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Executive Summary

Ovarian cancer remains one of the most lethal
gynaecological malignancies, characterised by
high mortality rates due to late-stage diagnosis
and limited treatment options for recurrent
disease. Despite advancements in oncology,
most cases are detected in advanced stages,
where survival rates are significantly lower.
Current treatment approaches rely on a
combination of surgery, chemotherapy, and
targeted therapies, but challenges persist,
particularly in the management of
platinum-resistant ovarian cancer and ensuring
broader accessibility to innovative treatments.

The ovarian cancer treatment landscape is
evolving, with emerging therapies such as
PARP inhibitors and angiogenesis inhibitors
demonstrating improved outcomes for specific
patient subgroups. However, resistance to
these treatments, coupled with high costs,
continues to limit their effectiveness and
accessibility, especially in lower-income
regions. The market for ovarian cancer
therapeutics is projected to experience steady
growth, driven by increasing incidence rates,
enhanced diagnostics, and new treatment

modalities. However, affordability and access
disparities remain critical issues, particularly in
regions with limited healthcare infrastructure.

Beyond treatment, early detection remains a
key challenge. Current screening tools lack the
sensitivity and specificity required for reliable
early-stage diagnosis, emphasizing the need for
novel biomarkers and improved detection
strategies. Additionally, the growing role of
artificial intelligence and precision medicine in
drug discovery and patient management
presents opportunities to revolutionize
treatment approaches.

This report explores the current state of
ovarian cancer treatment, market dynamics, key
players, and emerging innovations. It highlights
existing gaps in care, evaluates market
accessibility, and examines future opportunities
that could shape the landscape of ovarian
cancer therapeutics. Addressing these
challenges requires a collaborative effort across
research, healthcare policy, and industry to
improve patient outcomes and expand
treatment access worldwide.
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Disease Incidence and
Prevalence

Ovarian cancer is the 7th most common malignant tumour and the
8th leading cause of cancer-related mortality in women worldwidel.

Ovarian cancer (OC) is one of the most common gynaecological malignancies, following cervical and
uterine cancers. It has the highest mortality rate among these cancers and is associated with a poor
prognosis, with an overall five-year survival rate of approximately 50%23. OC primarily arises from the
epithelium, stroma, or germline, with epithelial cell carcinoma being the most prevalent subtype?. The
symptoms of OC are often nonspecific, leading to delays in diagnosis>. However, routine screening is not
advised for individuals at average risk.

OC exhibits a distinct age distribution, with incidence increasing significantly after menopause.
Epidemiological studies indicate that most cases are diagnosed in women aged 50 years and above, with
the highest prevalence among women over 65 years. Younger patients, though less commonly affected,
may present with distinct tumour subtypes or associated conditionsé. According to the Global Burden of
Disease data in 2017, Central Europe exhibits the highest incidence rates, whilst South and East Asia
report the highest incidence rate when adjusted for disability-adjusted life years”8. The highest mortality
of OC is more significant in African populations?.

Non-Hispanic white women
Hispanic women

Non-Hispanic black women

Asain/Pacific Islander women

| l |
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Prevalence (per 100,000 of population)

Figure 1. The prevalence of ovarian cancer?10

Risk factors syndrome, and nulliparity, also contribute to
Risk factors include advanced age, with peak increased risk12.
incidence observed between 55 and 65 years,

and genetic mutations such as in BRCA1 Protective Factors

(25-65%), BRCA2 (10-30%), and mismatch
repair genes linked to hereditary nonpolyposis
colorectal cancer (~10%)!1. Hormonal factors,
including endometriosis, polycystic ovarian

Protective factors include pregnancy
frequency, prolonged lactation, and long-
term use (210 years) of oral contraceptive
pills13,



Patient Journey
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The disease trajectory is profoundly influenced by tumour biology, patient age, genetic background, and
access to timely care. Initial treatment typically includes tumour removal surgery followed by
chemotherapy. However, the risk of cancer recurrence increases with disease progression, often

necessitating lifelong management strategies.
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Figure 2. Disease progression and stages of ovarian cancer.

