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BACKGROUND RESULTS CONCLUSIONS

® Zanubrutinib is a potent, selective, and irreversible next-generation BTK inhibitor designed to maximize BTK occupancy and minimize inhibition of ® |[n cohort 1, 51 (51.5%) patients treated with ibrutinib and 67 (65.7%) patients treated with zanubrutinib remained in the study (Figure 2); main reasons for discontinuation were PD Long-Term Safety and Tolerability

: i 1 - - — - ini ibrutini i = Zanubrutinib, with long-term follow-up, continued to demonstrate
off-target kinases (n=14 and n=13) and AEs (n=9 and n=20) for zanubrutinib and ibrutinib, respectively ® Zanubrutinib when compared with ibrutinib had fewer AEs leading to death, treatment discontinuation, and dose reduction (Table 3 and Figure 6) 9 P

= Zanubrutinib has demonstrated a complete and sustained BTK occupancy in peripheral blood mononuclear cells and lymph nodes? = In cohort 2, 10 (35.7%) patients treated with zanubrutinib remained in the study; main reasons for discontinuation were progressive disease (n=8) and AEs (n=6) _ Most common AEs that led to discontinuation were cardiac disorder and infection (4% each) with ibrutinib vs second malignancy (4%) with zanubrutinib (Table 3) clinically meaningful efficacy in patients with WM
] _%E?:L_Jt;;u;gg;s_?asnr:i;v;:aqsuelzotency against BTK compared with ibrutinib.! Zanubrutinib has high selectivity for BTK and minimal off-target inhibition of Figure 2: Patient Disposition = The profile of AEs of interest favored zanubrutinib compared with ibrutinib (Table 4, Table 5, and Figure 7) — Although Nnot Statlstlcally Slgnlflcant at primary analy5|s,

, , , . o , S , — The prevalence of atrial fibrillation, hypertension, and bleeding were lower in the zanubrutinib arm at all time intervals a consistent trend of deeper, earlier, and more durable
" Favorable drug interaction properties allow zanubrutinib to be co-administered with strong or moderate CYP3A inhibitors (eg, antifungals) at a reduced Cohort 1 Cohort 2¢ — Neutropenia occurred early, and prevalence decreased over time for patients receiving zanubrutinib responses CR+VGPR compared with ibrutinib was observed

dose, plus proton pump inhibitors, acid-reducing agents, and antithrombotic agents®* Patients with MYD88"255 Patients with MYD88"" Y .
i Median folle e, ¢ months i Median follow-up: 43 months — Prevalence of infection decreased over time and to a greater extent in the zanubrutinib arm over time
Ibrutinib Zanubrutinib Zanubrutinib = A similar safety profile for zanubrutinib in cohort 1 was observed in cohort 2 . : :

O B J E C T I V E S Enrolled population Enrolled population Enrolled population * Zanubrutinib prowded faster and deeper responses in

n=99 (18 TN, 81 R/R) n=102 (19 TN, 83 R/R)

=25 (5T TN 23 RIR) Table 3: Overall Safety Summary Table 4. Most Common AEs (Cohort 1) patients with CXCR4""!

= Primary Objective: To compare the efficacy of zanubrutinib vs ibrutinib in patients with activating MYD88"YT WM; primary endpoint was the CR+VGPR rate . ..
y=hl P Y P J P y enap A X v v Cohort 1 Cohort 2 All grades (220% Grade 23 (>5% e PFS and OS continued to favor zanubrutinib treatment
o ] . . . . . . . . . . g
= Secondary Objectives: To further compare the efficacy, clinical benefit, and antilymphoma effects of zanubrutinib vs ibrutinib, and to evaluate safety N°t1d(g§d Tfeaggd N°t1d(ZSEF5‘d Tfe%ﬁd Not dosed Treated Ibrutinib S—— Zanubrutinib brutinib  Zanubrutinib  Ibratinib  Zanubrutinib
- .. . .. .. .. . . n= n= n= n= =0 n=28 rutini anuprutini anuprutini rutini anuprutini rutini anuprutini
and tolerability of zanubrutinib vs ibrutinib as measured by the incidence, timing, and severity of treatment-emergent AEs according to NCI CTCAE v4.03 n . . .
