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Lung Cancer Remains Major Global

Health Burden
.‘

* Lung cancer is one of the most common cancers and the leading cause
of cancer deaths worldwide

* New cases: US 234.0301in 2018 Global 1.8M in 2012

* Deaths: US 154.050 in 2018 Global 1.7M in 2015
* g-year US survival rates

* Qverall: 18.6%

* Metastatic: 4.7%

+ NSCLC is 80% to 85% of lung cancers



Biopsy: Establish Diagnosis, Determine

Histologic Subtype, Biomarker Testing

* Histologic subtyping
* Sgquamous or nonsquamous?
* For molecular testing:

** Primary tumors and metastatic
lesions equally suitable

* Bone biopsy suboptimal due to
decalcification and degradation
of DNA

+ Liquid biopsies (cell-free DNA in
plasma) when tissue not
available

o

Determination of EGFR and
BRAF V600OE mutations, ALK
and ROS1 rearrangements
indicated in all
nonsguamous cancers

For squamous NSCLC, consider
molecular testing in young, never, or
light smokers or if biopsy specimen is
small or has mixed histology

Determination of PD-L1
expression indicated in all
NSCLC
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*Recent Developments With
Immunotherapy for Patients
With Advanced NSCLC
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Five-Year Follow-up From the CA209-003 Study of
Nivolumab in Previously Treated Advanced
Non-Small Cell Lung Cancer:

Clinical Characteristics of Long-term Survivors
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5-Year Estimates of OS2
CA209-003 5-Year Update: Phase 1 Nivolumab in

Advanced NSCLC

100 Median OS (95%
. Cl), mo
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aThere were 3 deaths between 3 and 5 years, all due to disease progression; 1 surviving patient was censored for OS prior to 5 years (OS: 58.2+ months)



Immune Checkpoint Inhibitors in NSCLC

CheckMate 017121  CheckMate 057! Poplarld KEYNOTE-010(d]
Nivolumab Nivolumab Atezolizumab Pembrolizumab
vs docetaxel vs docetaxel vs docetaxel vs docetaxel
N=272 N=582 N=287 N=1034
PD-L121%

Squamous: 34%

Histolo Squamous: 100% Nonsgquamous: 100% Squamous: 21%
gY q ’ q ’ Nonsquamous: 66% d ) 00
Nonsquamous: 70%
% B 14 5 122 HR=0.73 14 2 12.6 14 =HR=0.7112.7
HR=0.62 . s
{5 12 4 . 12 4 9”; 069 12
05 10 { 92 10 - =+ 10 - : 10
and PFS g . . 8 HR=0.92 8 8
HR=0.62
6 - 3 5 6 - 42 6 - 6
(HRvs 4 . 98 & 23 4 4 4
docetaxel) , | l 5 . ‘- 2 . 9
0 0 . 0 4 0
0S PES 0S PFS 0Ss PES 0S PES
Nivolumab Docetaxel Nivolumab Docetaxel Atezolizum Docetaxel Pembro 2 Pembro 10 Docetaxel
ORR 20% 9% 20% 9% 19% 12% 18% 18% 9%
G3-24 AEs 8% 56% 10% 54% 12% 40% 13% 16% 35%

a. Brahmer J, et al. N Engl J Med. 2015;373:123-135; b. Borghaei H, et al. N Engl J Med. 2015;373:1627-1639;

c. Fehrenbacher L, et al. Lancet. 2016;387:1837-1846; d. Herbst RB, et al. Lancet. 2016;387:1540-1550.
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KEYNOTE-024: Pembrolizumab

Phase 3 trial in patients with and no previous systemic therapy for metastatic disease
* PD-L1 expression of 250%

Pembrolizumab vs chemotherapy iz oo fordsasepogrssionordest,
N P<0.001
demonstrated: 2
* Longer median PFS (10.3 vs 6.0 mo) Ll ‘M\\
* Improved 6-mo OS (80.2% vs 72.4%, P =.005 § » L T
g 40 { %\._y Pembrolizumab
* Increased ORR (44.8% vs 27.8%) - Lig
« Fewer TRAEs - "ﬁ.._*t
—  Any grade (73.4% vs 90.0%) L Chemotherapy
—  Grade 3-5(26.6% vs 53.3%) * 8] ¥ Mg"‘ = 8 @
No. at Risk
Pembrolizumab 154 104 g9 44 2 3 1
Chemaotherapy 151 99 70 18 9 1 0

From N Engl J Med, Reck M, et al., Pembrolizumab versus
Chemotherapy for PD-L1-Positive Non—-Small-Cell Lung Cancer, 375.,
1823-1833. Copyright © 2016 Massachusetts Medical Society.
Reprinted with permission from Massachusetts Medical Society.