The early stage of OC often begins with
non-specific and subtle symptoms, including
fatigue, bloating, sensation of fullness, lower
abdominal pain, pelvic discomfort, or changes
in gastrointestinal habits415. Due to their
mildness and universality, these early
symptoms are often ignored by patients or
misattributed to benign conditions,
contributing to delayed diagnosis in most
cases!®l’ The development and progression
of ovarian tumours are graded into four
stages (I-1V)181?. Over 70% of patients are
diagnosed at advanced stages, as symptoms
become noticeable and prompt medical
attention20.

Early Tumour Development (Stage I-1l)

At this stage, undiagnosed patients, who may
notice discomfort, frequently interact with
primary care physicians or general practitioners
(GPs). They give care advice and order initial
investigations such as pelvic ultrasounds,
CA-125 blood tests, and routine gynaecological
examinations?2. These clinical results indicate a
preliminary estimate of disease severity and
progression specific to OC. Once OC is
suspected, the patient is referred to a
gynaecological oncologist for further evaluation.
Diagnostic confirmation relies on imaging
studies (transvaginal ultrasound or CT scans)



and surgical biopsy, which provide
histopathological grading and staging?2.
Women with BRCA mutations or a strong
family history of OC may also undergo genetic
counselling and enhanced surveillance,
facilitating earlier detection2122,

At stage I-1l OC:

» Tumours start to grow in one or both
ovaries, with the risk of spreading to
nearby pelvic structures219.23,

» Vague and non-specific symptoms lead
to delayed recognition.

» Fewer than 20% of OC cases are
diagnosed at this stage, with higher
detection rates among women tested for
BRCA mutations2°.

 Five-year survival rates exceed 90% for
Stage 124,

Stage 1 Stage 2

Advanced Tumour Progression
(Stage llI-1V)

Most patients are not diagnosed until this stage
that OC spreads to the peritoneal cavity,
regional lymph nodes (Stage lll), or distant
organs such as the liver, lungs, and pleura
(Stage 1V)1219_ At this stage, individuals interact
with multiple subunits under the healthcare
system, including emergency care services and
oncology specialists. Diagnosis
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often requires multidisciplinary teams (MDTs)
comprising collaborated gynaecological
oncologists, radiologists, and pathologists to
confirm the stage and tumour spread through
imaging, biopsies, and CA-125 monitoring.

At stage llI-1V OC:

» Tumours start to spread outside the
pelvis to nearby organs and eventually
beyond the abdomen?3

» Patients manifest more pronounced
symptoms and become diagnosed,
further confirmed and graded through
histopathological biopsy analysis.

» The five-year survival rate for advanced
stages remains around 15-30%24.

Stage 3 Stage 4

Recurrent and chronic phase

Patients at this phase require ongoing
interaction with oncology teams for treatment
decisions, which may include further
chemotherapy, targeted therapies, and
maintenance treatments!?. They may also be
asked to volunteer in clinical trials to seek new
treatment options. Meanwhile, considering the
mental and physical burdens of patients,
multidisciplinary care and effective care
coordination are helpful to manage the quality
of life for patient317,



Current Treatment Options

First-Line Treatment

First-line treatment options and guidelines are
largely similar in the UK, Europe, North America
and Australasia. The goal behind these is to
eliminate all the tumour mass that can be seen at
diagnosis, as well as in adjacent areas where the
tumour is likely to spread to or likely to be
unseen during diagnosis?>2%. This is attempted
with a combination of surgery and
chemotherapy, which comprises first-line
treatment for OC.

Surgical Options

Total abdominal hysterectomy (TAH) is the
removal of ovaries, fallopian tubes and often the
uterus. In some cases, an unaffected ovary
and/or fallopian tube can be left. TAH is
performed on ow-grade and early-stage OC.

Omentectomy is the removal of the omentum, a
fatty tissue layer that covers the abdomen. If OC
has spread to this tissue, or if the surgical and

Thiotepa

Cyclophosphamide

Altretamine
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medical teams suspect strong possibility of an
OC tumour spreading to the omentum, the
removal of this tissue will be added to TAH.
Omentectomy can also serve as a preventative
measure.

Debulking surgery. Usually reserved for more
advanced-staged OC. The goal of this
procedure is to remove as much of visible OC
as possible from the abdomen, in cases where
cancer has spread to this space?’.

