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Case: presentation

fuvailka 25 stwv
@ loUALoc 2021
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* lotopko aAAEPYLKAC pLvitidac amo natdikni nAwkia

* NoguBproc 2020: Brxac pe anoxpeudn, Suomvola, cupLYHOC

Aldyvwon aAAepylkoU BpoyxtkoU acOpatoc

Evapén aywyng pe:

x formoterol + beclomethasone, tiotropium

X montelukast

- eUKOAN kowon / aduvauia
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- apBpaldyiec wpwv, yovatwy kot MAK
- e€avOnua avw Kot KATw akpwv (moudoli?)

X ONUAVTLKA avtanokplon o€ HeOuAntpedviloAovn



Case: clinical examination

AN=90/60mmHg, ZpLEe1g=90/min,
©=37.9 °C, Avanvoég=18/min, Sat0,=96% (FiO2: 0.21)
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Case: initial workup

Hb: 14.6 g/dl Ht: 44.5%, MCV/MCH: 86/24
WBC: 25,300 (N 40%, L 14%)

Eos: 10,370 (41%)

PLTs: 311,000

CRP: 17 (<5 mg/dl), TKE 18 mm/h

BUN: 9 mg/dL, Cr:0.6 mg/dl
Glu: 74 mg/dl

AST/ALT: 39/20 U/L (<34/<55)
LDH 424 1U/1 CPK 64 1U/I

NevikA oupwv: WBC 0-1, RBC: 0-1
Hb (-) Pro: (-)




Case: initial workup, CT Thorax




Case: summary — 25 yo female with

@ 09? Nupetog — PAcypovwdEeG
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MNpooBoAn evtepou (kKoAitida)
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Eosinophilic granulomatosis with polyangiitis

Otorhinolaryngoiatric system
Neurosensory hearing loss

Nasal polyps
Sinusitis

ﬁ Incidence 0.6 — 3.4 cases / million?

Cardiac
Pericarditis
CHF, M|

Pulmonary
Asthma

*‘ Males : Females equally affected?

Gastrointestinal
Stomach
Small bowel involvement

‘i f’ Renal

Glomerulonephritis

7.y | Median age at onset 49-59 years old?

@

Skin

Subcutaneous nodules
Purpura

Nervous
Peripheral neuropathy
Mononeuritis multiplex

@ Often delay in diagnosis for several years!

&)

1. Gokhale M et al. J Clin Rheumatol. 2021; 27(3):107-113. 2. Furuta S et al. Allergol Int. 2019;68(4):430-436



Delay in diagnosis: “When will the penny drop?”

AepuatoAoyoq: ayyeutidLko
g€avonua

MvevpovoAoyog: aoOpua,
TIVEUHOVLKA SLtnOrpota

QPA: avBekTikr) dAAEPYLKNA
pwitda, pwikoi moAUTT0deq

ALLaTtoAOYOG: TiepLdEPLKNA
nwowodAia




Clinical syndrome: when should | think about EGPA?

Avenynreg BpopuBwocig

Pivikoi TrToAUTT08£G / aAAEpYIKA
PIVITIOO / TTAPAPPIVOKOATTITIOO
‘ Mveupovikd dindAuara

ANCA (+) 30-40%
Usually p-ANCA (MPO)

O NMpooBoAn kapdidg




2022 ACR/EULAR final classification criteria for EGPA

The final classification criteria for EGPA (and their weights*/risk score)

— Patients could be classified as having EGPA after excluding mimics of vasculitis and having small- or medium-
vessel vasculitis, with a cumulative score of 26 points for the 7 final items

Clinical criteria

Maximum BEC >1x109/L Nasal polyps Obstructive airway disease - Laboratory and

biopsy criteria

Mononeuritis %5

cANCA or anti-proteinase Extravascular eosinophilic multiplex/ MNP not due to Hematuria
3—-ANCA positivity predominant inflammation radiculopathy
(3) (2) (1) (1)
3 %) =/ \Y

*Weighting of an individual criterion was based on logistic regression fitted to the 7 selected items. ANCA: Antineutrophil Cytoplasmic Antibody; BEC: Blood Eosinophil Count; MNP: Motor Neuropathy.

