Poster #P-91

IMbrave050: Phase 3 study of adjuvant atezolizumab + bevacizumab versus active surveillance in patients
with hepatocellular carcinoma at high risk of disease recurrence following resection or ablation
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Currently, no standard of care exists in the adjuvant setting for hepatocellular carcinoma (HCC) following
resection or ablation with curative intent

At clinical cutoff, 110 of 334 (33%) in the atezo + bev arm and 133 of 334 (40%) in the active surveillance arm
experienced disease recurrence or death

OS is highly immature, with a 7% event-patient ratio (n=47). There were:

7 more deaths in the atezo + bev arm (27 vs 20)

A 28% reduction in risk of recurrence was observed with atezo + bev Similar number of deaths due to HCC recurrence

3 COVID-19-related deaths within 1 year of randomization, all in the atezo + bev arm
The risk of postoperative recurrence is high, with a reported 63% recurrence rate at 5 years. This rate is even
higher in patients with high-risk features (e.g., large tumor size, multiple tumors, poor tumor differentiation,
or vascular invasion)!2

Figure 4. Primary endpoint: IRF-assessed RFS was significantly improved with atezo + bev vs

active surveillance : : : :
Figure 8. Overall survival was highly immature

- Recurrence occurs in a bimodal pattern, with most events appearing within 2 years of resection or ablation
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= Multiple tumors (<4 tumors), all <5 cm : : :
P ( ) ischemic stroke; 1 was related to atezo and bev and the other was related to bev only. ¢ Esophageal varices hemorrhage.

aMicrovascular invasion or minor macrovascular portal vein invasion of the portal vein—Vp1/Vp2.
b Ablation must be radiofrequency ablation or microwave ablation.

B Time on atezo + bev Table 5. AE of any grade with an incidence rate of 210% in either treatment group by preferred term

Figure 3. Study endpoints and testing hierarchy
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AdA'r+ s _ %) 32 800)9) 31 813)6) In patients who underwent resection 7. Roche, data on file.
juvant ollowing resection, n (% : :
ary umors .m0 2619 175659 . yibesv I A\ CK NOWLEDGMENTS
Microvascular invasion present, 178 (60.8) 176 (60.3) >1 tumors 39 ¢ —_ 0.60 (0.28, 1.27)
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Longest diameter of the largest tumor at 2.5 (1.2-4.6) 2.6 (1.5-4.6) N " diff fiat 340 0.74 (052 1.07 This oral presentation was developed by the authors with medical writing assistance provided by Bena Lim, PhD,
diagnosis, median (range), cm AT T O poor tumor differentiation ——- o2 ({82 L) of Nucleus Global and funded by F. Hoffmann-La Roche Ltd
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a1 patient in the atezo + bev arm was excluded from the calculation due to data entry error.

Clinical cutoff: October 21, 2022; median follow-up duration: 17.4 mo.

ILCA Annual Conference 2023: 7-9 September 2023 - Amsterdam, The Netherlands.
This data was previously presented at the AACR Annual Meeting 2023.
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mVI, microvascular invasion.

& Patients who underwent ablation were categorized as “not applicable.”
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