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Case study

What would you do

» 65y Chinese male with Hep B next?

» Stage 2 HCC in June 2013 s/p Resection 1) Y90

» Sep 2013: Recurrence in liver - s/p TACE then Y90-RE radloemboll.zatlon

, , , 2) Start atezolizumab

» s/p liver transplant in China Jan 2014 + bevacizumab

June 2014: Multiple HCC in both lobes of liver : largest lesion 1.6cm sorafenib .

> 6 lesions 4) Start cytotoxic
chemotherapy

s/p TACE x 2- progression of cancer in liver
CP A5, Creatinine normal
ECOG O

Recent OGD: no oesophageal varices
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HCC Recurrence after Liver Transplant

» Recurrences are systemic ( “mets from liver”) even when confined to liver

» Patients are in an immuno-compromised state ( immunosuppressive therapy)

» Liver graft needs to be maintained (enough immunosuppression to avoid graft
rejection)

» Survival of post-LT HCC recurrence is dismal and significantly worse than
relapse after resection (median OS around 12 mo vs nearly 2 years in
transplanted and resected patients, respectively), and immunosuppression is a
potential driver of such a difference
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Immune checkpoint blockade has been a game changer for
the treatment of HCC

HIMALAYA: Primary Endpoint — OS for STRIDE (T300+D) vs Sorafenib?®
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1st Line Combination therapies for advanced HCC- outcomes

" o

HIMALAYA:

T300 + durvalumab vs
sorafenib ( vs
durvalumab)

Median OS 16.4m vs 13.8m
HR 0.85, p 0.035
Median PFS 3.78m vs 4.07m

HR 0.9
20% vs 5.1%

ORR (RECIST)
DCR 60% vs 60%

Median Duration of 22.3m vs 18.4m
Rx

*Atezolizumab +
bevacizumab vs
sorafenib

19.2m vs 13.2m
HR 0.66 p0.0009

6.9m (vs 4.3m)
HR 0.65 p0.0001

30% vs 11%

74 vs 55%

18.1m vs 14.9m

» ORR up to 30%; mOS 20months

Sintilimab + biosimilar

bevacizumab vs
sorafenib

NR vs 10.4m
HR 0.56

4.5m vs 2.8m
HRO.56

20.3% vs 4.1 %

NR vs 9.8m

1. Llovet J, et al. N Engl J Med 2008;359:378-390.
2. Cheng A, et al. Lancet Oncol 2009;10:25-34.

Camrelizumab +
rivoceranib vs
sorafenib

22.1vs 15.2m
HRO.62 , p<0.001

5.6m vs 3.7m
HR 0.57 p<0.0001

25.4% vs 5.9%

78 vs 54%

14.8m vs 9.2m

3. Kudo M,

4. Finn R, et al.
5. Cheng A,
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‘ Immune Checkpoint Inhibitors- many in development in HCC

Co-stimulatory Immune Checkpoints

inhibitory Immune Checkpoints
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Co-stimulatory receptors

Popovic A ot 3l J Cin Invest. 2018,128(8):3209-3218 Promotes activation and peoliferation of effector Phase |l trials TRXS18, BMS-986156
AHIR w g GITRL Tcells and areductionin T cells oNgoIng
Promotes survival, but not priming, of both effector  Phase Il trials GSK3174998, MEDIG469,
e OX40 m O Ox40t and memory T cells ongoing PF-04518600
R . Promotes T cell proliferation and mitochondrial Phase | trials Utomilumab, urelumab
0«08 =S O 4108 function and biogenesis ongoing
Promotes TCR co-stimulation and T__ cell stimulation  Phase | trials Vopratelimab, KY1044,
ICOS g ICOSL ongoing GSK3359609

e Other co-inhibitory immune checkpoints like LAG3, VISTA, TIGIT, TIM3 can potentially enhance T
effects of anti-PD1/CTLA4/PDL-1

« Activation of co-stimulatory receptors : tumor necrosis factor receptor super family ( GITR,
1BBL) and immunoglobulin superfamily ( CD28, ICOS) most common- cell expansion and

e Intercellular pathways also play a role —amino acids like IDO etc
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How PD-1, PD-L1 and CTLA4 inhibitors activate the T cell response

|f Trafficking of
\@ T cells to tumors

Priming and activation

. Lty presev g (wd
Anti-CTLA4
— Anti-CD137 (agonist)
Anti-OX40 (agonist)
’ - Anti-CD27 (agonist)
. e VC- :t:z Infitration of T cells
f @ into tumors

