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SPECIAL NOTE REGARDING FORWARD-LOOKING STATEMENTS AND INDUSTRY DATA

This Annual Report on Form 10-K ("Annual Report") includes forward-looking statements. We may, in some cases, use terms such as
"believes," "estimates," "anticipates," "expects,” "plans," "intends," "may," "could,” "might," "will," "should," "approximately" or other words
that convey uncertainty of future events or outcomes to identify these forward-looking statements. Forward-looking statements appear in a
number of places throughout this Annual Report and include statements regarding our intentions, beliefs, projections, outlook, analyses or
current expectations concerning, among other things, our ongoing and planned preclinical development and clinical trials, the timing of and our
ability to make regulatory filings and obtain and maintain regulatory approvals for our product candidates, protection of our intellectual property
portfolio, the degree of clinical utility of our products, particularly in specific patient populations, our ability to develop commercial and
manufacturing functions, expectations regarding clinical trial data, our results of operations, cash needs, financial condition, liquidity, prospects,
growth and strategies, the industry in which we operate and the trends that may affect the industry or us.

non non non

By their nature, forward-looking statements involve risks and uncertainties because they relate to events, competitive dynamics and
industry change, and depend on the economic circumstances that may or may not occur in the future or may occur on longer or shorter timelines
than anticipated. Although we believe that we have a reasonable basis for each forward-looking statement contained in this Annual Report, we
caution you that forward-looking statements are not guarantees of future performance and that our actual results of operations, financial
condition and liquidity, and the development of the industry in which we operate may differ materially from the forward-looking statements
contained in this Annual Report. In addition, even if our results of operations, financial condition and liquidity, and events in the industry in
which we operate are consistent with the forward-looking statements contained in this Annual Report, they may not be predictive of results or
developments in future periods.

Actual results could differ materially from our forward-looking statements due to a number of factors, including risks related to:

our need for additional financing and our ability to obtain sufficient funds on acceptable terms when needed, and our current
plans and future needs to scale back operations if adequate financing is not obtained;

our estimates regarding expenses, future revenues, capital requirements and needs for additional financing;

the success and timing of our preclinical studies and clinical trials and regulatory approval of protocols for future clinical
trials;

the difficulties in obtaining and maintaining regulatory approval of our product candidates, and the labeling under any
approval we may obtain;

our plans and ability to develop, manufacture and commercialize our product candidates;

our failure to recruit or retain key scientific or management personnel or to retain our executive officers;

the size and growth of the potential markets for our product candidates and our ability to serve those markets;

regulatory developments in the United States and foreign countries;

the rate and degree of market acceptance of any of our product candidates;

obtaining and maintaining intellectual property protection for our product candidates and our proprietary technology;
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the successful development of our commercialization capabilities, including sales and marketing capabilities;

recently enacted and future legislation and regulation regarding the healthcare system;

the success of competing therapies and products that are or become available;

our dependence on collaboration agreements with other pharmaceutical companies, such as Baxter and SymBio, for
commercialization of our products and our ability to achieve certain milestones under those agreements; and

the performance of third parties, including contract research organizations, or CROs and third-party manufacturers.

Any forward-looking statements that we make in this Annual Report speak only as of the date of such statement, and we undertake no
obligation to update such statements to reflect events or circumstances after the date of this Annual Report or to reflect the occurrence of
unanticipated events. Comparisons of results for current and any prior periods are not intended to express any future trends or indications of
future performance, unless expressed as such, and should only be viewed as historical data.

You should also read carefully the factors described in the "Risk Factors" section of this Annual Report and elsewhere to better understand
the risks and uncertainties inherent in our business and underlying any forward-looking statements. As a result of these factors, actual results
could differ materially and adversely from those anticipated or implied in the forward-looking statements in this report and you should not place
undue reliance on any forward-looking statements.

il
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PART I

ITEM 1. BUSINESS
Overview

We are a clinical-stage biopharmaceutical company focused on discovering and developing novel small molecule drug candidates to treat
cancer. Using our proprietary chemistry platform, we have created an extensive library of targeted anti-cancer agents designed to work against
specific cellular pathways important to cancer cells. We believe that the drug candidates in our pipeline have the potential to be efficacious in a
variety of cancers. We have three clinical-stage product candidates (one of which is being developed for treatment of acute radiation syndromes,
not cancer) and several preclinical programs, with the majority of our current efforts focused on our lead product candidate, rigosertib, which is
being tested as a single agent and in combination with azacitidine, in clinical trials of patients with myelodysplastic syndromes, or MDS, and
related cancers.

We are currently developing the protocol for a new Phase 3 clinical trial of rigosertib, our most advanced product candidate. Based on
separate discussions with both the U.S. Food and Drug Administration, or FDA, and European Medicines Agency, or EMA, we anticipate a
randomized controlled trial of rigosertib IV in a patient subset of more homogeneous patient population than in our previous clinical trials,
which has appeared to derive a greater benefit from rigosertib treatment in our previous clinical trials. We are also continuing the Phase 2
portion of a clinical trial of rigosertib oral in combination with azacitidine for patients with MDS and acute myelogenous leukemia, or AML.
Additionally, in an extended portion of a Phase 2 clinical trial of rigosertib oral for patients with lower-risk MDS we are assessing the utility of
bone marrow genomic methylation patterns and genomic DNA testing for the identification of patients more likely to respond to rigosertib. We
anticipate presenting interim Phase 2 data from our combination trial, as well as data from in vitro studies evaluating the activity of rigosertib in
lower-risk MDS, during the second quarter of 2015.

At December 31, 2014, we had approximately $43.6 million in cash and cash equivalents. We do not believe that we will be able to
complete our planned new Phase 3 clinical trial of rigosertib IV without raising additional funds. Accordingly, we are taking actions to conserve
cash (including headcount reductions) and are evaluating other cash conservation measures, while exploring various dilutive and non-dilutive
sources of funding. If we are not able to raise sufficient funds when needed, our operations, including our existing and planned clinical trials,
will be negatively impacted.