Sensitivity 85%
Specificity of 99%

Grayson PC;Arthritis & Rheumatology;2022,0;1-7.



EGPA: pathophysiology

T cells secrete Th,- (IFN-y),
Th,;- (IL-17) and Th,- (IL-4,

Allergens IL-13, IL-5), associated IL-2, IFNy, “‘_17‘ Granuloma
cytokines and activate " vasculitis
P ‘ eosinophils

e

~
IL-4, IL-5, IL-13
- @

The strong Th, immune
response precipitates a B-
cell response

Eosinophils

P
«
,
o, \
L]

j Eotaxin-3
Increased expression and secretion of eotaxin-3 guides V
eosinophils to the endothelium and tissues. Eosinophils in
turn maintain a vicious circle of T-cell activation by
secreting IL-25

Tissue damage

B-cell response results in
IgE, IgG4 and ANCA
production

~
—*+

IgE, 1gG4, ANCA

Local degranulation of

activated eosinophils
Tissue damage finally causes damage,
necrosis and fibrosis to

tissues and vessels.

Vaglio et al Allergy 2013 Mar;68(3):261-73



EGPA: ??? two distinct disease phenotypes

) %‘
:,JQ ‘2
(603 &
] - t“ﬁ.‘

‘s

Eosinophilia | Eosinophilia

Chronic
rhinosinusitis with
nasal polyps

Chronic
rhinosinusitis with
nasal polyps

Asthma

Lung infiltrates ‘

Glomerulonephritis

ANC Peripheral NCA (.|.)

Cardiomyopathy neuropathy

Gastroenteritis [ Teiih Purpura

17 response

Uzzo et al Front Med 2021,;8:754434; Emmi et al Nat Rev Rheumatol 2023;19:378-93



Back to our case...

Qoceig

ANCA avTiowpaTa

ApvnTiKd

MEBUATTPESVI(OAOVNG
19 X 3 nUEPEG

MeOUATTPEOVICOAOVNG
per os 48mg Kal
tapering

Znpavtiki BeAtiwon og kPO
XPOVLKO SLdotnua

- Ymoxwpnon tTwv dtappotwv

- BeAtiwon tng KotAlag

- E€adavion nwowodpilwv

- BeAtiwon tou avanvevotikou



0‘0 > MeBuATrpedVIZOAOVNC per 0S
_0 2, _J 48mg Kai tapering
\

>

OkTwRpI10G 2021: YTrdé Methylprednisolone 12mg OD
- AgKATIK TTUPETIKN Kivnon
- AUoTTvola
- YTroguyovaiyia
- Mouoikoi péyxol auew
- XWpig TTePIPEPIKN NWOIVOPIAia
- PAeypovwdeg cuvdpouo

Relapsing disease



Survival probability (%)

EGPA: management considerations

60
o ANCA+ (n = 108)
ANCA- (n=240)
40 T T T T 1] 1] L] 1] T :
0 12 24 36 48 60 72 84 96 108 120 132 144
Time (months)
No. at risk
ANCA+ 75 49 35 25 13 9
ANCA- 138 99 70 46 27 15

-

[ERY
o
o

Probability of Survival
a1
o

Good overall survival probability
~ 90% at 7 years

Survival according to diagnosis

— EGPA %%
— GPA 81% at5yrs
— MPA 57%
———r— 7
0 5 10
Years

Comarmond et al Arthritis Rheum 2013, Koutsianas et al EULAR 2022 POS0832




EGPA: management considerations

Frequent relapses

Relapse-free survival probability (%)

01 ——--- ANCA# (n = 108) '
ANCA- (n=240)  —====°
40 1 T T T T T T . T  m ~ T T
0 12 24 36 48 60 72 B84 96 108 120 132 144
Time (months)
No. at risk
ANCA+ 56 33 21 15 8 5
ANCA- 114 78 56 35 22 13

D2E

7

No ¢sDMARD has convincingly proven its
steroid-sparing effect in maintenance in EGPA