_Aati-PD-1, PD-LY, CTLAL anmibodies
" pormit T ool activation

Cancer antigen

presentation
Vaccines @ 4

IFN-« Recognition of
GM-CSF cancer celis by T celis
Anti-CD40 (agonist)

TLR agonists

Release of @

cancer cell antigens 100 inhibitors

C
Radiation

therapy
Targeted therapy

| Mellman, DS Chen 2013

Kawashima J 2022




‘;’f CURIE ONCOLOGY

Donor organ rejection caused by ICIs

After transplant, donor cells release donor antigens and provoke
alloantigen-directed IR

Immunosuppressants like calcineurin inhibitors (CNIs), mycophenolate
mofetil (MMF), mammalian target of rapamycin (mTOR) inhibitors, and
steroids are the mainstay for suppressing T cell activation and regulating
immunological tolerance.

1) In post transplant cancer patients, dose of immunosuppressants often
reduced to avoid overimmunosuppression and to recover adequate
tumor immunity.

2) ICIs have the potential to disrupt this equilibrium of immunological
tolerance and lead to acute rejection

Post-rejection biopsies: largely T cell mediated ( Acute cellular
rejections), about 21 % antibody mediated rejections

Donor derived cell free DNA can be used to monitor for rejection

Kawashima J 2022; Nguyen L 2020
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ICI use in solid tumor transplant recipients ( SOTR

» Mainly retrospective reports ( since excluded from trials) and in skin cancers

Vigibase FAERS ( FDA ADR)
Nguyen LS et al 2021 Cui X et al 2022

Number of Transplant patients 96 ( 65 kidney; 23 liver; 5 heart; 168

2 cornea)

Cancer types 43.8% melanoma; 14.6% HCC 43.5% melanoma; 13.7% HCC

ICI given 89.6% monotherapy (93% 89.1% monotherapy (96%
antiPD1/PDL-1) ; antiPD1/PDL-1); 10.1%
10.4% combination combination

Time from ICl initiation to graft 21 days ( irregardless of 23 days ( irregardless of

rejection transplant organ, ICI type) transplant organ)

Overall mortality following graft 36.5% 32.1%

rejection

Mortality highest in LT 73.9% LT vs 24.7% for other 71.4% LT vs 28.9% kidney

organs ,p<0.0001 transplant , p<0.001
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Cumulative
Percentage of Death Events —<&—Cemiplimab —¥—Nivolumab  ~—#—Pembrolizumab

100%

Liver
Pormbirnlizumab R AN s
Nevolumab 16720 80%
Total -
60%
Pembrolizumab Kidney
+ipilimumab S = = = = = = = e eternal fie that hokdy 8 picturs, ustration,
L 0
Ipilimumab s : Object name s CAMA-12-5181-9002 1pg 0%
Cemiplimab 28 |
1
Pembrolizumab 1 20%
1
Nivolumed : An axternal fle that hoids 3 icture, ustration, ¢ (lay )
Total | . 0% T T . :):;ctnmhcam-tz-swa-gooam —
0 20 40 60 80 100 120 140 160
o% 10% 20% 0% 407% 50% 60% 70% 80% FIGURE 3
Fatality propotion of liver or kidney transplast rejection following different ICI regimens. Time (days) to event onset of transplant rejection following different anti-PD-1 regimens.

Cui X et al Cancer Med




“? CURIE ONCOLOGY  Immune checkpoint inhibitors in malignancies after liver
transplantation: A systematic review and pooled analysis

* 31 publications : total of 52 patients treated
with ICls after LT ( 71% for HCC), median
age 62years (IQR, 53—-66 years); male

gender 76.9% ’ : ..
* Acute graft rejection 28.8%; death from .
graft loss 13.4% Type of cancer (Other malignacy = ref) f ®
* Rejection associated with shorter overall
survival (OS) (3.5 mths, vs. 17.2mths, p < LT to ICl treatment (years) '
0_001) Alive « » Death
 Disease control rate was 44.2% (n =23), Vertables Usivaitate Shahvets
and in these patients, HR 95% C1 >
* OS was longer in ICI responders Age (years) 0.986 0.958- 1.0151 0.342
(26.4 mths, vs. 3.4 mths, p<0.001) Gender (female = ref) 1.319 0.546 - 3.189 0.539
* 9 patients underwent graft biopsy : All 4 with LT to ICI treatment (years) 0.914 0.838 - 0.996 0.041
PDL-1 positive experienced graft rejection, 5 Time from cancer diagnosis to ICI (months) 1.012 0.970 - 1.055 0.591
with negative PD-L1 had no bouts of rejection ~ Type of cancer (Other malignancy = ref) 1.973 0.973 - 4.001
(p =0.008).