Rigosertib

Rigosertib is being tested as a single agent and in combination with azacitidine, in clinical trials of patients with MDS and related cancers.
To date, we have enrolled more than 1,000 patients in rigosertib clinical trials. We have collaboration agreements with Baxter Healthcare SA, or
Baxter, and SymBio Pharmaceuticals Limited, or SymBio, which grant Baxter certain rights to commercialize rigosertib in Europe and grant
SymBio certain rights to commercialize rigosertib in Japan and Korea. We have retained development and commercialization rights to rigosertib
in the rest of the world, including in the United States.

Rigosertib Inhibits Signaling Pathways Associated with Cancer Cell Growth and Survival

Rigosertib is a small molecule that inhibits cellular signaling in cancer cells by acting as a Ras mimetic. This is believed to be mediated by
the binding of rigosertib to the Ras-binding domain, or RBD, found in many Ras effector proteins, including the Raf and PI3K kinases. In
contrast to many other kinase inhibitors, rigosertib does not interact at the adenosine triphosphate binding site, but appears to act via allosteric
inhibition. This mechanism of action exemplifies a new approach to block the interactions between Ras and its targets containing RBD sites.
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Mpyelodysplastic Syndromes

MBDS is a group of blood disorders that affect bone marrow function. MDS typically affects older patients. In MDS, the bone marrow cells
become dysplastic, or defective. Therefore blood cells do not develop normally, such that too few healthy blood cells are released into the blood
stream, leading to low blood cell counts, or cytopenias. Thus, many patients with MDS require frequent blood transfusions. In most cases, the
disease worsens and the patient develops progressive bone marrow failure. In advanced stages of the disease, immature blood cells, or blasts,
leave the bone marrow and enter the blood stream, leading to AML, which occurs in approximately one-third of patients with MDS.

Based on Surveillance Epidemiology and End Results (SEER) data from the National Cancer Institute, a marketing analytics firm has
estimated the 2016 incidence of MDS will be approximately 17,390 cases and the prevalence of MDS at approximately 61,690 cases in the
United States. We believe that the actual incidence numbers may be higher, due to underdiagnosing and underreporting of new cases of MDS to
centralized cancer registries, and that the incidence of MDS in the United States is likely to increase, due to an aging population, improved
disease awareness and diagnostic precision, and an increase in the number of cases of secondary, often chemotherapy-induced, MDS.

MDS is typically diagnosed using routine blood tests or by observing combination of certain symptoms, such as shortness of breath,
weakness, easy bruising or bleeding, or fever with frequent infections. A diagnosis of MDS is confirmed by evaluating a bone marrow
biopsy/aspirate showing dysplastic changes, and, in more advanced cases, the presence of excess blasts, meaning that blasts account for more
than 5% of the total number of nucleated cells in the bone marrow. Because the bone marrow and blood cells in MDS patients can undergo
different kinds of abnormal changes, several classification systems have been developed to gauge the severity of disease and help determine
prognosis and treatment strategy. We use two standard classification systems, the French-American-British morphological classification system,
or the FAB system, as modified by the World Health Organization, or WHO, and the recently revised International Prognostic Scoring System,
or IPSS-R, to define patient inclusion criteria for our rigosertib trials in MDS:

FAB Classification/WHO Diagnostic Criteria. In 1999, WHO modified the FAB system for MDS that had been based
primarily on the percentage of blasts in the bone marrow and blood. Sub-categories under the WHO classification are:
Refractory anemia, or RA (less than 5% blasts), RA with ringed sideroblasts, or RARS, refractory cytopenia with
multilineage dysplasia, or RCMD, RA with excess blasts-1 (5-9% blasts), or RAEB-1, RA with excess blasts-2, or RAEB-2
(10-19% blasts), MDS with isolated deletion of the long arm of chromosome 5, or del(5q), and MDS unclassified, or
MDS-U. Patients classified as RAEB in transformation (21-29% blasts), or RAEB-t, under the FAB system are reclassified
in the WHO system as AML patients.

IPSS-R Diagnostic Criteria. 1PSS-R ranks the severity of chromosome abnormalities, number of cytopenias, and percentage of bone
marrow blasts observed at diagnosis to calculate a five-level risk score: Very Low, Low, Intermediate, High and Very High. MDS patients are
generally classified using IPSS-R in order to assess the risk of dying or having their disease progress to AML. Patients with RAEB-1, RAEB-2
or RAEB-t under the FAB/WHO criteria or patients with IPSS-R risk scores of High or Very High are generally considered to have higher-risk
MDS, with a median survival of less than two years. By contrast, patients with IPSS-R scores of Very Low, Low and Intermediate are generally
considered to have lower risk MDS, with an overall survival of approximately three to nine years.
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Treating Myelodysplastic Syndromes

Allogeneic peripheral blood stem cell or bone marrow transplantation is a potentially curative therapy for MDS. However, since most
patients with MDS are elderly and therefore ineligible for transplantation due to the arduous nature of the procedure, this option is generally
considered only for the small proportion of younger MDS patients.

We believe that most higher-risk and some lower-risk MDS patients in the United States are treated with azacitidine and decitabine, the two
approved hypomethylation drugs for treatment of MDS. A provider of information services and technology for the healthcare industry estimates
that in the year ended June 2012, approximately 12,500 MDS patients in the United States received treatment with hypomethylating agents.

A significant number of higher-risk MDS patients fail or cannot tolerate treatment with azacitidine or decitabine, which represent the
current standard of care for higher-risk MDS patients, and almost all patients who initially respond to therapy eventually relapse. Median
survival time of MDS patients who have failed hypomethylating drugs is less than six months. Accordingly, we believe that a new therapy that
would extend survival in these patients would represent a major contribution in the treatment of MDS.