AZA

1 out of 3 patients will need PRED >
7.5mg/day for disease control long term

06

04

Probabilty of remaining relapse-fiee

0.2

19 Malntsnance of Remission with MTX
=11
!Hl -
2
3
777777 ! 04—
i
8 2 6 20 2 28 32 LU
Months to relapse since randomization H » » S
Azathio - tal numberof 23 17 ] 3
u wierts treated
M M F Baseline 6 months 12 months
remission NA 10/15 (67%) 10/15 (67%)
Partial response NA 3/15 (20%) 415 (27%)
Median cumulative prednisolone dose NA 3.1g(1-5.7) 4.7 g(1.9-79)
Total relapses NA 2/15 (13%) 4/15 (27%)
Drug intolerance NA Nil reported Nil reported
Median eosinophils countx 10°/1 (IQR) 3.48 (0.01-21) 0.2 (0.02-1) 0.16 (0.01-0.65)
Median CRP mg/L (IQR) 13.5 (<4-113) <4 (1-12) <4 (<4-120)

Comarmond et al Arthritis Rheum 2013; Ribi et al Arthritis Rheum 2008
Puechal et al Arthritis Rheum 2017; Metzler et al Clin Exp Rheumatol. 2004; Philobos et al Rheumatol Int 2021



EGPA: targeted treatment

T cells secrete Th,- (IFN-y),

Thy,- (IL-17) and Th,- (IL-4,
Allergens IL-13, IL-5), associated
/ ‘ cytokines and activate

eosinophils
7

The strong Th, im

response precipitatées

cell response

Increased expression and secretion of eotaxin-3 guides
eosinophils to the endothelium and tissues. Eosinophils in
turn maintain a vicious circle of T-cell activation by
secreting IL-25

-~

IL-2, IFNy, IL-17
v _ Granuloma
" vasculitis

IL-4, IL-5, IL-1

IL-17RB

e
\ IL-25

% CCR3

e

Eosinophils

Tissue damage

B-cell response results in
IgE, IgG4 and ANCA
production

—*+

IgE, 1gG4, ANCA

Local degranulation of

activated eosinophils
Tissue damage finally causes damage,
necrosis and fibrosis to

tissues and vessels.

Vaglio et al Allergy 2013 Mar;68(3):261-73



Mepolizumab binds to and inactivates IL-5, a key cytokine involved in
eosinophil differentiation with other major roles in systemic inflammation

Allergens/antigens g & Viruses 'ﬁ ’ﬁ -ﬁ Bacteria ’/\_\

MOA ROLES OF IL-5 l SYSTEMIC INFLAMMATION CHRONIC DISEASE &

Type 2 INFLAMMATION
: ; B cells
inflammation ot -
>

0. ®: 0 o’

. o® %' .?

.0 |L-5 c, @
° ° o' ® Mast cells

° [
000 ® o . .
° . ® e % > € Autocrine promotion of
o . inflammation
In EOS: Growth,
differentiation, recruitment, » Eosinophilic inflammation =

activation, survival

Mepolizumab is a When IL-5 binds to its receptor, it promotes the Blocking IL-5 targets and reduces VETEIA es bIQCkS
EOS, a key predictor

monoclonal antibody that development of EOS, among other immune both EOS and other elements of : :
e . o of disease severity &
processes systemic inflammation o
exacerbation

binds to IL-5 and blocks it
from binding to its receptor?!

EOS, eosinophil; IgE, Immunoglobulin E; IL, interleukin; MOA, mechanism of action.

1. GlaxoSmithKline. Mepolizumab. SmPC. 2021; 2. Greenfeder S, et al. Respir Res. 2001;2:71-79; 3. Buchheit KM, et al. J Allergy Clin Immunol. 2021;148:574-584;
4. Buchheit KM, et al. J Allergy Clin Immunol. 2020;145:1574-1584; 5. Stevens WW, et al. J Allergy Clin Immunol. 2015;136:1442-1453; 6. Ochi H, et al. Proc Natl
Acad Sci. 2000;97:10509-10513; 7. Naclerio R, et al. J Allergy Clin Immunol Pract. 2020;8:1532—-1549.e1; 8. Schleimer RP. Annu Rev Pathol. 2017;12:331-357; 9.
Tworek D & Antczak A. Adv Respir Med. 2017;85:271-276; 10. Furuta S et al. Allergol Int. 2019;68:430-436; 11. Sastre B et al. J Investig Allergol Clin Immunol.