Reck M, et al. N Engl ] Med. 2016;375:1823-1833.



Response

KEYNOTE-024 Overall Survival and Objective

/ Overall Survival

\

50% crossover in ITT population

54% crossover excluding ongoing pts
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CheckMate 026: Nivolumab

Phase 3 trial in patients with no previous systemic therapy for advanced or

metastatic disease
* PD-L1 expression of 21% (primary analysis of

Hazard ratio for disease progression or death,

1.15 (95% CI, 0.91-1.45); P=0.25

Ay Nivolumab

Chemotherapy

patients with 25%) 100
Nivolumab vs chemotherapy demonstrated: § :2
* Similar PFS (4.2 mo vs 5.9 mo) E" o
+ Similar OS (14.4 movs 13.2 mo, HR=1.02)  §% .
« Decreased ORR (26% vs 33%) %3; :Z
* Similar time to response (2.8 mo vs 2.6 mo) E 20
* Longer DoR (12.1 mo vs 5.7 mo) ;E 12-
* Fewer TRAEs ’

— Anygrade: 71% vs 92% No. at Risk
—  Grade 3/4: 18% vs 51% Chematherapy 212

104
144

1 T I 1 | 1 1 1

6 9 12 15 18 21 24 27

Months
71 49 35 24 6 3 1 0
74 47 28 21 8 1 0 0

From N Engl J Med, Carbone DP, et al., First-Line Nivolumab in Stage IV
or Recurrent Non—Small-Cell Lung Cancer, 376., 2415-2426. Copyright ©
2017 Massachusetts Medical Society. Reprinted with permission from
Massachusetts Medical Society.

Carbone DP, et al. N Engl J Med. 2017;376:2415-2426.



Why Combine Chemotherapy With

Immunotherapy?

————

« Cytotoxic agents enhance antigen presentation
and immunogenic cell death!]

+ Chemotherapy disrupts immune evasion
mechanisms in the tumor microenvironment(2:3]

+ Dose, schedule, and drug dependentl45]

1. Zitvogel L, et al. Immunity. 2013;39:74-88. 2. Mouw KW, et al. Cancer Discov. 2017;7:675-693.
3. Fukumura D, et al. Nat Rev Clin Oncol. 2018;15:325-340. 4. Emens LA, et al. Curr Opin Mol Ther. 2001;3:77-84.
5. Chen G, Emens LA. Cancer Immunol Immunother. 2013;62:203-216.



KEYNOTE-021 Cohort G: Pembrolizumab +

Chemotherapy

Phase 1/2 trial in patients without EGFR mutations or ALK translocations
* Non-SCC histology only

Events,
N HR (95% C1)

 Median follow-up: 18.7 mo Pembro + PC

PC alone 40/83 a.ggog:-

%o

%1007
Combination vs chemotherapy shows: g :g:
* Longer mPFS (19.0 vs 8.9 mo) i 70-
601
* Nonsignificant increase in mOS U 50-
(NR [22.8, NR] vs 20.9 mo [14.9, NR]) % )
+ Greater ORR (56.7% vs 31.7%) 2 To.
* Similar duration of response (medians NR) - °0 2 B 8 12 15 18 21 24 27
« More frequent TRAEs Meti, . EREREE L
— Any grade: 93% VS 92% 63 42 35 25 18 13 8 5 1 0

Borghaei H, et al. ESMO 2017. Reproduced
with permission from Hossein Borghaei.

—  Grade 3/5:41% vs 29%

Borghaei H, et al. ESMO 2017.