Hypomethylating drugs work by inhibiting the methylation of DNA. Methylation is a biochemical process involving the addition of a
methyl group to DNA and plays an important role in gene expression during cell division and differentiation. By inhibiting methylation,
hypomethylating drugs kill rapidly dividing cells, including cancer cells that are no longer responsive to normal growth control mechanisms.
Hypomethylation may also restore normal function to genes that are critical for differentiation and proliferation. By contrast, rigosertib works by
blocking multiple oncogenic pathways through a Ras mimetic mechanism. We believe that, because rigosertib has a mechanism of action that is
different from hypomethylating agents, it may be active in patients who have failed treatment with those drugs. Furthermore, rigosertib's unique
mechanism of action has been shown to combine well with hypomethylating drugs, and preclinical studies testing the combination of rigosertib
with azacitidine have demonstrated synergy between the two agents. Based on these studies and our current understanding of the mechanism of
action of rigosertib, we believe that rigosertib has the potential to be developed in combination with azacitidine for front-line MDS and
second-line AML.

Lower-risk MDS patients are those categorized as Very Low, Low or Intermediate risk by the IPSS-R scoring system with
transfusion-dependent anemia. The subset of del(5q) cytogenetic abnormality patients are generally treated with lenalidomide (Revlimid®). For
all other lower-risk MDS patients, supportive care employing blood products, such as red blood cell and platelet transfusions, and erythroid
stimulating agents, is the mainstay of therapy. Frequent transfusions introduce many risks, including iron overload, blood borne infections and
immune-related reactions. We believe that a therapeutic agent that could lower or eliminate the need for transfusions over an extended period of
time would fulfill a significant unmet medical need for this patient population.

Rigosertib IV for higher-risk MDS

In February 2014, we announced topline survival results from a multi-center Phase 3 clinical trial of rigosertib IV as a single agent, which
we refer to as our "ONTIME" trial. The ONTIME trial was a randomized, controlled study, where eligible patients must have progressed on,
failed to respond to or relapsed after prior therapy with HMAs, have excess blasts (5-30% blasts) and have at least one cytopenia. There is
currently no approved drug for this group of patients and the current standard treatment consists of best supportive care, which is treatment
intended to manage disease-related symptoms. In the ONTIME trial, both groups of patients received best supportive care, with the treatment
group of patients also receiving rigosertib. The study employed a 2:1 randomization in which two-thirds of the patients received rigosertib plus
best supportive care, and one-third of patients
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received only best supportive care. The protocol for this trial was developed under a FDA Special Protocol Assessment, or SPA. The EMA also
provided Scientific Advice. Complete results from the trial, presented at the 2014 Annual American Society of Hematology Meeting, or 2014
ASH Meeting, showed numerical improvement in median overall survival in the rigosertib treated patients. However, the observed improvement
in survival of 2.3 months was not sufficient to establish the required level of statistical significance and, therefore did not achieve the primary
endpoint of the trial.

While the ONTIME trial did not meet its primary endpoint in the intent-to-treat population, improvements in median overall survival
(mOS) were observed in various pre-specified and exploratory subgroups of patients, including "primary HMA failure" patients (those who had
progressed on or failed to respond to previous treatment with HMAs) and patients in the IPSS-R Very High Risk category. Among the 184
patients (62% of patients in the trial) with primary HMA failure, mOS was 8.6 months in the rigosertib arm (127 patients) compared to
5.3 months in the best supportive care arm (57 patients), with a hazard ratio of 0.69 and a p value of 0.040. Among the 134 patients (45% of
patients in the trial) who were in the IPSS-R Very High Risk category, mOS was 7.6 months in the rigosertib arm (93 patients) compared to
3.2 months in the best supportive care arm (41 patients), with a hazard ratio of 0.56 and a p value of 0.005.

During 2014 and January 2015, we held meetings with the FDA, EMA, and several European national regulatory agencies to discuss and
seek guidance on a path for approval of rigosertib IV in higher-risk MDS. We discussed, with both the FDA and EMA, potential for refining the
clinical indication based on the demonstration of heterogeneity in the ONTIME trial patient population and the consequent definition of
subgroups with high prognostic risk that appear to derive a greater benefit from rigosertib treatment. In January 2015, both the FDA and EMA
expressed a preference for another randomized controlled trial with overall survival and overall response as clinically meaningful endpoints.
Based on the feedback from the FDA and the EMA, and utilizing the results of the ONTIME trial, a protocol for a randomized controlled trial in
a more homogeneous patient population is being developed. Pending regulatory approvals and appropriate financing, we hope to initiate
enrollment in this trial as early as the second half of 2015. In light of the regulatory guidance, we stopped patient accrual in our 04-24 single-arm
clinical trial of rigosertib IV in higher-risk MDS during the first quarter of 2015.

Safety and Tolerability of rigosertib IV in MDS and other hematologic malignancies

More than 500 patients have been enrolled in the six Phase 1, 2 and 3 studies of IV rigosertib as monotherapy in MDS and other
hematologic malignancies. Three of the Phase 1 and 2 studies are completed and clinical study reports (CSRs) are available. The three other
studies are ongoing; thus final data are subject to change. The most frequent reason for study discontinuation (46.9%) was progressive disease
(PD) based on 2006 International Working Group or IWG criteria (43.5%) or symptomatic deterioration (3.4%). The occurrence of adverse
events (AEs) led to withdrawal of 22.7% of patients. Withdrawal was at patient's request in 15.9% of the cases. Eleven patients (2.7%) died of
treatment emergent adverse events (TEAEs) while on study; none of the TEAEs leading to death were considered related to rigosertib. Using the
Medical dictionary for Regulatory Activities (MedDRA) terminology, the most frequently reported drug-related TEAEs were in system organ
class (SOC) categories of gastrointestinal (GI) disorders (28.0%) and general disorders and administration site conditions (20.0%). Individual
TEAESs reported by at least 5% of patients across SOC categories included, by decreasing order of frequency, nausea (14.9%), fatigue (13.4%),
diarrhoea (11.5%), constipation (7.8%), decreased appetite (5.6%), and vomiting (5.4%). The most frequently reported > Grade 3 drug-related
TEAEs were in the SOC categories of blood and lymphatic system disorders (7.8%) and Investigations (6.1%). Individual TEAEs reported by at
least 1% of patients across SOC categories were anemia (4.1%); neutrophil count decreased and platelet count decreased (3.2% each);
neutropenia and thrombocytopenia (2.2% each); hyponatraemia (2.0%); white blood cell
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count decreased (1.7%); febrile neutropenia (1.5%); fatigue (1.2%); and diarrhoea, delirium, and haematuria (1.0% each). Among the 10.0% of
patients whose serious adverse events (SAEs) were considered drug-related, the two most frequent events were febrile neutropenia and delirium
(1.2% of patients each). Other drug-related SAEs included hyponatraemia, confusional state, and mental status changes (0.7% each); fatigue,
dehydration, dizziness, haematuria, pollakiuria, and dyspnoea (0.5% each); and anaemia, diabetes insipidus, abdominal distension,
gastrointestinal haemorrhage, retroperitoneal fibrosis, asthenia, malaise, pyrexia, cholecystitis, bronchitis, lung infection, pneumonia, sepsis,
septic shock, sinusitis fungal, urinary tract infection, muscular weakness, convulsion, headache, dysuria, renal failure, renal failure acute,
pulmonary alveolar haemorrhage, and respiratory distress (0.2% each). Diabetes insipidus was reported as a new suspected unexpected serious
adverse reaction. Three patients (0.7%), all enrolled in a Phase 1 dose-escalating study, experienced dose-limiting toxicities (DLTs), defined as
drug-related TEAEs that occurred during the first cycle of rigosertib administration. DLTs included pneumonia, dysuria, and dyspnoea (1
patient, 0.2%, each).