Suggestive that patients treated with ICI at
least 4y after LT were better responders

Liver International, Volume: 43, Issue: 1, Pages: 8-17, First published: 14 September 2022, DOI: (10.1111/liv.15419)Kayali S et al

Duration between LT and initiation of ICI did not
correlate clearly with graft rejection
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ICI use prior to transplantation

» Literature review of 24 publications :

» n=45 patients 67% male, Mean age 57y; HCV 29%; HBV 22% « What is optimal timing of

» 46.7% within Milan criteria. ICI? .
* What is optimal

immunosuppression after
» Rate of rejection: 24% ( 11 out of 45) acute graft rejection LT?

* What is risk of recurrence
after LT?

» All received anti-PD1 therapy except for 3 who received anti PDL-1 therapy

» Higher risk of rejection with shorter interval from ICI to LT

» Treatment with nivolumab within 27 days (1 half-life) of liver transplant : acute
rejection in three out of four (75%) of cases.

» Within 81 days: 32% acute rejections; Beyond 81 days: 14% acute rejections

>

Timing of graft rejection : majority 6-14 days after transplantation
PDL-1 positive in donor organ associated with rejection ( ?biomarker)

Treatment of rejection variable

SM Woo et al 2022 Curr Oncol; Yin Hepatoma Res 2021
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Factors for/against ICl-associated rejection

Quadrant 1 Quadrant 2

Protective factors

* Use of higher number of immunosuppressants (uuraksmi ki 2021, dizamy-Gargas, AJT 2020)
* 7?Peri-infusion steroid mini-pulSes (amet NEM 2017, Danesn, Cii 2020)

* MTOR iNhibitors murakamixi 2021, Bamett NEJM 2017, Estahani, Nat Comm 2019)

* Long-term transplant recipients (g uzamy-Gargas, asr 2020)

Desirable Acceptable
oufcome outcome

Response to ICI

Quadrant 3 Quadrant 4

Undesirable Worst
outcome oufcome

Risk factors
* Previous history of rejection sizamy-Gargas, Asr 2020)

$
:
o
5
—_

Ferrandiz-Pulido C et al Trans

Courtesy of Dr Joycelyn Lee;

Kawashima 2022 KT @

POz
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Neoadjuvant PD-1 blockade with Pembrolizumab combined with Lenvatinib
Ho therapy in patients with hepatocellular carcinoma beyond Milan criteria before
““EASL liver transplantation (PLENTY): a single-site pilot randomized controlled trial
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Trials exploring IC| use prior to LT

Recruitry  Durvalumab (MEDIST3E) and Tremelimumab for Hepatooeliular Carcinoma  « Mepatocelular + Drug: Durvaiumad s Washington University Schodl of
in Patients Listed for a Liver Transplant Carcinoma + Drug: Tremebmumab Medicine
o Cirhosis « Proceduss: Liver Transplent Sain Lows, Missoun, Unted Sttes
. Portad * University of Cincinnati
Hypertension Cinciratl, Otio, Unted States
Recruitr Downstaging Protocol Contalning immunotherapy for HOC Beyond the * Liver o Procedure: Downstaging o Sun Yat-sen Memoriad Hospital, Sun
Mian Criteria Before Liver Transplantation Transplantation  Procedures contaning Yat-sen Universty
+ Hepatocelular Immunotheragy Guangzhoy, Guangdong, Ching
Carcirmoma « Procedure: Liver
transplantation
Recruiting  Effect of PD-1 /PD-L1 Inhibitor Therapy Before Liver Transplantation on « Hepatocellular « Beijing Tsinghua Changgung Hospital
Acute Rejection After Liver Transplantation in Patients With Hepatocellular Carcinoma Beijing, Beijing, China
Carcinoma « Acute Rejection
Recruiting  Durvalumab and Lenvatinib in Participants With Locally Advanced and Metastatic « Liver « Drug: Durvalumab « Ren Ji Hospital, School of
Hepatocellular Carcinoma ( Dulect2020-1 ) Carcinoma Injection Medicine, Shanghai Jiao Tong
o Liver « Drug: Lenvatinib 4 MG University