The major barrier for improving patient access
and success is the extensive and exhaustive
medical training needed to perform these
procedures. In the UK, the Royal College of
Obstetricians and Gynaecologists (RCOG)
requires 7 additional years of dedicated
specialty training programmes after the 8 year
basic medical training and foundation
programmes?28. High turnover rates, increase in
clinical complexity, and demographic shifts
further strain the Obstetrics and Gynaecology
workforce??-30,

Pegylated liposomal

Bevacizumab

doxorubicin

Paclitaxel Rucaparib

Olaparib

Docetaxel

Niraparib

Melphalan Debulking

surgery

Total abdominal
hysterectomy

Radiotherapy Omentectomy Topotecan Pembrolizumab

Figure 3. Timeline of approval for standard care and specialised ovarian cancer treatments3.



Chemotherapeutic options

Combined Carboplatin and Paclitaxel (or
Docetaxel) constitutes the chemotherapy
element of first-line therapy. These are
platinum-based agents administered
intravenously, starting within a week of
surgery. These drugs bind to cancer cells that
are more susceptible to platinum-based
chemical compounds and eliminate them.

Neoadijuvant chemotherapy is used in more
advanced OC cases, where tumours are larger
and show an increased spread. A combination
of taxane and platinum chemotherapeutics
agents are used before surgery to reduce
tumour mass in attempts to improve surgical
outcomess2,

Adjuvant chemotherapy, in the form of
platinum-based agents, is administered after
surgeries. The dosages and cycles are often
higher as compared to first-line treatment. The
scope behind these is to eliminate potentially
unobserved small tumour masses as well as
lingering cancer cells that have the potential to
cause a relatively quick disease recurrencess.

Radiotherapy is rarely used as part of first-line
therapy, but can be included in the treatment
regimen of metastatic OC patients34.

Hormone Therapy

In a relatively rare subset of patients who have
OC cases where the growth of cancer cells is
fuelled by oestrogen, hormone therapy can be
administered. Tamoxifen or aromatase inhibitors
block the body’s ability to form oestrogen,
thereby add an additional layer of treatment
targeting cancer cells®>.
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Targeted Therapies

Targeted therapies, although suffering from
lackluster efficacies and varied responses in
OC patients, are sometimes used as
second-line treatment options if chemotherapy
is ineffective or not an option. Although less
potent, approved targeted therapies also come
with less side effects, albeit never used before
first-line treatment?3¢,

Bevacizumab (Avastin), a monoclonal antibody,
blocks the formation of new blood vessels by
very specifically blocking the action of a protein
essential to this process. This disrupts oxygen
and nutrient supplies to tumour masses, which
are rich in blood vessels.

Poly ADP ribose polymerase (PARP) inhibitors are
used in patients with specific genetic mutations
(BRCA1/2). They block cancer cells' abilities to
properly repair damaged DNA, hence leading
to cell death.

Treatments Differences in
Developing Countries

First-line treamtent guidelines are largely
similar worldwide. However, while countries
with highly developed healthcare
infrastructures follow similar guidelines,
countries lacking resources face important
challenges.

Asia, South America and Africa encompass
varied healthcare systems, depending on
resources available. Targeted therapies and
immunotherapies are very rarely an option
(and when they are, these are usually paid for
by patients themselves). The most significant
challenges lie both in the access to trained
surgeons, as well as the infrastructure
required to carry out full treatment
courses??:37,



Treatment Guidelines

Key takeaways

07

1. In most guidelines, surgery and conventional chemotherapy form the cornerstone of OC
therapy for both early and advanced disease. Subtle region-specific differences exist regarding

the treatment for different disease stages.

2. Treatment of recurrent disease follows a similar pattern, with only few additional therapeutic
options being recommended for specific subgroups of patients.

3. Molecularly targeted therapies do not feature prominently in all guidelines and are mainly
limited to the anti-angiogenics and PARP inhibitors. The anti-angiogenic Bevacizumab is a
notable exemption, being widely recommended even in the first line setting by both US and

European guidelines

Overview of guidelines of selected organizations

ESGO-ESMO-ESP consensus conference recommendations38

The recommended treatment guidelines by the European society of Gynaecological Oncology, Medical
Oncology and Pathology (ESGO, ESMO & ESP) differentiate between initial treatment and the treatment
of recurrent disease. The general recommendations for initial treatment are surgeries, with added adjuvant
or neoadjuvant chemotherapies depending on disease stage and likelihood of complete surgical removal.
Targeted therapies are recommended in a sub-fraction of patients with advanced or recurrent disease.

