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BAC KG R 0 U N D FIGURE 1: Identification of CLL/SLL Patients Treated With Ibrutinib or Other Regimens in Any Line of Therapy R E S U LTS . lMost ! ;nd 2|_|+ :atilents treated vith ibrutintb who had 12, 524, and 536 months of follow-up remained persistent L I M I TAT I 0 N s

CLL/SLL diagnosis confirmation at any time' — on ibrutinib treatment at 12, 24, and 36 months; the proportions of persistent patients at each time point were similar
o . o o ‘ . e &0 _ o across the overall and high-risk cohorts (Table 2) - ' _ ' ' o
« Ibrutinib, a once-daily Bruton’s tyrosine kinase inhibitor (BTKi)," has been used to treat >250,000 patients Baseline characteristics * The analyses were descriptive and no adjustments were made for differences in baseline characteristics between cohorts; such
worldwide? and is the only targeted therapy that has demonstrated overall survival benefits compared to chemo- il - A total of 7,585 eligible patients (12,564 lines of therapy) were eligible for the study (Figure 1) comparative analyses would have required the identification of a mutually exclusive low-risk cohort, which was not possible
and/or immunotherapy across multiple phase 3 clinical trials in first-line (1L) and relapsed/refractory CLL/SLL3-> . . . . — .. — - The ibrutinib cohort consisted of 4,041 patients, with 2,190 (54.2%) patients in 1L and 1,851 (45.8%) patients in 2L+, TABLE 2. TTD Among Patients Treated With Ibrutinib glven'the underreportlng of gardlovascular conditions in th|§ database. Furthermore, most re_ported charactenstlcs'dlrectly
Patients with complete lne of therapy information (i, the appropriate e of therapy number can be denifed while the cohort treated with other regimens included 8,523 patients, with 4,388 (51.5%) patients in 1L and 4,135 T aipatens | wighrikcwarcear | wignriscownosuase | Contributed to risk status assignment and warranted exclusion as covariates. The two potential cohorts for comparison would
Approved BTKis as a drug class are associated with atrial fibrillation (AF)®” N = 10,057 (78.8%) (48.5%) in 2L h have also been receiving the same treatment (e.g., high-risk patients treated with ibrutinib vs. low-risk patients treated with
: ' 5%) in 2L+ 0o meohews 00000000000 g., high- . low-
. . o - N . - : - | w20 |  weass |  nN-i00 | ibrutinib), resuilting in over-adjusting on covariates associated with the treatment.
- In the ELEVATE-RR trial (in patients treated with ibrutinib or acalabrutinib who had >1 previous line of therapy), J Among the overall patient population and across treatment lines and treatment cohorts, mean age was 70-72 years TTD (in months), mean £ S [median] & J &
the rate of any-grade AF was 9.0% and 15.6% for acalabrutinib and ibrutinib, respectively, while a numerically old, ~37% were females, and the mean Quan-Charlson comorbidity index score was ~2.3 (Table 1) Patients with 212 months of follow-up N=1,699 N=320 N=808 * The Flatiron Health database does not capture information on all comorbidities; therefore, a condition or treatment not
higher rate of grade >3 AF was observed with acalabrutinib (4.5%) than with ibrutinib (3.4%), providing further Initiation °f1LtheraP|\>l’ ff;egf;(LéiLGL;;ag”OSis confirmation « Across treatment lines and cohorts, there were similar proportions of patients with high risk CHARGE-AF and — Sgir;aot::sgzi"fgﬁ;i”l]"”ths 2llEs e L e reported in the database does not necessarily mean that it is absent for a specific patient but may simply reflect missing
eVIdence that AF |S a Class effect Of BTK'SS ] .07 CHAzDSZ'VASC scores at base“ne (CHARGE'AF: 15.6'20.8% Of patlentS,' CHAzDSZ'VASC: 44.3'50.5% Of patlentS) e EE ;n TERTE o S mznths, n (%) 730 ('69.9) 110 (62.1) 319 (66.7) Informatlon
* The mean Framingham Heart Study and ASCVD risk scores were also similar across treatment lines and regimens tatientsyithiesononthstofollowslp s e e ~ Thus, the number of patients with high CHARGE-AF and CHA,DS,-VASc, which consider the presence of comorbidities as part
A (mean Framingham Heart Study risk score: 9.2-10.1%; mean ASCVD risk score: 18.5-20.0%; Table 1) Persistent on treatment for 236 months, n (%) 386 (61.8) 49 (57.0) 156 (59.5) of th,e score, may have been underestimated 2722 '
R R ] q A—q a ] 2L+ cohorts ’
Initiation of any line of therapy on or after 12 February 2014 (index date, on or after the date of ibrutinib approval) ’ Among patlents using regimens QN AT IertInlb' I GEE genera”y WG (S EEle, resimen in both 1L and 2L+ _mm i i i i i i i
0 BJ E CT I V E N = 8,092 (87.8%) (55.4% and 26.7% of patients in 1L and 2L+, respectively); use of novel targeted therapies other than ibrutinib was less T TS, e D | e * Using a gap of 120 days. instead qf shorter gaps (e.g., 90 days) for treatment discontinuation may have resulted in a conservative
frequent in 1L than in 2L+ (5.9% vs. 22.6%), with the most common agent being venetoclax (1L: 3.8%; 2L+: 13.4%), e R e e N=1319 N=212 N=563 estimate of the proportion of patients who discontinued treatment
ini . 04 +° 04)° i i _ i i Persistent on treatment for >12 months, n (%) 950 (72.0) 149 (70.3) 391 (69.4) . . L . .
