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SCOPE ”INTRODUCTION M‘_ RESULTS

CEACAMS is overexpressed in ~90% of CRCs, with limited expression in healthy tissues!-

PROCEADE-CRC-01 (NCT05464030; Phase 1) e Precemtabart tocentecan (Precem-TcT) is the first anti-CEACAM5 ADC with a B-glucuronide EFFICACY
evaluates the clinical activity and safety of the linker-payload combination in clinical development that selectively delivers exatecan, a e At 2.8 mg/kg Q3W, ORR was 31.0% (95% CI: 15.3-50.8; confirmed: 20.7% [95% CI: 8.0-39.7]) and DCR was 44.8%
: : ' - ' I 4 . .
anti-CEACAMS5 TOP1i-payload ADC precemtabart potent TOP1i, to CE_ACAMS overexpressing tumor cells (Figure _1) | | | (95% CI: 26.4-64.3) (Table 2, Figure S1)
tocentecan (Precem-TcT) in patients with heavily ° E?ettﬁgaigzenféﬁéagilgglL?giageilﬁgg’feecelanP)RclglFeEcéEwE:l'cc::jT'c;hooleetduC||3T‘<)I21ii,?ﬁlsgfrr;ll’ce?ﬁzzac\;lI;/nd _ e Response did not appear to be impacted by KRAS/NRAS/BRAF mutation status, or by CEACAMS5 expression status (Figure 3)
' . A i o o All patients with available IHC data had high CEACAMS5 expression levels
pretreated mCRC. We present OS alongside predictable, manageable safety profile — without any cases of ILD or ocular toxicities>® P J P
updated PFS, ORR, and safety data from the e We present data from the dose optimization (Figure 2) e At 2.8 mg/kg Q3W, after a median follow-up of 13.1 months, mOS was NR (95% C 8.7-NE) (Figure 4), mPFS was 6.9 months
dose optimization (2.8 mg/kg Q3W or (95% CI: 4.4-9.5), and the 6-month PFS rate was 64.3% (95% CI: 43.8-78.9) (Figure 5)
2.4 ma/kg Q3W Precem-TcT) Figure 1. MoA of Precem-TcT Table 2. Treat : - 3 Obiecti
. - ablieé <Z. Ireatment response igure JS. jective response
Precemtabart 20 Treatment
Ms140) _[bianscie © [recsmiatart tsznescar SR 2 o if 4
e Iinds to 2: 404 . rm -4 Mg/Kg
“ % ’ \ Objective response rate?, % é S ;8 Psp
CO N C LU SI O N S “gue) [ Unconfirmed (95% CI) 31.0 (15.3-50.8); 12.9 (3.6-29.8); 21.7 (12.1-34.2); 82 io]
Z)?:t]éé;:ig:;:ad gle?vable y o efrece;ntaba_rt n=9 n=4 n=13 gg’ 18_ SDSDSDSDSDSDSDSDPDSD
. . . . . -glucuronide - i ) ocentecan is B -10+ PDSDPDSDSDSDSDspsp o
e In this population of 60 patients with heavily linker © The B-glucuronide © Cot doath “A4 internalized of which confirmed (95% CI) 20.7 (8.0-39.7); 6.5 (0.8-21.4); 13.3 (5.9-24.6); $% -20- wooealll
. . : : ell dea o _ _ _ oW - SD
pretreated mCRC (all had received prior Human monoclonal J circulation n=06 n=2 n=%8 58 o
- . ) . ) 2 2 .50- PRPRPR
irinotecan), Precem-TcT has demonstrated backbone with | / | pest oerall response, SE o]
isi fficacy with a predictable and o T O Exatecan is unconfirmed, n (%) 55 >0
protmizlng & Y _ P ir:tf:f:"ular,y Partial response 9 (31.0) 4 (12.9) 13 (21.7) ® 8o
manageable safety profile © Exatecan Stable disease 13 (44.8) 20 (64.5) 33 (55.0) PR o AN Pl o ool
. . . inhibits TOP1 . . =% & B 100100 90 100100100 90 100100 100100 90 100100 100 100100 100 100 100 100 100 100 100 100 100 100 100 100100 90 100100100100 9 00
e The trial is ongoing. At data cutoff Progressive disease 6(20.7) 6 (19.4) 12 (20.0) e
(02 Sep 2025) in the 2.8 mg/kg Q3W arm: Not evaluable 1(3.4) 1(3.2) 2 (3.3) 3+ 70070 50160 53 0080 1 @