Transplant; Shanghai, China

Complications
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Management of SOTR patient before, during ICl and if acute graft
rejection

e B =

Ferrandiz-Pulido C et al Transplantation 2023
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1st Line treatment of advanced HCC- outcomes of TKls vs 10

Sorafenib vs placebo Lenvantinib vs sorafenib *Atezolizumab + Nivolumab (CM459) vs
bevacizumab vs sorafenib sorafenib

Median OS 10.7 vs 7.9m (SHARP) 13.6m vs 12.3m 19.2m vs 13.2m 16.4 vs 14.7m
6.5 vs 4.2m (AP) HR 0.66 HR 0.85
Median PFS TTP 5.5m 7.3m (vs 3.7m) 6.9m (vs 4.3m) 3.7m (vs 3.8m)
HR 0.65
ORR 2-3% (RECIST ) 18.8 vs 6.5% ( RECIST) 30% vs 11% (RECIST) 15% vs 7% (RECIST)
DCR 43 vs 32% 75.5 vs 60.5% 74 vs 55% 55% vs 58%
Duration of Rx 5.3m vs 4.3m 5.7 vs 3.7m 18.1m vs 14.9m 23.3m vs 23.4m
(median FU 8.6m)
Common toxicities HFS. Diarrhea, Hypt, fatigue, Hypt, HypoT4, weight loss Hypt, Proteinuria, Fever, ALT  Fatigue, pruritus, rash, AST
alopecia rise increase, diarrhea

Discontinuation due to 38% ; 26% dose reduced 9% ; 53% had dose reduction 7% : 16% withdrew 1 drug 9% vs 11%
toxicities

3. Kudo M,
4. FinnR, et a

1. Llovet J, et al. N Engl J Med 2008;359:378-390. 5. Cheng 4,

2. Cheng A, et al. Lancet Oncol 2009;10:25-34.
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- TWo Phase 1T trials established sorafenib as a standard of
care

Asla-Pacific

\ +2.3m

SHARP

Asia-Pac

- Response rates

Sorafenib Placebo

Llovet NEJM July 2008

Cheng et al. Lancet Oncol 09

= T K

Time To Treatment

Progression

Sorafenib Placebo

Overall Survival

Sorafenib Placebo
10.7m 7.9m
6.5m 4.2m

Wl 4

e 9

(0.55-0.87)

(0.5-0.93)
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Sorafenib for HCC recurrence after LT

» Review of 17 retrospective studies (2 from Asia-Pacific), n=200
» Median OS 10.5m ( range 5-21.3m)

» Most common cause of death- disease progression followed by Gl
bleeding ( only those on mTORinhibition)

» Common AEs: fatigue, Gl, skin, cardiovascular

» Meta-analysis and regression analysis on 8 studies with survival data:
» Pooled estimate of 1-year survival was 63%
» Significant heterogeneity among studies (P < 0.0001)

» Among 34 variables assessed by univariate meta-regression, 5 were
associated with an increase in the 1-year survival rate: (1) male
gender (P =0.001); (2) Time to progression (P = 0.038); and adverse
drug events, divided in (3) gastrointestinal (P = 0.038), (4)
cardiovascular (P = 0.029), and (5) dermatological (P = 0.014).

Mancuso A et al, Dig Liv D 2015

Survival rate

NO. at risk
Sorafend

study

Fig. 2. Forest plot of 1-year survival rates of patients treated with sorafenib
for hepatocellular carcinoma recurrence after liver transplant in 8 studies using
random-effects model. Studies are arranged by publication year.
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Safety and efficacy of sorafenib with mTOR inhibition in HCC
recurrence after LT

» Open label, multicentre retrospective, uncontrolled cohort study

» n=31 Post LT HCC recurrence patients, switched to mTOR inhibitor and started
on sorafenib

» Median OS 19.3m
» TTP 6.77m
» Grade > 3 hypoglycemia =2; Gr> 3 mucositis=1 e

i 3
» Diarrhea most common 12.9% 3"

S

Complete response 0(0.0) 5]
Partial response 1(3.8) =
Stable disease 13 (50.0) 1 : : '
Progressive disease 10(38.5) Ovefall SUvaai (months) '
Not assessable - 2.7

