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Except for the historical information contained herein, this presentation contains forward-looking statements made pursuant to the “safe harbor” provisions of 
the Private Securities Litigation Reform Act of 1995. Investors are cautioned that such statements, include, without limitation, those regarding: (i) that for 
imetelstat in lower risk MDS, the top-line results are supportive of regulatory submissions as follows:  Geron plans to submit an NDA in the U.S. in mid-2023 and 
an MAA in the EU in the second half of 2023, and is preparing for an anticipated commercial launch in the U.S. in the first half of 2024 and in the EU in the second 
half of 2024; (ii) that for IMpactMF, Geron expects to conduct an interim analysis in 2024; (iii) that IMerge Phase 3 and IMpactMF have registrational intent; (iv) 
that clinical and molecular evidence support the potential for MDS disease modification with imetelstat; (v) that lower risk MDS represents a significant 
opportunity for imetelstat in frontline ESA ineligible, ESA-failed RS+ and RS- patients; (vi) that imetelstat has a peak market opportunity in lower risk MDS of 
approximately $1.2 billion in 2030; and (vii) other statements that are not historical facts, constitute forward-looking statements. These forward-looking 
statements involve risks and uncertainties that can cause actual results to differ materially from those in such forward-looking statements. These risks and 
uncertainties include, without limitation, risks and uncertainties related to: (a) whether regulatory authorities permit the further development of imetelstat on 
a timely basis, or at all, without any clinical holds; (b) whether regulatory authorities determine that imetelstat in lower risk MDS is sufficiently safe and 
efficacious and grant regulatory approval; (c) whether regulatory authorities accept for filing Geron’s planned NDA and MAA submissions; (d) whether any past 
or future efficacy or safety results may cause the benefit-risk profile of imetelstat to become unacceptable; (e) whether imetelstat actually demonstrates 
disease-modifying activity in patients in clinical trials; (f) whether regulatory authorities require an additional clinical trial of imetelstat for approval in lower 
risk MDS even though imetelstat in IMerge Phase 3 met its primary endpoint; (g) whether there are failures in manufacturing or supplying sufficient quantities 
of imetelstat to delay, or not permit, the commercial launches in (i) above; (h) for IMpactMF, Geron’s projected rates for enrollment and death events may differ 
from actual rates, which may cause the interim analysis to occur later than 2024; (i) whether Geron is able to enroll IMpactMF at a pace that would enable the 
financial resources for and meet the expected timeline for the interim analysis in 2024; and (j) whether Geron may decide to partner and not to commercialize 
independently in the U.S. or EU. Additional information on the above risks and uncertainties and additional risks, uncertainties and factors that could cause 
actual results to differ materially from those in the forward-looking statements are contained in Geron’s filings and periodic reports filed with the Securities 
and Exchange Commission under the heading “Risk Factors” and elsewhere in such filings and reports, including Geron’s quarterly report on Form 10-Q for the 
quarter ended September 30, 2022, and future filings and reports by Geron. Undue reliance should not be placed on forward-looking statements, which speak 
only as of the date they are made, and the facts and assumptions underlying the forward-looking statements may change. Except as required by law, Geron 
disclaims any obligation to update these forward-looking statements.

Forward-looking statements
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1. Introductory Remarks
▸ John Scarlett, M.D.

2. Top-Line Results from IMerge Phase 3
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▸ Faye Feller, M.D.
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▸ Anil Kapur
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in Lower Risk 
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Introductory Remarks

John A. Scarlett, M.D.
Chairman and CEO



Positive Top-Line Results
From IMerge Phase 3 in Lower Risk MDS

• Statistically significant and clinically meaningful improvements with imetelstat 
over placebo:
▸ Primary 8-week transfusion independence (TI) endpoint met

▸ Key secondary 24-week TI endpoint met
▸ Substantial increases in hemoglobin levels and reductions in transfusions

▸ Efficacy across key subtypes, including RS+ and RS- patients 

• Safety results consistent with prior imetelstat clinical experience

• Clinical and molecular evidence supporting the potential for MDS disease 
modification
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Elizabeth H. Blackburn
Carol W. Greider
Jack W. Szostak