Overall Survival, ITT

100+
90-
80-
10-
60+

Gandhi KN183
AACR 2018

Events HR(95%Cl) P
Pembro/Pem/Plat  31.0% 0.49 <0.00001
PlacebolPemPlat  524% 0004

69.2%
49.4%

50
40-
30-
20-
10+

0

O0S. %

: Median (95% Cl)
| bownpy iy 0w NRNENE)

11.3 mo (8.7-15.1)

0

No. at Risk

410
205

Data cutoffdate: Moy &, 2017

3 6 9 12 15 18 21

Months
ary 247 278 163 71 18 I
183 149 104 5 5 8 0



IMpower150 study design

Maintenance therapy
(no crossover permitted)

Arm A ( \
/ \ Atezolizumab® +

Carboplatinc + AteZOHbzumab
Stage IV or Paclitaxeld Treated with
recurrent metastatic 4 or 6 cycles atezolizumab
non-squamous NSCLC until PD by o
Chemotherapy-naive2 Arm B RECIST v1.1 ;
Tumour tissue available N Atezolizumab or loss of
b )
for biomarker testing R Aé?;gl(I)lejg:[]i?]kz ++ b clinical benefit %
Any PD-L1 IHC status |- b . 2
1:1:1 Paclitaxeld , AND/OR =
Stratification factors: + Bevacizumabe Bevacizumab >
* Sex 4 or 6 cycles - -
* PD-L1 IHC expression k‘)l'reate_zd W'”;) 5’)
* Liver metastases evacizuma
Arm C (control until PD by
N =1202 Carboplatinc + RECIST v1.1

Paclitaxeld Bevacizumab®

\ / + Bevacizumabe
4 or 6 cycles \ )

The principal question is to assess whether the addition of atezolizumab to Arm C provides clinical benefit

a Patients with a sensitising EGFR mutation or ALK translocation must have disease progression or intolerance of treatment

GOOD SCIENCE
n | BETTER MEDICINE
5 . ) . BEST PRACTICE
d Paclitaxel: 200 mg/m? IV g3w. € Bevacizumab: 15 mg/kg IV q3w. Reck M, et al. IMpower150 PFS analysis.

with one or more approved targeted therapies.  Atezolizumab: 1200 mg IV g3w. ¢ Carboplatin: AUC 6 IV q3w.




INV-assessed PFS in ITT-WT (Arm B vs Arm C)

100 1
= Arm B: atezo + bev + CP
S 90+ Arm C: bev + CP
= 60-
>
2 107
=
® 60 HR, 0.617 (95% CI: 0.517, 0.737)
g 50 P < 0.0001
“é' Minimum follow-up: 9.5 mo
0 40 - Median follow-up: ~15 mo
% 30-
o
g 20 1
o 10 6.8 mo 8.3 mo
0 (95% CI: 6.0, 7.1) (95% CI: 7.7, 9.8)
012345678 91011121314151617 18192021 22 23 24 25 26 27 28 29 30
_ Months
No. at Risk

Atezo+Bev+CP 356 332 311 298 290 265 232 210 186 151 124 111 87 77 58 55 42 39 27 24 16 12 4 3 2 2 2
Bev+CP 336 321 292 261 243 215179 147125 91 69 55 39 32 21 18 12 9 7 6 3 2 1 1

600D SCIENCE
) ) BETTER MEDICINE
INV, investigator. BEST PRACTICE
6 Data cutoff: September 15, 2017 Reck M, et al. IMpower150 PFS analysis.



Preliminary OS in ITT-WT (Arm B vs Arm C)

100 1
Arm B: atezo + bev + CP
901 Arm C: bev + CP
80 -
9 HR, 0.775 (95% CI: 0.619, 0.970)
< 704 P = 0.0262
g 60 - Minimum follow-up: 9.5 mo
§ 1 .. Wi S
g Rl > 50 reduction in the
3 30 risk of death with the ~
AR atezolizumab 1
101 14.4 mo 19.2 mo
) (95% CI: 12.8, 17.1) (95% ClI: 16.8, 26.1)
012345678 91011121314151617 181920212223 242526 27 28 2930
_ Months
No. at Risk

Atezo + Bev+ CP 356 337 326 321 312 308 204 282 269 248 221 197 169 147 126 111 93 74 64 44 35 28 17 11 5 3 2
Bev+CP 336 323 312 305 285 278 266 253 245 222 186 157 140 120 108 88 75 61 43 38 29 21 17 9 4 2 1 1 1