A4 followed oy EEIE TS (1L 1188 218 21350 Mg CAD Tmmi U e AN 2y-Enty FESinErs v gy mers Commen Patients with =24 months of follow-up N=873 N=113 N=340 + Electronic health record data may contain omissions and inaccuracies, although these would be random and would be
- Tod ibe ti TTNT) and ti di i ; TTD) f i ith CLL/SLL who initiated in 1L than 2L+ (26.6% vs. 19.2%) . o
o describe time to next treatment ( ) and time to discontinuation (TTD) for patients wit who initiate 228 days of continuous clinical activity after the index date? Persistent on treatment for >24 months, n (%) 566 (64.8) 69 (61.1) 208 (61.2) expected to similarly affect all cohorts
a 1L or second or later line (2L+) of therapy with ibrutinib or other regimens, in all patients and for subsets of - N = 7,987 (98.7%) * For both 1L and 2L+ cohorts, the prevalence of high risk 17p deletion at baseline was 2 to 3 times higher for patients Patients with 236 months of follow-up N=589 N=64 N=216 . . ‘ _ ' o ‘ .
patients with high baseline risk of AF or stroke determined using the CHARGE-AF and CHA,DS,-VASc risk scores treated with ibrutinib (24.0%-25.5%) than for other regimens (7.5%-14.2%; Table 1) Persistent on treatment for >36 months, n (%) 343 (58.2) 39(60.9) 123(56.9) * Results are only applicable to patients included in the Flatiron Health database, which is more representative of community-
Abbreviations: 1L = first line; 2L+ = second or later line; SD = standard deviation; TTD = time to discontinuation. based medical practices,' therefore, results may not be generaliza ble to other pOpUlationS
A\ 4
TABLE 1. Baseline Characteristics of Patients in the 1L and 2L+ Cohorts’
>18 years of age as of the index date Time to Next Treatment
o ) 0000000000000 oo ibrutinb 00| ] : . Fafr : A : :
M E T H 0 D S » Median TTNT was longer for patients initiated on ibrutinib (1L and 2L+ median TTNT: not reached) than for patients
High risk High risk High risk High risk o _ona a o q .
_-- nitiated on other regimens (1L median TTNT: 45.9 months; 2L+ median TTNT: 23.6 months, all P<0.05; igure 2a and 2b) CONCLUSIONS
v « Similar results were observed when comparing CHA,DS,-VASc/CHARGE-AF high-risk patients initiated on ibrutinib
,DS, g patients initiated on ibrutini
Data source Exclusion criteria T e (1L and 2L+ median TTNT: not reached) with CHA,DS,-VASc /CHARGE-AF high-risk patients initiated on other regimens
« The nationwide Flatiron Health Electronic Health Record-derived de-identified database was used to select patients Patients with 1 diagnosis of end-stage renal disease prior to the initiation of 1L therapy N =10 (0.1%) (1L median TTNT: not reached; 2L+ median TTNT: 24.3 months; all P<0.05)
with CLL/SLL who were initiated on any line of therapy at community and academic medical centers between Time from CLL/SLL diagnosis confirmation * There was no difference in TTNT between all patients and high-risk cohorts for ibrutinib and other regimens in 1L and - S _ : HIR] R
February 12, 2014 (i.e., the approval date for ibrutinib) and January 31, 2021 Patients with 22 diagnoses of ther blood cancers (excluding codes for CLUSLL and non-specific cancers) 230 days apart, evaluated from  _ (5,09 s el R R Rl e 420+542[223] | 49463412521 | 47.9£ 61712451 | * 2L+ (all P20.05) In this stu dy describi ng the real-world use of ibrutinib in
24 months prior to the initiation of 1L therapy to 6 months prior to CLL/SLL diagnosis confirmation : = . . . 7 e . .