Rigosertib oral in combination with azacitidine for MDS and AML

We are currently enrolling patients in the Phase 2 portion of a Phase 1/2 clinical trial testing oral rigosertib in combination with azacitidine
for patients with MDS and AML. In December 2014, we presented results from the Phase 1 portion of this trial at the Annual ASH Meeting. A
total of 18 patients with MDS or non-proliferative AML, who were either previously untreated with hypomethylating agents, or who had failed
or progressed on an HMA, were enrolled. The indicated dose of azacitidine (75 mg/m?/day) was given in combination with escalating doses of
oral rigosertib in three successive cohorts (140-560 mg given two times daily). Oral rigosertib was administered from day one through day 21 of
a 28-day cycle. Azacitidine was administered for seven days starting on day eight of the 28-day cycle. Nine patients with MDS, eight patients
with AML and one patient with chronic myelomonocytic leukemia, or CMML, received the combination. Responses according to International
Working Group criteria were observed. Marrow complete remission was achieved in five patients (2 AML; 3 MDS). Complete remission with
incomplete recovery of blood counts was observed in four patients (1 AML; 3 MDS), and stable disease was observed in two patients (1 MDS; 1
CMML). Measures of hematological improvement, including increases in platelet (1 AML; 2 MDS patients), erythroid (2 MDS patients) and
neutrophil (2 MDS patients) counts were observed with the combination. Notably, two MDS patients who responded to the combination of
rigosertib and azacitidine had previously failed treatment with a hypomethylating agent administered as a single agent. The most frequently
reported adverse events in cycle 1 included constipation, diarrhea, nausea, fatigue, hypotension, and pneumonia. The adverse events did not
differ significantly among the three dosing cohorts. The only adverse events of Grade 3 or greater that occurred in more than one patient were
pneumonia (4), neutropenia, (3), febrile neutropenia (2) and thrombocytopenia (2). Elevation in creatinine in one patient in the first cohort was
deemed as a possible treatment-related Grade 3 dose-limiting toxicity that required subsequent expansion of the cohort. Overall, the adverse
event profile did not appear to differ significantly from that reported for azacitidine alone.

The combination dosing schedule of oral rigosertib in the final cohort (two doses per day; 560mg in the morning and 280 mg in the
afternoon) given with the indicated dose of azacitidine was well tolerated and selected for the Phase 2 portion of the trial, which is now
underway in multiple centers. The Phase 2 portion of the trial has been designed to assess whether treatment with rigosertib, in combination with
azacitidine, has a beneficial effect on bone marrow function and bone marrow peripheral blood counts and symptoms of disease progression in
patients with MDS and AML. Patient enrollment in the Phase 2 portion of this trial is projected to be completed in the second quarter of this
year. We plan to present interim Phase 2 data from this trial at a scientific conference in the second quarter of 2015.
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Rigosertib oral for lower-risk MDS

Unlike higher-risk MDS patients who suffer from a shortfall in normal blood cells, or cytopenias, as well as elevated levels of cancer cells,
or blasts in their bone marrow and bloodstream, lower-risk MDS patients suffer only from cytopenias, that is low levels of red blood cells, white
blood cells or platelets. Thus, lower-risk MDS patients depend on transfusions and growth factors or other therapies to improve their low blood
counts.

In December 2013, we presented data at the Annual ASH Meeting from our Phase 2 trial with an oral formulation of rigosertib in lower-risk
MDS patients. Phase 2 clinical data showed encouraging efficacy of single agent oral rigosertib (560 mg AM/560 mg PM) in
transfusion-dependent, lower-risk MDS patients. Rigosertib was generally well tolerated, except for treatment-related urinary side effects seen at
the 560 mg AM/560 mg PM dose. In an attempt to ameliorate the drug-related side effects, the dosing of oral rigosertib was changed to 560 mg
AM/280 mg PM. This modified dosing and schedule has been tested in more than 50 patients in Phase 2 trials of lower-risk MDS. These studies
indicate that modified dosing of oral rigosertib was well tolerated without significant urinary side effects. The reduced dosing also affected
efficacy, necessitating additional pharmacokinetic and pharmacodynamics studies, which are now being planned. The nature of these studies is
now being discussed with the study investigators and experts.

Data presented at ASH in December 2013 also revealed the potential of a genomic methylation assessment as a tool to potentially identify
patients likely to respond to oral rigosertib. We have extended a Phase 2 clinical trial to add an additional cohort of 20 patients to aid in the
development of this genomic methylation test. We are collaborating with a methylation genomics company to refine the test. We expect to
present or publish these findings this year. A second approach, aimed at patient selection and for the understanding of the mechanisms
underlying the activity of rigosertib in lower-risk MDS, involves a patient-derived bone marrow cell culture system and has been developed by
our collaborators at Columbia University Medical Center. Initial results from these in vitro studies will be presented at the American Association
for Cancer Research conference in April 2015.