4 4 d 4 d d Category, n (% n=98 n=101 N=28 AEs,? n (% n=98 n=101 n=98 n=101 — At median follow-up of nearly 4 years, 66% of patients remain
Exploratory Objectives: To evaluate the effi d safety of zanubrutinib in patients with MYD88*T WM and the effi f zanubrutinib vs ibrutinib v v —
® EXploratory Jectives: 10 evaluate the eTficacy and sarety orf zanubrutinip In patients wi an € elficacy Oof zanuprutinib vs 1prutini o : A o i : T
according to CXCR4 gene mutation in patients with MYD88"'T WM Off-study treatment On-study Off-study treatment On-study Off-study treatment On-study Patients with >1 AE 98 (100.0) 100 (99.0) 26 (92.9) Diarrhea 34 (34.7) 23 (22.8) 2 (2.0) 3(3.0) on treatment with zanubrutinib versus 52% with ibrutinib
n=47 (47.5%) treatment n=34 (33.3%) treatment n=18 (64.3%) treatment Upper respiratory tract
ision,? isi 8 PD, 6 AE, 3 INV decision,® . . 32 (32.7 33(32.7 1(1.0 0 —_ inib i i i wT
g =1 (515% e =67 (657% N 10 357 Grade 23 724 75743 20 (714 infection oen Been O (Reshp"”;fs to zanubruini in patients with MYDSS
I\ /I ( ) * * cohort continued to eepen over time
E T H D S %ﬂa P ?Ctoger?gbf/?l?ig Radioth for end | ad d oth h (rectal ) d death (prior h | for heart fail bation but death not due to AE d no other inf lable). <In cohort 2 (n=26 MYD8S""; n=2 MYDS8 known), the saf | Serious 49 (50°0) 57 (56'4) 14 (50°O) Muscle spasms 28 (28.6) 2 (11.9) 1 (1.0) 0
2One case related to -19. PRadiothera or endometrial adenocarcinoma; patient started other anticancer thera rectal cancer); unwitnessed deat rior hospitalization for heart failure exacerbation but death not due to er site and no other information available). €In cohort 2 (n= WT n= mutation status unknown), the safety analysis set .
includes all 28 patients,, and the efficacy anZI{/sis set includes 26 MYD88"™ patiezts, with a median treatment durationpngO months. ‘One case related to CSVID-19. EINV decision: palliative care; mycobacterium infection required pfolonged antibiotics; treatment for skin scleroderma. / g ContUSIOn 27 (276) 19 (188) O O . ..
. a ; -
= ASPEN is an open-label, multicenter, randomized phase 3 study of zanubrutinib vs ibrutinib in patients with WM (Figure 1) Ege AE leading to death 51 ' Arthralgia 24 (24.5) 24 (23.8) 0 3 (3.0) = With longer follow-up, safety advantages of zanubrutinib
iIcacC : : - . . : . . .
