EISAIINC. INVITES YOU TO ATTEND THE FOLLOWING
PRESENTATION TITLED LEQEM BI
(Iecanemab irmb) 100 mgim

INJECTION FOR INTRAVENOUS USE

LEQEMBI® (lecanemab-irmb) as an Option
for Early Intervention in Alzheimer’s Disease

This program will:

Provide expert insights on the label for LEQEMBI® for the treatment of MCI due to AD and mild AD dementia and highlight key
considerations for clinical practice including:

- Identifying appropriate patients for treatment with LEQEMBI

- Key efficacy and safety data from the Clarity AD study

- Best practices for ARIA screening and management

- Navigating the steps from diagnosis to treatment with LEQEMBI

Hemant Pandey, MD Date: Thursday, May 1,2025

M.D. Founding Member Time: 6:30 PM MST

Brain and Spine Center, MD First Research Location:

Chandler, AZ Fleming’s Prime Steakhouse
6333 N Scottsdale Rd

Scottsdale, AZ 85250

Meeting code: 261417

To register to attend this program in person, please visit
https://rsvp.esi-speakerprograms.com/Meeting/Details/261417
or scan the QR and enter program code 261417.

You may also contact your Eisai Sales Specialist Deborah Rose by emailing
deborah_rose@eisai.com if you are interested in attending.

Appropriate attendees for this educational event may include:

« For dinner-venue programs: physician (MD/DO), physician assistant, nurse practitioner,
registered nurse, pharmacist, resident, medical assistant, licensed practical nurse

SPEAKER PROGRAM GUIDELINES
A meal may be offered. Alcohol will not be provided.

Eisai complies with all relevant laws, regulations, and codes of conduct. In some jurisdictions, meals may be prohibited (e.g., VT, U.S. Dept. of Veterans
Affairs & Defense), capped (MN, NJ) or reportable (CT,DC, MA, NV, OR). If you are a licensed healthcare professional in MN, NJ or VT, employed by U.S.
Dept. of Veterans Affairs or Defense or other jurisdiction that may prohibit or cap meals, please identify yourself to an Eisai representative.

INDICATION

LEQEMBI®is indicated for the treatment of Alzheimer’s disease (AD). Treatment with LEQEMBI should be initiated in patients with mild cognitive impairment (MCI)
ormild dementia stage of disease, the population in which treatment was initiated in clinical trials.

SELECT SAFETY INFORMATION

WARNING: AMYLOID RELATED IMAGING ABNORMALITIES (ARIA)

» Monoclonal antibodies directed against aggregated forms of beta amyloid, including LEQEMBI, can cause ARIA, characterized as ARIA with edema
(ARIA-E) and ARIA with hemosiderin deposition (ARIA-H). Incidence and timing of ARIA vary among treatments. ARIA usually occurs early in treatment
and is usually asymptomatic, although serious and life-threatening events, including seizure and status epilepticus, rarely can occur. Serious
intracerebral hemorrhages (ICH) >1 cm, some of which have been fatal, have been observed with this class of medications. Because ARIA-E can cause
focal neurologic deficits that can mimic anischemic stroke, consider whether such symptoms could be due to ARIA-E before giving thrombolytic
therapy to a patient being treated with LEQEMBI.

o Apolipoprotein E €4 (ApoE £4) Homozygotes: Patients who are ApoE e4 homozygotes (~15% of patients with AD) treated with this class of
medications have a higher incidence of ARIA, including symptomatic, serious, and severe radiographic ARIA, compared to heterozygotes and
noncarriers. Testing for ApoE €4 status should be performed prior to initiation of treatment to inform the risk of developing ARIA. Prior to testing,
prescribers should discuss with patients the risk of ARIA across genotypes and the implications of genetic testing results. Prescribers should
inform patients that if genotype testing is not performed, they can still be treated with LEQEMBI; however, it cannot be determined if they are
ApoE 4 homozygotes and at higherrisk for ARIA.

« Consider the benefit of LEQEMBI for the treatment of AD and the potential risk of serious ARIA events when deciding to initiate treatment with LEQEMBI.

