 (72.7%)
_ patient’sp de?:ision . k. 1(4.5%) Exploratory thoracotomy 3(13.6%)
\ =~ Touicity / Treatment discontinued 4(18.1%) Tvpical 2(9.19
Toxicity 2(9.1%) ypical segmentectomy (9.1%)
Disease Progression 1(4.5%) Atypical segmentectomy 1(4.5%)
Patient’s decision 1(4.5%) Others 12 (54.5%)
Other 3(13.6%) Costal arch / ribs only 9 (40.9%)
Unresectable 2(9.1%) Costal arch /ribs + vertebral body 2(9.1%)
R2 patient 1(4.5%) Parietal pleura + brachial plexus 1(4.5%)

Mariano Provencio MD, PhD.

Neoadjuvant Ch+lO followed by resection status-adapted adjuvant treatment for Pancoast NSCLC; phase |l trial.
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Radiological response to neoadjuvant treatment Gec';

lung cancer
research

Median primary tumour diameter decreased from 61 mm (IQR
45-85) at baseline to 42 mm (IQR 24-56), representing a median
relative reduction of 38% (IQR -48 to —-23).

Total (N = 22) 25

Sum of primary tumour diameter (mm), median (IQR) Hpase) 00 et TrrrTrr

Min., Max. 0, 84 .
Relative change (%), median (IQR) -38 (-48, -23) -

Min., Max. 100, 12 = I
SUVmax primary tumour, median (IQR) 5.5 (3.9, 7.0) § >SN RRRR R Bvaesii Rssponss
FEV1 pre-surgery (%), median (IQR) 88.0 (68.6, 105.8) a B cr
DLCO pre-surgery (%), median (IQR) 61.0 (54.0, 72.0) S i B R
Response after induction treatment é o B

CR 1 (4.5%) s

PR 10 (45.5%) < a8

SD 10 (45.5%) \—a

PD 0 (0.0%) o

NE/NR 1 (4.5%)
ORR 11 (50.0%) PELSEPRE S S Q;;;eo:‘*t@ LIPS
DCR 21 (95.4%)

Neoadjuvant Ch+l10 followed by resection status-adapted adjuvant treatment for Pancoast NSCLC; phase |l trial. Mariano Provencio MD, PhD.
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Surgery and pathological data Gec';

Pathological downstaging included ypTO disease in Highest nodal sampling in stations L10 and L4. S o

11 patients (57.9%) and ypNO status in 18 (94.7%). Pathological nodal involvement was identified in two patients. S

Total (N = 19)
. Lymph nodes resected by IASLC station, distribution across all patients (N = 22)
ReseCtlon degree Box: median and IQR | Diamond: mean | Points: individual patients (jittered) | n = patients in whom station was sampled
RO 18 (94.7% Overall .
( ) : L13 - Segmental 4 ;:?T:?B:J‘EE::(.;])E:FU m N1 (hilarflobar)
R2 1(5.3%) pathological b i B
. L12-lobar 1p> 8 Hean 02 (SD 0.7) n=3
Pathological response response rate e — N2 (mediestinan)
0, 111 = Interlobar Mean 0.9 (SD 1.6) h=0
Complete 11 (57.8%) of 78.9% == s
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Residual tumour viability (%) Mean0p ED08) S
Median 2 (IQR 1-2)

paras
L6~ Para-aortic Mean 0.3 (SD 1.1) n=2

No viability (= 0%) 11 (57.9%) el Sl e
e Median 0 (IQR 0-0)
Some viability (> 0%) 8 (42.1%) P
o

Median RTV (IQR) in > 0% 10.0 (8.0-26.0) e 009
Median tumour size in mm (IQR) in > 0% 9.5(3.3-42.8) o= towerperseachenl (RO i ! Men24(SD 41) =1
Intraoperative complications 0 (0.0%) \9-Rrafsiudracheal ; Mean0.4 (5D 10) s
Post-surgical complications 10 (52.6%) =g o0 (5520,
Post-surgical effusion 4(21.1%) L1~ Low cervical/supraclavicular Mean 0.0 (5D 02 n=t
Persistent air leak 4(21.1%) 0 5 wmw'sh o pe:‘;mm
Post-surgical 30-day mortality 0 (0.0%) e hmph ode map. Statons L1-L9 =2 it L10-L13= N1 i
Post-surgical 90-day mortality 0 (0.0%) e