1 44.8 41.9 43.3 KRAS NNNYYNYNYYYYNNYYNYYYNYYYYYNYYYYYYNYYYYYYYYYYYYYYYNNYNYNYNN
o After a median follow-up of 13.1 months: ai'zlfsza”(';';?,/:tcl)b o (26.4-64.3);  (24.5-60.9);  (30.6-56.8); A N N T
’ n=13 n=13 n=26 BRAF N N Y NNNNNUNYNNRNNUNYNNNN NNUNNNUNUNNNNUNNOUNNNNNOUYNNNUNUNN
- mOS WaS NR (950/0 CI: 8-7_NE) . . Status of KRAS, NRAS and BRAF (mutation Yes/No/Unknown)
Overall response according to RECIST v1.1 as assessed by Investigators. 2Best overall response
- MmPFS was 6.9 months (95% CI.: 4 a assessment of CR or PR. ®"DCR defined as having an overall response assessment of CR, PR, SD, or
4 4_9 5) . 6-month PFS rate was 64 30/0 6 Exatecan kills neighbouring @ Exatecan -Bg- If?r-]iléjrcuronide non-CR/non-PD at Week 24 visit or later, prior to documented PD.
] : / : tumor cells via bystander effect . .
ECEACAMS % Topoisomerase 1 Figure 4. OS Figure 5. PFS
o ORR was 31.0% (95% CI: 15.3-50.8; \ / N .
confirmed: 20.7% [95% CI: 8.0-39.7]) 0:9_ ) | — Arm Al 2.8 mg/kg Q3W 0:9_ — Arm A1 2.8 mg/kg Q3W
. — Arm 4 m — Arm A2 2.4 mg/kg Q3W
o No ILDs - AEs commonly associated 0.8- R s e 0.:8- o
Q Q
with ADCs - were observed; GI TRAEs M ETHO DS g 0.7- — 8 071
E H i £
were mild ] ) B 0.6- @ 0.6-
Figure 2. Study design of PROCEADE-CRC-01 LT o, E 5 o
o Grade =3 TRAEs were mainly hematologic 2 . : 24 malko
) (" h Dose escalation Dose expansion E o ‘_% | n=st
® NOtably hlgher ORR at 2-8 mg/kg Q3W VS Key eligibility criteria mCRC mCRC (ongoing) Q 0.3+ 2.821;3\’:(9 2'42';;3:/.k9 Q 0.3 1 ::.d;fne;/:qr;t:ths) 625; 722
0.2 5
2? ?g/kg Q3Wl tandt (I?)\I/<era||ﬁﬁ0m||;)a€ab|e . (P:?{tée,r}:i(;/;/eitrgrfgrrmgi;rngcetccl)rls/tn; @ h Part 2A: Dose optimization Endpoints for Part 2A: - ::;j::::::ths) ;Z 1:6 Zj- Zio'% CtIh — 4.;:93.5 3.51;98.7 |
Sa e y an COﬂS'S en pI’O eS e Weel"l ] or progress.ing after.systemic Part 1: Precem-TcT monotherapy (IV), Q3W pri.ma.ry: AEs, : r:on (%) : .
the dose levels tested, support 2.8 mg/kg QUSSR | | T || Menotherapy duation of responce ) 00—
) . < (IV) Q3w . . ratl r | | | | | | | | | | | | | | | | | | | | | | | I I I I I I I I
3W as the recommended dose for further study e Patients with MSI-H status Arm Al: 2.8 mg/kg Arm A2: 2.4 mg/kg Secondary: PK, OS, PFS, 0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 0 1 2 3 4 5 -6 7 2.3 .9 10 11 12 13 14 15
h d RDE
development S vrcilélftana;/glrjsleel\s/s reatment determined at: Part 2B: alternative regimen Q.ES’ ECG Chtanlges, ADA, Number of subjects at risk Overall survival time (months) Number of subjects at risk Progression-free survival time (months)
. . ISsease control,
contradicted 2'8:;'1%/k9 time-to-response 28mg/kg Q3W 29 28 28 27 24 23 22 21 20 19 18 17 16 10 3 1 28mg/kgQ3W 29 28 24 21 20 19 18 13 13 11 5 5 4 2 0
PY OS, PFS, and ORR Wlth Precem-TCT 2.4 mg/kg Part 2C: combination regimen 2.4 mg/kg Q3W 31 30 30 30 30 26 25 20 19 19 18 12 11 7 4 1 2.4 mg/kg Q3W 31 29 25 22 20 18 15 15 13 12 8 5 5 2 1
. N=x200
?elggrgaik7fa8vora bltxl«/-‘ W|thPr|?§nOthera py \ PAS y Part 2D: combination regimen SAFETY
m A—/.0 Mmontns, m
1.9-3.7 months: ORR '1_2%)1-4. or e Most common grade =3 TEAEs were hematologic* 60.0% (Table S2; Figure S2; Figure S3)
. .. . ! ! I o) I o) i d
