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Case History

A 64-yearold femalesmoker presents with hematuria for 2 months
Urine cytology: high grade urothelial carcinoma
Cystoscopylargebladder mass
Creatinine 0.9 mg/dL

CT scans performed
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How to best treat this cancer?

A Platinum Chemotherapy?
A PD1 Immunotherapy?
A Antibody-Drug Conjugates?

A Targeted agents?
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The Treatment Landscape for la has Evolved Rapidly

2016 @ @ 2017
Atezolizumab? Nivolumab

Durvalumab?®
Avelumab
Pembrolizumab

¢ 1978 ® 1997 ¢ 2019
¢ 2000 Enfortumab vedotin

Cisplatin + gemcitabine

¢ 2020
Avelumab (maintenance)
¢ 2001 @ 2009 _ ® 2021
DDMVAC Carboplatin + Sacituzumab govitecan
gemcitabine

¢ 2023
Enfortumab vedotin +
pembrolizumab

2024
‘ Nivolumab + gemcitabine + cisplatin
1978 1982 // 1994 1998 2002 2006 2010 2014 2018 2022 2026

a Not FDA approved; indication withdrawn.




Frontline Management of Locally Advanced/Metastatic
Urothelial Carcinomag Before 2023

Management of Locally Advanced/mUC

|
v

Platinum-eligible Platinum ineligible

Cisplatin eligible Cisplatin ineligible Pembrolizumab Best Clinical
supportive care trial

A\ 4

Cisplatin/gemcitabine, Carboplatin/gemcitabine,
avelumab maintenance avelumab maintenance

Referenced from NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for Bladder Cancer V1.2023. © NeliemaV€aapcer Network, Inc
2023. All rights reserved. Accessed March 3, 2023. To view the most recent and complete version of the guideline, giNGAINetg.
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Frontline Management of Locally Advanced/Metastatic
Urothelial Carcinomag Before 2023

Management of Locally Advanced/mUC

|
v

Platinum-eligible Platinum ineligible
Cisplatin ineligible

Cisplatin/gemcitabine, Carboplatin/gemcitabine,
avelumab maintenance avelumab maintenance

v
Cisplatin eligible

Best Clinical
supportive care trial

Pembrolizumab

\ 4

Referenced from NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for Bladder Cancer V1.2023. © NeliemaV€aapcer Network, Inc
2023. All rights reserved. Accessed March 3, 2023. To view the most recent and complete version of the guideline, gdiNGAINetg.




Frontline Management of Locally Advanced/Metastatic
Urothelial Carcinomag Before 2023

Management of Locally Advanced/mUC

¥
Platinum-eligible Platinum ineligible
I

Cisplatin eligible Cisplatin ineligible Pembrolizumab Best Clinical
supportive care trial

Cisplatin/gemcitabine, Carboplatin/gemcitabine,
avelumab maintenance avelumab maintenance




What is Necting4?

Nectin-4
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A Nectin 4 expressiodecreasesfter

RNA EXPRESSION OVERVIEW!

Consensus dataset!

RNA tissue specificity: Tissue enhanced (esophagus, skin, vagina)
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https://www.proteinatlas.org/ENSG000001432NECTIN4/tissue

Chatterjee et al Eur J Pharm 2021




A Nectin4 overexpressed in

multiple cancers including

mMUC

A Overexpression associated with

cell proliferation
angiogenesis
EMT andnetastasis

e)

Nectin-4 expression at baseline (H-scor

Bladder Cancer i

Breast Cancer

Lung Cancer
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Why target Necting?

H-score of Nectii expression in ES02 (n=800)
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Individual patients

Median:® Variable EV+P Chemotherapy
H-score=275 (n=394) (n=406)
Qi H-score, median (IQR) 280 (230-298) 270 (215-297)
H-score=225  “gypgroup, H-score, n (%)

<150 38 (9.6) 50 (12.3)

150 B <225 50 (12.7) 56 (13.8)
H-score=150 225 306 (777) 300 (739)

I Patients with H-score 0, n (%) 3(0.8) 6 (1.5) I

ChallitaEid, P et al. Can Res 2016, Powles et al ESMO
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Nectin4 Expression high ibhoth Primary and Metastases (in E302)