Initial treatment

At an early stage (stage I/11), OC is typically
treated with complete surgical resection, coupled
with adjuvant chemotherapy. Chemotherapy
may be omitted for adequately stage |A or IB
tumours.

For more advanced OC, treatments often
involve primary debulking surgeries which can be
complemented with neoadjuvant
chemotherapies. Maintenance therapies are
frequently used in conjunction with
chemotherapies - Bevacizumab with
Platinum-Paclitaxcel is a widely recommoneded
combination therapy.

Treatment of recurrent di

Secondary cytoreductive surgery is
recommended if first relapse is over 6 months
since the end of first-line platinum-based
chemotherapy.

Molecularly targeted therapies can also be used
for recurrent OC. Both PARP inhibitors and
Bevacizumab are recommended for use in
combination with platinum-based
chemotherapies, although prior exposure to
either options should be taken into when
deciding treatment strategies.



British Gynaecological Cancer Society (BGCS)3’
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Similar to the ESGO-ESMO-ESP recommendations, the BGCS guidelines differentiate between initial
treatment and the treatment of recurrent disease. While early-stage disease is treated with surgery alone,
concomitant adjuvant or neoadjuvant chemotherapy is recommended for advanced disease. Guidelines for
recurrent disease include cytoreductive surgery where possible, alongside systemic treatment with
chemotherapy. Limited guidance for targeted therapies is provided.

Initial

For early stage (stage I/1l) OC, surgeries should
be used for the complete removal of
macroscopic disease. No (neo-)adjuvant
chemotherapies are recommended.

Advanced OC should be treated with primary
debulking surgeries followed by adjuvant
chemotherapies. If this is not achievable,
neoadjuvant chemotherapies could be used
followed by interval debulking surgeries.

In either cases, the current standard of care for
chemotherapy is Carboplatin plus Paclitaxcel for
six cycles. The addition of third agent or more
cycles has failed in clinical trials. The addition
of targeted therapies led to an increase in

progression-free survival, but not overall
survival whilst the addition of antiangiogenic
agents increased toxicity.

Treatment of recurrent disease

Sugeries are feasible in some cases, but there
has been no prospective trials analysing their
effects on patient survival.

If platinum-free interval (PFI) is over 6 months,
patients can be re-challenged with
platinum-based combination therapies. If PFl is
less than 6 months, single agent platinum
therapy can be used. The addition of
Bevacizumab is beneficial in both
platinum-sensitive and -resistant settings.
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National Cancer Institute (NCI)*°

Like the UK and European guidelines, the NCI guidelines separate treatment according to initial
vs. recurrent disease as well as according to disease stage. Targeted therapies are featured more
prominently, with more emphasis on anti-angiogenics and PARP inhibitors in the treatment of

initial disease.

Initial

Early stage (stage I/11) OC is recommended to
be treated with surgeries and adjuvant
chemotherapies. The only exception is when
patients have stage IA well-differentiated
disease, in which case chemotherapy can be
omitted.

The general recommendation for treating
advanced OC is sugery, coupled with adjuvant,
platinum-based chemotherapies. The first-line
addition of Bevacizumab to chemotherapy is

approved by FDA and generally recommended.

PARP inhibitors can also be added for both
induction and maintenance therapy as
supported by results from clinical trials on
BRCA mutant patients.

Treatment of recurrent or persistant
disease

Cytoreductive sugeries can be performed.
However, there lacks high-quality evidence that
suggests improved patient outcomes.

Platinum-sensitive recurrent OC can be
re-challenged with platinum-based therapy.
Bevacizumab and/or PARP inhibitors can be
added, though they can increase toxicity.
Platinum-resistant patients are recommended
to be treated by alternative chemotherapy
agents, for example: anthracyclines, taxanes,
topotecan and gemcitabine. However, they all
show marginal benefits in patients.