combination (SUNLIGHT: mOS 10.8 months: RESU LTS e Most common grade =3 TRAEs were neutropenia (43.3%) and anemia (40%) (Figure 6; Table S3)
mPFS 5.6 months; 6-month PFS rate: 43%: e All GI TRAEs were grade 1-2; and there were no ILD events (Table S3)
ORR 6.1%)5 SoCs approved for 3L+ mCRC e All patients were irinotecan, Table 1. Treatment overview e No Precem-TcT-related discontinuations or deaths were reported (Table 3)
_ _ _ oxaliplatin, 5-FU, and 2.8 mg/kg | 2.4 mg/kg e PK of conjugated antibody and unconjugated exatecan at 2.4 mg/kg and 2.8 mg/kg was generally consistent with data from the dose
® EnCOUI‘agIng efﬁcacy and pl‘edICtab|e, bevacizumab pretreated; Q3W Q3W escalation phase (Figure S4)
manageable safety support further median age was 60.0 years n=29 n=31 *PTs for ‘Blood and lymphatic system disorders’ and ‘Investigations’ have been combined as composite terms for hematologic toxicities
clinical development of Precem-TcT at (range, 29-80); ~50% Patients still in trial, n (%) 17 (58.6) 13 (41.9) 30 (50.0)
2.8 mg/kg Q3W in mCRC and other Where fim_als; and base“ne” Treatment ongoing, n (%) 2 (6.9) 3 (9.7) 5 (8.3) Table 3. Safety overview Figure 6. Most common TRAEs by grade
CEACAM5-expressing solid tumors \cl:ve&?II:abCaIearl’llscelilsbvéi\rveeg:et?e Treatment completed/ 27 (93.1) 28 (90.3) 55 (91.7) AES, n (%) &Ai 2.8 mg/kg Q3W . Arm A2 2.4 mg/kg&
two DLs (Table S1) _ Withdrawal by patient? 1(3.4) 0 (0.0) 1(1.7) B B WBC :e;e;sed 5
* Asof025ep 2025, 5 patients  peath 0 (0.0) 1(3.2) 1 (1.7) Any TEAE 29 (100.0) 31 (100.0) 60 (100.0) B Neutrophil count decreased [N
Copies of this poster obtained through QR e reatment (-Ta e L Patients with =1 dose 11 (37.9) 6 (19.4) 17 (28.3) Any grade =2 TEAR > {72) /(22.0) -2 (29.0) o
AR andl/or text key codee mre for persoral’ e Mean duration of therapy was reduction, n (%) - - - Any Precem-TcT-related TEAE (TRAE) 29 (100.0) 30 (96.8) 59 (98.3) B Fiotelet count decreased [N
; - Vomitin _
use only and may not be reproduced 6.5 _4-03 mof\thsf W|t_h 60%  Off treatment and in 15 (51.7) 10 (32.3) 25 (41.7) Any grade >3 TRAE 20 (69.0) 17 (54.8) 37 (61.7) Neztrop;ia "
without written permission of the authors. Of6pat|elnts ??Dvmg reCTeI_\I{ed follow-up, n (%) Any grade >4 TRAE 5 (17.2) > (16.1) 10 (16.7) I Asthenia I
>0 CYyCles O receme-1cC i . .
theray (Table 1) recem o th 6.8+ 3.88 6.3%421 6.5+ 4.03 Any TRAE leading to permanent 0 (0.0) 0 (0.0) 0 (0.0) - p———— -
SUPPLEMENTARY DATA PY Mreeaclfn; S(I:Z) (m?)r;\at%?) ' ' ' ' ' ' discontinuation of Precem-TcT ' ' ' = Decreased appetite —
I I Thrombocytopenia
| | o) Elgh_t patients have S —— 511540 S5 +c560 88+552 Any serious TRAE 4 (13.8) 5 (16.1) 9 (15.0) B Stom:titis I
Please scan this QR code to view received treatment for _ g y N Slé) ' ' ' ' ' ' e
supplementary data associated with ol >1 year, of whom 4 were recelved, fean Any TEAE leading to death 0 (0.0) 2 (6.5) 2 (3.3) , , , , , , SO TEEREE , , , , , ,
this poster. ill d 4-6 5(17.2) 7 (22.6) 12 (20.0) 100% 80% 60% 40% 20% 0% 0%  20% 40% 60% 80% 100%
still on treatment at data .
CUtOff >6 18 (621) 18 (581) 36 (600) Any TRAE leadmg to death 0 (0'0) 0 (O'O) 0 (O'O) . Grade 1 . Grade 2 Grade 3 . Grade 4