“For the 
discovery of how 

chromosomes 
are protected by 

telomeres and 
the enzyme 
telomerase”

2009 Nobel Prize in Medicine

Nobel Prize in Physiology or Medicine 2009; NobelPrize.org
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Telomerase 

Inhibitor
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IMerge Phase 3 Top-Line Results

Faye Feller, M.D.
Executive Vice President, Chief Medical Officer
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Patient Population ( ITT n=178):
• IPSS Low- or Intermediate 1- Risk MDS
• Relapsed/Refractory* to ESA or EPO 

>500 mU/ml
• Transfusion dependent: ≥4 units RBCs 

every 8 weeks over 16-week pre-study 
• Non-deletion 5q
• No prior treatment with lenalidomide 

or HMAs

EPO = erythropoietin; ESA = erythropoietin stimulating agents; G-CSF = granulocyte colony stimulating factor;  Hgb = hemoglobin; IPSS = International Prognostic Scoring System; ITT = intent to treat; 
RBC = red blood cell; HI-E = hematologic improvement-erythroid; HMAs = hypomethylating agents;  MDS = myelodysplastic syndromes

Phase 3 IMerge trial design

Primary Endpoint: 
8-week RBC Transfusion 
Independence (TI)**

Key Secondary 
Endpoints: 
• 24-week RBC TI**
• Duration of TI
• Hematologic 

Improvement-
Erythroid (HI-E)

Imetelstat 
7.5mg/kg every 4 weeks

(n=118)

Placebo
(n=60)

Stratification: 
• Transfusion burden (4 - 6 vs. >6 units) 
• IPSS risk category (Low vs. Intermediate-1) 

Phase 3
Double blind, randomized 

118 clinical sites in 17 countries

Supportive care, including RBC and platelet 
transfusions, myeloid growth factors (e.g., G-CSF), and 
iron chelation therapy administered as needed on study 
per investigator discretion

* Received at least 8 weeks of ESA treatment (epoetin alfa ≥40,000 U, 
epoetin beta ≥30,000 U or darbepoetin alfa 150 mcg or equivalent per 
week) without Hgb rise ≥1.5 g/dL or decreased RBC transfusion 
requirement ≥ 4 units/8 weeks or transfusion dependence or reduction 
in Hgb by ≥1.5 g/dL after hematologic improvement from ≥ 8 weeks of 
ESA treatment.

** Proportion of patients without any RBC 
transfusion for at least eight consecutive weeks 
since entry to the trial (8-week TI); proportion of 
patients without any RBC transfusion for at least 
24 consecutive weeks since entry to the trial (24-
week TI)

2:1

R
A
N
D
O
M
I
Z
E

Safety population (treated) n=177
Imetelstat n=118

Placebo n=59
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8-week TI = proportion of patients without any RBC transfusion for at least eight consecutive weeks since entry to the trial 

TI = transfusion independence

Balanced time on study and treatment time between two arms
Key trial metrics

Imetelstat
(n=118)

Placebo 
(n=60)

Median time on study, months (range) 19.5 (1.4-36.2) 17.5 (0.7-34.3)

Median time on treatment, months (range) 7.8 (0.03-32.5) 6.5 (0.03-26.7)

Median time on treatment for 8-week TI responders, months (range) 17.2 (1.8-32.5) 15.0 (4.1-25.8)

Median treatment, cycles (range) 8 (1-34) 8 (1-30)

Median treatment cycles for 8-week TI responders, months (range) 18 (3-34) 17 (3-29)
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Imetelstat
(n=118)

Placebo
(n=60)

Age, years, median (range) 71.5 (44-87) 73.0 (39-85)
WHO 2001 category, n (%)

RS+ 73 (61.9) 37 (61.7)
RS- 44 (37.3) 23 (38.3)

RBC transfusion burden, units/8 weeks, median (range) 6 (4-33) 6 (4-13)
4 - 6 units / 8 weeks, n (%) 62 (52.5) 33 (55.0)
>6 units / 8 weeks, n (%) 56 (47.5) 27 (45.0)

IPSS risk category, n (%)
Low 80 (67.8) 39 (65.0)
Intermediate-1 38 (32.2) 21 (35.0)

Prior luspatercept use, n (%)* 7 (5.9) 4 (6.7)
Pre-treatment hemoglobin**, median (range), g/dL 7.9 (5.3-10.1) 7.8 (6.1-9.2)

* Insufficient number of patients previously treated with luspatercept to draw conclusions about the effect of imetelstat treatment in such patients. None of the imetelstat-treated patients 
and one of the placebo patients achieved 8-week TI.