2018:28:289-304.



Mepolizumab: IL-5 inhibitor

10p ==

097 iy Mepolizumab

0.8+ ]

0.7+ I

0.6- 1

0.5+ -

Treatment of Patients with the Hypereosinophilic Syndrome
with Mepolizumab

0.4+ -1
P<0.001 Ly _ _ Placebo

o 750mg T

ivgdw

without Treatment Failure

0.2

Proportion of Intention-to-Treat Population

0.1+

0.0

T T T T T T T T T T T T 1
0 20 40 60 80 100 120 140 160 180 200 220 240 260
Days

Asthma Exacerbations
250+

75mg v Placebo
200+ or 100mg
SC q4w

150+

Mepolizumab Treatment in Patients
with Severe Eosinophilic Asthma

Mepolizumab 75 mg,
intravenously

Cumulative No.

50+

Mepolizumab 100 mg,
subcutaneously

c T T T T T T T T

0 4 8 12 16 20 24 28 32
Week

Rothenberg et al. NEJM 2008; Ortega et al. NEJM 2009



Mepolizumab: MIRRA trial

ORIGINAL ARTICLE | Refractory / relapsing EGPA (>6mo), majority 90% ANCA (-)

Mepolizumab or Placebo for Eosinophilic — Stable GC and IS
1 . “h Pol s _ . .
Granulomatosis with Polyangiids — No organ or life-threatening disease
M.E. Wechsler, P. Akuthota, D. Jayne, P. Khoury, A. Klion, C.A. Langford,

P.A. Merkel, F. Moosig, U. Specks, M.C. Cid, R. Lugmani, J. Brown, S. Mallett, 1 .
R. Philipson, S.W. Yancey, J. Steinfeld, P.F. Weller, and G_J. Gleich, En d p 0 I n tS -

for the EGPA Mepolizumab Study Team*

— accrued total weeks in remission
— proportion of participants in remission at both week 36 and 48

n=136
O,CS S stable‘ Treatment period (52 weeks) p FOHOXV P 5
: I: Mepolizumab 300 mg SC Q4W + SoC, n = 68
Placebo SC Q4W + SoC, n = 68
A 4 A 4 v A 4 A 4 A 4 v A 4 A 4 A 4 A 4 A 4 A 4
-4 Baseline 4 8 12 16 20 24 28 32 36 40 44 48 52 56 60

Week

Wechsler ME, et al. N Engl J Med. 2017;376:1921-1932



Mepolizumab: increased likelihood for remission

REMISSION:
BVAS=0 AND PRED < 4mg OD

Accrued time in remission?
was significantly greater
with mepolizumab than

100 End of placebo
% intervention 28% (19/68) vs 3% (2/68) had
period .
£ 80 | remission for at least 24 wks
g 70 : wk 52:
E o | OR 5.91 (95% CI: 2.68, 13.03)
S : P < 0.001
% I
c 40 :
g 3 32% (22/68) of mepolizumab

patients vs 3% (2/68) of

|

|
20

: placebo had remission2 at both

|

10 weeks 36 and 48 (p<0.001)
0
0 4 8 12 16 20 24 28 32 36 40 44 48 52 56 60 OR 16.74; (95% Cl, 3.61 to 77.56)
Week
—e—Placebo (n = 68) —e— Mepolizumab 300 mg SC (n = 68)

Wechsler ME, et al. N Engl J Med. 2017;376:1921-1932



Mepolizumab increased accrued duration in remission

Irrespective of prior number of relapses, baseline IS use, EGPA duration or baseline refractory
disease status

