A Phase la/lb Trial of FAP-Dox (AVA6000), a Fibroblast Activation Protein (FAP)-released and Tumor Microenvironment -
(TME)-targeted Doxorubicin Peptide Drug Conjugate in Patients with Salivary Gland Cancers Ava C’i.

Ferrarotto, R.7, Metcalf, R.?, Peng, S.3, Tap, W.D.#, Banerji, U.>, Evans, T.R.J.%, Plummer, R.7, Anthoney, A.8, Plummer, C.’, Dawson, R.8, Lahu, G.%, Jones, H.'9, Kinnersley, N.'", Edwards, R.'", Gordon, G."", Cranmer, L.D.'?, Twelves, C.8, Cook, N.8, Specht, J.'3, Ho, A.* THERAPEUTICS

"The MD Anderson Cancer Center, Houston, TX, “The Christie, Manchester UK,  The Royal Marsden Cancer Center, London, UK, “Memorial Sloan Kettering Cancer Center, New York, New York, °The Institute of Cancer Research, London UK, ®University of Glasgow, Glasgow Scotland, "Newcastle University, Newcastle UK, 8University of Leeds, Abstract: 15113
Leeds, UK, ’

SUniversity of Bradford, Bradford, UK, '°thinkQ2, Baar, Switzerland, "'Avacta Therapeutics, London, UK, ?City of Hope, Duarte, CA, '3 University of Washington, Fred Hutchinson Cancer Center, Seattle, WA

FIGURE 5. Dose Proportionality of Released Doxorubicin by Cycle
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