300 —
A The majority (69%) of biopsy B
samples submitted were of E 250 1
primary origin2 Py —
=200
)
g J:) *‘~.
T 150 o
S 1
% 1
£ 100 4
P 29
o, i
£ 50- g |
(&)
2 | Median 8
0 - ® Mean ggngg 0SB0
| |
Primary Metastasis

Primary Metastasis
(n=554) (n=246)

H-score, median (IQR) 267 (215-295) 287 (235-300)

Biopsy origin

Data cutoff: 8 August 2023.
EV, enfortumab vedotin; IQR, interquartile range; la/mUC, locally advanced or metastatic urothelial cancer; P, pembrolizumab.
aThese are not matched biopsies; one tumor tissue sample was submitted for each patient. Powles et al ESMO 20z



What i1s Enfortumab Vedotin?

Antibody-Drug Conjugate Targeting Nectin
aZ2y2YSUKeftldzZNAadGFiOAY 9 oaa
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NH2 E
NH
0O O OH
HN:-@—\ H N
o }H: o\ N N N
NH O N 2 o)
_ : 0 A O o._ O

Nectind antibody e ;

Schaer et al Pharmaceuticals 2019; https://www.humimmu.com/productsfamthannectin-4-monoclonalantibody




Enfortumab Vedotin: Mechanism of Action

MMAE Payload

zlr Otea;‘:' / = Microtubule-
e.ava € disrupting
Linker \ agent

Fully Humanized

Antibody
® Targets nectin-4, a
transmembrane

cell adhesion
molecule highly
expressed in mUBC

Samanta. Cell Mol Life Sci. 2015;72:645.
Rosenberg. JCO. 2019; 37:2592.
Enfortumab vedotin PI.

SN

Anti-Nectin4 monoclonal antibody
Protease-cleavable linker
L Monomethyl auristatin E (MMAE), / ‘

./ \. microtubule-disrupting agent i—’ . i

Bindsto @
antigen i

disruption

P H Microtubule 5

MMAE is
released

: E Cell cycle arrest
P [ and apoptosis

Enfortumab vedotin (ASG-22ME) is an investigational agent, and its safety and efficacy have not been established.
Enfortumab vedotin is being developed in collaboration with Astellas Pharma Inc. ©2018 Seattle Genetics, Inc. All rights reserved,

Petrylak DP, et al. 2017. J Clin Oncol 35(15_suppl): Abstract 106. ASCO 2017.




SIS

EV Development: EYO1 trial 12
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® Prior anti-PD-(L)1 therapy
= Anti-PD-(L)1 therapy naive
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e Progressive disease or death

> Ongoing treatment
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A N=155, heavily pretreated = ZE
-110
A Doses from 0.5mg/kg to 1.25mg/kg (MTD) 3
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A ORR 43%, mDoR 7.4 months
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EVM301: Enfortumab Vedotin vs Chemotherapy In

mUC After Platinum and AndPD-1/PD-L1 Therapy

A Interim analysis of international, randomized, oplabel phase I trial of enfortumab vedotin, a
Nectin4cdirected antibodygdrug conjugate (data cutoff: July 15, 2020)

Stratified by liver mets (yes vs no), ECOG PS
(0O vs 1), region (US/W Europe vs ROW)

Patients with locally advanced or
metastatic histology/cytology
confirmed UC; previously treated wite”
platinum-containing CT*; radiographic
progression or relapse on/after  ~_ Ly@gSaiAaalriz2aNRa OK2A0S8 2F DK
PDo[ omMm UET 9/ hD (n = 307)
(N = 608)

FLT dzaSR Ay GKS
mg/m?) on Day 1 of each 2day cycle.

1
Ml Enfortumab Vedotinl.25 mg/kg IV on Days 1, 8, 15 ofd@a/ cycles
(n =301)

I R2dz@l yikyS2I| R2 dzd |'$tandaid Sacetakey (B5zmghn pacltades(1i75 md@d), oKvinflunine{®@@ 2 F 02 Y LI S

A Primary endpoint:0S
A Secondary endpointsnvestigatorassessed PFS, DCR, and ORR (all per RECIST 1.1); safety

Powles. NEJM. 2021;384:1125.
Rosenberg. ASCO 2022. Abstr 4516.