Unmet Medical Needs

Early detection and diagnosis
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Routine screening for early detections has shown benefit for many cancers. For example, the Pap test for
cervical cancer and colonoscopy screening for colorectal cancer. Unfortunately, there is currently no
effective screening strategy for OC patients due to the lack of sensitive and specific biomarkers*!.
Additionally, as initial symptoms of OC tend to be general and nonspecific, they are very often missed or
attributed to other disease processes initially. As a result, OC patients are frequently diagnosed at a late
stage, when symptoms become apparent and more severe, leaving them with a poor chance of survival°.

Stage 1 Only 33% are diagnosed at this stage

AEREE)

$ 44

Stage 2

A EE

Stage 3

i1

—

@=10%

Figure 4. Ovarian cancer 5 year survival rates*2.

Current screening approaches

CA-125 blood test

Women with OC tend to have higher levels of
CA-125, a chemical secreted by cancer cells,
in their bloodstream than those who do not*3.
Therefore, serum CA-125 level is a common
screening biomarker used by clinicians in
diagnosing OC. However, CA-125 test was
found to lack clinical sensitivity at the early
stages of disease as well as specificity as some
benign ovarian and gynaecologic conditions
can also cause elevated CA-125 levels#. It
also has limitations in diagnosing subtypes of
OC that have low CA-125 expression levels*!.

Imaging tests
Transvaginal ultrasound (TVUS) is the most

explored method for clinicians to identify and
evaluate irregular ovarian masses>. However,
the interpretation of sonograms is highly
dependent on the operator’s experience**.
Additionally, sonographic imaging also tends to
have poor ability in determining malignancy in
patients with borderline and early-stage
lesions?1.

CA-125 tests and TVUS are often used
sequentially as a multimodal screening
strategy. Such two-stage approach where
elevated CA-125 levels prompts TVUS, and
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abnormal sonograms prompt surgery was
reported to have improved both specificity and
sensitivity in detecting OC. However, it did not
result in a survival benefit in screened

remain the most employed methods for
detecting OC. This underscores the urgent

advantage to patients, CA-125 test and TVUS

clinical need for new screening and diagnostic

individuals. methods, particularly those that can detect the

disease at early stages where clinical
intervention remains effective.

Despite their failure at providing mortality

Platinum resistance

Although majority (75% to 80%) of OC patients tend to respond to frontline therapies, 70% of tumours
will recur and eventually become resistant to platinum chemotherapies. Historically, treatment options
for patients with platinum-resistant OC (PROC) have been limited with a poor prognosis as they
typically have low response rates with an overall survival of less than a year*¢#’. PROC thus represents
one of the leading causes of mortality in advanced OC. However, unlike other types of OC which saw
the FDA approval of multiple therapies, only one treatment has been approved for PROC in the past

decade?dl.

Platinum based
chemotherapy

Platinum

Platinum
resistance

refractory

Partially

. Platinum

sensitive

sensitive

_____________#

Figure 5. Classification of ovarian cancers that progress after platinum chemotherapy treatments“8.

Current treatment options for PROC

Nonplatinum cytotoxic agents

Sequential use of single agent nonplatinum
chemotherapy (e.g., pegylated liposomal
doxorubicin, gemcitabine, paclitaxel, topotecan,
etc) has been the standard of care for patients
with recurrent PROC#’. However, they generally
have low response rates (10%-15%) with a
median progression free survival of only 3-4
months and a median overall survival of 9-12
months>°. They are also associated with
significant adverse effects like neutropenia,
alopecia and neuropathy*%.

Bevacizumab

Approved in 2014, Bevacizumab is often used
in combination with chemotherapy to treat
PROC patients. In the AURELIA trial, the
combination therapy was reported to have
increased the progression-free survival to 6.7
months as compared to 3.4 months of the
chemotherapy alone group>!. However,
Bevacizumab did not prolong overall survival
and has also been associated with adverse
events like hypertension, proteinuria,
haemorrhage, thrombosis and bowel
perforation?é.



PARP inhibitors

PARP inhibitors were approved for use
primarily in PROC patients with BRCA
mutations and/or homologous recombination
deficiency based on acceptable response rate
(33% to 41%)%¢. However, they share a
common mechanism of resistance as platinum,
thus resistance to platinum therapies can be
strongly predicative of resistance to PARP
inhibitors as well>2. Additionally, post hoc
analyses suggested a potential detrimental
effect on overall survival with PARP inhibitor
monotherapy when compared to
chemotherapy. This prompted voluntary
withdrawals of olarparib, rucaparib and
niraparib treatment indications for recurrent
ocC3s,

Hormonal therapy

The European Society of Medical Oncology and
Gynaecological Oncology guidelines of 2019
and the US National Comprehensive Cancer
Network guidelines of 2021 recommended
hormonal therapy as an alternative approach to
treat PROC. However, the clinical benefits
haven't been systematically evaluated in large
trials.