** Pretreatment hemoglobin is defined as the average of all hemoglobin values in the eight weeks prior to the first dose date, excluding values that were within 14 days after transfusion 
(thus considered to be influenced by transfusion).

RS+ = ring sideroblast positive; RS- = ring sideroblast negative; WHO = World Health Organization

Comparable between both arms
Baseline patient demographics and disease characteristics
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* On imetelstat treatment arm, patient death: neutropenic sepsis not related to drug after ~ two-year treatment duration

On placebo treatment arm, patient deaths: (1) COVID-19 and (1) heart valve issue

AML = acute myeloid leukemia

Patient disposition after 18 months median follow up

Imetelstat
(n=118)

Placebo 
(n=59)

Treatment ongoing, n (%) 27 (22.9) 14 (23.7)

Treatment discontinued, n (%) 91 (77.1) 45 (76.3)
Lack of efficacy 28 (23.7) 25 (42.4)

Adverse event 19 (16.1) 0 
Cytopenias 11 (9.3) 0

Unrelated 8 (6.8) 0

Disease relapse after initial response on study 17 (14.4) 1 (1.7)

Patient decision 16 (13.6) 10 (16.9)

Progressive disease 7 (5.9) 5 (8.5)
AML progression 2 (1.7) 1 (1.7)

Investigator decision 2 (1.7) 2 (3.4)

Death* 1 (0.8) 2 (3.4)

Lost to follow up 1 (0.8) 0
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Top-Line Efficacy Results

Primary and key secondary endpoint met with high 
statistical significance and clinically meaningful 
improvements
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* Cochran Mantel Haenszel test stratified for prior RBC transfusion burden (≤6 units or >6 units of RBCs/8 weeks) and baseline IPSS risk score (Low or Intermediate-1)

8-week TI = proportion of patients without any RBC transfusion for at least eight consecutive weeks since entry to the trial

Highly statistically significant and clinically meaningful improvement in 8-week TI
Met primary endpoint (8-week TI)

Imetelstat
(n=118)

Placebo 
(n=60) P-value*

8-week TI, n (%) 47 (39.8) 9 (15.0) <0.001

95% CI (30.9, 49.3) (7.1, 26.6)
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*

* Pre-treatment hemoglobin was 6.2 g/dL with transfusion burden of 5 units/8 weeks before study start; on-study hemoglobin was <6.5 g/dL during majority of TI period, yet no 
transfusions given

83% of imetelstat 8-week TI responders had a single continuous TI period 
Continuous sustained TI with imetelstat treatment

*
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* Kaplan-Meier estimates of duration of RBC TI;  8-week TI Responder Analysis Set; Hazard ratio is from the Cox proportional hazard model, stratified by prior RBC transfusion burden (<=6 vs. >6 units 
RBC) and IPSS risk group (Low vs. Intermediate-1), with treatment as the only covariate; P-value for superiority of imetelstat versus placebo in hazard ratio is based on stratified log-rank test.

