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The phase 2 LIBERTY o Allergic bronchopulmonary aspergillosis (ABPA) is a rare o Patients aged 212 years® with uncontrolled asthma’ (=1 severe respiratory exacerbation
progressive lung disease that affects 2.5% of patients with requiring treatment with SCS, or hospitalization, or treatment in emergency department/
ABPA AIRED SfUdY asthma globally’ urgent care within the past 12 months; or receiving long-term low-dose OCS) meeting
(NCT04442269) evaluated « ABPA is characterized primarily by hypersensitivity to, and clinical criteria for ABPA® received dupilumab 300 mg or placebo q2w for 24-52 weeks
the efficacy and safetv of airway colonization with, Aspergillus fumigatus in patients with e The primary endpoint was change from baseline in pre-bronchodilator FEV. at Week 24,
) Y. ! Y ! asthma and a robust type 2 inflammatory response, as well as assessed through formal hypothesis testing
dupl|umdb N qulen'l's with increased IgE levels, and elevated blood eosinophil counts*™  Select secondary and exploratory endpoints included annualized rate of severe
asthma and ABPA e Patients with asthma and ABPA often receive SCS and respiratory exacerbations, change from baseline in SGRQ score, and proportion
experience more severe clinical outcomes than those without of patients with 250% reduction in SCS dose, assessed through within-group,
ABPA, highlighting the need for treatments that address the descriptive statistics
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Figure 1. Dupilumab vs placebo improved pre-bronchodilator FEV, over the 24- to 52-week
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Figure 2. Treatment with dupilumab vs placebo reduced the annualized rate of severe

SGRQ total score, respiratory exacerbations during the 24- to 52-week treatment period
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Figure 3. Dupilumab vs placebo was associated with a higher proportion of patients with Figure 4. Dupilumab vs placebo improved the SGRQ total score during the 24- to 52-week
SCS dose reduction by 250% from baseline treatment period
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Lower scores indicate better quality of life, and a change of 4 points is the minimal clinically important difference.
FeNO, fractional exhaled nitric oxide; FEV,, forced expiratory volume in 1 second; IgE, immunoglobulin E; LS, least squares; OCS, oral corticosteroid(s); ppb, parts per billion; ppFEV, percent predicted FEV ; Q, quartile; 92w, every 2 weeks;
RR, rate ratio; SCS, systemic corticosteroid(s); SD, standard deviation; SE, standard error; SGRQ), St. George’s Respiratory Questionnaire.
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