Mepolizumab

_ Odds ratio Placebo 300 mg SC
Favors Placebo Favors Mepolizumab (95% Cl) (n) )
Number of relapses 1-2 @ : 2.60 (0.86, 7.85) 31 42
in the 2 years
before screening >3 = o = 15.98 (4.10, 62.25) 33 24
_ Yes = @ ! 3.39 (1.11, 10.38) 31 41
Baseline
Immunosuppressant use
No = @ = 11.85 (3.50, 40.13) 37 27
<4 = @ ! 17.08 (3.41, 85.54) 32 34
EGPA
Duration, years
>4 = @ ! 4.26 (1.53, 11.91) 36 34
Yes = @ ! 3.70 (1.29, 10.65) 40 34
Refractory
disease
No = @ ! 9.25 (2.44, 35.08) 28 34

025 05 1 2 4 8 16 32 64
Odds ratio (95% CI) (mepolizumab/placebo)

Accrued number of weeks where remission achieved over the 52 week study period. Based on a proportional odds model with covariates: treatment group, region, baseline prednisolone/prednisone daily dose and baseline
BVAS score. Patients who withdrew from treatment will use observed remission data over the remainder of the planned observation period of the study. ClI, confidence interval; EGPA, eosinophilic granulomatosis with
polyangiitis; SC, subcutaneous

Khoury P, et al. American College of Allergy, Asthma & Immunology - 2022 Annual Scientific Meeting. 2022



Mepolizumab: longer time to first relapse

RELAPSE Time to first relapse was

significantly longer with
o mepolizumab than with placebo

100 Hazard ratio with mepolizumab

gp 032 (95% CI: 0.21, 0.50) Placebo

82%

80 P00 over the 52 weeks (P < 0.001)
70
60 56% (38/68) of mepolizumab

Mepolizumab 56%

patients vs 82% (56/68) of
placebo patients had a relapse
over the 52 weeks

50
40

Patients With Relapse (%)

30
20 HR: 0.32 (95% Cl, 0.21 to 0.50)
10
0 The annualised relapse rate was
O 4 8 12 16 20 24 28 32 36 40 44 48 52 1.14 with mepolizumab and 2.27
Weeks to Event with placebo, a 50% reduction
No. at Risk with mepolizumab (P < 0.001)
Placebo 68 33 16 9
Mepolizumab 68 55 43 25

Wechsler ME, et al. N Engl J Med. 2017;376:1921-1932.



2021 EGPA ACR management recommendations

Active severe EGPA Active non-severe EGPA
< Assessed disease

\_/ status ; ‘

Treatment option Options in order of preference:
Conditional . _ - 1. GC + MEP
recommendation EL\:,'EE{::"RDTT'QMM LA HE 2. GC+MTX.GC + AZA or GC + MMF

3. GC +RTX
Can consider GC alone In selected patients

\ \ \ \

- _\ / _ méeuere disease / \
Remission Severe disease relapse relapse on MTX or Non-Severe disease
on CYC after remission with AZA or MMF or on GC
CYC or RTX alone

@sg on MEP w

\ \ \

Consider a different immunomodulatory

Switch CYC to MTX
or AZA or MMF

Pulse IV or high-dose

Add GC + MEP approach based on clinical features and

daily oral GC + RTX patient-specific factors

Chung et al A&R 2021



Back to our case...

NpooBnkn Mepolizumab 300mg g4w




2nNUavTiK BeATiwon pE TN HEOUATTPEDVICOAOVN Kl TV TTPOCONKN TOU
mepolizumab

- Xwpig VEEG UTTOTPOTTEG
- Xwpig véeg Kpioelig AcOuATOG
- Hwoivogiha TrTapapéVouVv eVTOG PUCIOAOYIKWYV Opiwv

Methylprednisolone Dose in mg

&

60

50

40
I:'I:::l " TeAeutaio follow up: Mdiog 2023

20 -

10 - Mepolizumab povo@epaTtreia

; - Systemic steroid free atmé 4ufvou
o & o&@ 0 S 0&&’” o&@” O < ofw’” O < o < o & O&&”’ - Eival «1ToAU KaAd!y»

Oé@qg‘ \@&Q‘ QQQO‘QQ\ v@@‘ 9 N \\0‘56& o@&q‘ @\%Q\ QEQOQOQ‘ v@v &

V(o ) \a Vq’ Q



} 2022 EULAR recommendations: remission inductiont?