. . o o . y AE leading to treatment 20 (20.4) Hypertension 24 (24.5) 15 (14.9) 19 (19.4) 10 (9.9) remained consistent with less off-target activity compared with
Figure 1: ASPEN Study Design: Zanubrutinib vs Ibrutinib in WM> = |n cohort 1, the investigator-assessed cumulative response rate increased over time in both treatment arms (Figure 3A) discontinuation ' Peripheral edema 21(21.4) 18 (17.8) 0 0 ibrutinib
— . Cohort 1 PP T—— No CRs were observed in cohort 1. Response rate of CR+VGPR was numerically higher at all time points with zanubrutinib compared with ibrutinib AE leading to dose reduction 26 (26.5) : Epistaxis 21 (21.4) 17 (16.8) 0 1(1.0) — Fewer AFs lesding e fresimnent disseninuatien, dese
Eligible Patients R ) e — At 441 months median follow-up, CR+VGPR rates by investigator were 36.3% (zanubrutinib) vs 25.3% (ibrutinib) Atrial fibrillation* 21 (21.4)* 7 (6.9) 6 (6.1)° 2 (2.0) ducti d death din th b . b
Histologic diagnosis Patients with MYD88"'T WM : o n o AE leading to dose held 62 (63.3 63 (62.4 18 (64.3 reductions, an eaths occurred In the zanubrutinib arm
of WM - - N=201 (164 R/R) > 11 1610 g (EH1D) ] #A = Median time to CR+VGPR was shorter for zanubrutinib: 6.7 months (range, 1.9-42.0) vs ibrutinib: 16.6 months (range, 2.0-49.9) - ( ) ( ) ( ) Cough 20 (20.4) 19 (18.8) 0 0 ’
Meeting >1 criterion for Stratification Factors T Bn::'gg”t'"'b = Event-free rate for the duration of CR+VGPR at 24 months was higher for zanubrutinib: 90.6% (range, 73.6-96.9) vs ibrutinib: 79.3% (range, 53.5-91.8) COVID-19-related AE 4 (41) 4 (4.0) 2 (71) Fatigue 19 (19.4) 26 (25.7) 1(1.0) 1(1.0) — Cumulative incidences of atrial fibrillation, diarrhea,
treatment initiation” Cohort 2 - CXCR4 status (CXCR4"“T vs CXCR4""/missing) 420 mg QD until PD = Median PFS and median OS were not yet reached, with hazard ratio estimates favoring zanubrutinib in cohort 1 (Figure 4) Data cutoft October 31,2021 et (1) *Cordlomesaly (cardin arest after pasmapherest, metestate malanant melanoma. subcural nema Pneumonia™ 18 (18.4)" > (5.0) 10 (10.2)" 1(1.0) hypertension, muscle spasm, and pneumonia were lower in
.o a . . . _ . . . ) ) . . ) . aCardiac fai t]re a(?u e, dea unexp all'.le , pneumonla, Sepsis (N=2). b .ar |domeg.ay <?ar lac arre_s a er plasmap ereS|s‘, me a.S a.lc ma lgna?n me apoma, S‘U Ul’? ema oma‘ . . . . .
f treatment nalve, : : wr Number of prior lines of therapy (O vs 13 vs >3) Arm A: Zanubrutinib — In patients with CXCR4"Y" by NGS, zanubrutinib demonstrated deeper and faster responses, as well as favorable PFS, compared with ibrutinib (Figure 5 and Table 2) e 3 e oot e e Bloo an nhotie syt dleiors (02) sl o ety Soceore (oo, Syncope 8 (8.2) 5(5.0) 6 (6.) 5(5.0) patients receiving zanubrutinib
must'be considered Patients with MYD88"" WM > N=28 o . . . ) . . . death of unknown cause (n=1), drug-induced liver injury (n=1), hepatitis (n=1). °Second malignancy (n=4, includes breast cancer, metastatic melanoma, multiple myeloma, and Bold text indicates rate of AEs with 210% (all grades) or 25% (grade >3) difference between arms.
unsuitable for standard N=28 (23 R/R) 160 mg BID until PD ® |n cohort 2 (MYD88"Y"), zanubrutinib demonstrated a CR in 1 patient with major response rate of 65% (including 31% CR+VGPR) overall (Figure 3B) 18 e B o e e oAl oo g8 ) oreening of chronic idney disease (n71) Data cutoff. Octaber 31, 2021 Descriptve purposes only, sided P < 0025 in rate diffrence in al grades andor grade 3. — Despite a hi gher rate of n eutropenia in the zanubrutinib arm
chemoimmunothera . ardiac arrest, -19 Intection, diarrhea, hepatitis b Infection, squamous cell carcinoma ot lung, subdural hemorrhage (arer a fall). *Preferred terms by Medical Dictionary for Regulatory Activities v24.0; excluding cytopenia, cytopenias are reported in Table 5. ’
Py ClinicalTrials.gov: NCTO3053440 — Event-free rates of PFS and OS at 42 months were 53.8% (95% CI: 33.3, 70.6) and 83.9% (95% Cl. 62.6, 93.7), respectively infection rates were similar and more patients in the ibrutinib
No prior BTK inhibitors 7 . . . . .