NE
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EV301: OS at 24 Mo

Events, /N  Median OS, Mo (95% CI)

100+
Enfortumab vedotin 207/301 12.91 (11.0114.92)
~ 80 Chemotherapy 237/307 8.94 (8.2510.25)
< 80-
= Enfortumab vedotin HR: 0.70 (95% Cl: 0-B85);
> P=.00015
‘S 60+
S
0p)]
‘_E 40-
o Chemotherapy
© 20+
0 I I I I I I I I

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
0123456 7 8 9101112131415161718192021222324252627282930313233343536
Mo

Patients at Risk, n
Enfortumab vedotin 30128627225724623422621319718617415915014113312411811510686 73 63 55 50 41 31 24 20 14
10

7 4 2 2 2 110
Chemotherapy 30728827425023821920318616814213211611110810296 85 81 78 65 58 54 46 40 32 22 17 13 6 5 3 10 0 0O

Rosenberg. ASCO 2022. Abstr 4516.




Why Combine EV and Pembrolizumab?

Immunostimulatory
» Tumor cell . : s:gna! release
» apoptosis ivati
> 3 * _ T-cell activation

. MMAE;RMSI:I;HQ; JJ . } ./

Enfortumab
vedotin

- a®
Lysosome .
. .
L] L]
- L b
LN ] =
. "
= Direct cytotoxicity Immunogenic cell death
Protease-cleavable X
mc-vc linker I\M .
T-cell activation is amplified Tumor cell
— il s by PD-1 blockade 3 . ) ) death
lZuma
< P 1.‘4
- 7
{ 4 Tumnr
Reactivated 4 “"“"‘
T cell
PD-LVL2
PD-1 checkpoint Checkpoint inhibition Potential enhancement of enfortumab vedotin-induced
inactivates T cells T-cell response by PD-1 checkpoint inhibition

Tumor cell

APC: antigen-presenting cell; ER: endoplasmic reticulum; me-ve: maleimidocaproyl-valine-citrulline; MMAE: monomethyl auristatin E; PD-1: programmed
cell death protein 1; PD-L1/L2: programmed cell death-ligands 1and 2 Gupta et al J Clin Orz02341:16_suppl45054505.

*Enfortumab vedotin plus pembrolizumab is an investigational drug combination; the safety and efficacy of the drug combination has not been established. The proposed mechanism of action for the combination is based

upon preclinical studies with enfortumab vedotin and other antibody—drug conjugates. Information provided is for scientific information only and should not be interpreted as an intent to promote unapproved uses.
© 2022 Seagen Inc., Bothell, WA 98021, All rights reserved. USM/EVM/2022/0017
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EVV103 Study Design

Stratified by liver metastases
(present/absent), ECOG PS

, (0 or 1/2)
A Phase Ib/Il study Cohort K
ohort

Dose Escalation Dose Expansion Cohort A l Enfortumab Vedotin
1.25 mg/kg IV on Days 1, 8 Q
+ Pembrolizumab

Patients with locally

: Enfortumab Vedotin Enfortumab Vedotin
advanced/mqtastatlc 1.25 mg/kg IV on Days 1, 8 Q 1.25 mg/kg IV on Days 1, 8 Q / 200 mg on Day 1 Q3W
Jno prior. + Pembrolizumab + Pembrolizumab
reatment; inelgible 200 mg on Day 1 Q3W 200 mg on Day 1 Q3w AN
OEnC'f elg)m (n=3) WY Enfortumab Vedotin

A Primary endpoint:confirmed ORR by RECIST v1.1 per BICR

p>X

Key secondary endpointgonfirmed ORR per RECIST v1.1 by investigator,
DoR, DCR, PFS, OS, safety/tolerability, lab abnormalities

p>X

Exploratory endpointshiomarkers of activity including BL D status and Nectid expression,
PFS on subsequent therapy by investigator, PROs

Rosenberg. ESMO 2022. Abstr LBA73.
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EV(103 Cohort KORR by BICR

< PDL1 Score A ORR: 64.5% (95%%2.7-75.1)
eq_;loo- Ml A3IK o/ t{ xmnv )
S 80+ B Low (CPS <10) 10.5% CR!
Q - - .
2 604 B Not evaluable A Activity seen independently of
m 40 Best Overall Response PDL1 status
S ¢ Confirmed CR/PR
i | 61.4% (27/44) confirmed ORR in
> 0- CPS <10
g 0 . .
O 67.7% (21/31) confirmed ORR in
S -40- o [t { Xwmn
2 60 AT ,
2 A Tumor reduction observed in
S 80 97.1% of patients
-100+ IXYYYYY)

