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Five-year analysis of the POLARIX study:
Prolonged follow-up confirms positive impact of
polatuzumab vedotin plus rituximab,
cyclophosphamide, doxorubicin, and prednisone
(Pola-R-CHP) on outcomes
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POLARIX study design

Pola-R-CHP
[ Polshumumab vedotin (1éma/c)”
R-CHP + vincristine placebo

Patients

+ Previously untreated DLBCL Cyclgs 1-6 Rituximab
+ Age 18-80 years (1 cycler21 days) T asmgm
BCPRS

+ ECOGPS0-2 crtes78S
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« IPiscore (2vs 3-5) polatuzumab vedotin placebo.
* Bulky disease (<7.5 vs 27.5cm) s
* Geographic region (Western Europe, US, Canada, & Key secondary endpoints:
Australia vs Asia vs rest of world) EFSy by INV, PET CR at EOT by BICR, OS
MedianPFS  Median 05
Total follow-up follow-up
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Baseline characteristics

HP (nedd0) R-CHOP (n=439)
Age Median, years (min-max) 65.0(19-80) 6.0 (19-80)
265 years 231 (525) 236 (52.8)
Sex Male 230 (54.3) 204 (52.3)
ECOG PS o1 374 (85.0) 363 (627"
2 86 (15.0) 75 (17.1)
P at screening 2 167 (38.0) 167 (38.0)
35 273 (620) 272 (520)
Bulky disease 27.5m 193 (43.9) 192 43.7)
Baseline lactate dehydrogenase >1x upperlimit o normal 2901 (66.1) 284 (64.7)
Ann Arbor stage worw 393 (693) 367 (86.2)
Number of extranodal sites 2 213 48.4) 213 (48.5)
NHL histologic diagnosis reported by | DLBCL NOS, ASC, GC8 a73 (84,8 367 (836)
investigators HGBCL, DHUTHL 43(08) 50(11.4)
Other large B-cell ymphoma 24(55) 22(50)
C0O centrally reported by n
NanoString® ABC by NanoSting 102 (30) 119(35.2)
CB by Nanosting 184 (55.8) 168 (49.7)
Unclassified by NanoSting 4(133) 51(16.1)
 Unknoun 110 101
arorg; o, g i Gal i e e
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PFS benefit of Pola-R-CHP over R-CHOP is maintained at 5y

PFS in the global ITT population

100 — PoaR.CHP (=440)
— R-CHOP (n=439)
. + Censored
z ®
4
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o T2 655 746) | 641 (60155551 (G10.543)
oY) 573057095 [ 078 80097 [077 052 097)
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‘Time (months)
Patients remaining at risk

PolRCHP 440 407 357 335 318 303 202 260 258 213 100 56  NE
R-CHOP 439 391 33 302 287 274 258 251 240 192 95 54 NE

Atthe 5-year follow up, Pola-R-CHP had a sustained and significant PFS benefit,
confirming results from the primary analysis of PFS at 2 years of follow up (HR 0.73).1

“Data cut off: une 26, 2021 Data cutof une 15, 2022, 'Ostacutoff: Ay, 2028, 1. Ty, et N Eng | Med 2022385.351-63

- [——— . confidence interval, 8, harard rati; NE, not evaluab
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CR obtained after Pola-R-CHP treatment is maintained
with 5y follow-up

DFS (DoCR) in the global ITT population

100 — Pola-R-CHP (1=383)
— R-CHOP (n=367)
@ + Censored
5 6
£
4
0] cventtreorate, | Primary anatyss | w | 5 -
(5% at2years’ year upda year upda
20 PolrCHp 518(74-852) | 82(731-832) | 718 (664773
RecHOP 774278201 | 725672778 | 665 (805721)
HR (95% ) 070(050-098) | 072(05-099) | 075 (057-1.00)
O 6 12 18 24 30 3 4 48 54 60 66 72
Time (months)
Patients remaining at risk
Pola-R-CHP. 38 347 33 317 301 286 277 251 222 105 79 3 NE
R-CHOP 37 33 205 279 268 253 247 230 206 98 72 NE NE

“Data cutoff.June 28, 2021;'Datscutff: une 15, 2022; 'Daa cutoff: 5, 2024; ¥R asessment ocurred a the Dmonth tmepoint.