On January 27, 2015, Baxter, our European collaboration partner for rigosertib in response to our delivery of a notice and materials relating
to one of our Phase 2 clinical trials in lower-risk MDS, notified us that it has elected not to pursue additional clinical trials or the submission of a
drug approval application for oral rigosertib in lower risk-MDS patients. The decision by Baxter does not alter the terms of our collaboration
agreement. We have the right to continue the development of oral rigosertib in this indication on our own, and Baxter has the right to
commercialize oral rigosertib for lower-risk MDS indications in its territory, subject to its ongoing compliance with the agreement, including
payment of applicable milestones.

We have conducted clinical trials and pre-clinical tests of rigosertib for the treatment of other cancers, including pancreatic cancer, head
and neck cancers and other refractory cancers. At this time, we are focusing our development efforts with rigosertib to MDS and AML. We do,
however, continue to expend resources and incur costs relating to legacy trials and tests for these indications.

Safety and Tolerability of rigosertib oral in MDS and other hematologic malignancies

More than 200 patients have been enrolled in one of four Phase 1 and 2 studies of oral rigosertib as monotherapy in MDS and other
hematologic malignancies. One study is completed and a CSR is available. The three other studies are ongoing; thus final data are subject to
change. The main reasons for study discontinuation were Investigator's decision (25.0%) and PD per the 2006 IWG criteria (24.0%). The
occurrence of AEs led to withdrawal of 17.7% of patients. Patients requested withdrawal in 13.5% of the cases. Five patients (5.2%) died of
TEAEs while on study: none of the deaths were considered drug-related. The majority of patients (69.7%) experienced TEAEs that were
considered drug-related. The most frequently reported drug-related TEAEs were in the SOC category of renal and
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urinary disorders (49.2% of patients); and 23.0% of patients experienced drug-related gastrointestinal disorders. Individual TEAEs reported by at
least 5% of patients across SOC categories included, by decreasing order of frequency, pollakiuria (25.4%), dysuria (23.8%), haematuria
(18.0%), urinary tract pain (16.4%), micturition urgency (14.8%), diarrhoea (11.5%), fatigue (10.7%), decreased appetite (9.0%), nausea (9.0%),
urinary tract infection (8.2%), and cystitis (7.4%). Drug-related TEAEs were > Grade 3 in 21.3% of the patients. The most frequently reported >
Grade 3 drug-related TEAEs were infections and infestations (6.6%), investigations (6.6%), and blood and lymphatic system disorders (5.7%).
Individual TEAEs reported by at least 1% of patients included cystitis (4.1%); neutrophil count decreased and haematuria (3.3% each);
neutropenia and urinary tract infection (2.5% each); and thrombocytopenia, platelet count decreased, hyponatraemia, dysuria, urinary tract pain,
and dyspnoea (1.6% each). Among the 8.2% of patients whose SAEs were considered drug-related, the events were mostly urinary. Drug-related
SAEs included cystitis (4.1%), urinary tract infection and haematuria (1.6% each); and anaemia, dysuria, micturition urgency, urinary tract pain,
and dyspnoea (0.8% each). During Phase 1 studies, six patients (4.9%) experienced 11 DLTs, which were defined as drug-related TEAEs that
occurred during the first cycle of rigosertib administration. These included neutropenia, pain, cystitis, alanine transaminase/aminotransferase
increase, aspartate transaminase/aminotransferase increase, hypoalbuminaemia, hypocalcaemia, hyponatraemia, haematuria, dyspnoea, and
haematoma.

Briciclib

Our second clinical-stage product candidate is briciclib, a small molecule targeting an important intracellular regulatory protein, cyclin D1,
which is often found at elevated levels in cancer cells. Cyclin D1 expression is regulated through a process termed cap-dependent translation,
which requires the function of eukaryotic initiation factor 4E, or eIF4E, protein. In vitro evidence indicates briciclib binds to eIF4E, blocking
cap-dependent translation of Cyclin D1 and other cancer proteins, such as c-MYC and VEGF, leading to tumor cell death. We are conducting a
Phase 1 multisite dose-escalation trial of briciclib in patients with advanced solid tumors refractory to current therapies. Upon completion of the
dose-escalation portion of the ongoing Phase 1 trial we will assess potential further development for briciclib.

Recilisib

Our third clinical-stage product candidate, recilisib, has been developed in collaboration with the U.S. Department of Defense for acute
radiation syndromes. We have conducted animal studies and clinical trials of recilisib under the FDA's Animal Efficacy Rule, which permits
marketing approval for new medical countermeasures for which human efficacy studies are not feasible or ethical, by relying on evidence from
animal studies in appropriate animal models to support efficacy in humans. We have completed four Phase 1 trials to evaluate the safety and
pharmacokinetics of recilisib in healthy human adult subjects using both subcutaneous and oral formulations. Ongoing studies of recilisib are
being conducted by third party collaborators with government funding, and we anticipate that any future development of recilisib beyond our
ongoing studies would be conducted solely with government funding or in collaborations.

Preclinical Product Candidates

In addition to our three clinical-stage product candidates, we have several product candidates that target kinases, cellular metabolism or cell
division in preclinical development. We may utilize collaborations to further the development of these product candidates as we focus internally
on our more advanced programs.
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Since commencing operations, we have dedicated a significant portion of our resources to the development of our clinical-stage product
candidates, particularly rigosertib. We incurred research and development expenses of $49.4 million, $50.2 million, and $52.8 million during the
years ended December 31, 2014, 2013, and 2012, respectively. We anticipate that a significant portion of our operating expenses will continue to
be related to research and development.

Collaborations
Baxter Healthcare SA

In September 2012, we entered into a development and license agreement with a subsidiary of Baxter International Inc., Baxter
Healthcare SA, or Baxter, granting Baxter an exclusive, royalty-bearing license for the research, development, commercialization and
manufacture (in specified instances) of rigosertib in all therapeutic indications in Europe. Under the Baxter agreement, we are obligated to use
commercially reasonable efforts, in accordance with a development plan agreed upon by the parties, to direct, coordinate and manage the
development of rigosertib for certain specified indications. In addition, the agreement provides a mechanism to expand the scope of the
collaboration for additional indications. Collaboration and development under our agreement with Baxter is guided by a joint steering
committee.