EU Clinical Trial Register: EUDRACT 2016-002980-33 . . . Figure 6: Time to Treatment Discontinuations Due to AEs (Cohort 1 ‘ i : :
J Figure 3: Best Overall Response by Investigator Over Time g ( ) Table 5: AEs of Interest in Cohort 1 arm had grade >3 infections
2Up to 20% of the overall population.
100 - All grades Grade =3
i A. Responses Over Time in Patients With MYD88"Y" B. Responses Over Time Observed in MYD88Y™ 90 + Censored . . . .
Cohort assignments o o . Ibrutinib Zanubrutinib lbrutinib Zanubrutinib
. . . .. : - : ® 80 - — — — —
= Bone marrow MYD88 and CXCR4 mutations were assessed centrally at study entry (NeoGenomics Laboratory, Aliso Viejo)8° 100 - . s 0 20 bo . 100 - PO g AEs,® n (%) (n=98) (n=101) (n=98) (n=101) REFERENCES
: 23 : : = J .
— The MYD88"YT assay includes a wild-type allele—blocking approach (LOD, 0.5%)"8 and detects all mutations in the region encompassing amino acid 90 - 186 ¥ SD 90 - W SD £ 60 - Infection /8 (79.6) 80 (79.2) 27 (27.6) 22 (21.8) 1. Guo et al. J Med Chem 2019:62(17):7923-7940 6. Tam et al. Blood 2020:136(18):2038-2050
Alanine?®°-Proline?’®, which includes the predominant mutation in WM, MYD88-2¢>F 80 - B MR 80 7 MR % 50 - Bleeding 61(62.2) 56 (55.4) 10 (10.2) 9 (8.9) 2. Tam et al. Blood 2019;134(11):851-859 7. Dimopoulos et al. Blood 2014;124:1404-1411
. . . . . ¥ PR s M PR 3. Mu et al. Cancer Chemother Pharmacol 8. Kohli et al. EBioMedicine 2020;54:102728
— Patients were assigned to cohort 1 (MYD88"YT; randomized) or exploratory cohort 2 (MYD88"" or MYD88 unknown; nonrandomized) * ;g B VGPR N ;8 B VGPR 2 40 - Diarrhea 34 (34.7) 23 (22.8) 2 (2.0) 3 (3.0) 2020:85(2):391-399 9. Fettke et al. Eur Urol 2020:78(2):173-180
2 ] 2 ] T 30 - . 4. Ou et al Clin Transl Sci 2021;14(2):764-772 10. Owen et al. Br J Haematol 2013;160(2):171-176
° ° c c — b 3 E 3 . ) . ’
CXCR4 mutation detection g 50- 48.0 e - g 50 M CR 2 o Hypertension 25 (25.5) 15 (14.9) 20 (20.4) 10 (9.9) 5. Tam et al. Future Oncol 2018:14(22):2229-2237
= Standard polymerase chain reaction/bidirectional Sanger sequencing assay to detect CXCR4""*™ mutation was performed at screening. Randomization in o 40 819 | —80% o 40 MRR S 104 Atrial fibrillation/flutter* 23 (23.5)" 8 (7.9) 8 (8.2)" 2 (2.0)
cohort 1 was stratified according to CXCR4 mutation status (CXCR""™ vs CXCR"//missing; LOD, 10%-15%) 30 1 30 1 [ 65% 0 - A e W | Anemia 22 (22.4) 18 (17.8) 6 (6.1) 12 (11.9) A B B R E V I AT I O N S
. . . . . . . . O 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 .