Enfortumab Vedotin + Pembrolizumab (n = 69)

Rosenberg. ESMO 2022. Abstr LBA73.
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EV,302: Phase Il Trial

£

Patient
population

* Previously untreated
la/mUC

» Eligible for platinum,
EV,and P

* PD-(L)1 inhibitor
naive

*» GFR230to
<60mL/min2

» ECOG PS =2°

-

N=886

EV + Pembrolizumab

No maximum treatment cycles for EV,
maximum 35 cycles for P

Treatment until disease progression per
BICR, clinical progression, unacceptable
toxicity, or completion of maximum cycles

Chemotherapy®

(Cisplatin or carboplatin + gemcitabine)
Maximum 6 cycles

Dual primary endpoints:
* PFS byBICR
« 0S

Select secondary endpoints:

* ORR per RECIST v1.1 by BICR and investigator
assessment

» Safety

.

Stratification factors: cisplatin eligibility (eligible/ineligible), PD-L1 expression (high/low), liver metastases (present/absent)

Cisplatin eligibility and assignment/dosing of cisplatin vs carboplatin were protocol-defined; patients received 3-week cycles of EV (1.25 mg/kg; V)

on Days 1 and 8 and P (200 mg; 1V) on Day 1

Statistical plan for analysis: the first planned analysis was performed after approximately 526 PFS (final) and 356 OS events (interim); if OS was

positive at interim, the OS interim analysis was considered final
BICR, blinded independent central review; ECOG PS, Eastern Cooperative Oncology Group Performance Status; EV, enfortumab vedotin; FPI, first person initiated into trial, GFR, glomerular filtration rate; LPI, last person initiated into
trial; IV, intravenous; lal/mUC, locally advanced or metastatic urothelial carcinoma; ORR, overall response rate; OS, overall survival, P, pembrolizumab; PD-L1, programmed death-ligand 1; PFS, progression-free survival;

R, randomization; RECIST, Response Evaluation Criteria in Solid Tumors.

aMeasured by the Cockcroft-Gault formula, Modification of Diet in Renal Disease, or 24-hour urine.

bPatients with ECOG PS of 2 were required to also meet the additional criteria: hemoglobin 210 g/dL, GFR 250mL/min, may not have NYHA class Il heart failure.

“Maintenance therapy could be used following completion and/or discontinuation of platinum-containing therapy.

Powles T, et al. Oral Presentation at 2023 ESMO Annual Meeting; October 20-24, 2023, Abstract #LBAG / Presidential Symposium (Oral Presentation)

Data cutoff: 08 Aug 2023

FPI: 7 Apr 2020
LPI: 09 Nov 2022
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Key Demographic and Baseline Disease Characteristics
Balanced between treatment arms and representative of 1L la/mUC population

EV+P Chemotherapy
(N=442) (N=444)

EV+P Chemotherapy
(N=442) (N=444)

Male sex, n (%) 344 (77.8) 336 (75.7) Clsplatm eligible2, n (%) 240 (54.3) 242 (54.5)
Age (years), median (range) 69.0 (37,87) 69.0 (22,91)
Race. n (%) Visceral metastases 318 (71.9) 318 (71.6)
White 308 (69.7) 290 (65.3) sond St {18.23) Loy,
Asian 99 (22.4) 92 (20.7) Liver 100 (22.6) 99 (22.3)
Lung 170 (38.5) 157 (35.4)
Geographic location, n (%) Lymph node only disease 103 (23.3) 104 (23.4)
North America 103 (23.3) 85 (19.1) PD-L1 expression®, n/N (%)
Europe 172 (38.9) 197 (44.4) High (CPS 2 10) 254/438 (58.0) 254/439 (57.9)
Rest of World 167 (37.8) 162 (36.5) Low (CPS < 10) 184/438 (42.0) 185/439 (42.1)
ECOG PS, n (%)
0 223 (50.5) 215 (48.4)
1 204 (46.2) 216 (48.6)
2 15 (3.4) 11 (2.5)
Primary tumor location, n (%)
Upper tract 135 (30.5) 104 (23.4)
Lower tract 305 (69.0) 339 (76.4)
1L, first-line treatment; CPS, combined positive score; ECOG PS, Eastern Cooperative Oncology Group performance status; EV+P, enfortumab vedotin + pembrolizumab; FPI, first person initiated into trial;
IHC, immunohistochemistry; la/mUC, locally advanced or metastatic urothelial carcinoma; LPI, last person initiated into trial; PD-L1, programmed death-ligand 1. Data cutoff: 08 Aug 2023
*Represents eligibility at}ime of _randomizgtion. . . ‘ ' . . FPI: 7 Apr 2020
®CPS status was determined using the validated PD-L1 IHC 22C3 pharmDx assay at Neogenomics and Labcorp; 4 patients in the EV+P arm and 5 patients in the chemoth LPI: 09 Nov 2022