Pola-R-CHP shows a favorable benefit-risk profile
compared with R-CHOP in the expanded population

ssisn o Safety summary

B PolaRCHP (1=495)
W RCHOP (red08)

pationts (%)
g

o
Any-grade AE  Grade34AE  GradeSAE  Serious AE Doso  Dose interruption Dose reduction  Related serious.
discontinuation  due to AE. ue to AE €S n longterm
due to AE follow up"
TEAE period

PostTEAE
(long-term safety) period

Safety profile remained comparable between treatment arms, with no increased risks with long-term follow-up.
There was no substantial change in the proportion of patients with AEs (25%) compared with the global population.
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Take Home Points:

Pola-R-CHP is established as a standard of care in IPl 2+ newly
diagnosed DLBCL

5-year follow-up of POLARIX showed sustained and significant PFS and
DFS benefits for patients receiving Pola-R-CHP versus R-CHOP

Numerically fewer deaths, especially lymphoma-related deaths, fewer
subsequent treatments, were observed in patients receiving Pola-R-CHP
compared with R-CHOP

No new safety signals were noted

@T Division of Hemalology
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Anti-CD20/CD3 Bispecific T Cell E (BiSp) therapies approved
in R/R LBCL after failure of 22 lines of treatment

ictamat

Redirectod tumout tysis

/ IV infusion
\ n”" Time-limited

FDA Approved

)

Indefinite therapy

19GHlike bispecific antibady

Epcoritamat

Division of Hematolagy
s o e S ot 1B el of Concr b 124, pages 0371048 (2021 s e 1 Oreogs 2021

11

Fixed-duration glofitamab monotherapy continues
to demonstrate durable responses in patients with
relapsed or refractory large B-cell ymphoma:
3-year follow-up from a pivotal Phase Il study
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Study design

Pivotal single-arm Phase Il study in patients with R/R LBCL and 22 prior therapies

Key inclusion criteria Glofitamab 1V administration
DLBCL NOS, HGBCL, Fixed-duration treatment:

transformed FL, or PMBCL Q3w

ECOG PS 0-1 Up to 12 cycles (8.5 months) Disiomg

22 prior therapies, CRS mitigation: D8: 2.5mg

including: Obinutuzumab IV pre-treatment (1000mg) D1: Gpt

~ Anti-CD20 antibody C1 step-up dosing

- Anthracycline Monitoring after first glofitamab dose (2.5mg) 21-day cycles

Primary: CR rate (as best response) by IRC" - Landmark: PFS and OS by response (CR at EOT)

Key secondary: ORR!, DoR', DoCR!, PFS, OS - Biomarker: ctDNA kinetics,
immune recovery (B-cell, IgG and IgM)

sreeT
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Baseline characteristics

All patients
(N=154)t

All patients
(N=154)"

n (%)*

n (%)*

) Median number of prior lines, n (range) 3(-7)

Med , 66 (21-90)
an age, years (range) (21-90) 2 prior lines 61(39.6)
Male 100 (64.9) >3 prior lines 93 (60.4)
— 0 69 (44.8) Prior CAR-T 51(33.1)
:/" :z ::‘;3; Refractory to prior CAR-TS 46 (299)
Ann Arbor stage y Togeg | ProrASCT 29 (18.8)
DLBCLNOS | 110114y | | Refractory o any prir therapy 138 (89.6)
WL 28(18.2) | | Refractory o st e of prior therapy 130 (84.4)

NHL subtype h

HGBCL 10(6.5) Refractory o first line of prior therapy 90 (58.4)
PMBCL 639 Refractery to any prior anti CD20 128 83.1)

) 64 (41.6)