400D SCIENCE
BETTER MEDICINE
17" Data cutoff: September 15, 2017 Reck M, et al. IMpower150 PFS analysis. BT PRACTICE



Safety summary

Arm A: Arm B: Arm C (control):
atezo + CP atezo + bev + CP bev + CP
(n=400) (n=393) (n =394)
Median doses received (range), n
Atezolizumab 10 (1-37) 12 (1-38) NA
Bevacizumab NA 10 (1-38) 8 (1-33)
All cause AE, n (%) 389 (97%) 385 (98%) 390 (99%)
Grade 3-4 226 (57%) 242 (62%) 230 (58%)
Grade 5 10 (3%) 23 (6%) 21 (5%)
Treatment-related AE, n (%) 372 (93%) 371 (94%) 376 (95%)
Grade 3-4 170 (43%) 219 (56%) 188 (48%)
Grade 5° 3 (1%) 11 (3%) 9 (2%)
Serious AE, n (%) 155 (39%) 165 (42%) 134 (34%)
Treatment-related serious AE 77 (19%) 100 (25%) 76 (19%)
AEs of special interest, n (%)° 184 (46%) 199 (51%) 108 (27%)
Grade 3-4 37 (9%) 45 (11%) 13 (3%)
Grade 5 2 (1%) 0 0
AE leading to withdrawal from any treatment 56 (14%) 128 (33%) 98 (25%)
AE leading to dose interruption or modification 203 (51%) 235 (60%) 189 (48%)

Including fatal haemorrhagic AE2: Arm C: haemoptysis n = 1, pulmonary hagmarrhage n = 2, Arm B haemoptysiz n= 3,
pulmenary haemaorrhage n = 2, haemorrhage intracranial n = 1; Arm A: haemoptysis n = 1, haemorthage intracranial n = 1.

G0 SCIEMCE
EEFIER MERCINE
Rack M, et al. IMpower150 PFS analyzis. ST FRACTICE

E Investigator text for AEs encoded using MedDRA v20.1.
23 Data cutoff: September 15, 2017




ncT02259621: Nivolumab With or Without Ipilimumab

A phase 2 irial to evaluaie nivolurnab alone or nivolurnab plus
ipilirnurnab as neoacdjuvani therapy for early siage, reseciable
NSCLC
) T Nivolumab
Key Inclusion Criteria 3 doses on Days -42, - =
= High-risk NSCLC (SQ or NSQ) with A ETI I (LD
resection option for potential surgery
cure; may include stages IB (>4 i b —> Surgery
cm), I, and 11IA —p|  *lpilimumab (between
. 1 dose on Day -42 prior
* No N3 nodal involvement to surgery* Day 0 and
= Adequate lung function to S +10) followed
permit resection by SOC post-
= ECOG PS0-1 operative
= No known/suspected treatment
autoimmune disease
» No systemic corticosteroids

= No brain metastases

Primary Endpoint: Safety
Secondary Endpoints: Feasibility,
pathologic response, radiographic
response

Start Date: September 2014
Estimated Completion Date: January 2023
Cancer Center

Chaft JE et al. ASCO 2017- AACR 2018


https://clinicaltrials.gov/ct2/show/NCT02259621

Chest-CT of a 62-year-old male smoker

with stage IIB squamous lung cancer before and
after the administration of nivolumab

35% shrinkage with associated tumor cavitation

100% pathological regression of the primary tumor
but had residual lymph-node metastases
in the resection specimen

¥

.? .

Gwi LA ﬂ'ﬁ tovs, o

PRSI TN ’.'. - A

PR S
Resection Specimen

Chest-CT of a 78-year-old female
former smoker with stage IlIA lung
adeno-ca

in the post-treatment specimen
there was 90% tumor regression.