Please see additional Select Safety Information on next page and accompanying full Prescribing Information including Boxed WARNING.



https://www.leqembi.com/-/media/Files/Leqembi/Prescribing-Information.pdf
https://rsvp.esi-speakerprograms.com/Meeting/Details/261417

SELECT SAFETY INFORMATION (CONT’D)

CONTRAINDICATION

LEQEMBIis contraindicated in patients with serious hypersensitivity to
lecanemab-irmb or to any of the excipients of LEQEMBI. Reactions have
included angioedema and anaphylaxis.

WARNINGS AND PRECAUTIONS

AMYLOID RELATED IMAGING ABNORMALITIES

Medications in this class, including LEQEMBI, can cause ARIA-E, which

can be observed on MRl as brain edema or sulcal effusions, and ARIA-H,
which includes microhemorrhage and superficial siderosis. ARIA can occur
spontaneously in patients with AD, particularly in patients with MRI findings
suggestive of cerebral amyloid angiopathy (CAA), such as pretreatment
microhemorrhage or superficial siderosis. ARIA-H generally occurs with
ARIA-E. Reported ARIA symptoms may include headache, confusion, visual
changes, dizziness, nausea, and gait difficulty. Focal neurologic deficits may
also occur. Symptoms usually resolve over time.

Incidence of ARIA

Symptomatic ARIA occurred in 3% and serious ARIA symptoms in 0.7% with
LEQEMBI. Clinical ARIA symptoms resolved in 79% of patients during the
period of observation. ARIA, including asymptomatic radiographic events, was
observed: LEQEMBI, 21%; placebo, 9%. ARIA-E was observed: LEQEMBI, 13%;
placebo, 2%. ARIA-H was observed: LEQEMBI, 17%; placebo, 9%. No increase
inisolated ARIA-H was observed for LEQEMBI vs placebo.

Incidence of ICH

ICH>1cmin diameter was reported in 0.7% with LEQEMBI vs 0.1% with placebo.

Fatal events of ICH in patients taking LEQEMBI have been observed.
Risk Factors of ARIA and ICH
ApoE 4 Carrier Status

Of the patients taking LEQEMBI, 16% were ApoE €4 homozygotes, 53% were
heterozygotes, and 31% were noncarriers. With LEQEMBI, ARIA was higherin
ApoE e4 homozygotes (LEQEMBI: 45%; placebo: 22%) than in heterozygotes
(LEQEMBI: 19%,; placebo: 9%) and noncarriers (LEQEMBI: 13%; placebo:
4%). Symptomatic ARIA-E occurred in 9% of ApoE 4 homozygotes vs 2% of
heterozygotes and 1% of noncarriers. Serious ARIA events occurred in 3%

of ApoE e4 homozygotes and in ~1% of heterozygotes and noncarriers. The
recommendations on management of ARIA do not differ between ApoE 4
carriers and noncarriers.

Radiographic Findings of CAA
Neuroimaging findings that may indicate CAA include evidence of prior ICH,
cerebral microhemorrhage, and cortical superficial siderosis. CAA has an

increased risk for ICH. The presence of an ApoE €4 allele is also associated
with CAA.

The baseline presence of at least 2 microhemorrhages or the presence of at
least 1 area of superficial siderosis on MRI, which may be suggestive of CAA,
have beenidentified as risk factors for ARIA. Patients were excluded from
Clarity AD for the presence of >4 microhemorrhages and additional findings
suggestive of CAA (prior cerebral hemorrhage >1 cmin greatest diameter,
superficial siderosis, vasogenic edema) or other lesions (aneurysm, vascular
malformation) that could potentially increase the risk of ICH.

Concomitant Antithrombotic or Thrombolytic Medication

In Clarity AD, baseline use of antithrombotic medication (aspirin, other
antiplatelets, or anticoagulants) was allowed if the patient was on a stable
dose. Most exposures were to aspirin. Antithrombotic medications did not
increase therisk of ARIA with LEQEMBI. The incidence of ICH: 0.9% in patients
taking LEQEMBI with a concomitant antithrombotic medication vs 0.6% with
no antithrombotic and 2.5% in patients taking LEQEMBI with an anticoagulant
alone or with antiplatelet medication such as aspirin vs none in patients
receiving placebo.

Fatal cerebral hemorrhage has occurred in 1 patient taking an anti-amyloid
monoclonal antibody in the setting of focal neurologic symptoms of ARIA and
the use of a thrombolytic agent.