CI = confidence interval; HR = hazard ratio; RBC = red blood cell; TI = transfusion independence

Highly statistically significant and clinically meaningful durability of TI
Median duration of 8-week TI*

Imetelstat Placebo HR P-value*

Median TI duration (weeks)* 51.6 13.3 0.23 <0.001

95% CI 26.9, 83.9 8.0, 24.9

Weeks of TI duration

Imetelstat 47 47 37 33 27 26 20 16 13 11 11 8 6 5 3 3 1 1 0

Placebo 9 9 4 2 1 1 1 1 1 1 1 1 1 1 0
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* Cochran Mantel Haenszel test stratified for prior RBC transfusion burden (≤6 units or >6 units of RBCs/8 weeks) and baseline IPSS risk score (Low or Intermediate-1)
+ Kaplan-Meier estimates of duration of RBC TI
24-week TI = proportion of patients without any RBC transfusion for at least 24 consecutive weeks since entry to the trial ; NE = not estimable

Highly statistically significant and clinically meaningful improvement in 24-week TI
Met key secondary endpoint (24-week TI)

• Median TI duration+ for imetelstat patients who achieved 24-week TI was 80.0 weeks (51.6, NE)

• Approximately 70% of patients treated with imetelstat who achieved 8-week TI, 
went on to achieve 24-week TI

Imetelstat
(n=118)

Placebo 
(n=60) P-value*

24-week TI, n (%) 33 (28.0) 2 (3.3) <0.001

95% CI (20.1, 37.0) (0.4, 11.5)
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P-value is based on Cochran Mantel Haenszel test stratified for prior RBC transfusion burden (≤6 units or >6 units of RBCs/8 weeks) and baseline IPSS risk score (Low or Intermediate-1) 
16-week TI = proportion of patients without any RBC transfusion for at least 16 consecutive weeks since entry to the trial; 1-year TI = proportion of patients without any RBC transfusion for at 
least 52 consecutive weeks since entry to the trial 

Increasing magnitude of benefit for imetelstat vs. placebo with longer time intervals
Transfusion independence over longer periods 
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28.0%
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P=0.012

Imetelstat (n=118) Placebo (n=60)
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The mean changes from the minimum Hgb of the values that were after 14 days of transfusions in the eight weeks prior to the first dose date are shown. Data points that have fewer than four patients are not shown.

P-value is based on a mixed model for repeated measures with Hgb change as the dependent variable, week, stratification factors, minimum Hgb in the eight weeks prior to the first dose date, and treatment arm as the independent 
variables with autoregressive moving average (ARMA(1,1)) covariance structure.

SE = standard error

Highly statistically significant increase in hemoglobin levels over time for imetelstat patients
Mean change in hemoglobin levels for all imetelstat patients

Imetelstat 118 59 53 54 47 42 48 48 43 43 31 37 31 35 32 25 26 24 23 21 19 18 11 11 9 9 5

Placebo 60 37 29 17 16 18 15 8 10 10 11 7 3 9 8 9 7 7 5 5 4 2 4
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P<0.001

*  Analysis performed during transfusion independence period

8-week TI 
responders*

Imetelstat
n=47

Placebo 
n=9

Median Hgb rise 
(g/dL)

3.6 0.8

Median Hgb peak 
(g/dL)

11.3 8.9
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P-value is based on a mixed model for repeated measures with change in RBC transfusion as the dependent variable, week, stratification factors, prior transfusion burden, and treatment arm as the 
independent variables with autoregressive moving average (ARMA(1,1)) covariance structure.

NOTE: graph starts at Week 1-8 with the number of the patients with transfusion follow-up data available at least eight weeks on study for imetelstat and placebo arms

Statistically significant decrease in number of RBC units transfused
Mean change in RBC transfusion units over time
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Placebo 58 53 48 32 27 22 15 14 8 5 5 5 4
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P=0.042 
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Most recent HI-E criteria (IWG 2018) puts greater emphasis on durability by measuring response at >16 weeks

* Cochran Mantel Haenszel test stratified for prior RBC transfusion burden (≤6 units or >6 units of RBCs/8 weeks) and baseline IPSS risk score (Low or Intermediate-1)

** HI-E using protocol-specified IWG 2006 criteria was not statistically significant

Sources: 2018 IWG criteria - Platzbecker, Blood, 2019; 2006 IWG criteria - Cheson, Blood, 2006

Highly statistically significant HI-E using updated IWG 2018 criteria
Secondary endpoint: hematologic improvement-erythroid (HI-E)

Imetelstat
(n=118)