.
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Mirvetuximab soravtansine

Mirvetuximab soravtansine is an antibody-drug
conjugate which received accelerated FDA
approval in 2022 for FR (folate receptor)-a
positive PROC patients based on the MIRASOL
trial*. It was reported to have improved both
overall survival (from 4.0 months to 5.6
months) and progression-free survival (from
12.8 months to 16.5 months) as compared to
patients receiving chemotherapies>.

Despite the advancements in the
understanding of OC and the extensive efforts
in identifying new treatments for PROC,
therapeutic options for patients remain limited
with minimal impact on their clinical outcomes.
Many novel molecules like cediranib, ofra-vec
(antiangiogenic therapies), lurbinectedin (DNA
RNA synthesis binders), avelumab and
nivolumab (immunotherapies) have all failed to
demonstrate a survival benefit in patients#->¢.
These unsuccessful clinical trial findings
highlight the need to identify additional
effective treatments for PROC patients.




Competitive Landscape
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The therapeutic landscape for OC is defined by a confluence of established pharmacologic interventions
and emergent treatment paradigms, underscored by a dynamic competitive environment shaped by
dominant biopharmaceutical entities, ongoing clinical innovation, and the transition toward precision

oncology.

Key existing therapies in market

Lynparza (Olaparib)

AstraZeneca's Olaparib is a PARP inhibitor, has
significantly impacted the treatment of OC,
particularly in patients with BRCA mutations.
The company is actively expanding its oncology
portfolio with combination regimens and next-
generation therapeutic application>728,

Zejula (Niraparib)

GlaxoSmithKline (GSK)'s Niraparib, another
PARP inhibitor, is approved for maintenance
treatment in OC patients independent of BRCA
mutation status. Ongoing trials are exploring
expanded applications to further entrench its
market presence>?:¢0,

Avastin (Bevacizumab)

Roche's bevacizumab, an angiogenesis
inhibitor, is used in combination with
chemotherapy for OC treatment. Roche
continues to explore combination therapies to
enhance its treatment efficacy®?.

Rubraca (Rucaparib)

Pharmaand GmbH's Rucaparib is also a PARP
inhibitor approved for the maintenance
treatment of OC patients, with ongoing
investigation into its combinatorial applications
with immunotherapeutic agents®2.

Elahere (Mirvetuximab soravtansine)

Abbvie's mirvetuximab is an antibody-drug
conjugate approved for the treatment of
patients with folate receptor-a positive PROC.
The drug's efficacy in platinum-sensitive OC
patients is currently under investigation®3.

Key emerging pipeline products

Avutometinib & Defactinib

Verastem Oncology's Avutometinib, an
RAF/MEK inhibitor, in combination with
Pfizer's Defactinib (an FAK inhibitor) has been
accepted by the FDA for Priority Review under
the accelerated approval pathway for recurrent
KRAS mutant OC. The company is currently
enrolling patients for an international phase Il
trial of the combination therapy?®.

Stenoparib
Allarity Therapeutics's stenoparib is a

dual-targeted PARP/Wnt pathway inhibitor. It
is currently being evaluated for the treatment
of advanced recurrent OC in a phase Il clinical
trial. Early trial data showed encouraging and

durable clinical benefits in heavily pre-treated
OC patients®>¢¢,

Rina-S (rinatabart sesutecan)

Genmab's rinatabart sesutecan is an
antibody-drug conjugate targeting folate
receptor-a. It has been granted Fast Track
designation by FDA for the treatment of
patients with folate receptor-a-expressing
PROC. Genmab is currently recruiting patients
for an international phase Il study?®’.