m CXCR4 mutation status was assessed retrospectively by NGS using residual DNA samples or duplicate bone marrow biopsy sample (LOD, 0.25%)° 212 28.4 - 333 05 S 218 Neutropenia* 20 (20.4) 35 (34.7)* 10 (10.2) 24 (23.8)*
] : : ! | Months . AE, adverse event; BID, twice daily; BTK, Bruton tyrosine kinase; Cl, confidence interval; CR, complete response; CR+VGPR, complete response or
_ L B _ 0 S I . . Thrombocytopenla 17 (173) 17 (168) 6 (61) 11 (109) very good partial response; CTCAE, Common Terminology Criteria for Adverse Events; CXCR4, C-X-C chemokine receptor type 4 gene; CYP3A,
Response assessments 0] 0
| Zanubrutinib  Ibrutinib | | Zanubrutinib  Ibrutinib | | Zanubrutinib  Ibrutinib | Zanubrutinib Zanubrutinib Zanubrutinib No. of Patients at Risk: S e i / 17 (17.3)/ 17 (16.8)/ 3 (31 6 (5.9)/ cytochrome P450 3A; EAIR, exposure-adjusted incidence rates (persons per 100 person-months); EGFR, epidermal growth factor receptor; HR,
- Responses were assessed according to response criteria in the NCCN® WM guidelines and modified Owen criteria® as assessed by the independent U 104 [ - 312 [ - naa [ . U 75 - 289 - 429 . Zanubrutinib 101 95 94 91 90 8 85 8 80 79 77 77 72 70 55 42 22 1N 4 1 0 econ. primary malignancy ( . ) ( . ) ( . ) ( . ) hazard rati_o; IgM, immunoglobulin M; INV, ipvestiggtgr; IPSS, International Prognostic Scorin'g System; ITT, intent to treat; LOD, limit of detection;
. . . . . . . . . . . . ini nonskin cancers . ) . . mFU, median follow-up; , myeloid differentiation primary response gene 88; MR, major response; , major response rate; , mutant;
review committee (primary analysis) and by the investigator " months months monte " months months monhs brutinio 9890 87 84 82 80 79 /4 71 70 69 65 64 63 53 3 BT 2 0 < 6(61) 6(5:9) 339 4(4.0) NCCN, National Comprehenaive Cancer Network: NGL National Gancer mastute: NGS. nosd o saquoncing, 05 averall surdval: PES.
, National Comprehensive Cancer Network; NCI, National Cancer Institute; , next-generation sequencing; OS, overall survival; )
) ) ) ) ) . Data cutoff: October 31, 2021. Bold text indicates rate of AEs with >10% (all grades) or >5% (grade >3) difference between arms. progression-free survival; PD, progressive disease; PR, partial response; pt, patient; QD, daily; R, randomization; R/R, relapsed/refractory; SD, stable
m Efficacy endpoints: response rates (CR+VGPR, major and overall responses), duration of response, time to response, time to next treatment, PFS, and OS Data cutoff: October 31, 2021 Data cutoff: October 31, 2021, "Descriptive purposes only, -sided P < 0,025 n rate difference in al grades andior grade 23, f , — . disease; TEC, tyrosine kinase expressed in hepatocellular carcinoma; TN, treatment naive; VGPR, very good partial response; WM, Waldenstrém
febricl:ztsgjtrrlce):e(i:gj;]ed r:eeruTrz);enpi)Lesggseis.terms y Medical Dictionary for Regulatory Activities v24.0. ®Including preferred terms of neutropenia, neutrophil count decreased, macroglobulinemia; WHlM, warts, hypogammaglobulinemia, infections, and myelokathexi; WT, wild type.