of inadequate tissue quality for analysis.
Powles T, et al. Oral Presentation at 2023 ESMO Annual Meeting; October 20-24, 2023; Abstract #LBAG / Presidential Symposium (Oral Presentation)
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Confirmed Overall Response per BICR

Significant improvement in objective response rate was observed with EV+P

80 -
67.7% EV+P Chemotherapy
704 I (N=437) (N=441)
60 -
. 44.4% Confirmed ORR, n (%) 296 (67.7) 196 (44.4)
2 90+ I (95% Cl) (63.1-72.1) (39.7-49.2)
o 40-
2 4 2-sided P value <0.00001
30 -
55 Best overall response?, n (%)
PR 10- Complete response 127 (29.1) 99 (125}
CRm m . m_ Partial response 169 (38.7) 141 (32.0)
EV+P Chemotherapy Stable disease 82 (18.8) 149 (33.8)
Progressive disease 38 (8.7) 60 (13.6)
Medan DOR (5% Ch NRIR02) N HOAL10) Not evaluable/No assessment® 21 (4.8) 36 (8.2)

BICR, blinded independent central review; Cl, confidence interval; CR, complete response; DOR, duration of response; EV+P, enfortumab vedotin + pembrolizumab; NR, not reached; ORR, overall response rate;
PR, partial response.

aBest overall response according to RECIST v1.1 per BICR. CR or PR was confirmed with repeat scans 228 days after initial response.

bPatients had either post-baseline assessment and the best overall response was determined to be not evaluable per RECIST v1.1 or no response assessment post-baseline. Data cutoff: 08 Aug 2023
Powles T, et al. Oral Presentation at 2023 ESMO Annual Meeting; October 20-24, 2023; Abstract #L.BA6 / Presidential Symposium (Oral Presentation) .
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Progression-Free Survival per BICR
Risk of progression or death was reduced by 55% in patients who received EV+P

. HR? 2-sided
-. Events (%) | (@s%el) | P value

mPFS (95% CI),
months

100 - EV+P 442 223 (50.5) 12.5 (10.4-16.6)
. 90- o :;:54’ <0.00001
S 80 - Chemotherapy 444 307 (69.1) et 6.3 (6.2-6.5)
=S 70 -
8  50-
5 40 - P
a 30 -
P
s @
g 21.6% - —— ‘

) L 11.7%

0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 34

Time (months)
N at risk
EV+P 442 409 361 303 253 204 167 132 102 73 45 33 17 6 3 1

BICR, blinded independent central review; Cl, confidence interval; EV+P, enfortumab vedotin + pembrolizumab; HR, hazard ratio; mPFS, median progression-free survival.
mPFS at 12 and 18 months as estimated using Kaplan-Meier method.

aCalculated using stratified Cox proportional hazards model; a hazard ratio <1 favors the EV+P arm.