R-Dxd (Raludotatug deruxtecan)

Daiichi Sankyo and Merck's Raludotatug
deruxtecan is a human cadherin-6 directed
antibody-drug conjugate. It showed promising
activity on patients with advanced OCin a
phase | study and its efficacy towards PROC
patients is currently being investigated under a
phase II/111 trial8,



Pricing and Treatment
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Access Considerations

The cost of OC therapeutics varies significantly based on treatment modality, healthcare policy

frameworks, and re-imbursement strategies.

Treatment modalities

Chemotherapy
Traditional chemotherapy serves as a frontline

intervention for OC¢%’. The median total
medical expenditure per patient during the
first year after surgery is approximately
$93,632, with inpatient services accounting
for $30,708 and outpatient services
$52,7007°. Patients bear approximately 3% of
these costs as out-of-pocket expenses’?.

Targeted Therapies

Innovative treatments, such as PARP
inhibitors, have significantly improved patient
outcomes but come with substantial costs’2.
For instance, patients with OC and Medicare
may pay between $1 and $1,234 annually for
PARP inhibitor maintenance therapy,
depending on their Medicare plan’s.

Reimbursement and treatment
access

Universal healthcare models

In countries with universal healthcare systems,
high-cost cancer treatments are typically
covered, ensuring equitable access’4.
However, the financial sustainability of
funding these expensive therapies remains a
concern’>,

Private insurance frameworks

In the US, insurance coverage disparities can
create barriers to accessing high-cost
treatments’¢. Even with insurance, patients
may face significant out-of-pocket expenses,
leading to financial strain”’.

Reimubrsement approvals

Delays in reimbursement approvals can
impede timely access to emerging therapies.
For example, in Ireland, slow reimbursement
processes have resulted in delayed access to
new cancer medicines, potentially affecting
patient outcomes’8.

Key challenges to treatment penetration

1. Economic barriers: The high cost of novel cancer therapies poses financial challenges for
healthcare systems and patients, potentially limiting the adoption of effective treatments”?.

2. Insurance heterogeneity: Variations in insurance coverage and reimbursement policies can lead
to unequal access to treatments, affecting patient outcomesé.

3. Regulatory bottlenecks: Prolonged approval processes for new therapies can delay their
integration into clinical practice, impacting patient access to potentially life-saving treatments81.



Market Size and Growth

Projections
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The patient population of OC is expected to grow in all continents, with Africa, Latin America and
Oceania projected to exhibit the largest increases in incidence and mortality. Ageing populations,
increasing OC awareness, development of healthcare infrastructures leading to better diagnosis
capabilities (notably in low- and middle-income countries) and a global shift towards acquiring lifestyles factors
contributing to cancer incidences can all contribute to the rise in OC patient population®l. As

such, the global OC market is poised for significant expansion, propelled by increasing disease incidence,
therapeutic innovation, and improving healthcare infrastructure.

Market size

The global OC market was valued at approximately $3.6 billion in 2023¢2

Distribution trends

In 2022, hospital pharmacies held the largest
revenue shares of the market, at ~45%, primarily
due to the increase in OC prevalence and
healthcare spending®. The timely provision of
drugs to OC patients and the trust they built also
ensured their dominance.

Online providers, however, are expected to
benefit from the largest compound annual
growth rate (CAGR) in the next decade, at
~8.1%, driven by the expansion of telehealth
services and the increasing demand for
convenient access to medications8284, This is
coupled with an increased demand for oral drugs.
It is predicted that drugs available in pill and
capsule forms are expected to benefit from larger
usage in the applicable patient population than
treatments requiring more invasive routes of
administration®.

Regional insights

North America held the largest market share in
2023, attributed to the growing number of OC
patients and advanced healthcare
infrastructure®>.

Europe follows closely, with significant
investments in healthcare and research
contributing to market growth?8>,

Asia-Pacific is expected to experience the
fastest growth in OC market due to increasing
cancer awareness, improving healthcare
infrastructure, and the rise in availability of
advanced therapies®é.

Carboplatin Paclitaxel

Manufacturers

Bristol-Myers Squibb

Teva Pharmaceuticals

Bristol-Myers Squibb
ZEE Laboratories Ltd.
Python Biotech

Global Market Size

1.2 billion (2023)

6.26 billion (2024)

Projected CAGR

8.5%




Growth projections
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The market is projected to grow at a CAGR of 23.8% from 2024
to 2032, reaching around around $21.92 billion globally by 2032

Drivers of Growth

Innovations in targeted therapeutics

The development of targeted therapies, such as
PARP inhibitors and antibody-drug conjugate,
have significantly improved treatment
outcomes for OC patients®8,

Epidemiological trends

The rising incidence of OC, partly due to an
aging population, has increased the demand for
effective therapeutic interventions®’.