aPatient went to hospice
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SUPPLEMENTARY DATA

Table S2. Selected® grade =3 TEAEs

2.8 mg/kg Q3W 2.4 mg/kg Q3W Total TEAES, n (%) 2.8 mg/kg Q3W 2.4 mg/kg Q3W Total
n=29 n=31 N=60 ' 0 n=29 n=31 N=60

Table S1. Baseline and demographic characteristics Table S3. All grade =3 TRAEs

2.8 mg/k 3W 2.4 mg/k 3W Total
TRAEs, n (%) gézg . '%32 )

Characteristics, n (%)

Age

_ Any grade >3 TEAE 22 (75.9) 21 (67.7) 43 (71.7) Any grade =3 TRAE 22 (75.9) 21 (67.7) 43 (71.7)
Median (range), years 60.0 (41.0-80.0) 61.0 (29.0-77.0) 60.0 (29.0-80.0) _ _ : :

X - Blood and lymphatic system disorders 17 (58.6) 15 (48.4) 32 (53.3) Blood and lymphatic system disorders 17 (58.6) 15 (48.4) 32 (53.3)
9: categories s (e 2o (ea v (s Anemia 13 (44.8) 11 (35.5) 24 (40.0) Anemia 13 (44.8) 11 (35.5) 24 (40.0)
<65 years (62.1) (64.5) (63.3) Neutropenia 6 (20.7) 5 (16.1) 11 (18.3) Neutropenia 6 (20.7) 5 (16.1) 11 (18.3)
>65 years 11 (37.9) 11 (35.5) 22 (36.7) : . : .

Febrile neutropenia 3(10.3) 3(9.7) 6 (10.0) Febrile neutropenia 3(10.3) 3(9.7) 6 (10.0)

Sex Thrombocytopenia 1(3.4) 4 (12.9) 5 (8.3) Thrombocytopenia 1(3.4) 4 (12.9) 5 (8.3)
ra'e | i (2;';) 16 (22'2) ;; (j;';) Investigations 11 (37.9) 14 (45.2) 25 (41.7) Pancytopenia 0 (0.0) 1(3.2) 1 (1.7)

emaie (48.3) > (48.4) (48.3) Neutrophil count decreased 9 (31.0) 7 (22.6) 16 (26.7) Investigations 10 (34.5) 8 (25.8) 18 (30.0)

Race WBC count decreased 6 (20.7) 6 (19.4) 12 (20.0) Neutrophil count decreased 9 (31.0) 7 (22.6) 16 (26.7)
Asian 9 (31.0) 13 (41.9) 22 (36.7) Platelet count decreased 5(17.2) 3(9.7) 8 (13.3) WBC count decreased 6 (20.7) 6 (19.4) 12 (20.0)
White 17 (58.6) 17 (54.8) 34 (56.7) ALT increased 0 (0.0) 4 (12.9) 4 (6.7) Platelet count decreased 5(17.2) 3 (9.7) 8 (13.3)
Other 3 (10.3) 1(3.2) 4 (6.7) AST increased 1(3.4) 3(9.7) 4 (6.7) Lymphocyte count decreased 1(3.4) 1(3.2) 2 (3.3)

ECOG performance status GGT increased 0 (0.0) 4 (12.9) 4 (6.7) Hepatobiliary disorders 0 (0.0) 1(3.2) 1(1.7)
0 21 (72.4) 23 (74.2) 44 (73.3) Lymphocyte count decreased 1(3.4) 2 (6.5) 3 (5.0) Hepatic function abnormal 0 (0.0) 1(3.2) 1(1.7)
1 8 (27.6) 8 (25.8) 16 (26.7) Blood bilirubin increased 0 (0.0) 2 (6.5) 2 (3.3)

Site of primary tumor General disorders and administration site ) _ . . .