The database also contained elements extracted from structured electronic health records and unstructured T ST b R s e e B o e T patle nts with CLL/S LL’ patl ents’ increased baseline risk of AF
. . .. K . . . .. Patients initiating >1 line of therapy containing ibrutinib and venetoclax, venetoclax and acalabrutinib, or ibrutinib and acalabrutinib on _ o IGH GV 265 55 8 37 46 8 107 53 0 433 54 3 61 (9 6) 156 50 0 FIGURE 2A. 1L TTNT Among Patients Treated With Ibrutinib And Other Regimens' 0 5 o
information abstracted from physicians’ notes and other documentation (e.g., demographics, diagnoses, visits, or prior to the index date N = 53 (0.7%) : : : : : : o o . o ‘ or stroke did not adve rsely Impact TTD and TTNT associated
laboratory tests and vitals, medication administration, prescriptions and orders, performance status, and Patients with cytogenetic testing n %) | 998459 | 2171095 | asawsn | | 1opwsn | asswsn [ st || 2 All patients (ibr) 7 Hightisk CHADS; VASc(ibr) - eeeees High risk CHARGE-AF (ibr) L C .
insurance data) Patients initiating >1 line of therapy containing a clinical study drug on or prior to the index date or with >1 diagnosis indicating e T A 17p deletion 242 (24.2) 54(24.9) 120(24.3) 148 (7.5) 31(10.5) 71(8.3) @ 100% - = All patients (other) +=== Highrisk CHA,DS,-VASc (other) ~ =ss2e High risk CHARGE-AF (other) W|th | b rut| Nl b IN a ny | InNe Of th era py
articipation in a clinical trial prior to the index date - () 11q deletion 192 (19.2) 46 (21.2) 86 (17.4) 312(15.8) 45 (15.2) 118 (13.9) £
i i i SC 3 k 2 di 19.7+11.6[189] | 33.2+86[32.0] | 276+9.7126.81 | * |[185+11.4[17.21] 332+87(31.41 | 273+9.4[268] | * | 5 90%
. . , o . e . , - ASCVD risk score? (%), mean + SD [median] 6
» The data are de-identified and subject to obligations to prevent re-identification and protect patient confidentiality - 50 o
il T T P T T T (- Additionally, TTNT was significantly longer
\4
Study design ———-———- % Itionally, Was signiticantly flonger 1or
o . v 70% -
. : : Eligible patients Hyperten5|on 328 (15.0) 96 (21.9) 291 (26.9) 572 (13.0) 136 (19.8) 471 (24.2) * z c 0 5 o g g 5
A retrospective cohort design was used N = 7,585 (95.0%) Diabetes 135 (6.2 46 (10.5) 1250116  * 229(5.2) 71(10.3) 2050105 ¥ o 60% - patlents treated with ibrutinib-based regimens than with
) ) L ) L o ) Hypercholesterolemia 46 (2.1) 13(3.0) 36(3.3) 73(1.7) 17 (2.5) 50 (2.6) & 5 .
* The index date was defined as the date of initiation of a line of therapy containing ibrutinib or other regimen Obesity 28(1.3) 5(1.1) 18(1.7) 49(1.1) 15(2.2) 33(1.7) * 2 5oy A Othe r reg| mens
(i.e., chemotherapy only, CIT, immunomodulatory agent, novel targeted agents other than ibrutinib, or anti-CD20 v Sleep apnea 31(1.4) 92 21(1.9 48(1.1) 14(2.0) 31(1.6) e
i . . . Atrial fibrillation 41(1.9) 22 (5.0) 32(3.0) * 79 (1.8) 38 (5.5) 69 (3.5) 40% -
|mmun0therapy Only) on or after February 1 2, 2014 Number of lines othhe:g%yG‘f‘or eligible patients Atrial flutter 3(0.1) 1(0.2) 3(0.3) 4(0.1) 0(0.0) 2(0.1) ; Number of Patients at Risk2
) ) o . . ) ) = Acute coronary syndrome 63 (2.9) 20 (4.6) 48 (4.4) * 89 (2.0) 39 (5.7) 78 (4.0) * o 30% o . e o
- Aline of therapy was defined as the initiation of a new regimen that ended with either switch to a subsequent T 27(12) 13(3.0) 25(23) * 54(12) 34(5.0) 51(2.6) * 2 AT s 2 Months 12 Months 24 Months 36 Months 4% Months Overal |, the results of this stu dy show that even patl ents at
treatment regimen; or for patients without a next treatment regimen (1) end of clinical activity (i.e., date of last Valvular disease 20(0.9) 7(1.6) 14(1.3) 36(0.8) 12(1.7) 26(1.3) * 3 20% - |Highrisk CHADS, VASc NR/NR/NR 2190710807438 1,5067707/277 867/394/144 490/206/68 242195126 . . . . .