Neoadjuvant Ch+10 followed by resection status-adapted adjuvant treatment for Pancoast NSCLC; phase Il trial. Mariano Provencio MD, PhD.
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Median foll?w-up of 201 -1 months At this data cut-off, the primary endpoint has been met. ool
Data maturity of 19.4%
£ 1.00] 1.001 R——— |
g _‘—l’_*_"ln iy — z R L o
S 751 ] f—H——t—t—t—| 8 0751
5 E
2 =
Bk SRR SRS SRS AR SR Y e
8 5
; 3
S 0251 ' 0,251
@ 2
g o)
09_ 0.00 1 0.00 1
0 6 12 18 2 30 36 0 6 12 18 24 30 36
Months since treatment initiation Months since treatment initiation
Number at risk (number of events) Number at risk (number of events)
22 (0) 19 (2) 14 (3) 10 (3) 7 (4) 4 (4) 0 (4) 22 (0) 21 (0) 17 (0) 10 (2) 7(2) 4(2) 0(2)
Median PFS not reached at cut-off. Median OS not reached at cut-off.
Estimated PFS rate at 6 months: 90.9% (95% CI 79.7-100%) Estimated OS rate at 6 months: 100%
Estimated PFS rate at 12 months: 85.6% (95% CI| 71.6-100%) Estimated OS rate at 12 months: 100%
Estimated PFS rate at 24 months: 74.9% (90% CI 57.4-97.6%; 95% CI| 54.6-100%) ) Estimated OS rate at 24 months: 88.2% (95% CI 74.2-100%) o
PFS24 >55% and lower bound of 90% CIl >55% -> Primary endpoint met
4 disease progressions (PFS events); 2 deaths, both after disease progression. e
Neoadjuvant Ch+lO followed by resection status-adapted adjuvant treatment for Pancoast NSCLC; phase Il trial. Mariano Provencio MD, PhD.
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Results: Metabolic response predict Survival

Cut point

”""Wa:;:"_'ﬂ';;"""“' ng " -99.85% n!nm-ncfvlnmr‘.:(m»...wnm PFS

X - Low(128) == g o128 aseline B. L T T ——— N Rl 1]

qollow up 56.9 monthD SUV max PT ST
p=0.003 NR

NR
Baseline SUVmax and SUVpeak cut points 12.5 (log- :- {11.9mo ‘. 13mo
rank p=0.003) and 9.4 (log-rank p=0.010), in PT were .. 5 fan
associated with PFS. AUC at 6 months 0.651. M |
Non-linear association between baseline SUVmax T | MM":'"::M -

and PFS (p = 0.034). .
. . . . ; Cut point
Patients achieving deeper metabolic responses o e

(A>95%) had PFS NR vs. 12.3-18 mo. AUC 0.70. HR "= ) o
1.06; 95% Cl, 1.02-1.09; p=0.001. | B _ ” os

i, | ATLG
HLNs A parameters predicted PFS (p<0.032) and OS .| ", oz, | lisme PERCT
(p<0.047). HR 1.02; 95% Cl, 1.00-1.03. —
MLNs pos-treatment TLG PERCIST and MTVPERCIST =~ “+ v oo oo S ——
had limited performance to predict PFS (AUC 0.586). L mm———— B

PFS: Progression free survivall, OS: Overal survivall. PT : primary tumor, HLNs: Hilar lymph nodes. Rafael Jimeno, Aylen Vanessa Ospina-Serrano 0
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14-gene Assay is Prognostic of Survival

200+ candidate genes

|

L, ,-penalized Cox PH Modeling

Prognostic Algorithm

Risk Score (1-100)