Figure 4: Progression-Free and Overall Survivals in ITT population (Cohort 1)
R E S U LT S A. Progression-Free Survival® B. Overall Survival® Figure 7: (A) Time to and (B) Prevalence Analysis for AEs of Interest (Cohort 1) D | S C |_ O S U R E S
100 - 100 - - . T . . . CST: research funding at Janssen, AbbVie, BeiGene; honoraria at JC: consulting at Janssen, Roche/Genentech, BeiGene, AbbVie/
. . : : . : : . . | 0 —— : 5% ini A. Atrial Fibrillation/Flutter Hypertension Diarrhea Hneing : ’ < N9 ’ . , FBY
® Both arms in cohort 1 were balanced except for patients aged >75 years, patients with CXCR4"YT by NGS, and patients with hemoglobin <110 g/L, which 90 ' o ! - S 90 - 87.5%, Zanubrutinib ypP Janssen, AbbVie, BeiGene, Loxo Oncology, Novartis Pharmacyclics, Polyneuron; research funding at Pharmacyclics,
. .. 52 78.3% ! Zanubrutinib .E‘ ; RGS: consulting at Janssen; travel expense from Janssen, Takeda; AbbVie, Janssen, BeiGene, TG Therapeutics, AstraZeneca
were hlgher on the zanubrutinib arm (Table 1) . 80 ; 3 80 - ! 100 EAIR 0.22 vs 0.78 (P < 0.059) 100+ EAIR 0.45 vs 0.94 (P < 0.05?) 100 - EAIR 0.75 vs 1.45 (P < 0.05?) royalties from BIOMED 2 primers; honoraria from Janssen, Takeda, TS: consulting at AstraZeneca, Kite Pharma, Bristol Myers Squibb,
. o 8 E 70 Ibrutinib (o] 70 - 85.2%! Ibrutinib 90 - iC d 90 - i C d 90 - +C d Amgen, BeiGene, Novartis, Astellas Pharma; research funding from Celgene, BeiGene; speakers bureau at AstraZeneca, Bristol Myers
® |n cohort 2, patients aged >75 years were more frequent (42.9 /o) &3 60 | 69.7% i rutini '8 60 . i 20 ensore 20 ensore 20 ensore Gilead Sciences, Incyte, Astellas Pharma Squibb, Pharmacyclics, Janssen, BeiGene; research funding at
S S 50 ’ ! 3 50 ! 70 70 20 SO: honoraria from AbbVie, BeiGene, AstraZeneca, Bristol Myers AstraZeneca, TG therapeutics, Bristol-Myers Squibb, Celgene, Juno
. . . . . w9 N : © N : ° 7] ° 7] o 7] Squibb, CSL Behring, Gilead, Janssen, Merck, Roche, Takeda; Therapeutics, Oncternal, Ascentage Pharma, Kite Pharma
Table 1: ASPEN: Baseline Demographlcs and Disease Characteristics g 2 40 - o o | -g 40 - o o | °\. 60 - °\. 60 - "\, 60 - consulting at AbbVie, BeiGene, AstraZeneca, Bristol Myers Squibb, CB: honoraria with Roche/Genentech, Janssen, BeiGene, Novartis,
> S Zanubrutinib Ibrutinib i g Zanubrutinib Ibrutinib i -2 -2 -2 CSL Behring, Gilead, Janssen, Merck, Roche, Takeda; research funding Pfizer, Incyte, AbbVie, Gilead Sciences, Celltrion, MorphoSys,
0.2 30 A Events, n (% 20 (19.6 30 (30.3 ! n 30 A Events, n (% 12 (11.8 17 (17.2 ! o 50+ (7] 50~ ) 50~ from AbbVie, AstraZeneca, BeiGene, CSL Behring, Gilead. Janssen, Regeneron; consulting at Gilead Sciences, Janssen, Roche, Pfizer,
Cohort 1 Cohort 2 a2 (%) (19.6) (30.3) 2 (%) (11.8) (17.2) v o g
.. . . . 3 20 ~ HR (95% Cl) 0.63 (0.36, 1.12) i © 20 + HR (95% CI) 0.75 (0.36.1.59) i E 40 - E 40 ;-&;' 40 Me.rck, Pharmacyclics, Roche, Tgkeda ) ' BeiGene, Celltrion, AbbVie, Incyte, Reggneron, MorphoSys, N‘ovarti.s;