Bulky disease D

The patient population was heavily pre-treated and highly refractory to prior therapy
O ey e e G P el TSty TBUaNE ODUal0n (O [Oneh Bt O PO Soiee TS
Ineono-reat popuaton 5 o ecew any sy G and was oxched from h saley-evskuabe popaton)s SECOG PS . -1 (06%) ane patert
P of 1 af evoimart, it celrerat efor e eGP f Sy reaimant Palerts o o esponse o eapsed Wik M.
T autologous stem cal ransplant; CART, chimeric. antgen receptor T-cal terapy: NiL, rom Hodhin hympnoma: L ransiormed fallculr
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Complete responses remained durable following
- . ) b

DoCR by IRC

CR rate, n (%) 62 (40)
[95% C1) [32.2-48.2]
ORR, n (%) 80 (52)

95% C1) [43.5-59.7]
Median DoCR, ‘

months (95% C1) 29:8(220-NE)

24-month DoCR, %

Probabity (%)

56.4 (42.9-69.8)

(95%CI)
Ongoing CRs, n/N (%) 33/62(53.2)
Median CR follow-up, 37.7 (0-51)

months (range)

* Median time on study: 41.0 months (range: 0-52)




Safety summary

= CRS* remained the most common AE

~ Occurred in 64.3% of patients

— Mostly Grade 1 (48.1%) or Grade 2 (12.3%); Grade 3 (2.6%) and AE 152(98.7)
Grade 4 (1.3%) events were uncommon
L B Grade 23 AE 102 (66.2)
* The incidences of AEs and SAEs have previously
12
been reported SAE ‘ 76 (49.4)
~ Two new Grade 23 AEs were reported: neutropenia (Grade 3) and
adenocarcinoma pancreas (Grade 4) Grade s (fatal) AE ‘ 1(7.1)
* No new ICANS or cytopenia events were reported from
June 17, 2022'-May 17, 2024 AE leading to treatment
iccontintati 14(9.1)
discontinuation
~ Two new fatal AEs were reported': COVID-19 and
actielnvelotdletkenia AE leading to glofitamab dose 100195)
~ Three new infections were reported®: rhinitis (Grade 2), pneumonia  modification/interruption (19

Most patients did not experience new AEs since the previous analysis!

irson, 5.

1 0ie
N gl M 202238722033
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Take Home Points:

Glofitamab is an approved CD20xCD3 bispecific Ab with sustained
responses in 3L R/R DLBCL

After more than 3 years of follow-up, —An estimated 77.2% of patients with
a CR at EOT were alive 24 months later

Safety profile remains manageable and consistent with previous analyses

SkyGlo : Phase Il Glofi+RCHP-Pola vs RCHP-Pola in untreated LBCL
with 22 IPl ongoing and open at CU
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Updated Clinical Results

A Multicenter, Open-Label, Phase 3 Study of
Tabelecleucel for Solid Organ or Allogeneic
Hematopoietic Cell Transplant Recipients with
Epstein—-Barr Virus-Driven Post Transplant
Lymphoproliferative' Disease after Failure of

Rituximab or Rituximab Plus Chemotherapy

Ghobadi' X o ani Dinavahi’, Xinyuan Duar’,
ude




Unmet need for effective treatment for R/R EBV+

PTLD following allogeneic HCT (N=81)!

= Initial treatments for EBV* PTLD include
reduction in immunosuppression (RIS) and anti-
CD20 antibody + chemotherapy (CT),"* but
response rates are variable

Medion OS: 0.7 months (95% C1:0.3-1)

Probabilty overail survival

= The reported median survival rates—0.7 months
for allogeneic HCT and 4.1 months for SOT—in
patients with EBV * PTLD who did not respond to
rituximab + CT highlight a critical and urgent
unmet need in this patient population$

L0t 0 oo i NER e DIET050. 2 2 o ot o Cr ool fep 10387732 3 Dk 0 1 o Mucha kot ol
1025206955 5 Toppe R, 6. I Cin Oncol 017355%-43. & S0 . o101 8 o Tt o) ol S oot 1o 8 Chariahars v 1o oo 21 S 2528
ooy, . Gran-gar i T reraiapatc %R
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Tabelecleucel is a novel treatment for R/R EBV+ PTLD