I 100
0

Risk Score

Risk

Genes

Protective

Genes
[=— e

Increasing Gene Expression

Gene name

Relevant biological functions and pathways

BAG1

BRCA1

€DCé

CDK2AP1

ERBB3

FUT3
11

LCK

RND3

SH3BGR

WNT3A

ESD

YAP1

BCL2-associated athanogene

Breast cancer 1, early onset

Cell division cycle 6 homolog

Cyclin-dependent kinase 2
associated protein 1

V-erb-b2 erythroblastic leukemia
viral oncogene homolog 3

Fucosyltransferase 3

Interleukin 11

Lymphocyte-specific protein
tyrosine kinase

Rho family GTPase 3

SH3 domain binding glutamic
acid-rich protein

Wingless-type MMTV integration
site family, member 3A

Esterase D
TATA box binding protein

Yes-associated protein 1

Apoptosis; cell surface receptor linked signalling

Induction of apoptosis; protein ubiquitination; regulation of
G2/M transition DNA damage checkpoints; regulation of
DNA repair

Regulation of transcription involved in G1/S phase of
mitotic cell cycle; regulation of cell proliferation
Regulation of S phase of mitotic cell cycle; DNA-dependent
DNA replication

Regulation of cell adhesion; transmembrane receptor
protein tyrosine kinase signalling; regulation of
phosphoinositide 3-kinase cascade; regulation of cell
proliferation

Carbohydrate metabolism; protein aminoacid glycosylation
Regulation of cell proliferation; B-cell differentiation;
megakaryocyte differentiation; regulation of peptidyl-serine
phosphorylation; regulation of MAPKKK cascade

Induction of apoptosis; activation of caspase activity;
requlation of T-cell receptor signalling; leucocyte migration
Cell adhesion; small GTPase mediated signal transduction;
actin cytoskeleton organisation

Protein complex assembly

Canonical Wnt receptor signalling; multicellular organismal
development; regulation of cell proliferation and
differentiation; regulation of catenin protein nuclear
translocation

Recycling of sialic acids; serine hydrolysis

Transcription initiation from RNA polymerase Il promoter;
RNA elongation from RNA polymerase Il promoter;
transcription from RNA polymerase [Il promoter

Hippo signalling cascade; regulation of transcription;
contact inhibition

Table 4: Algorithm genes

R

<)

=

c

=

(%)

©

2

(@)
No. at risk
Low risk

Intermediate risk
High risk

100+
90+ Low risk
A hall
80 Ry J‘L“J
B! A
= Lu u/ntermediate risk
70 by g
L,
60 TR
U
50 High risk
404
304
204
101
Log-rank P<.001 for trend
O T T T T T
0 12 24 36 48 60
Time, mo
98 95 94 81 66 53
79 77 72 63 47 39
92 85 72 59 47 37

Kratz et. al Lancet 2012; Kratz et. al JAMA 2012; Woodard et. al Clin Lung Cancer 2018; Kratz et al. J Thor Onc 2019; Haro et al. JAMA Network Open

2019; Woodard et. al Clin Lung Cancer 2021

Gavitt A. Woodard
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Background

* 30-50% recurrence rate in stage |-l NSCLC despite surgery

2
H

7
7

SR\ B

m—= | obar resection Sublobar resection

@ P — N B 0w — First event (LR.DM or SP) (9t Ip’IBI’QVG ;
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CALGB 9633 seoaf  |en > Oncol 2012) W‘ R wid/ ..
riority ® 3 =
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64% DFS in Stage INNSCLC <2cm
(Altorki et al. NEJM 2023)

Gavitt A. Woodard
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AIM-HIGH Trial Study Design

45 international centers, randomized control trial
Do molecular high-risk patients benefit from adjuvant chemotherapy?

