Effectiveness and safety of ixazomib-based therapy In relapsed/refractory multiple myeloma outside
of a clinical trial: Final analysis of the ‘Use Via Early Access to Ixazomib’ (UVEA-IXA) study
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» Most common (>2%) any-grade and grade =3 AEs in patients who have received 24 cycles of treatment (n=215)
are shown in Figure 7.

O

Background @ QUESTION How effective is ixazomib-based therapy outside of the clinical trial setting in patients with RRMM?

/Figure 7. AEs occurring in >2% of patients at any grade and/or in 22% of patients at grade 23, among\
patients treated with 24 cycles of ixazomib-based therapy (n=215)
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. . o . . _ within the EAP
* Ixazomib was made available to RRMM patients in Europe via an EAP from the time of US approval through to its .
subsequent EU approval in November 2016.34 Diarrhea 11.2 2.3 13.5

* The oral proteasome inhibitor ixazomib was initially approved in the US in November 2015, in combination with
lenalidomide and dexamethasone, for the treatment of MM patients who have received 21 prior therapy.!
— Approval was based on the phase 3 TOURMALINE-MM1 study, in which ixazomib-Rd demonstrated superior
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median PFS of 15.6 months, and median OS of 35.5 months.
— Outcomes from TOURMALINE-MML1 (ixazomib arm; ORR 78%, median PFS 20.6 months)

Results of the final analysis of the UVEA-IXA study support ixazomib-based therapy as an effective treatment option outside the differ from UVEA-IXA likely due to favorable disease characteristics, as summarized in the

Primary objective

* To describe the effectiveness (CR, VGPR, ORR, PFS) of ixazomib in RRMM patients within the EAP

[T] CONCLUSIONS
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Table 3. Patient demographics and disease characteristics at MM diagnosis - Disclosures
Characteristic N=309 Age at enroliment (continuous) 308 + 1.008 (0.994-1.023) * The overall safety profile for patients who had received =4 cycles of treatment (n=215) is shown in Figure 6. The study was funded by Takeda Pharmaceuticals International AG.
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Median age at diagnosis, years (range 64 (32-88 . . . . . . . : research grants from Amgen, Takeda, Sanofi; speaker’s bureau for Amgen, , Celgene, Janssen, Takeda, Sanofi;
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Light chain only 74 (24) s 30 A 3vs 1 308 ——i 1.500 (1.037-2.171) ny-grade Novartis. MVM: honoraria from GSK; honoraria and membership on an entity’s Board of Directors or advisory committees for
Secretory 208 (67) 5 o Any-grade drug-related AE Janssen, Celgene, Amgen, Takeda, AbbVie, Adaptive, Regeneron, Roche, Sanofi, Oncopeptides, Seattle Genetics, Pfizer.
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ECOG PS score, n (%) (65) 30.4% ISS stage: -1l vs Il 123 ——H 0.703 (0.449-1.103) Drug-related serious AE Takeda, Celgene and Janssen. KR: Consultancy/advisory board for Takeda, Janssen, Celgene/BMS, Amgen, Adaptive
0-1 200 (65 ' i L . Biotech, Karyopharm, AbbVie, GSK, Sanofi, Oncopeptides, Pfizer; Grant/research support from Takeda, Janssen,
>2 40 (13) 10 - Comorbidity status, no L, 3 Any-grade AE thought to be associated with ixazomib Celgene/BMS, Amgen; speaker’s bureau for Takeda, Celgene/BMS; Travel expenses from Celgene/BMS, Takeda, Janssen.
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- AE leading to i ib di tinuati AbbVie, Takeda, J , Cel . ML: Advi il ittee for J , Takeda, A ; C It f
Cytogenetic risk, n (%) 0.3% Charlson Comorbidity Index score 1.035 (0.929-1.153) ing to lenalidomide dose decresse Janssen, Takeds, Celgene, Teva, Sandoz, Glenmark: Conference support from Takeda, Celgene, Janssen, Glenmark and
High-risk* 26 (8) 0 . 3% (continuous) 308 H- AE leading to lenalidomide dose decrease sen, , Lelgene, ) S , ; ] PP , Celgene, , Glenmark €
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