FEEMD PACIFIC: Study Design

Phase |ll, Randomized, Double-blind, Placebo-controlled, Multicenter, International Study

Patients with stage IIl, locally

advanced. unresectable NSCLC 10 Dur;:(alu?abf Co-primary endpoints
who have not progressed following Tg 129 q wthor » PFS by BICR using RECIST v1.1*
definitive platinum-based cCRT s IR
(22 cycles) -
18 years or older 1-42 days 2.1 randomization,
post-cCRT .
R stratified by age, sex,
WHO PS score 0 or 1 and smoking history Key secondary endpoints
N=713

+ ORR (per BICR)

Placebo * DoR (per BICR)

10 mg/kg q2w for + Safety and tolerability
up to 12 months « PROs
N=237

Estimated life expectancy of
212 weeks

Archived tissue was collected

All-comers population

*Defined as the time from randomization (which occurred up to 6 weeks post-cCRT) to the first documented event of tumor progression or death in the absence of progression.
ClinicalTrials.gov number: NCT02125461 BICR, blinded independent central review; cCRT, concurrent chemoradiation therapy; DoR, duration of response;

NSCLC, non-small cell lung cancer; ORR, objective response rate; 0S, overall survival; PFS, progression-free survival, PROs, patient-reported outcomes;

PS, performance status; q2w, every 2 weeks; RECIST, Response Evaluation Criteria in Solid Tumors; WHO, World Health Organization



EREMD
2017

PFS probability

(] (8] I~ n (a)] | [ee] w =
1 1 1 1 1 1 1 1 L

o o
= —_
1 1

PFS by BICR (Primary Endpoint; ITT)

Stratified hazard ratio, 0.52 (95% ClI, 0.42-0.65)

Two-sided P<0.0001
Durvalumab Placebo
(N=476) (N=237)

Median PFS (95% CI), months  16.8(13.0-18.1) 5.6 (4.6-7.8)
12-month PFS rate (95% CI)  55.9% (51.0-604)  35.3% (29.0-41.7)

16.8 m 18-month PFS rate (95% Cl)  44.2% (37.7-505)  27.0% (19.9-34.5)

+ Durvalumab

No. at risk
Durvalumab 476
Placebo 237

377
163

301
106

9

12 15 18 21 24 27

Time from randomization (months)

264
87

159 86 4 21 = 1
52 28 15 4 3 0

BICR, blinded independent central review; C1, confidence interval, ITT, intention-to-freat; PFS, progression-free survival



PACIFIC: Overall Survival =in the ITT
Populationab

No. of Median
events / (O 12-mo OS 24-mo OS
No. of (95% ClI), (95% ClI) (95% Cl)
10 patients months % %
Durvalumab 183/476 NR 83.1 66.3
0.9+ (34.7-NR) | (79.4-86.2)  (61.7-70.4)
< 084 | Placebo 116/237 28.7 75.3 55.6
2 0.7+ y (22.9-NR) (69.2-80.4) (48.9-61.8)
3 l
=z 0.6 : Durvalumab
E 1
2 0.5 | !
S0 : :
o 1 R L ————
0.4 - !
E | ' Placebo
2 03 | !
Qo 1 |
@] 1
g 0.24 1 '
01 Stratified hazard ratio for death, 0.68 (99.73% ClI, 0.47-0.997)
=7 Two-sided P=0.002% !
! 1
e e B B B B B S B R S Ry m B
1 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45
Time from Randomization (months)
No. at Risk

Durvalumab 476 464 431 415 385 364 343 319 274 210 115 57 23 2 0
Placebo 237 220 198 178 170 155 141 130 117 78 42 21 9 3

ITT = intent to treat; ; mo = months; NR = not reached; OS = overall survival
aMedian duration of follow-up for OS was 25.2 months (range 0.2-43.1).

bData cutoff for the first planned OS interim analysis occurred after 299 events
(61% of the target 491 events).

1.Antonia SJ, et al. Article and supplementary appendix online ahead of print.
N Eng J Med. 2018.
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The Breadth of imAEs

Eye
Uveitis
Iritis

Pulmonary

Pneumonitis

Interstitial lung disease

Acute interstitial pneumonitis

Hepatic
Hepatitis, autoimmune

Renal
Nephritis, autoimmune
Renal failure

Neurologic

Autoimmune neuropathy
Demyelinating polyneuropathy
Guillain-Barre

Myasthenia gravis-like syndrome

Endocrine
Hypothyroidism
Hyperthyroidism
Adrenal insufficiency
Hypophysitis

Cardiac
Myocarditis
Cardiomyopathy

Gastrointestinal
Colitis
Enterocolitis
Necrotizing colitis
Gl perforation

Skin

Dermatitis exfoliative
Erythema multiforme
Stevens-Johnson syndrome
Toxic epidermal necrolysis
Vitiligo

Alopecia

Champiat S, et al. Ann Oncol. 2016;27:559-574; Friedman CF, et al. JAMA Oncol. 2016;2:1346-1353.