Molecular
low-risk

1A, IB, IIA" non-squamous non-small T
cell lung cancer

Observation

Patients with completely resected

Risk
stratification by
14-gene
expression
profile

Molecular
high-risk

Key inclusion criteria:

* 218yearsold

* Confirmed primary non-squamous
NSCLC

* ECOG performance status0/1

* Anatomical lung resection

Randomization
(N=200)8

(int- or
high-risk)

4 cycles
(segmentectomy, lobectomy or latinum:-Based
bilobectomy) with negative margins P
doublet
ECOG, Eastern Cooperative Oncology Group; NSCLC, non-small cell lung cancer +/.
*American Joint Committee on Cancer 8" edition. 5R; ization ified ding to age, sex and .
tumor size 24 cm. 'mmunOthefapy,
TKI if EGFR+
' § IASLC | ¢ 2026 World Conference ‘ SEPTEMBER 12 - 15, 2026
St ¥ | on Lung Cancer | SEOUL, REPUBLIC OF KOREA

AIM-HIGH DFS by subgroup

e ———

Subgroup Observation Chemo HR (95% CI)

Al Patients 107 87 -— 0.22(0.06 10 0.76)

Age :

<85yr 48 52 - 0.42 (0.08 10 2.28) P :

265yr 59 35 m— 0.14(0.0210 1.09) Benefit likely independent of

o { smoking history, ECOG

Male 58 47 - 0.10(0.01 10 0.78)

Female 49 40 -—— 045 (0.09102.24) status, stage, type of surgery

Smoking history

Yes 92 ] .- 0.26 (0.07 10 0.90)

No 15 8 NE

Pack-years

<35 50 42 -— 0.19 (0.0210 1.58) alue
235 59 46 | 0.25(0.0510 1.13) Chemotherapy* 0.22 (0.06-0.76) 0.009 0.22 (0.06-0.77) 0.018
E:?G.OGS :'“ - % sk 030(0.09101.07) Age 265 2.27(0.86-5.98) 0.088 1.85 (0.69-4.96) 0.219
ECOG 1 36 28 : NE Male Sex 1.15(0.46-2.87) 0.765 1.25(0.49-3.19) 0.635
Stage Tumor Size >4 cm 2.10(0.49-9.12) 0.309 3.36(0.74-15.26)  0.117
1A 58 48 - 0.15(0.0210 1.16)

B “ ¥ e 047 (0.0910243) #Gomeared to Obssrvation

A 5 5 NE

Minimally invasive surgery

Yes 74 56 NE

No 33 31 - 058 (0.14 10 2.44)

Type of resection

Sublobar 19 15 NE

Lobar 88 72 - 0.26 (0.07 t0 0.89)

051 2 3
Fhamatharany Rottar Ohearvatinn Rattar -

e — T

%)

Gavitt A. Woodard

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

AIM-HIGH Result

24-month disease-free survival

ﬂ

1001
«  24-month DFS € ﬁ
[} HR f h (95% CI
- Chemo 96% (95% CI0.92-1.00)vs. = 022 00807
=
Follow up: * Obs 79% (95% CI 0.70-0.90) ‘g 5
Routine CT = 3eventsvs. 16 events %
gunEilance UntLS = 78% reduction in recurrence or death ﬁ
years or event z |
(recurrence or | = Chemo
death) 5 - Obs p =0.0087
Primary outcome ) 0 6 12 18 24 30
DFS Number at Risk Time from randomization (mo)

S

Chemotherapy 107 99 81 54 28 14
Observation 87 81 65 48 26 15

IASLC

-
Molecular High-Risk Population (n=101)

5-Year Overall Survival

2026 World Conference
on Lung Cancer

SEPTEMBER 12 - 15, 2026
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= Median follow-up: 90.8 months T ]
Q) Adjusted HR for death (95% Cl)
(IQR 84.9-100 months) < 0.13 (0.02-0.99)
©
= 60-month Overall Survival E o)
* Chemo 97% (95% CI0.91-1.00)vs. =
* Obs 80% (95% C1 0.71-0.91) §
= 87% reduction in death 1 + chemo
c- - Obs p=0.026
0 12 24 36 48 60
Number at Risk Time from surgery (mo)

Chemotherapy 33 33 33 33 33 32
Observation 68 65 60 59 57 51

B —
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