The initial indications specified in our agreement with Baxter are treatment of MDS with rigosertib IV, treatment of MDS with rigosertib
oral, and treatment of pancreatic cancer. Treatment of MDS or AML with rigosertib oral in combination with azacitidine could be added as an
additional indication in the future. The parties jointly determined not to pursue the pancreatic cancer indication after a December 2013 interim
futility and safety analysis and, on January 27, 2015, Baxter notified us that it elected not to pursue additional clinical trials, or the submission of
a drug approval application, for rigosertib oral in lower risk MDS patients. The decision by Baxter does not alter the terms of our agreement. We
have the right to continue the development of oral rigosertib in this indication on our own, and Baxter has the right to commercialize oral
rigosertib for lower-risk MDS indications in its territory, subject to its ongoing compliance with the agreement, including payment of applicable
milestones.

Under the terms of the agreement, Baxter made an upfront payment to us of $50.0 million, and we are eligible to receive pre-commercial
milestone payments if specified development and regulatory milestones are achieved. The potential pre-commercial development milestone
payments to the Company include $25,000,000 for each drug approval application filed for indications specified in the agreement, and up to
$100,000,000 for marketing approval for each of the specified MDS indications. We can elect to have Baxter fund half of the costs of planned
new Phase 3 clinical trial of rigosertib IV in higher-risk MDS patients, up to $15.0 million. If we do so elect, then the approval milestone for
higher-risk MDS will be reduced by $15.0 million.

In addition to these pre-commercial milestones, we are eligible to receive up to an aggregate of $250.0 million in milestone payments based
on Baxter's achievement of pre-specified threshold levels of annual net sales of rigosertib. We are also entitled to receive royalties at percentage
rates ranging from the low-teens to the low-twenties on net sales of rigosertib by Baxter in the licensed territory, and these royalty rates may be
reduced depending on when we receive marketing approval for the use of rigosertib IV for MDS from the EMA or specified European Union
countries, and whether or not a competing product for refractory MDS has been approved within a specified period after our receipt of approval
for rigosertib IV for MDS.

Under the agreement, Baxter is obligated to pay us royalties, on a country-by-country basis in the licensed territory, until the later of the
expiration of all valid claims of the patent rights licensed to
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Baxter that cover the manufacture, use, sale or importation of rigosertib in such country, and the expiration of regulatory-based exclusivity for
rigosertib in such country. If the patent rights and regulatory-based exclusivity expire in a particular country before a specified period of time
after first commercial sale of rigosertib in that country, Baxter will pay us royalties at a reduced rate until the end of the specified period.

The agreement with Baxter will remain in effect until the expiration of all applicable royalty terms and satisfaction of all payment
obligations in each licensed country, unless terminated earlier due to the uncured material breach or bankruptcy of a party, force majeure, or in
the event of a specified commercial failure. We may terminate the agreement in the event that Baxter brings a challenge against us in relation to
the licensed patents. Baxter may terminate the agreement without cause upon 180 days' prior written notice.

In July 2012, Baxter purchased $50.0 million of our Series J convertible preferred stock, which converted to shares of our common stock
immediately prior to the consummation of our initial public offering in July 2013 and invested an additional $5.0 million in our initial public
offering.

SymBio Pharmaceuticals Limited

In July 2011, we entered into a license agreement with SymBio Pharmaceuticals Limited, or SymBio, as subsequently amended, granting
SymBio an exclusive, royalty-bearing license for the development and commercialization of rigosertib in Japan and Korea. Under the SymBio
license agreement, SymBio is obligated to use commercially reasonable efforts to develop and obtain market approval for rigosertib inside the
licensed territory and we have similar obligations outside of the licensed territory. In January 2015, SymBio completed enrollment in a Phase 1
clinical trial testing rigosertib IV (SyB L-1101) for refractory/relapsed higher-risk MDS patients. SymBio is also evaluating rigosertib oral (SyB
C-1101) in an ongoing domestic Phase 1 clinical trial for patients with higher-risk MDS. We have also entered into an agreement with SymBio
to supply them with development-stage product. Under the SymBio license agreement we also agreed to supply commercial product to SymBio
under specified terms that will be included in a commercial supply agreement to be negotiated prior to the first commercial sale of rigosertib. We
have also granted SymBio a right of first negotiation to license or obtain the rights to develop and commercialize compounds having a chemical
structure similar to rigosertib in the licensed territory.

Under the terms of the SymBio license agreement, we received an upfront payment of $7.5 million. We are eligible to receive milestone
payments of up to an aggregate of $22.0 million from SymBio upon the achievement of specified development and regulatory milestones for
specified indications. Of the regulatory milestones, $5.0 million is due upon receipt of marketing approval in the United States of rigosertib IV
in higher-risk MDS patients, $3.0 million is due upon receipt of marketing approval in Japan for rigosertib IV in higher-risk MDS patients,
$5.0 million is due upon receipt of marketing approval in the United States for rigosertib oral in lower-risk MDS patients and $5.0 million is due
upon receipt of marketing approval in Japan for rigosertib oral in lower-risk MDS patients. Furthermore, upon receipt of marketing approval in
the United States and Japan for an additional specified indication of rigosertib, which we are currently not pursuing, an aggregate of $4.0 million
would be due. In addition to these pre-commercial milestones, we are eligible to receive tiered milestone payments of up to an aggregate of
$30.0 million based upon annual net sales of rigosertib by SymBio in the licensed territory. Further, under the terms of the SymBio license
agreement, SymBio is obligated to make royalty payments to us at percentage rates ranging from the mid-teens to 20% based on net sales, if any,
of rigosertib by SymBio in the licensed territory.