Pneumonitis With Anti—PD-1/PD-L1

Radiologic Subtypes
Discrete patchy or confluent
Cryptogenic consolidation with or without air
organizing bronchograms
pneumonia-like Predominantly peripheral or
{n =5, 19%) subpleural distribution
Discrete focal areas of increased
attenuation
Gm"m‘:t?ol:“ Preserved bronchovascular
(h 2 10, 37%) mackings
Increased interstitial markings,
interlobular septal thickening
Interstitial Peribronchovascular infiltration,
{n =6, 22%) subpleural reticulation
! Honeycomb pattern in severe
patient cases
Centrilobular nodules
Bronchiolitis-like appearance
Hypersensitivity Tree-in-bud micronodularity
{n=2,7%)
Mixture of nodular and other
Pneumonitis subtypes s
not otherwise Not clearly fitting into other
specified subtype classifications
{n =4, 15%)
[ = ——




NSCLC landscape
.’

= New therapeutic options for patients with advanced NSCLC

. 1St

= Pembrolizumab in patients with PD-L1 = 50%
= Pembrolizumab + Platinum-based CMT (PD-L1 21%)
= Atezolizumab +Platinum-based CMT + bevacizumab

» Targeted therapies (patients with EGFR mutation or ALK rearrangement)



\\

The NEW ENGLAND
JOURNAL of MEDICINE

’ ORIGINAL ARTICLE

Atezolizumab plus Chemotherapy for First-
Line Treatment of Extensive-Stage Small-Cell
Lung Cancer

Leora Horn, M.D., Aaron S. Mansfield, M.D., Aleksandra Szczesna, M.D.,
Libor Havel, M.D,, Maciej Krzakowski, M.D,, Ph.D.,
Maximilian J. Hochmair, M.D., Florian Huemer, M.D_,

Gydrgy Losonczy, M.D., Ph.D,, Melissa L, Johnson, M.D.,

Makoto Nishio, M.D., Ph.D., Martin Reck, M.D., Tony Mok, M.D.,
Sivuonthanh Lam, Pharm.D., David S. Shames, Ph.D., Juan Liu, Ph.D.,
Beiying Ding, Ph.D., Ariel Lopez-Chavez, M.D., Fairooz Kabbinavar, M.D.,
Wei Lin, M.D., Alan Sandler, M.D., and Stephen V. Liu, M.D., for the IMpower133
Study Group®




IMpower133: Global Phase 1/3, double-blind, randomized, placebo-controlled

trial evaluated atezolizumab + carboplatin + etoposide in 1L ES-SCLC

f 3

Induction (4 x 21-day cycles) Maintenance
Patients with (N = 403):
* Measurable ES-SCLC : ' ”
Atezolizumab (1200 mg IV, Day 1)
(RECIST v1.1) \ , o
CCOG PS 0 or 1 + carboplatin Atezolizumab =
) or ‘ + etoposide Treat until 3
* No prior systemic R PD or loss 5
treatment for ES-SCLC  [® 4:4 | | ofclinical "r-;
+ Patients with treated ’ \ benefit %
asymptomatic brain 7
metastases were eligible
Stratification: Carboplatin: AUC 5 mg/mLimin IV, Day 1
+ Sex (male vs. female) Etoposide: 100 mg/m? IV, Days 1-3 PCI per local stendard of care
» ECOGPS (0vs. 1) - - -
, Co-primary end points: Key secondary end points:
* Brain metastases * Overall survival + Objective response rate
(yes vs. no)? » Investigator-assessed PFS * Duration of response
+ Safety

3 Only patients with treated brain metastases were eligible. ECOG PS, Eastern Cooperative Oncology Group Performance Status; IV, infravenous; PCI, prophylactic cranial iradiation;
PD, progressive disease; PFS, progression-free survival, R, randomized; RECIST, Responze Evaluation Criteria In Solid Tumars.