Placebo 
(n=60) P-value *

HI-E per IWG 2018 , n (%) 50 (42.4) 8 (13.3) <0.001
95% CI, % (33.3, 51.8) (5.9, 24.6)

16-week TI, n (%) 37 (31.4) 4 (6.7) <0.001
95% CI, % (23.1, 40.5) (1.9, 16.2)

Transfusion reduction by ≥50%/16 weeks 51 (43.2) 9 (15.0) <0.001
95% CI, % (34.1, 52.7) (7.1, 26.6)

HI-E per IWG 2006, n (%)** 75 (63.6) 31 (51.7) 0.112
95% CI, % (54.2, 72.2) (38.4, 64.8)

≥1.5 g/dL increase in Hgb ≥8 weeks, n (%) 40 (33.9) 6 (10.0) <0.001
95% CI, % (25.4, 43.2) (3.8, 20.5)

Transfusion reduction by ≥4U/8 weeks, n (%) 71 (60.2) 30 (50.0) 0.175

95% CI, % (50.8, 69.1) (36.8, 63.2)



23• Cochran Mantel Haenszel test stratified for prior RBC transfusion burden (≤6 units or >6 units of RBCs/8 weeks) and baseline IPSS risk score (Low or Intermediate-1)
^ One patient on imetelstat arm missing RS category

Statistically significant 8-week TI rates (p<0.05) and comparable magnitude of clinical benefit 
demonstrated across all subtypes

Key lower risk MDS subtypes analyses

-20 -10 0 10 20 30 40 50 60

-20 -10 0 10 20 30 40 50 60

Overall

WHO category^

RS+

RS-

Prior RBC transfusion burden 
per IWG 2006

4 - 6 units / 8 weeks

>6 units / 8 weeks 

IPSS risk category

Low

Intermediate-1

Favors 
Imetelstat

Favors
Placebo

Imetelstat,
n (%)

Placebo,
n (%)

% Difference 
(95% CI) P-value*

47/118 (39.8) 9/60 (15.0) 24.8 (9.9, 36.9) <0.001

33/73 (45.2) 7/37 (18.9) 26.3 (5.9, 42.2) 0.016

14/44 (31.8) 2/23 (8.7) 23.1 (-1.3, 40.6) 0.038

28/62 (45.2) 7/33 (21.2) 23.9 (1.9, 41.4) 0.027

19/56 (33.9) 2/27 (7.4) 26.5 (4.7, 41.8) 0.023

32/80 (40.0) 8/39 (20.5) 19.5 (-0.1, 35.2) 0.034

15/38 (39.5) 1/21 (4.8) 34.7 (8.8, 52.4) 0.004
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* Kaplan-Meier estimates of duration of RBC TI;  8-week/24-week TI Responder Analysis Set;  P-value for TI rate is based on Cochran Mantel Haenszel test stratified for prior RBC transfusion burden  
(≤6 units or >6 units of RBCs/8 weeks) and baseline IPSS risk score (Low or intermediate-1); P-value for duration of TI is based on stratified log-rank test.

RS+ and RS- demonstrate statistically significant improvement in both 8-week and 24-week TI

Primary (8-week TI) and secondary endpoint (24-week TI) 
by RS status
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Imetelstat 

Placebo

8-week TI 8-week TI24-week TI 24-week TI

RS+ RS-

RS+ RS-

Imetelstat 
(n=73)

Placebo
(n=37) P-value* Imetelstat

(n=44)
Placebo
(n=23) P-value*

8-week TI responders, n 33 7 14 2
Median duration of TI *, weeks (95% CI) 46.9 (25.9, 83.9) 16.9 (8.0, 24.9) 0.035 51.6 (11.9, NE) 11.2 (10.1, NE) 0.062

24-week TI responders, n 24 2 9 0
Median duration of TI *, weeks (95% CI) 80.0 (41.6, NE) NE (24.9, NE) 0.808 122.9 (25.0, NE) NE (NE, NE) NE

P=0.016

P=0.003 P=0.038

P=0.019
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* P-value is based on Cochran Mantel Haenszel test stratified for prior RBC transfusion burden (≤6 units or >6 units of RBCs/8 weeks) and baseline IPSS risk score (Low or 
Intermediate-1)
VAF = variant allele frequency; NS = not significant

