Final analysis of the phase 3 TOURMALINE-MM1 study investigating ixazomib + lenalidomide-
dexamethasone (Rd) vs placebo-Rd in relapsed and/or refractory multiple myeloma patients
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* The double-blind nature of TOURMALINE-MM1 confounded OS interpretation.

Does the significant improvement seen in PFS with ixazomib-Rd vs placebo-Rd in patients with RRMM after 1-3 prior therapies . Choice of next-line therapy was affected by blinding (Table 2).
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translate into an OS benefit? in both arms.

— In the small number of patients unblinded at PD, Pl-based therapy was less likely to be selected following

 An increasing number of treatment options are becoming available for RRMM, "2 resulting in marked improvements ixazomib-Rd vs placebo-Rd.

in 0S.3 4 ) . . . o . . : .
. . . . _ — c . * Next-line Pl-based therapy was potentially less effective in patients progressing on ixazomib-Rd vs placebo-Rd.
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 Pls are an established backbone of therapy;’# longer- vs shorter-term Pl-based therapy may prolong PFS and OS.5 Blinding status at next-line therapy Ixazomib-Rd Placebo-Rd
— Longer-term use of parenteral Pls may be limited by treatment burden and the need for clinic/hospital visits.’ I (N=257) (N=253)
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>1 prior therapy.%10 Median OS : Any subsequent therapy 702 A Pl-based next-line therapy, n (%) 117 (50) 111 (51)

— The phase 3 TOURMALINE-MM1 study demonstrated a statistically significant improvement in PFS with Ixazomib-Rd: 53.6 months " 70% .
ixazomib-Rd vs placebo-Rd in RRMM patients (median 20.6 vs 14.7 months; HR 0.74; p=0.01), with limited I / 259, \ Non-Pl-based next-line therapy, n (%) 119 (50) 105 (49)
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» Here we report the final analysis for OS in the ITT population of TOURMALINE-MM1 (a key secondary endpoint), RESU LTS g ————————————————————————————— e ! \ Carfilzomib* /

and OS in subgroups of interest. E i : Treatment exposure, safety, and QoL
QO ! | N 77% » Patients received a median of 18 (range 1-99) and 16 (range 1-100) cycles of ixazomib-Rd and placebo-Rd,
_____________________________________________ 3 | : Any IMiD respectively.
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