e P gmen (1) enc o ch ) v v Cerebrovasclar sease '8 05) 501 1807 31 0 1207) 0 v 2 R e high baseline risk for AF or stroke can derive benefit from
record of patient activity in the database), (2) death, or (3) end of data availability (i.e., cut-off date of January 31, € 409 o[Other regimens: Al patients
. . . omm 2 2" . . " ' ’ ’ " ’
5021) brutinib cohort Other regimens cohort t;:if:r:)]f follow-up (in months), mean + SD -- ‘2 ::22 :Et E:ﬁR%SE-X;\SC/ 45.9/44.0/NR 4,388/1,946/686 2,703/1,119/382 1,825/704/239 1,130/399/114 639/197/56 I b rutl = I b i d t h at e d = rsta = d I . g h oW CO | | 3 b o ratlve
NG Nz ErE — 5 T & 8 12 15 18 2 24 27 0 33 3 = 4 45 a8 =1 o
. . T . 2L+ cohorts S
- Based on the algorithm from Flatiron Health, treatment re-initiation after a gap of >120 days (i.e, after treatment Boseine charscteristies | weissi | W | weew [ p | waiw [ weew | weaw [ 7] s 0 b0 o B n ot s g e e B B s e itigation strategies t BTKi lated ad
discontinuation) was also considered a new line of therapy ! ! Number of Months From Initiation of Index Line of Therapy to Initiation of Next Line of Therapy mitigation strategies to0 manage [-aSSOClateqd aaverse
* The baseline period was defined as the up-to-12-month period pre-index date Index line of therapy Index fine of therapy Time from CLL/SLL diagnosis confirmation FIGURE 2B. 2L+ TTNT Among patients treated with ibrutinib and other regimens’ CV events can h el p patl ents continue treatment Wlth
_ o - 4388 % to the initiation of 1L therapy (in months), | 40.5+49.9 [25.2] | 47.3 + 53.8 [28.4] | 47.2 £ 55.0 [29.6] * 43.6 + 54.6 [25.2] | 48.8 £ 61.2[26.5] | 49.6 + 60.7 [27.5] & : . . . . .
. - : o o " N = 2190 (54.2%) " N = 4388 (51.5%) mean + SD [median] —— All patients (ibr) -=== High risk CHA,DS,-VASC (ibr) ~ «eeees High risk CHARGE-AF (ibr) I b rutini b IS 1M pO rtant
* The follow-up period spanned from the index date to the earliest among the end of clinical activity, death, or end 2+ N = 1,851 (45.8%) 2L+ N = 4,135 (48.5%) 2 bt e i e
of data availability IGHV testingn®%) | 14609 [ 1762 [ 5567 ] | 30804 | 45652 ] 146700 | R — All patients (other)  -=== High risk CHA;DS,-VASC (other) == High risk CHARGE-AF (other)
Q (]
Abbreviations: 1L: first line; 2L+: second or later line; CLL: chronic lymphocytic leukemia; SLL: small lymphocytic lymphoma. Unmutated IGHV 2 BREE ERlles BRI V(A L) |'E
Stud lati Notes: Patients with cytogenetic testing.n (%) | 3290178 | _57(17.6) | 146(177) [ | 7250175 | 123(143) | 344(¢165 [ | = 90y
tu y pOpu ation Confirmation of CLL/SLL diagnosis is available in the Flatiron Health database. Flatiron Health confirms CLL/SLL diagnoses via physician documentation and review of other unstructured documents (e.g., 17p deletion 84 (25.5) 14 (24.6) 35 (24.0) 81(11.2) 17(13.8) 49 (14.2) g (]
. . . . . diol Its) f id f CLL X . . o o o 5
* The Sample selection criteria are presented n Flgure 1 g;o:oeg% ;)Zstl‘fe;st), g{nie:aglggtci\e/igwas g:t?;?;;; the range of dates with visits, use of therapies, laboratory tests, vital assessments, Eastern Cooperative Oncology Group assessments, or comorbidity diagnoses 11q deletion 64 (19.5) 6(10.5) 21 (14.4) 138 (19.0) 18 (14.6) 70 (20.3) E 80%