Remission induction algorithm

Active EGPA

Organ-/life-threatening
manife?tations

lYes Remission induction with mepolizumab is
Relapsing CYC +GC recommended for the treatment of relapsing or
or refractory? ) (g (alternative: RTX) refractory EGPA without active organ- or life-
Mepolizumab l threatening manifestations
GC (+GC)
| | N Taper GCs to
individual target
Consult expert centre < Mo Remission

Remission maintenance

CYC, cyclophosphamide; EGPA, eosinophilic granulomatosis with polyangiitis; EULAR, European Alliance of Associations for Rheumatology; GC, glucocorticoid; RTX, rituximab.
1. Hellmich B, et al. Ann Rheum Dis. 2023; doi:10.1136/ard-2022-223764.



} 2022 EULAR recommendations: remission maintenancel

Remission maintenance algorithm
Remission
1 Remission induction
Yes

A
Switch to or continue

AZA, MTX, mepolizumab* Remission maintenance with mepolizumab is

RTXand continue GC taper recommended after induction remission regardless
reatoning manfoctations) of whether the patient has organ- or life-

threatening manifestations)

\ threatening disease

Remission

!

Assessment of individual relapse risk,
comorbidities and patient preferences

Continue maintenance Stop treatment
treatment

*Mepolizumab is preferred for maintenance of remission in patients with relapsing or refractory EGPA without organ-threatening manifestations at the time of relapse. AZA, MTX or RTX can be used as alternatives if

mepolizumab is not tolerated or ineffective.
AZA, azathioprine; EGPA, eosinophilic granulomatosis with polyangiitis; EULAR, European Alliance of Associations for Rheumatology; GC, glucocorticoid; RTX, rituximab; MTX, methotrexate.

1. Hellmich B, et al. Ann Rheum Dis. 2023; doi:10.1136/ard-2022-223764.



»> Mepolizumab

Real World Evidence data




Most patients with EGPA achieved a complete response to
mepolizumab 300 mg/month within 24 months of treatment

Objective: Compare the efficacy and safety of mepolizumab 100 mg/month and 300 mg/month in

patients with EGPA in areal-world setting

Multi-centre
8 countries in Europe

Retrospective study
203 patients

Complete and partial response?b.€ rates in patients with EGPA

Mepolizumab 100 mg/month Mepolizumab 300 mg/month
100 - 100 1~ -
,(-D\ 90 A 12 90 -
5 80 - 80 -
<~ 70 - 32,9 64.1 70 A 58,3
" 60 A ’ 60 1 -91,6
T 50 - 50 1 ’
c
2 & .
= J
T 20 - 0 333
(ol 10 10 -
0 0
3 months 6 months 12 months 24 months 3 months 6 months 12 months 24 months
No response u Partial response m Complete response

No response  HPartial response B Complete response
aComplete response defined as BVAS = 0 and OCS dose <4 mg/day; Partial response defined as BVAS = 0 and OCS dose >4 mg/day.

bValues do not always add up to 100% due to rounding.

¢ Graph reproduced with permission from Wiley. ¢ Differences between dose groups were not statistically significant.

BVAS, Birmingham Vasculitis Activity Score; EGPA, eosinophilic granulomatosis with polyangiitis; OCS, oral corticosteroid.
Bettiol A, et al. Arthritis Rheumatol. 2022;74:295-306.

follow-up duration

3—-24 months

-

\

31%
22/71

6 monthsd

N

Relapse rate in patients with
complete response within

)