Royalties will be payable under the SymBio agreement on a country-by-country basis in the licensed territory, until the later of the
expiration of marketing exclusivity in those countries, a specified period of time after first commercial sale of rigosertib in such country, or the
expiration of all valid
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claims of the licensed patents covering rigosertib or the manufacture or use of rigosertib in such country. If no valid claim exists covering the
composition of matter of rigosertib or the use of or treatment with rigosertib in a particular country before the expiration of the royalty term, and
specified competing products achieve a specified market share percentage in such country, SymBio's obligation to pay us royalties will continue
at a reduced royalty rate until the end of the royalty term. In addition, the applicable royalties payable to us may be reduced if SymBio is
required to pay royalties to third parties for licenses to intellectual property rights necessary to develop, use, manufacture or commercialize
rigosertib in the licensed territory.

The license agreement with SymBio will remain in effect until the expiration of the royalty term. However, the SymBio license agreement
may be terminated earlier due to the uncured material breach or bankruptcy of a party, or force majeure. If SymBio terminates the license
agreement in these circumstances, its licenses to rigosertib will survive, subject to SymBio's milestone and royalty obligations, which SymBio
may elect to defer and offset against any damages that may be determined to be due from us. In addition, we may terminate the license
agreement in the event that SymBio brings a challenge against us in relation to the licensed patents, and SymBio may terminate the license
agreement without cause by providing us with written notice a specified period of time in advance of termination.

The Leukemia and Lymphoma Society

In May 2010, we entered into a funding agreement with The Leukemia and Lymphoma Society, or LLS, to fund the development of
rigosertib. Under the LLS funding agreement, we are obligated to use the funding received exclusively for the payment or reimbursement of the
costs and expenses for clinical development activities for rigosertib. Under this agreement, we retain ownership and control of all intellectual
property pertaining to works of authorship, inventions, know-how, information, data and proprietary material.

Under the LLS funding agreement, as amended, we received funding of $8.0 million from LLS through 2012. We did not receive any
funding from LLS in 2013 and we terminated the funding agreement effective as of March 2013. We are required to make specified payments to
LLS, including payments payable upon execution of the first out-license; first approval for marketing by a regulatory body; completion of the
first commercial sale of rigosertib; and achieving specified annual net sales levels of rigosertib. The extent of these payments and our obligations
will depend on whether we out-license rights to develop or commercialize rigosertib to a third party, we commercialize rigosertib on our own or
we combine with or are sold to another company. In addition, we will pay to LLS a single-digit percentage royalty of our net sales of rigosertib,
if any. Following a $1.0 million repayment, which occurred in October 2012, the sum of our payments to LLS is capped at $23.0 million.

Preclinical Collaboration

In December 2012, we agreed to form GBO, LLC, or GBO, a joint venture entity owned by us and GVK Biosciences Private Limited, or
GVK BIO, to collaborate on the development of two of our preclinical programs through filing of an IND and/or conducting proof of concept
studies using our technology platform. GVK BIO has operational control of GBO and we have strategic and scientific control. During 2013,
GVK BIO made an initial capital contribution of $500,000 in exchange for a 10% interest in GBO, and we contributed a sub-license to the
intellectual property related to the two programs in exchange for a 90% interest. In November 2014, GVK BIO made a second capital
contribution of $500,000 which increased its interest in GBO to 17.5% (which decreased our interest to 82.5%). GVK BIO will be required to
make additional capital contributions over time, subject to specified conditions, and its interest in GBO will increase to as much as 50%. At
specified times, we will be entitled to buy back from GVK BIO the rights to either of these two programs. In addition, upon the occurrence of
certain events namely termination of our participation in the programs either with or without a change in control, GVK Bio will be entitled to
purchase or obtain our interest in GBO.
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Patents and Proprietary Rights

Our intellectual property is derived through our internal research, licensing agreements with Temple University, or Temple, and licensing
research agreements with the Mount Sinai School of Medicine, or Mount Sinai.

License Agreement with Temple University

In January 1999, we entered into a license agreement with Temple as subsequently amended, to obtain an exclusive, world-wide license to
certain Temple patents and technical information to make, have made, use, sell, offer for sale and import several classes of novel compounds,
including our three clinical-stage product candidates, rigosertib, briciclib and recilisib.

Under the terms of the license agreement, we paid Temple a non-refundable up-front payment, and are required to pay annual license
maintenance fees, as well as a low single-digit percentage of net sales as a royalty. In addition, we agreed to pay Temple 25% of any
consideration received from any sublicensee of the licensed Temple patents and technical information, which does not include any royalties on
sales, funds received for research and development or proceeds from any equity or debt investment.

The license agreement with Temple can be terminated by mutual agreement or due to the material breach or bankruptcy of either party. We
may terminate the license agreement for any reason by giving Temple prior written notice.

Research Agreement with Mount Sinai School of Medicine

In May 2010, we entered into a research agreement with Mount Sinai. This agreement is described in more detail under the caption "Certain
Relationships and Related Party Transactions Research Agreement."

Rigosertib Patents

As of March 2015, we owned or exclusively licensed 75 issued patents and 11 pending patent applications covering composition-of-matter,
process, formulation and various indications for method-of-use for rigosertib filed worldwide, including seven patents and two patent
applications in the United States. The U.S. composition-of-matter patent for rigosertib, which we in-licensed pursuant to the license agreement
with Temple, currently expires in 2026. The U.S. method of treatment patent for rigosertib, which we also in-licensed from Temple, expires in
2025.

Briciclib Patents

As of March 2015, we owned or exclusively licensed 13 issued patents and three pending patent applications covering
composition-of-matter, process, formulation and various indications for method-of-use for briciclib filed worldwide, including two patent in the
United States. The U.S. composition-of-matter patent for briciclib expires in 2025.

Recilisib Patents

As of March 2015, we owned or exclusively licensed 57 issued patents and 31 pending patent applications covering composition of matter,
formulation and various indications for method-of-use for recilisib filed worldwide, including four patents and five patent applications in the
United States. The U.S. composition-of-matter patent for recilisib expires in 2020.
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As with other biotechnology and pharmaceutical companies, our ability to maintain and solidify a proprietary position for our product
candidates will depend upon our success in obtaining effective patent claims and enforcing those claims once granted.