Colon, left 10 (34.5) 5(16.1) 15 (25.0) conditions 1(3.4) 2 (6.5) 3 (5.0) Figure S3. Hematologic TEAEs (blood and lymphatic system disorders)
Colon, right 9 (31.0 14 (45.2 23 (38.3 Asthenia 1(3.4) 1(3.2) 2 (3.3)
g (31.9) (45.2) (38.3) Arm A1 2.8 mg/kg Q3W Arm A2 2.4 mg/kg Q3W
Rectum 6 (20.7) 9 (29.0) 15 (25.0)
_ _ — _ _ Nervous system disorders 1 (3.4) 1 (3.2) 2 (3.3) _ Anemia _

Time since initial cancer diagnosis
Median (min-max), years 2.0 (0.8-7.6) 2.3 (0.2-8.6) 2.1 (0.2-8.6) Hepatobiliary disorders 2 (6.9) 5 (16.1) 7 (11.7) - - Neutropenia - -

Time since metastatic disease diagnosis Hepatic failure 1(3.4) 1(3.2) 2 (3.3) - . Thrombocytopenia - -

Median (min—-max), years 1.6 (0.3-5.1) 1.6 (0.2-8.6) 1.6 (0.2-8.6)
GI disorders 3 (10.3) 2 (6.5) 5 (8.3) - . Leukopenia l -
Previous exposure to irinotecan 29 (100.0) 31 (100.0) 60 (100.0)
Infections and infestations 5(17.2) 0 (0.0) 5 (8.3) Hematopoietic cytopenias (SMQ) I
) ) ) Pneumonia 2 (6.9 0 (0.0 2 (3.3 .
Figure S1. Treatment duration and response over time (6:9) (9:0) (3:3) I Lymphopenia I
2Preferred term >2 patients
o 100% 80% 60% 40% 20% 0% 0% 20% 40% 60% 80% 100%
- = = - S O
_— — — A — _ . Grade 1 . Grade 2 Grade 3 . Grade 4
— — —= — - Figure S2. Most common (=10%) TEAEs by grade
ab A = B 3‘ 2Anemia: includes anaemia, haemoglobin decreased, RBC count decreased, and haematocrit decreased; neutropenia: includes neutropenia and
= : - . _ < . , o .
= neutrophil count decreased; thrombocytopenia: includes thrombocytopenia and platelet count decreased; leukopenia: includes leukopenia and WBC
m & Arm Al 2.8 mg/kg Q3W Arm A2 2.4 mg/kg Q3W count decreased; lymphopenia: includes lymphopenia and lymphocyte count decreased; haematopoietic cytopenias excludes the Preferred Terms
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Abbreviations: 3L+, third or later line of therapy; 5-FU, 5-fluorouracil; ADA, anti-drug antibody; ADC, antibody-drug conjugate; AE, adverse event; ALT, alanine aminotransferase; AST, aspartate aminotransferase; AUC, area under curve; CEACAMS5, carcinoembryogenic antigen-related cell adhesion molecule 5; CI, confidence interval; CR, complete response; CRC, colorectal cancer; DCR, disease control rate; DL, dose level; ECG, electrocardiogram; ECOG PS, Eastern
Cooperative Oncology Group performance status; FiH, first-in-human; GGT, gamma-glutamyl transferase; GI, gastrointestinal; ICI, immune checkpoint inhibitor; ILD, interstitial lung disease; IV, intravenous; MoA, mechanism of action; la/m, locally advanced or metastatic; mCRC, metastatic colorectal cancer; MSI-H, microsatellite instability-high; NE, not estimable; NR, not reached; ORR, objective response rate; OS, overall survival; PD, progressive disease; PFS,
progression-free survival; PK, pharmacokinetics; PR, partial response; PT, Preferred Term; Q3W, once every three weeks, RDE, recommended dose for expansion; RECIST v1.1, Response Evaluation Criteria in Solid Tumors version 1.1; SD, stable disease; SMQ, Standardized MedDRA Query; SoC, standard of care; TEAE, treatment-emergent adverse event; TOP1i, topoisomerase 1 inhibitor; TRAE, treatment-related adverse event; WBC, white blood cell.
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