Overall clinical benefit rate 14 (53.8) C Gomes Marti
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REFLECT: 1L Lenvatinib was not inferior to sorafenib in OS

Secondary Endpoint: Kaplan-Meier Estimate of PFS by mRECIST

100 4 Median overall survival duration
g (months; 95% ) 0 = Medias (monthn) (955 CI)
-4 I . TABS- 83
. — Lenvatinib 136 (12-1-14.9) 0.9+ 1 — st 17 oAM
80- — Sonfenib  123(104-139) o PO gvan
0.7+ | |
70- HR0-92 (95% C10.79-1.06) ol \O
= a | B
- “ L
% 60 - 2 04 ™~ \IL
g & 5sd \L \k\_
3 507 024 2 S
= 01 - ""%
g 40+ ey
_ . f ey T -
304 Mamber of patients at tisk Time (months)
eavetivd 8 M5 1) 72 104 4 M4 m wM ' B 2 0 0 0
20+ sorafen® 4% 12 1@ W % 4 1N 0 M4 ¥ 4 2 2 0 0
104
0 1 1 1 L] L 1 l L 1 l J 1 ] J y
0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 Medlan OS VS 12°3m
Number at risk Vime (monthe)
Lemwatinib 478 436 374 297 253 207 178 140 102 67 40 21 8 2 0 ] . .
Sorafenib 476 440 348 282 230 192 156 16 83 57 33 16 8 4 0 Better PFS (lenvatinib vs sorafenib):

7.4 mo vs 3.7 mo; HR 0.66

Better ORR (lenvatinib vs sorafenib):
24.1% vs 9.2%; P < 0.0001

Cl, confidence interval; HR, hazard ratio; mo, months; ORR, overall response rate; OS, overall survival; PFS, progression-free survival.
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Lenvatinib for HCC recurrence after LT .k
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Overall survival in ITT

\\ FOLFOX4 Doxorubicin P-
\ (N=184) (N=187) value®

EACH study design

Median OS -
‘ Y\ (months) - "0 ( 437 3 0.0695
\ (95% CI) 42

Analysis at 266 events * Stratified log-1

Months

* Phase lll, randomized, open-label study in

mainland China, Taiwan, Korea and Thailand
ArmA (FOLFOX4
N=184 _oxA 85mg/m? i.v. h0-h2 Day 1
Randomization -LV 200mg/m? i.v. h0 - h2 Day 1
(N =371) -5FU 400mg/m* i.v. bolus Day 1,
then 600 mg/m? over 22 hours in

Stratification Day 1 & 2, every 2 weeks
Country or area _ FOLFOX4 Doxorubicin _

Disease status

-BCLC stage it B et oo 6.40 4.37 P=0.0695
N=187  Day 1, every 3 weeks PFS 2.93 1.77 P =0.002

ORR 8% 3% P=0.023
DCR 52% 32% P<0.001
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« Treatment to be continued until progression,
toxicity, death or eligibility for resection




Data with 2L systemic therapy using targeted therapies in advanced HCC
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2/3L, second-/third-line; AE, adverse event; AFP, a-fetoprotein; BCLC, Barcelona Clinic Liver Cancer; Cl, confidence interval; DOR, duration of
response; HBV+, hepatitis B virus-positive; HCC hepatocellular carcinoma; HR, hazard ratio; NA, not applicable; ORR, overall response rate;
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Regorafenib

RESORCE!

Placebo

Cabozantinib

CELESTIAL2

Placebo

APATINIB3

Apatinib Placebo

REACH-24

Ramucirumab Placebo

Phase Phase Il Phase Il Phase llI Phase llI

Patient Child-Pugh A HCC that progressed | Child-Pugh A advanced HCC that | BCLC stage B/C that progressed A stag:nzgsatf:itibgrogres
population on sorafenib progressed on sorafenib on sorafenib AFP = 400 ng /rinL

05 10.6 7.8 10.2 8.0 8.7 6.8 8.5 7.3
mo’nths HD — N 4AQ HD — N 74

Must tolerate

and progress

In

cluded 3L

Mainly HBV+

AFP must be
2 400 ng/mL

: atients Chinese patients
ORR, % 11 4 4 0.4
Grade 3/4 . ’
AEs, % 50 17 68 37
Median DOR, 3.6 1.9 3.8 2.0
months

0S, overall survival; PFS, progression-free survival.
a Treatment-related.
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' Regorafenib in 2L in post LT HCC patients