Our commercial success will depend in part upon not infringing upon the proprietary rights of third parties. It is uncertain whether the
issuance of any third-party patent would require us to alter our development or commercial strategies, or our product candidates or processes,
obtain licenses or cease certain activities. The biotechnology and pharmaceutical industries are characterized by extensive litigation regarding
patents and other intellectual property rights. If a third party commences a patent infringement action against us, or our collaborators, it could
consume significant financial and management resources, regardless of the merit of the claims or the outcome of the litigation.

The term of a patent that covers an FDA-approved drug may be eligible for additional patent term extension, which provides patent term
restoration as compensation for the patent term lost during the FDA regulatory review process. The Drug Price Competition and Patent Term
Restoration Act of 1984, or the Hatch-Waxman Act, permits a patent term extension of up to five years beyond the expiration of the patent. The
length of the patent term extension is related to the length of time the drug is under regulatory review. Patent extension cannot extend the
remaining term of a patent beyond a total of 14 years from the date of product approval and only one patent applicable to an approved drug may
be extended. Similar provisions are available in Europe and other foreign jurisdictions to extend the term of a patent that covers an approved
drug. In the future, if and when our pharmaceutical products receive FDA approval, we expect to apply for patent term extensions on patents
covering those products.

Furthermore, we may be able to obtain extension of patent term by adjustment of the said term under the provisions of 35 U.S.C. § 154 if
the issue of an original patent is delayed due to the failure of the U.S. Patent and Trademark Office. For example, we have received adjustments
of 1,139 days extension to the patent term for the rigosertib composition of matter patent (US 7,598,232), 1,155 days extension for the patent
covering the process for making rigosertib (US 8,143,453) and 751 days extension for rigosertib formulation patent (US 8,063,109) under the
provisions of 35 U.S.C. §154.

We have received orphan designation for rigosertib for the treatment of MDS in the US and Europe. Our partner SymBio has received
similar designation in Japan.

In addition to patents, we rely upon unpatented trade secrets, know-how and continuing technological innovation to develop and maintain a
competitive position. We seek to protect our proprietary information, in part, through confidentiality agreements with our employees,
collaborators, contractors and consultants, and invention assignment agreements with our employees. We also have agreements requiring
assignment of inventions with selected consultants and collaborators. The confidentiality agreements are designed to protect our proprietary
information and, in the case of agreements or clauses requiring invention assignment, to grant us ownership of technologies that are developed
through a relationship with a third party.

Competition

The pharmaceutical industry is highly competitive and subject to rapid and significant technological change. While we believe that our
development experience and scientific knowledge provide us with competitive advantages, we face competition from both large and small
pharmaceutical and biotechnology companies. There are a number of pharmaceutical companies, biotechnology companies, public and private
universities and research organizations actively engaged in the research and development of products that may compete with our products. Many
of these companies are multinational pharmaceutical or biotechnology organizations, which are pursuing the development of,
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It is probable that the increasing incidence and prevalence of cancer will lead to many more companies seeking to develop products and
therapies for the treatment of unmet needs in oncology. Many of our competitors have significantly greater financial, technical and human
resources than we have. Many of our competitors also have a significant advantage with respect to experience in the discovery and development
of product candidates, as well as obtaining FDA and other regulatory approvals of products and the commercialization of those products. We
anticipate intense and increasing competition as new drugs enter the market and as more advanced technologies become available. Our success
will be based in part on our ability to identify, develop and manage a portfolio of drugs that are safer and more effective than competing
products in the treatment of cancer patients.

Myelodysplastic Syndromes

There are several ongoing clinical trials aimed at expanding the use of approved chemotherapeutic and immunomodulatory agents in
higher-risk MDS, as well as several new clinical programs testing novel technologies in this area. Companies competing in this space include
Eisai Inc. (decitabine), Celgene Corporation (azacitidine in combination with lenalidomide, Cell Therapeutics, Inc. (tosedostat in combination
with decitabine or cytarabine), Cyclacel Pharmaceuticals, Inc. (sapacitabine), Mirati Therapeutics (mocetinostat in combination with
azacitidine), and MEI Pharma (pacrinostat in combination with azacitidine). To our knowledge, there are no Phase 3 trials being conducted for
higher-risk MDS patients who have failed treatment with hypomethylating agents. In the lower-risk MDS market, we face competition from a
number of companies in mid-stage clinical trials, such as Celgene Corporation (lenalidomide), Array BioPharma Inc (ARRY-614), and
Acceleron Pharma (sotatercept and luspatercept).

Acute Radiation Syndrome

Competitors developing products to address ARS include Soligenix, Inc., Cellerant Therapeutics, Inc., and Cleveland BioLabs, Inc. Each of
these companies is working with the U.S. government to develop its products through federal contracts and grants.

Manufacturing

Our product candidates are synthetic small molecules. Manufacturing activities must comply with FDA current good manufacturing
practices, or cGMP, regulations. We conduct our manufacturing activities under individual purchase orders with third-party contract
manufacturers, or CMOs. We have in place quality agreements with our key CMOs. We have also established an internal quality management
organization, which audits and qualifies CMOs in the United States and abroad.

We are working with CMOs to produce the rigosertib active pharmaceutical ingredient, which we believe will enable us to launch and
commercialize rigosertib IV if and when marketing approval is obtained. Other CMOs produce rigosertib IV and rigosertib oral for use in our
clinical trials. We believe that the manufacturing processes for the active pharmaceutical ingredient and finished drug products for rigosertib are
being developed to adequately support future development and commercial demands.

The FDA regulates and inspects equipment, facilities and processes used in manufacturing pharmaceutical products prior to approval. If we
fail to comply with applicable cGMP requirements and conditions of product approval, the FDA may seek sanctions, including fines, civil
penalties, injunctions, suspension of manufacturing operations, operating restrictions, withdrawal of FDA approval, seizure or recall of products
and criminal prosecution. Although we periodically monitor the
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FDA compliance of our third-party CMOs, we cannot be certain that our present or future third-party CMOs will consistently comply with
c¢GMP and other applicable FDA regulatory requirements.

Commercial Operations

We do not currently have an organization for t