= Tabelecleucel is an off-the-shelf, non-genetically modified, allogeneic, EBV-specific T-cell
immunotherapy that targets and eliminates EBV-infected cells in an HLA-restricted manner

Mechanism of action*

Tabelecleucel

TR AR

EBV* PTLD
Manvufacturing Product selection Administration
Derived from unrelated third-party Based on the characterization of No lymphodepletion or pre-
healthy donors and cryo-preserved HLA resfriction and donor: recipient medication, 1-hour post-injection
in a bio-bank adapted fo cover compatibility monitoring, can be administered both
multiple HLA profiles ininpatient and outpatient settings
ST, otmeciucel s osoconot igers
R Epstein-Bar n \au(mwg unhgen FILD, asease;

20

ALLELE Study Design

Patients receive additional reatment cycles until best
response is achieved. In cases of non-response,
pafients may be administered fabelecleucel using a T-
cellline with different HLA restrictions (switch)®

HCT (n=26)
Failed RTX.

Follow-up
(~5 weeks) Clinical and  EoT>  piscase ossessment
., radiographic ____,  every3 months upto

Treatment cycle

Screeni

" TobelecleucellV 24 months, and survival
assessment 5
ng 20 x 10¢cells/kg. (day ~28) status every 6 months
SOT (n=49) on days1,8,15 up fo 5years

Failed RTX (subgroup A)
or RTX +CT (subgroup B]

Key eligibility criteria: Primary endpoint: orr*

 Prior allogeneic HCT or SOT Key secondary endpoints:
P o R e ST DB e
- 05 in responders vs non-responders

+ECOG Ps <3
Tty oo o4 1T ) 12101 ] alfrnt o clr okl oo o Sncorg £CHOP. v 1y of e, sl s ocne
it Caroiharopy Eov- Cotor San v pasing:EC0G . Cavom Cosperaive
oo harotopaetc ool 5
@m"ﬂ Ry, % o 0100 g o T e
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Primary Endpoint: ORR

HCT(n=26) SOT(n=49) AN(N=75) Overall Response Rate, %
Responders, n (7%)° 13(500) 25(51.0) 38(507) oo
5% C1) (299.701]  B63.656 (389,624 o
Before 1* resticfionswitch 12 (46.2) 2 (408) 2W@27)
95% C1) (66,666 170,558 [313.546) -
Median (ange) fime, morihs n= - — o 51.0% 07
TRz 1000690 20(07-47)  1.1(0.69.0) o
Time fo best response 1000690 210773  16(0690) —— o bee
Estimated DOR, medion (%% 19,015, NE)  NE(68,NE) 230 (12,1, NE) ack arR

1), months®

‘The ORR (complete response [CR] + partial response [PRI) in all patients was 50.7% (n = 38/75), with a best overall response of CR in 21 patients (28.0%)
orPRin 17 (22.7%)

Median time to response in all patients was 1.1 months

2/8/2025

Safety Outcomes
| icin=20 [ soro=n | mnci-75 [

TESAES, n (%) Most treatment-emergent
Any 17 (65.4) 30 (61.2) 47 (627) serious adverse events
Treatment-relateds 2(7.7) 4(82) 6(80) (TESAES) were not treatment
Treatment-related fatal [ 0 0 related

Treatment Emergent Identified and Pofential Risks including AESI by SOC, n (%) - None of the fatal TESAEs
Tumor flore reaction o 0 0 were related to tabelecleucel
Infusion-related reaction 0 0 0 . No cases of tabelecleucel-
Cylokine release syndrome [ 0 0 related graft-vs-host disease
Transmissi on of infectious disease [} 0 0 or organ rejection were
Graft-vs-host disease 2(77) 0 2(27) reported
Bone marmow/organ rejection 0 3(61) 3(40)
ICANS. [ 0 0
Immunogenicity® 0 0 0