-

Massimo | et al  Observational Grp 1:36 on 13.1vs 5.5m, Rego was independent predictor
2021 multicentre regorafenib p<0.01 of outcome
retrospective Grp 2: 45 on BSC 61% dose reductions
mOS from
sorafenib start
28.8m vs 15.3m

Ivarone M et al Retrospective, N=28 post LT 12.9m Main toxicities involved
2019 multicentre who had skin(25%) and fatigue (Gr18%)
progressed on mOS from

sorafenib sorafenib start:
54% on mTOR 38.4m

NCT04204850 Cabozantinib in HCC recurrence post LT:
phase 2 single arm —trial- PMH Toronto
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Case study

» 65y Chinese male with Hep B
» Stage 2 HCC in June 2013 s/p Resection

» Sep 2013: Recurrence in liver - s/p TACE then

Y90-RE
» s/p liver transplant in China Jan 2014

June 2014: Multiple HCC in both lobes of liver
s/p TACE x 2- progressed

"

From recurrence, survival was >9 years

s/p Lenvatinib -from 2015 till 2021- good PR and SD =s/p
SBRT in Aug 2021

Surveillance

Early 2022 : PD: s/p regorafenib for 1 month- PD
Cabozantinib for 7 weeks - initial SD then PD

Restarted on Lenvatinib- till Aug 2022- stopped coz of
proteinuria

s/p Xeloda + oxaliplatin from Sep 2022 till March 2023 -
PD and worsening of liver function- eventually passed
away from liver failure May 2023



Proposed algorithm for
treatment of HCC

‘;ﬁ CURIE ONCOLOGY
' recurrence after LT

[ Pl B arvsphd 100 recatixcs

Alcsplizumad +» Bevacizumad

Bty Wm0
Radur g ovesall lemsarosggomaion
e TUR it oo
Redh e ad ool v inhibitos

Rogorafenib Cabozantinid

RESORCE CELESTIAL
MR 063 (vsplaceto) MR 0.76 (15 placeto)
o P Chid A. ECOG 0-1
Do Chrlldr . | Child A ECOG 0-1 st SOR, 1-2 pricr
. 4 b Wierart SOR
o U1 M Diee Systomc theraceet
Toler ot Towerart, I-tolecart
3d lne?
Rt menss 4 1{ Cvsnerinatodd rec ey ¢
gl s ', i | Extalwpets | Non-IC|
‘ .
| Systemlc tx
:I: ‘_-.” ot ton
o Ablation,
SRT
=
bagpinwl Tea gy
. — Au KP 2018; Pnero F 2020

Sorvival HR Q.69 (v plateto)

Cnid A. ECOG 02
More Denwfit: HOV4, O edrg-
hepetic dussse,

Ramwycirvemab

REACH 1]

MR 071 {vs placeto)

Child A, £00G 0-4
AFP 2 400 rgiml

Nivolumilh

CheckMate UMD

022 10% (mREQIST)

Sorviasl MR 092 (v sorplend)

Child A, ECOG 02
Absgnde of man portal ek
Pusson,

PomEcobramab
KEYNOTE- 200
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Summary

» Use of ICl in post-LT HCC recurrence is associated with increased risk of graft
rejection (up to 32% ) with high mortality rates ( best immunosuppressive
agents ?)

» IClIs can still be efficacious in post LT HCC

» Use of ICl in post-LT patients needs to be individualized, discussed with a
multidisciplinary team and risk-benefit ratio needs to be weighed

» For now, tyrosine kinase inhibitors are recommended for patients with HCC
recurrence post LT and have shown comparable efficacy in these patients

» Role of ICI in post LT patients needs to be further evaluated prospectively and
strategies of immune monitoring needs to be investigated
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Thank you

https://www.facebook.com/curieoncology.com.sg/
https://curieoncology.com.sg
https://vickycares.sg

https://pillsandpokes.sg

https://curiegenetics.sg
https://cedar-rheumatology.com.sg

Locations:

Mount Elizabeth Novena Hospital , Singapore
Farrer Park Hospital

Mount Elizabeth Orchard Hospital

;'? \? im o = o g CEDAR
3 8 PILLS AND POKES VICKYCAresS RHEUMATOLOGY

CURIE ONCOLOGY  CURIE HAEMATOLOGY ~— CURIE GENETICS [

LIFE IS BEAUTIFUL
FROMLIFE®®1 ¢ o eTOLIFE
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