(i.e., all dates of service included in the database). The start of clinical activity was the date of the first event observed in the data, and the end of clinical activity was the date of the last event observed in the data. ASCVD risk score? (%), mean + SD [median] ; Ac K N O W L E D G M E N T S
. i ifi i i i i inibh- Framingham Heart Study risk score? (%), v 70% . " _
or other regimens) y _ _ o . o , 50329 81.0) g 60%
_ o _ . + TTNT was defined as the time from initiation of a line of therapy to the date of initiation of the next line of therapy Hypertension 144(7.8) 24.(7.4) 123(14.9) = 347 (8.4) 104(12.1) 304 (14.6) * 3
« For each treatment setting (1L and 2L+) and cohort (ibrutinib or other regimens), the following subgroups of (triggered by a change in therapy or the addition of another treatment to the regimen). Patients not using a next — = Sg 133(84;;) - EESZ - 17786((14';;) — 21} 15653((273) - s o D I S c L o S U R E S
atients were assessed: i ithi i - ilabili Hypercholesterolemia : : : : : : S 40% A
Y line of therapy within the study period, lost to follow-up, or dead at the end of data availability were censored at Obesity ] I 0 ] ] — S 40% S . : : - : - :
_ Patients considered at high risk of AF using CHARGE-AF risk score >10.0%%10 the end of follow-up Sleep apnea 10(0.5) 2(0.6) 7(0.8) 49(12) 20 2.3) 35(1.7) * R . A.N. has received consulting fees from Pharmacyclics, Janssen Scientific Affairs, and Epsilon imaging Inc. B.E, AH. S.L, M-H.L,
« TTD was defined as the time from starting index therapy to the earliest of: (1) stopping treatment, (2) the day ST L) =0 (1) 15(4.6) 303.6) * 125(3.0) 54(6.3) 95 (4.5) * ° T e Median TTNT (Months) 9 Months o Zeni R =i and P.L. are employees of Analysis Group, Inc., which has provided paid consulting services to Janssen Scientific Affairs, LLC.
= The CHARGE-AF score was calculated using the following formula: 0.508 x age (5 years) + 0.248 x height before switching to a next line of therapy, or (3) the end of follow-up if patients did not discontinue treatment //:Eﬂiéfclztrt:;ary syndrome 266(?{,3;) 1‘;((13',21)) fo(f’fi> « 11016(?2..36)) 548(?6'?7)) 966(((2.3(5)) * R | NRNRINR 1851/824/324 1,093/463/172 670/259/87 419715347 253/97/23 S.P.F. was an employee of Analysis Group, Inc. at the time the study was conducted. S.P., X.L., and Q.H. are employees of Janssen
(10 cm) + 0.115 x weight (15kg) + 0.197 x systolic blpod pressure (20 mm !—lg) -0.101 % digstolic blood pressure statistical Analvsi o e e e 13(07) 1237 1301.6) . 54(13) 41(4.8) 54 (2.6) « £ 109 - Otherregmens: Al paterts/ S emaas PR S oo e o Scientific Affairs, LLC, and stockholders of Johnson & Johnson. M.C. has received research funding from Abbvie, Pharmacyclics,
(10 mm Hg) + 0.359 x current smoker + 0.349 x antihypertensive medication + 0.237 x diabetes + 0.701 x atistical Analysis _ _ . . ' Valvular disease 14(08) 4(1.2) 9(1.1) 4701.0) 1922) 36(1.7) * E High risk CHARGE AF Cee o ' Oncternal, Velosbio, Merck, and Geron. N.A. reports no relevant conflicts of interest related to this work.