Mepolizumab: RWE safety data for up to 24 months

0-3 months 4-6 months 7-12 months 13-24 months
At least 1 AE experienced, no. of patients/total 21/203(10.3) 20/M195(10.3) 16/161 (9.9) 9/56(16.1)
no. of patients (%)
Receiving stable treatment with mepolizumab 10/158 (6.3) 13/151 (8.6) 6/122(4.9) 3/39(7.7)
100 mg/4 weeks
Receiving stable treatment with mepolizumab 9/33(27.3) 5/32(15.6) 10/29 (34.5) 6/12 (50.5)
300 mg/4 weeks
P <0.001 0.322 <0.001 0.003
No. of patients with AEs requiring hospitalization 0 2 2 2
Receiving stable treatment with mepolizumab 0 1 2 1
100 mg/4 weeks
Receiving stable treatment with mepolizumab 0 1 0 1
300 mg/4 weeks
AEs requiring treatment discontinuation 2 3 1 0
Receiving stable treatment with mepolizumab 2 3 1 0
100 mg/4 weeks
Receiving stable treatment with mepolizumab 0 0 0 0
300 mg/4 weeks
Type of AE and no. of cases
Infections and infestations
Lower respiratory tract infections 4 31 71 2
Upper respiratory tract infections 2 - - 1
- 21 1 1

Other infections

Bettiol A, et al. Arthritis Rheumatol. 2022;74:295-306.
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Female Sex' n(%) 14 (87'5%) Program, Clinical Immunology-Rheumatology Unit, 2nd Department of
Age mean (SD) 52 4 (+17 6) Medicine and f__,E.DDrE!'i_‘..‘lr}: .f"'."E!'!-I.":l'.l"ﬂE‘I and Kﬂpﬂﬂfﬂ'ﬂ&ﬁ University Dfﬂﬂ;&ﬂ-_s,
Disease duration years, mean (SD) 4.4 (£5.4) Methylprednisolone (mg/day)
ANCA positive, n(%) 4 (25%) 257
Baseline BVASv3, median (IQR) 6 (7) 207
Involvement (%) 7 Meoolizumab survival
Lung 94% 10— epolizumab surviva
ENT 94% o 5 10
MSK 50% 1 : L
Cardiac 50% st;rt errld é 50
Peripheral nervous 37.5% 2
Skin 25% &
Gastrointestinal 25% "3 6 12 18
Renal 0% Time (months)
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Numbers at 16 10 8 5
risk




Conclusions

v' H EGPA cival pia otrévia, TTOAUCUCTAPATIKI) VOOOG TToU XPEeIaleTal uwnAd OeikTn
UTTOWIaG atro DIAPOPETIKEG EIDIKOTNTEG YIA TNV £yKaipn dIAyvVwar] TNG

v' O TpOTTOC QVTINETWTTIONG UTTayopEeUETal ATTd TN ooRBAPOTNTA TWV EKONAWCEWYV TNG
- 2UVNOWCG eAEyXETAIl PE TN BEpaTTEia ETTITEUENGS TNG UPEDNC
- MoAU cuxva Ouwc UTTOTPOTTIACE! (KUPIWGS OI NWOIVOPIAIKEG EKONAWOEIQ)

v" To mepolizumab 300mg Q4W w¢ avaoToAéag TnG IVTEPAEUKIVNG-5:
- €£XEI TTaBO@UOIOAOYIKE AOYIKN
- MEIWVEI GNUAVTIKA TNV TTEPIPEPIKN NWOIVOPIAIQ
- aucavel TNV mMOavoTNTA TG TTAPATETANEVNC UPEONGS
- EXEI ONUAVTIKN £TTIOPACN OTN MEIWON TWV KOPTIKOOTEPOEIDWV
- XPAOIUO O€ a0BEVEIC TTOU CUXVA UTTOTPOTTIAlOUV
- gival Eva eCAIPETIKA A0PAAEC PAPUOKO

v TMporteivetal atd Ti¢ dieBveic odnyiec o€ aoBeveic ue pun-cofapn véoo, T16o0
oTNV ETITEUEN TNG UPEONG APXIKA 60O KAl OTNV UTTOTPOTTH, OAAG KOl w¢
TTOAUTIUN BonRBcia oTn dIaTAPNON TNS UPEONG AVESAPTNTA ATTO TN ocoBapPOTNTA
NG vOOoOoU