Powles T, et al. Oral Presentation at 2023 ESMO Annual Meeting; October 20-24, 2023; Abstract #LBAG6 / Presidential Symposium (Oral Presentation)

Data cutoff: 08 Aug 2023



Overall Survival
Risk of death was reduced by 53% in patients who received EV+P

Events
(%)

Jm———

HR® 2-sided mOS (95% Cl),
(95% CI) P value months

31.5 (25.4-NR)

16.1 (13.9-18.3)

Median survival follow-up: 17.2 months

100 + EV+P 442 133 (30.1)
0.47
90 - (0.38-0.58) <0.00001
80 - Chemotherapy 444 226 (50.9)
_f_zﬂ 60
S 50+ g
m .
B 9 44.7%
g 30 - :
20 -
10 4
04 i :
0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 34 36
Time (months)
N at risk
EV+P 409 394 270 108 67 8 1 1

442 426 376 331 222 182 141

Cl, confidence interval;, EV+P, enfortumab vedotin + pembrolizumab; HR, hazard ratio; mOS, median overall survival; NR, not reached; OS, overall survival;.
OS at 12 and 18 months as estimated using Kaplan-Meier method.

aCalculated using stratified Cox proportional hazards model; a hazard ratio <1 favors the EV+P arm.

Powles T, et al. Oral Presentation at 2023 ESMO Annual Meeting; October 20-24, 2023; Abstract #L.BAG6 / Presidential Symposium (Oral Presentation)

Data cutoff: 08 Aug 2023
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Subgroup Analysis of OS

OS benefit in select pre-specified subgroups was consistent with results in overall population

Upper tract

Events/N

EV+P Chemotherapy Hazard Ratio (95% Cl)
133/442 226/444 e — 0.47 (0.38-0.58)
39/144 58/135 046 (0.30-0.71)
94/298 168/309 —e— 048 (0.38-0.63)

32/98 54/108 { 0.51(0.32-0.80)
1017344 1721336 [ ——— 0.47 (0.36-0.60)
441223 94/215 I 0.36 (0.25-053)
897219 1317227 —a—— 054 (0.41-0.72)

Pnmary disease site of ongin

0.1 5
— Favors EV+P Favors Chemotherapy —’

CPS, Combined Positive Score; ECOG PS, Eastern Cooperative Oncology Group Performance Status; EV+P, enfortumab vedotin + pembrolizumab; OS, overall survival,
PD-L1, Programmed death-ligand 1.
Powles T, et al. Oral Presentation at 2023 ESMO Annual Meeting; October 20-24, 2023; Abstract #LBAG6 / Presidential Symposium (Oral Presentation)

053(034—083)

053 (0.390.72)
0.43 (0.31-059

Data cutoff: 08 Aug 2023
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Treatment-Related Adverse Events

Grade 23 events were 56% in EV+P and 70% in chemotherapy
Chemotherapy (N=433)

QOverall

Peripheral sensory neuropathy
Pruritus

Alopecia
Maculopapular rash
Fatigue

Diarrhea
Decreased appetite
Nausea
Anemia
Neutropenia

Thrombocytopenia

EV+P (N=440)

EV+P =

Chemotherapy ]

100 90 80 70 60 50 40 30 20 10 O
Incidence (%)

36.0

95.6

10 20 30 40 50 60 70 80 90 100

Serious TRAEs:
» 122 (27.7%) EV+P
+ 85(19.6%)
chemotherapy

TRAESs leading to death (per

investigator):
EV+P: 4 (0.9%)
» Asthenia
* Diarrhea
* Immune-mediated
lung disease

* Multiple organ
dysfunction syndrome
Chemotherapy: 4 (0.9%)
* Febrile neutropenia
* Myocardial infarction
* Neutropenic sepsis
+ Sepsis

Median number of cycles (range): 12.0 (1,46) for EV+P; 6.0 (1,6) for chemotherapy

EV+P, enfortumab vedotin + pembrolizumab; TRAEs, treatment-related adverse events.
TRAESs shown in figure are any grade by preferred term in 220% of patients for any grade in either arm.

Powles T, et al. Oral Presentation at 2023 ESMO Annual Meeting; October 20-24, 2023; Abstract #LBAG6 / Presidential Symposium (Oral Presentation)

Data cutoff: 08 Aug 2023
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Returning to the Case

A 64-yearold femalesmoker with hematuria for 2 months
Urine cytology: high grade urothelial carcinoma
Cystoscopylargebladder mass
Creatinine0.9 mg/dL

CT: Large bladder tumor, multiple lung metastases
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Case History

A Pt starts Enfortumab + Pembrolizumab
Tolerates therapy well
Grade 1 rash in cycle 1, controlled with topical corticosteroids
Grade 1 peripheral neuropathy developing at cycle 3

A Scans after 3 cycles




Baseline O weeks later