>50% VAF decrease in SF3B1, TET2, DNMT3A, ASXL1 mutations 
Molecular data in imetelstat treated patients 

29.5%
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* P=0.001
* P=NS

* P=NS

* P=NS

Imetelstat

Placebo

Note: Ratios underneath the bars represent the number of patients with ≥50% variant allele frequency (VAF) reduction as numerator and  the total number of patients with 
detectable assessment (≥5% VAF) in specified mutation at baseline and any post baseline mutation assessment as denominator.
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• Trial demonstrated highly statistically significant (p<0.001) and clinically meaningful improvements for 
imetelstat in 8-week TI, 16-week TI and 24-week TI versus placebo

• Median TI duration approaching one year for imetelstat-treated 8-week TI responders

• Highly statistically significant (p<0.001) and clinically meaningful increases in mean change in 
hemoglobin levels over time for imetelstat-treated patients versus placebo

• HI-E per IWG 2018 criteria demonstrated a highly statistically significant (p<0.001) and clinically 
meaningful improvement for imetelstat-treated patients versus placebo

• Statistically significant (p<0.05) and clinically meaningful 8-week TI rate achieved both for imetelstat-
treated patients with high and very high transfusion burden; Low and Intermediate-1 IPSS risk category; 
and RS+ and RS- versus placebo

• Clinical and molecular evidence supporting the potential for MDS disease modification with imetelstat
◦ One-year median TI duration for imetelstat 8-week TI responders 
◦ A median rise of 3.6 g/dL in hemoglobin levels in imetelstat 8-week TI responders 
◦ ≥ 50% VAF decreases in SF3B1, TET2, DNMT3A  and ASXL1 mutation

HI-E = hematologic improvement-erythroid; IPSS = International Prognostic Scoring System; IWG = International Working Group; RS+ = ring sideroblast positive; RS- = ring sideroblast 
negative; TI = transfusion independence

Efficacy results summary
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Top-Line Safety Results

Safety results consistent with prior imetelstat clinical 
experience with no new safety signals
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+ On either imetelstat or placebo arms
* Includes COVID-19, asymptomatic COVID-19, COVID-19 pneumonia

AE= adverse event

Non-hematologic adverse events occurring in ≥10% of patients+
generally low grade and consistent with prior imetelstat clinical trials

AE, n (%) Imetelstat
(n=118)

Placebo 
(n=59)

All Grades Grade 3/4 All Grades Grade 3/4

Asthenia 22 (18.6) 0 8 (13.6) 0

COVID-19* 21 (17.8) 2 (1.7) 9 (15.2) 3 (5.1)

Peripheral edema 13 (11.0) 0 8 (13.6) 0

Headache 15 (12.7) 1 (0.8) 3 (5.1) 0

Diarrhea 14 (11.9) 1 (0.8) 7 (11.9) 1 (1.7)

Alanine aminotransferase increased 14 (11.9) 3 (2.5) 4 (6.8) 2 (3.4)

Hyperbilirubinemia 11 (9.3) 1 (0.8) 6 (10.2) 1 (1.7)

Constipation 9 (7.6) 0 7 (11.9) 0

Pyrexia 9 (7.6) 2 (1.7) 7 (11.9) 0
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• Grade 3 elevations on imetelstat were short in duration (median < 2 weeks) and more than 
80% resolved to Grade 2 or lower within 4 weeks

* n=117 for ALT imetelstat patients

No cases of Hy’s Law or Drug-Induced Liver Injury observed
Treatment emergent liver function test (LFT) lab abnormalities

LFT Lab Abnormality, n (%) Imetelstat
(n=118)

Placebo 
(n=59)

All Grades Grade 3 All Grades Grade 3

Alanine Aminotransferase (ALT*) 46 (39.3) 4 (3.4) 22 (37.3) 3 (5.1)

Alkaline Phosphatase (ALP) 53 (44.9) 0 7 (11.9) 0

Aspartate Aminotransferase (AST) 57 (48.3) 1 (0.8) 13 (22.0) 1 (1.7)