Take Home Points:

Tabelecleucel has promising efficacy in refractory PTLD
ORR 50.7% in all patients (best overall response: CR in 28%; PR in
22.7%) and was well tolerated
Median DOR 23.0 months

Tabelecleucel is approved in Europe and is planned for FDA review in
2025

@3 Division of Hematoiagy
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Abstract #569 Pembrolizumab maintenance instead of
transplant for patients with rel/ref HL in CR after pembro-
GVD

Alison Moskowitz, Gunjan Shah, Nivetha Ganesan, Helen Hancock, Theresa Davey, Tiffany Chang,
Brittney Munayirji, Monifa Douglas, Alayna M. Santarosa, Alexander Boardman, Philip Caron, Kevin
David, Zachary Epstein-Peterson, Lorenzo Falchi, Paola Ghione, Andrew Intlekofer, Paul Hamlin,
Steven Horwitz, William Johnson, Anita Kumar, Jennifer Lue, Efrat Luttwak, Ariela Noy, Colette Owens,
Maria Palomba, Gilles Salles, Raphael E. Steiner, Robert Stuver, Pallawi Torka, Santosha Vardhana,
Andrew Zelenetz, Joachim Yahalom, Ahmet Dogan, Heiko Schoder, Craig H. Moskowitz

@T Division of Hemalology
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Phase Il study of 2"d-line pembro-GVD — ASCT
104 - - L
* 39 pts (38 evaluable; 1 with 0.9 o D
composite lymphoma) 08
* ORR: 100% S z'; 1 Median f/u: 57 mo (range: 2-72)
054 - . .89
+  CR:95% (92% after 2 cycles) ...:; oa 5-year PFS: 91% (95% CI: 82-100)
2 o4
0.3
* 36 transplanted (2 opted out) 4
* 1relapse, 2 deaths (unrelated) 01 @ caisied
00 | T T T T
0 20 40 60 80
Updated from Moskowitz AJ, et al. 1CO 2021 Time (Months)
Data cut off: 9/20/2024 38 34 31 14 0
26
Pembro Maintenance Instead of Transplant for pts in CR
after Pembro-GVD e 9
Patients with CR
after pembro-
GVD x j )
[cycte 1| cycle2 | cyce [ cycle & 13 cycles pembrolizumab maintenance
Pembrolizumab (200 mg IVPB) X X X X X
Gemcitabine (1000 mg/m2 IVPB) XX XX XX XX
Vinorelbine (20 mg/m2 IVPB) XX XX XX XX
Liposomal Doxorubicin (15 mg/m2 VPB)Y ¢ K X K X X X
DH 4 g 2029 |43 s0 e 7} 2-year PFS following start of
maintenance i §
(per] (reT)
@- Dhdson of Hematoagy
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Pembro Maintenance Instead of Transplant for pts in CR after Pembro-GVD

" Total enrolled ‘

(n=40)
{ )
Pembro-GVD x 2-4 cycles g
CR:36% (90%); PR 4 (10%) | 4 patients in PR after Pembro-
; I I
[+ 1proceeded directly to ASCT
Patients in CR after Pembro- * areceived RT and ASCT

1 received pembro
maintenance off-study
1received BV-nivo and RT

g vrerm——

Pembrolizumal

maintenance,
n=24

/

1death
(pneumonitis)

Ve ¥ N
11 received aﬁ—,i g
protocol treatment
A - )
« 6 elected to proceed to ASCT
* 4 proceeded to ASCT due to pembro toxicity
« 1elected to receive no further therapy

~

*3 PET-positive patients with
negative biopsies deemed CR

J

2/8/2025
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Pembro Maintenance Instead of Transplant for pts in CR after Pembro-GVD
1.04 - 10 relapses:

" * 4 pts during pembro maintenance
0.9+ ! * 3 pts within 6 months of last pembro
0.8 L * 3 pts beyond 6 months of last pembro