Additional caution should be exercised when considering the administration
of antithrombotics or athrombolytic agent (e.g., tissue plasminogen activator)
to a patient already being treated with LEQEMBI. Because ARIA-E can cause
focal neurologic deficits that can mimic anischemic stroke, treating clinicians
should consider whether such symptoms could be due to ARIA-E before giving
thrombolytic therapy in a patient being treated with LEQEMBI.

Caution should be exercised when considering the use of LEQEMBI in patients
with factors thatindicate an increased risk for ICH and, in particular, patients
who need to be on anticoagulant therapy or patients with findings on MRl that
are suggestive of CAA.
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Radiographic Severity With LEQEMBI

Most ARIA-E radiographic events occurred within the first 7 doses, although
ARIA can occur atany time, and patients can have >1 episode. Maximum
radiographic severity of ARIA-E with LEQEMBI was mild in 4%, moderate in
7%, and severe in 1% of patients. Resolution on MRl occurred in 52% of ARIA-E
patients by 12 weeks, 81% by 17 weeks, and 100% overall after detection.
Maximum radiographic severity of ARIA-H microhemorrhage with LEQEMBI
was mild in 9%, moderate in 2%, and severe in 3% of patients; superficial
siderosis was mild in 4%, moderate in 1%, and severe in 0.4% of patients. With
LEQEMBI, the rate of severe radiographic ARIA-E was highest in ApoE e4
homozygotes (5%) vs heterozygotes (0.4%) or noncarriers (0%). With LEQEMBI,
the rate of severe radiographic ARIA-H was highest in ApoE e4 homozygotes
(13.5%) vs heterozygotes (2.1%) or noncarriers (1.1%).

Monitoring and Dose Management Guidelines

Baseline brain MRI and periodic monitoring with MRl are recommended.
Enhanced clinical vigilance for ARIA is recommended during the first 14

weeks of treatment. Depending on ARIA-E and ARIA-H clinical symptoms and
radiographic severity, use clinical judgment when considering whether to
continue dosing or to temporarily or permanently discontinue LEQEMBI. If a
patient experiences ARIA symptoms, clinical evaluation should be performed,
including MRIifindicated. If ARIA is observed on MRI, careful clinical evaluation
should be performed prior to continuing treatment.

HYPERSENSITIVITY REACTIONS

Hypersensitivity reactions, including angioedema, bronchospasm, and
anaphylaxis, have occurred with LEQEMBI. Promptly discontinue the infusion
upon the first observation of any signs or symptoms consistent with a
hypersensitivity reaction and initiate appropriate therapy.

INFUSION-RELATED REACTIONS

IRRs were observed—LEQEMBI: 26%; placebo: 7%—and most cases

with LEQEMBI (75%) occurred with the first infusion. IRRs were mostly mild
(69%) or moderate (28%). Symptoms included fever and flu-like symptoms
(chills, generalized aches, feeling shaky, and joint pain), nausea, vomiting,
hypotension, hypertension, and oxygen desaturation.

Inthe event of an IRR, the infusion rate may be reduced or discontinued, and
appropriate therapy initiated as clinically indicated. Consider prophylactic
treatment prior to future infusions with antihistamines, acetaminophen,
nonsteroidal anti-inflammatory drugs, or corticosteroids.

ADVERSE REACTIONS

The most common adverse reactions reported in >5% with LEQEMBI and

>2% higher than placebo were IRRs (LEQEMBI: 26%; placebo: 7%), ARIA-H
(LEQEMBI: 14%; placebo: 8%), ARIA-E (LEQEMBI: 13%; placebo: 2%), headache
(LEQEMBI: 11%; placebo: 8%), superficial siderosis of central nervous system
(LEQEMBI: 6%; placebo: 3%), rash (LEQEMBI: 6%; placebo: 4%), and nausea/
vomiting (LEQEMBI: 6%; placebo: 4%).

Please see accompanying full Prescribing Information, including

Boxed WARNING.

Price disclosure information for prescribers available here.

XLEQEMBI

(lecanemab-irmb) 1o morm.

INJECTION FOR INTRAVENOUS USE


https://www.leqembi.com/-/media/Files/Leqembi/Prescribing-Information.pdf
https://us.eisai.com/who-we-are/corporate-responsibility/interacting-with-hcps/state-pricing-disclosures