Bilirubin 46 (39.0) 1 (0.8) 23 (39.0) 1 (1.7)
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* No ≥Grade 3 bleeding events in the setting of Grade 3/4 thrombocytopenia; on imetelstat: two patients with Grade 4 gastrointestinal bleeding, unrelated and resolved and one Grade 3 hematuria, unrelated and resolved. 
+ On imetelstat: three patients with Grade 3/4 infections in setting of Grade 3/4 neutropenia; all three were sepsis and resolved with only one considered related
** Occurred at day 33, lasted 8 days; assessed by investigator as possibly related to imetelstat; patient subsequently achieved TI >40 weeks and remains on treatment at data cut-off

Consistent with prior imetelstat clinical trials, 
the most frequent AEs are hematologic

AE, n (%) Imetelstat
(n=118)

Placebo 
(n=59)

All Grades Grade 3/4 All Grades Grade 3/4

Thrombocytopenia 89 (75.4) 73 (61.9) 6 (10.2) 5 (8.5)

Neutropenia 87 (73.7) 80 (67.8) 4 (6.8) 2 (3.4)

Anemia 24 (20.3) 23 (19.5) 6 (10.2) 4 (6.8)

Leukopenia 12 (10.2) 9 (7.6) 1 (1.7) 0

Event, n (%) Imetelstat
(n=118)

Placebo 
(n=59)

Grade ≥3 Bleeding Events * 3 (2.5) 1 (1.7)

Grade ≥3 Infections+ 13 (11.0) 8 (13.6)

Grade 3 Febrile Neutropenia ** 1 (0.8) 0

Clinical consequences from cytopenias are similar 
in imetelstat and placebo treated patients 
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+ 18% of imetelstat treated patients received a median of 1 platelet transfusions; 35% of imetelstat treated patients received growth factor support 

* Analysis performed for patients who experienced Grade 3/4 cytopenias. Resolution determined by return to Grade 2 or lower

Imetelstat related cytopenias are manageable and reversible 
with majority being resolved within <4 weeks

Imetelstat + Placebo 

Thrombocytopenia events*
Median duration, weeks, (range) 1.4 (0.1-12.6) 2.0 (0.3-11.6)

Resolved within < 4 weeks, % 86.3 44.4

Neutropenia events*

Median duration, weeks, (range) 1.9 (0-15.9) 2.2 (1.0-4.6)

Resolved within < 4 weeks, % 81.0 50.0
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Plans for Regulatory Submissions

Faye Feller, M.D.
Executive Vice President, Chief Medical Officer
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• Plans on target for regulatory submissions 
◦ Mid-2023 for U.S. New Drug Application (NDA)

◦ 2H 2023 for EU Marketing Authorization Application (MAA)

• Fast Track designation in lower risk MDS enables rolling submission of U.S. NDA and 
eligibility for priority review
◦ Request for rolling submission of NDA granted 

Top-line results supportive of regulatory submissions
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Unmet Needs in Lower Risk MDS and 
Imetelstat Market Opportunity

Anil Kapur
Executive Vice President, Corporate Strategy and
Chief Commercial Officer
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Shortened 
Survival

High-Cost Burden

Poor QoL
Higher Risk of 
Progression to AML

QoL: quality of life 

Sources: DRG MDS Landscape & Forecast 2022, Mangaonkar, et al., Blood Cancer Journal 2018; Giagounidis, et al. Clinical Cancer Research 2016; Incidence and Outcomes for Low Risk MDS, ASH 2012; 
Greenberg et al, Blood 2012; Feneaux et al, JCO 2017; Platzbecker et al, Blood 2019; Cogle et al, Curr Hematol Malig Rep 2015; Greenberg et al Blood 1997; Greenberg et al, Blood 1997.