Characteristics Ibrutinib (n=99) Zanubrutinib (n=102) Zanubrutinib (N=28) 10 - ! o 10 - ! 30- 30 - 30 - SQ. honoraria frpm Janssen, BeiGene, Sanofi; consulting at Janssen, speakers ‘bureau at Roche, Jan§sen, BeiGene, Celltrion, AbbVie, Pfizer,
o + Censored ! (o) o + Censored ! 20 20 20 BeiGene, Sanofi; speakers bureau at Janssen; expert testimony at Gilead Sciences; research funding from Roche/Genentech, Janssen,
q T T T T T T T T T T T T T i T T T T 1 T T T T T T T T T T T T T f T T T T T T 7] 7] 7] J it | with BeiG J Celltri MSD, Pfi A
_ _ _ - —+t iR —HH— ; ) ) ) )
Age, years median (range) 70 (38-90) /0 (45-87) 72 (39-87) 0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54 57 60 10 10 Sa 10 WJ: consulting at AstraZeneca, BeiGene, Janssen, Loxo Oncology VL: consuiting at BeiGene, Janssen, AstraZeneca, Ll AbbVie:
>65 years, N (o/o) 70 (70'7) 61 (598) 19 (679) Months Months 0- 0 W 0 Sandoz, Roche; research funding at AbbVie, Astra Zeneca, Bayer, speakers bureau at BeiGene, AstraZeneca, AbbVie; travel with AbbVie,
L L s BeiGene, Celltrion, Celgene, Debiopharm, Epizyme, Incyte, Janssen, AstraZeneca, Roche Pharma AG, BeiGene, Amgen, Janssen Oncology,
>75 years, n (%) 29 (22.2) 34 (33.3) 12 (42.9) No. of Patients at Risk: No. of Patients at Risk: O 3 6 9121518 21242730333639424548 5154 5760 0 3 6 9121518 21242730333639424548 5154 5760 O 3 6 9121518 21242730333639424548 5154 5760 Loxo Oncology, Merck, Mei Pharma, MorphoSys, Novo Nordisk, Roche, AbbVie, MSD Oncol.ogy, Lily | | |
Sex, n (%) Zanubrutinib 102 96 93 90 89 88 82 8 80 78 76 74 68 60 43 25 15 8 1 0  Zanubrutinib 102 100 97 96 95 94 94 89 8 86 85 84 82 80 65 49 27 13 5 1 0 No. of Patients Months No. of Patients Months No. of Patients Months zaé“izze;fgﬁ‘:jn;ﬁ;gfg"e‘)‘g‘g’s ‘S’:i’ibegqp'oyme”t with BeiGene; stock with BeiGene, Bristol-Myers
. . at Risk: at Risk: at Risk: : ; I : : . : ,
Male 65 (65.7) 69 (67.6) 14 (50.0) ioratinib 92 88 8 8 /8 U8 T 169 68 e e sz M e 2 0 (brutinid 99 9% 93 92 91 90 89 88 88 8 84 80 7 6 62 43 2 7 3 10 Zanubrutinib 101 95 94 92 89 87 84 79 77 75 74 74 70 68 52 41 22 1 4 1 O Zanubrutinib 101 89 87 83 80 77 75 70 68 67 65 65 61 58 46 34 17 1 14 1 0 Zanubrutinib 101 85 82 78 76 73 69 65 63 62 60 59 55 53 41 33 16 7 4 1 0 gqgonsu:':gst BeiGene, Janssen-Cilag; honoraria at Janssen-Cilag, jfl’.Ac' elmployTer.lLagd.étOCk VF\,"thtBe'(T;re]ne tics: stock with
Data cutoff: October 31, 2021 lbrutinib 98 87 83 78 74 71 68 64 62 59 58 54 49 48 40 25 10 4 2 O lbrutinib 98 84 80 75 71 66 64 58 52 50 47 44 43 41 3422 10 6 1 0 lbrutinib 98 73 67 60 56 54 54 50 49 46 45 41 39 38 32 18 9 4 2 O P;'I. Ce:r‘fs’ultsmrg a?giiie Janssen-Cilag, Novartis, AbbVie, Astellas 5 e;g;zoggir;_mn Org'riaexﬁ;] E;Zigr:n o regigﬁiiécvi’iti%ceigéne
H H o ®By investigator assessment. . ’ - ’ ’ ’ ’ ’ ’
Prior lines of therapy, n (/o) Y g Pharma, Pfizer, BeiGene, Jazz Pharmaceuticals, Gilead Sciences; MD: consulting with Amgen, Janssen-Cilag, Takeda, Bristol Myers
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