Download from hitp:/bit ly2CvY9IT |Mpower133 Presented by Stephen V. Liu



Investigator-assessed progression-free survival

Atezolizumab Placebo

+CPET  +CPET
. . (N=201)  (N=202)
q 1 PFS events, n (%) 171(851)  189(936)
= 07 ‘I'.‘. Median PFS, 5.2 43
E 70 = months (95% Cl) (44,56)  (4.2,45)
0.7 (0.62, 0.96)
3 '
o 60" 6-month PFS R (35% €1 p=0.017
g 50 = Median follow-up, months? 13.9
£ 4
2 (12-month PFS
E’, 30 = | s AtezolizUMaAb
o : + CPET
g 20 112.6% Placebo
x A + CPIET
10+ : D — | 4 Censored
0 | 15.4%
| | 1 | | | | | | | | | | | | | | | | | | | |
0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 2
No. at risk Months

Atezolizumab 201 190 178 158 147 98 58 48 41 32 29 26 21 15 12 11 3 3 2 2 1 1
Placebo 202 193 184 167 147 80 44 30 25 23 16 15 9 9 6 5 3 3

2 Clinical data cutoff date: April 24, 2018, 11 months after the last patient was enrclled. Cl, confidence interval; HR, hazard ratio; CP/ET, carboplatin + etoposide.

Download from hitp://bit ly/2CvYSIT |Mpower133 Presented by Stephen V. Liu



Overall survival

Atezolizumab Placebo

100 + CPIET + CPET
. N = 201) N = 202)
0S events, n (%) 104(51.7)  134(66.3)
_ 807 Median OS, 12.3 103
2 704 (12-month OS  months (5% Cl) (108,158)  (9.3,11.3)
= ' 0.70 (0.54, 0.91)
] .10 (0.54, 0.
E 60 = :5”% HR (95% CI) 0= 0.0060
u=: 50 = Median follow-up, months® 139
[
g o |
0 44 ] = Atezolizumab
o] I +CPIET
2() = : 38.2% Placebo
| —t +CPIET
104 : 4+ Censored
ﬂ I
| 1 1 | | | | | | 1 | | | 1 1 | 1 | 1 | 1 | | 1
001 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24
No. at risk Months

Atezolizumab 201 191 187 182 180 174 159 142 130 121 108 92 74 58 46 33 24 11 §5 3 2 1
Placebo 202 194 189 186 183 171 160 146 131 114 96 81 59 36 27 24 13 & 3 3 2 12

#Clinical data cutoff date: April 24, 2018, 11 months after the last patient was enrclled. Cl, confidence interval; HR, hazard ratio; CP/ET, carboplatin + etoposide.
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Safety summary

Atezolizumab + CP/ET Placebo + CP/ET
(N =198) (N = 196)

Patients — no. (%)

Patients with 2 1 AE 198 (100) 189 (96.4)
Grade 3-4 AEs 133 (67.2) 125 (63.8)
Treatment-related AEs® 188 (94.9) 181(92.3)
Serious AEs 74 (37 .4) 68 (34.7)
Immune-related AEs 79(39.9) 48 (24.5)
AEs leading to withdrawal from any treatment? 22 (11.1) 6(3.1)
AEs leading to withdrawal from atezolizumab/placebo 21(10.6) 5(2.6)
AEs leading to withdrawal from carboplatin 5(2.5) 1(0.5)
AEs leading to withdrawal from etoposide 8(4.0) 2(1.0)
Treatment-related deaths 3(1.9) 3(1.5)

+ Median duration of treatment with atezolizumab was 4.7 months (range: 0 to 21)

* Median number of doses received:
* Atezolizumab: 7 (range: 1 to 30)
« Chemotherapy: 4 doses for carboplatin; 12 doses for etoposide (same for both treatment groups)

Clinical data cutoff date: April 24, 2018. Multiple occurrences of the same AE in one pafient were counted once at the highest grade for the prefemred temm.
# |ncidence of treatment-related AEs and AEs leading to withdrawal from any treatment are for any treatment component. AE, adverse event.
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