Lower risk MDS patients experience frequent transfusions, become  
transfusion dependent, have a poor quality of life and shortened survival

Diagnosis
Median age ~70 years                 
Majority treated under Medicare Part B (US)

Treat Symptomatic Anemia
Typically blood transfusions, ESAs and in 
some cases with HMAs or Lenalidomide

Increasing Transfusion 
Dependence
Disease continues to progress

Observation (~50%)

Wait-and-Watch

Lengthy Office Visits
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• ~70% of MDS patients 
are classified as lower 
risk  

• Majority of the 
patients with 
symptomatic anemia 
are treated with ESAs 
and most will fail 
treatment in ~2 years

• Lower risk MDS 
represents a 
significant 
opportunity for  
imetelstat  
ü Frontline ESA              

ineligible 
ü ESA-failed, RS+
ü ESA-failed, RS-

* Includes ~10% of patients who may present with del(5q)

HR MDS = higher risk myelodysplastic syndromes; ESA Ineligible = serum EPO >500 mU/mL

Sources: Greenberg et al, Blood 2012; Park et al, JCO 2017; Cogle et al, Curr Hematol Malig Rep 2015; Malcovati et al, Bloom 2013; NCCN Guidelines v2, 
2021; Platzbecker et al, Blood 2019; Tobiasson et al, Blood Cancer Journal 2014; Fenaux et al NEJM 2020 Supplement Appendix; Santini et al, JCO 2016; 
Incidence and Outcomes for Lower Risk MDS, ASH 2012

Expected broad imetelstat opportunity 
in lower risk MDS

MDS: ~37,000* patients diagnosed in the 
US and Major European Markets in 2021

Lower Risk MDS (~70%)HR MDS

Imetelstat opportunity

Symptomatic Anemia (~90%)

ESA Eligible (~90%)1st Line ESA Ineligible 
(~10%)

ESA Failed + ESA Ineligible2nd Line or later

RS+ (~25%) RS- (~75%)

Complex 
presentations



38MOA = mechanism of action
References on slide 55

Imetelstat expected profile at planned launch received favorably by 
practicing hematologists in both U.S. and key European markets

Durability of 
transfusion 

independence

Novel MOA, 
non-overlapping with 

current treatments

Potential 
for disease 

modification

Broad clinical efficacy results 
across patient subtypes 

(RS+ and RS-)

Key aspects of imetelstat that resonated most strongly with 
hematologists in both the community and academic settings
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ESA Relapsed/Refractory
RS- Patients

ESA Relapsed/Refractory
RS+ Patients

1L ESA Ineligible Patients

1L = first line
* Estimated for 2030 based on DRG MDS Landscape and Forecast syndicated data report 2021 and 2022
Sources: Company projections: based on treated prevalence estimates for imetelstat eligible patient populations in LR MDS; Geron analysis using assumptions for a) expected target 
product profile at launch, b) obtaining regulatory approvals and favorable reimbursement in US and key European markets, c) duration of treatment and d) potential market 
penetration. Note: EU5 population as % of US population in 2030: ~93%, UN Population data 2019

Imetelstat potential peak market opportunity in lower risk MDS 
~$1.2 billion in 2030

Key addressable 
patient segments in 
lower risk MDS for 

imetelstat*

3,700

22,000

7,000

Imetelstat has the potential to become part of the standard of care in lower risk MDS
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Closing Remarks

John A. Scarlett, M.D.
Chairman and CEO
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* To follow single agent data from IMpress

LR MDS = lower risk myelodysplastic syndromes; R/R MF = relapsed/refractory myelofibrosis; MF = myelofibrosis; R/R AML = relapsed/refractory acute myeloid 
leukemia; HR MDS = higher risk myelodysplastic syndromes; TI = telomerase inhibitor

Exploring the broad potential of imetelstat 
and telomerase inhibition

Ongoing; Company Sponsored

Planned; Investigator Led

Indications Discovery Preclinical Phase 1 Phase 2 Phase 3

LR MDS
Single Agent

R/R MF
Single Agent

Frontline MF
Combination Therapy

R/R AML & HR MDS
Single Agent

R/R AML
Combination Therapy

Lymphoid Malignancies

Next Generation 
TI Program

IMerge

IMpactMF

IMproveMF

IMpress

TELOMERE*



Thank you!

Contact:

Investor Relations
info@geron.com