- 0.7 — oz o ‘ 9pts p dedto lant foll
£ 0.6+ -— - * BV/benda (n=1)
1 -
5 o054 e+ BV-ICE (n=1)
3 [ Months | prs (95% ci) . ICE (ne1)
g 047 2 60% (42-85) « BV/nivo, ICE, RT (n=2)
0.3 ¢ Pembro-GVD (n=2)
0.2 *  Pembro-GVD, ICE (n=1)
) Median follow-up: 30 mo. (range: 14.7-41.2)
0.1+ 1 pt not transplanted due to comorbidities
0.0, : : L Censored « receiving palliative pembro plus
0 10 20 30 20 gemcitabine, achieved CR
Time (Months)
24 19 12 8 1
29

Take Home Points:

Pembro-GVD x 4 — pembro maintenance may allow a subset of pts to
be cured without transplant

Patients who relapse during or after maintenance can successfully be
salvaged with third-line therapy and autologous stem cell transplant

Patients with stage IV disease are more likely to require transplant
Plan for phase Il randomized, non-inferiority study evaluating transplant vs
pembrolizumab maintenance for patients with rel/ref stage I-Ill HL in CR

after pembro-GVD

@] Division of Hematology
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P1009

Fixed-Duration Acalabrutinib plus Venetoclax With or
Without Obinutuzumab versus Chemoimmunotherapy for
First-Line Treatment of Chronic Lymphocytic Leukemia:
Interim Analysis of the Multicenter, Open-Label,
Randomized, Phase 3 AMPLIFY Trial

Jennifer R. Brown, MD,' John F. Seymour, MD,2 Wojciech Jurczak, MD,? Andrew Aw, MD,* Malgorzata Wach, MD,*
Arpad llles, MD,¢ Alessandra Tedeschi, MD,” Carolyn Owen, MD,? Alan Skarbnik, MD,® Daniel Lysak, MD,'®
Ki-Seong Eom,!" Martin Simkovi¢, MD,2 Miguel Arturo Pavlovsky, MD,' Arnon Philip Kater, MD,'* Barbara

Eichhorst, MD,'s Kara Miller, MS,'¢ Veerendra Munugalavadla, PhD,'¢ Ting Yu, MD,'® Marianne de Borja, MS,'” Paolo

Ghia, MD"81°

“Dana-Farber Cancer Institute, Boston, MA, USA; “Peter MacCallum Cancer Centre, Royal Melbourne Hospital, The University of Melbourne, Melbourne,
VIC, Australia; *Maria Skiodowska-Curie National Institute of Oncology, Krakéw, Poland; “University of Ottawa, Ottawa, Ontario, Canada; *Medical University
of Lublin, Lublin, Poland; “University of Debrecen, Debrecen, Hungary; "ASST Grande Ospedale Metropolitano Niguarda, Niguarda Cancer Center, Milano, faly;
EUniversity of Calgary and Foothills Medical Centre, Calgary, Canada; “Novant Health Cancer Insttute, Charlotte, NC, USA; ‘*Fakultni Nemocnice Pizen, Pilsen,
Czech Republic; "'Catholic Hematology Hospital, Seoul St. Mary's Hospital, College of Medicine, The Catholic University of Korea, Seoul, Republic of Korea;
“Hiradec Krélove, University Hospital and Charles University in Prague, Hradec Kralove, Czech Republic; 'FUNDALEU, Clinical Research Center, Buenos Aires,
Argentina; “Amsterdam University Medical Center, Amsterdam, on behalf of HOVON, Netherlands; "“University Hospital Cologne, Cologne, Germany;
“eAstraZeneca, South San Francisco, CA, USA; AstraZeneca, Mississauga, ON, Canada; Universita Vita-Salute San Raffaele, Milano, ltaly;
TIRCCS Ospedale San Raffacle, Miano, ialy
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AMPLIFY Study Design

ized, multicente pen-label, Ph 3 trial

AMPLIFY: randon

TN CLL (N=867)

Primary endpoint: IRC-
assessed PFS (AV vs FCR/BR)