Early detection initiatives

Enhanced screening programs and awareness
campaigns have led to earlier diagnoses,
improving treatment efficacy?°.

Regulatory & reimbursement advancements
Favourable policy frameworks and
reimbursement strategies have facilitated
better access to advanced treatments??.

Patent expirations & competitive entry

The expiration of key drug patents is
anticipated to lower treatment costs and
encourage the entry of generic alternatives,
increasing market competition?2.

Future prospects for OC treatment

Challenges

One of the largest challenges to the growth of
OC market size is the shortage of healthcare
workforce. The lack of specialized
gynaecological oncologists, especially in
low-income regions, hampers optimal
treatment delivery?s.

The high cost associated with advanced
therapies, including PARP inhibitors,
personalised medicines and hormone therapies,
pose financial challenges for both healthcare
systems and patients?4.

Regulatory hurdles can also impact patient
access to OC treatments as prolonged approval
processes for new therapies can delay their
availabilities in the market?>.

Limited healthcare infrastructure, especially in
low- and middle-income countries, impact
patients' access to advanced oncology
treatments, therefore restrict market
penetration and patient outcomes as well?¢.

The current treatment landscape for OC faces multiple unmet needs in terms of diagnosis and
treatment for advanced and resistant cases. Addressing the challenges in OC care will require
collaborative efforts among stakeholders to enhance therapeutic options, ensure affordability and improve
access for OC patients worldwide. With the projected growth in OC patient populations globally, we
anticipate OC to be a key indication focus for therapeutic companies worldwide.
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Project Leads

Ramy is a DPhil student at the
Weatherall Institute of Molecular
Medicine. He utilises single-cell
multi-omic approaches to parse the
hetergenous landscape of solid and
liquid tumours to investigate differences %
in treatment responses and disease
progression.

Angela is a DPhil student at the
department of Biochemistry. She
studies the mechanism of action and
the uptake pathways of protein toxins
% in Gram-negative bacteria, aiming to

1 design and engineer novel antibiotics
d against multidrug-resistant bacteria.

Ramy Alesi
Slama

Team Members

Qiaochu is a DPhil student at the
department of Pharmacology. She
studies the biochemical and mechanistic
link between lysosomal storage
disorders and Parkinson's disease.

https:/www.linkedin.com/in/ramyslama/ https:/www.linkedin.com/in/angelasun0/

Roman is a DPhil student at the

| Weatherall Institute of Molecular

B Medicine. He studies genetic treatment
% approaches for blood cancer, and

i develops genomics assays to understand
the link between human genetic

&+ variations and genome function.

Qiaochu  htps:/www.linkedin.com/in/giaochu-zhang-247238 Roman Doll https:/www.linkedin.com/in/romandoll/
Zhang 170/

Nilendu is an MBA student at Said
Business School. He is a trained
electrical engineer and software
developer He has worked extensively

Tracy is a medical doctor and an
aspiring orthopaedic surgeon. Her
research focuses on the knee, aiming to
deliver a comparative single-cell and
molecular portrait of degenerative soft
tissue joint diseases using ancestrally
inclusive musculoskeletal datasets.

Tr Boak . inkedi i . . .
N|Iendu https:/www.linkedin.com/in/nileshubh/ aACy BOaKye https: /www.linkedin.com/in/tracy-boakye-serebour

Shubham Serebour  801a25107/

With contributions from David Odhiambu

Adwsors

lan is a PhD student studying stem cell Isobel received her PhD in Biochemistry
genomics, working on identifying novel from Oxford, using gene editing and
regulators of hematopoietic stem cell microscopy to study the 3-Dimensional
| maintenance. He was formerly a organisation of our genome. She was
consultant at Clearview Healthcare formerly a management consultant at
Partners. McKinsey & Co.

lan Hsu https:/www.linkedin.com/in/ian-hsu/ Isobel Johns https:/www.linkedin.com/in/isobel-johns/
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