congestive heart failure + 0.496 x myocardial infarction + Characteristics reported during the baseline and follow-up periods were described using means, standard Cerebrovascular disease 7(0.4) 1(0.3) 7(0.8) 30(0.7) 10(1.2) 30(1.4) * s 0% : . ; : - T - - » T = = . 3-9 - - ” ¥ =
o deviations, and medians for continuous variables, and frequencies and proportions for categorical variables [Leniﬁh <>]ff°|IOW-up(ln months), mean & SD < Nurmber of Months From Inftiation of Index Line of Th o
_ i i i i i _ i > > B . . e . median umbper o onths From Initiation or index Line o erapy to Initiation o ext Line O erapy
Patients considered at high risk of stroke using CHA;DS,-VASC risk score 23 [females] or 22 [males] + Kaplan-Meier (KM) methodology was used to describe rates of TTNT, stratified by line of therapy (1L or 2L+), type vpe000
- The CHA DS 'VASC score was calculated based on the fOllOWing risk faCtOI‘SI age (<65 65_74 and 275 years) Of regimen (ibrutinib-containing or Other regimenS), and based on CHARG E-AF and CHAzDSZ-VASC risk scores (a” Abbreviations: 1L =first line; 2L+ = second line or later; ASCVD = atherosclerotic cardiovascular disease; CLL = chronic lymphocytic leukemia; CV = cardiovascular; IGHV = Immunoglobulin heavy chain gene; I:Il;l:;:yiations: 1L =first line; 2L+: second or later line; ibr: ibrutinib; NR: not reached; TTNT: time to next treatment. E
2 2 . . . . . . '. ! . ! atients hl h riSk CHARG E_AF or hl h riSk CHA DS 'VASC) Suan:CCl = Quan-Charlson comorbidity index; SD = standard deviation; SLL = small lymphocytic lymphoma. 'TTNT was defined as the time from the initiation of the index line of therapy to the initiation of the next line of therapy. In Flatiron Health, the next line of therapy starts when a patient switches to another
sex, hypertenSIon, diabetes me”|tus, stroke/transient ischemic attaCk/thromboembO|lsm, vascular dlsease, p , NIg ! g 2 2 Note: ) . ) ) ) ) treatment regimen or when a patient is re-treated with the same regimen after stopping treatment for >120 days.
. . . . . . . . . . ZEvaIuated dgrmg the up-to-12 month baseline period, excluding the |n.dex datg. ; ) ] . . ) P 2Refers to the population at risk of having the event at that point in time (i.e., patients who have not had the event and have not been lost to follow-up). The Kaplan-Meier curves were truncated at the time
and heart failure; the presence of each risk factor was assigned 1 point, except age >75 years and * P-values for comparisons between cohorts were obtained from analysis of variance tests for continuous variables, e ASCD rsk score i calculated based on sex. age: race, total and hgh-density poprotein (HDL) cholesterol systolc blood pressure,presence of diabetes, smoking istory,and treatent fo hypertension point when the proportion of at risk patients dropped to less than 10% in each cohort to facilitate appropriate interpretation. S c a n t h e Q R c o d e

stroke/transient ischemic attack/thromboembolism, which were assigned 2 points chi-squared tests for categorical variables, and log-rank tests for KM rates

1. IMBRUVICA (ibrutinib) Prescribing Information. 2020. 2. Data on file. Based on IQVIA claims, commercial, and clinical trial tracking. 3. Fraser G, et al. Leukemia. 2019;33(4):969-980. 4. Burger JA, et al. N Engl ] Med. 2015;373(25):2425-2437. 5. Byrd JC, et al. N Engl J Med. 2014;371(3):213-223. 6. Lipsky A, et al.

B-c E L L MAL I G N AN C I E S Hematology Am Soc Hematol Educ Program. 2020;2020(1):336-345. 7. Sestier M, et al. Curr Oncol Rep. 2021;23(10):113. 8. Byrd JC, et al. / Clin Oncol. 2021;39(31):3441-3452. 9. Alonso A, et al. / Am Heart Assoc. 2013;2(2):e000102. 10. Christophersen IE, et al. Am Heart J. 2016;178:45-54. 11. Lip GY, et al. Chest. , o ,
2010;137(2):263-272. 12. Melgaard L, et al. JAMA. 2015;314(10):1030-1038. 13. Goff DC, Jr., et al. Circulation. 2014;129(25 Suppl 2):549-73. 14. Schnabel RB, et al. Lancet. 2009;373(9665):739-745. https://www.congresshub.com/Oncology/SOHO2022/Ibrutinib/Lu-Persistence : :
The QR code is intended to provide scientific information for individual reference, and the information should not be altered or

reproduced in any way.

Presented at the 10th Society of Hematologic Oncology (SOHO) Annual Meeting, September 28-October 1, 2022, Houston, TX, USA




	Slide Number 1