If primary endpoint met,
/ 'secondary endpoints tested in
AVO (14 cycles) fixed sequential hierarchy:
1) IRC-PFS (AVO vs FCR/BR)
Key exclusion criteria &) WID(DREEL)
+ CIRS-Geriatric >6 3) uMRD (AVO vs FCR/BR)
+ Significant cardiovascular 4) OS (AV vs FCR/BR)
disease Crossover was not allowed 5) OS (AVO vs FCR/BR)

Stratification

(>65 vs <65 years)
+ IGHV mutational status
* Rai stage (23 vs <3)
* Geographic region

" Age 218 years

« TN CLL requiring
treatment per iwCLL 2018
criteria

« Without del(17p) or TP53

« ECOG PS 52
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PFS Significantly Improved With AV and AVO vs FCR/BR

Abstract #1009
" 83.1%
3%
8 ity
AV
& e % ’
@
2 v
T 40
o HR (95% CI) TShEED . .
AV vs FCRIBR 065 (049 to 0.87) CIEEB|NEEERID
AVO vs FCRIBR 042 (0.30 to 0.59) of IGHV status
0 6 2 18 2 30 6 a2 a8 54 60

Months from randomization

Patient at risk

AV 201 282 269 251 237 219 177 102 35 3 o
AVO 286 72 258 237 225 219 191 116 51 7 o
FCRBR 290 236 208 189 170 154 127 66 28 6 0
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OS Benefit

With AV vs FCR/BR (ITT)

Abstract #1009

With AV and AVO vs FCR/BR
(COVID-19 Deaths Censored)

LRiipan g Hematolagy

COVID-19 deaths: 10 (AV), 25 (AVO), and 21 (FCR/BR)

. cotamcs vt 7

Sy pap———
" R

100 {w 100.
‘MM AV
80 AV 80. o
= o =
S g o0
@ @
O 40 O 40
36.m0 05 36-m0 05
HR (95% C) — HR (95% C) —
20 — 20-
AV vs FCRIBR  0.33 (0.18 to 0.56) 87.7% AV vs FCRBR  0.27 (0.11 t0 0.60) 96.2%
AVO s FCRBR 076 (04910 118) o] AVOVFCRER 047 (02210085)
6 6 T2 18 2 3 36 42 4B 54 60 0 6 12 18 24 30 3 42 48 51 60
Months from randomization Months from randomization
Patientat risk Patientatrisk
AV 201 286 281 277 275 20 283 142 S8 10 0 A 286 281 27 215 210 283 142 s 10 0
MO 206 276 265 257 252 250 223 143 64 10 0 AVO 286 276 265 257 252 250 223 143 64 10 0
FCREBR 200 247 206 228 223 217 162 98 45 13 0  FCRBR 200 207 286 228 223 217 1@ 98 45 13 0
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Safety Summary Abstract #1009
AV (n=291) AVO (n=284) FCR/BR (n=259)
::Juration of exposure, median (range), 12.9 (1-18) 12.9 (0-18) 5.6 (1-11)
Summary of AEs
Any AE 270 (92.8) 269 (94.7) 236 (91.1)
Any AE grade 23 156 (53.6) 197 (69.4) 157 (60.6)
Any serious AE 72(24.7) 109 (38.4) 71(27.4)
Serious AEs leading to death 10(3.4) 17 (6.0) 9(3.5)
AE leadling to treatment 23(7.9) 57(20.1) 28(10.8)
discontinuation
DN GO o
35

@] Division of Hematology

Take Home Points:

— uMRD rates highest in the AVO arm

— AV and AVO had tolerable safety profiles, with low incidence of cardiac AEs
typically associated with BTKis (ie, atrial fibrillation, hypertension)

— AVO had higher toxicity rates
- Will likely be the basis of submission for approval of AV+/- O

AMPLIFY - First phase 3 study of fixed-duration therapy with a combination of
venetoclax and a second-generation BTKi in patients with TN CLL
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Thank You!

Email manali.kamdar@cuanschutz.edu
X @mana1981
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