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Common Stock, $.001 par value NASDAQ Global Market
Securities registered pursuant to Section 12(g) of the Act:

None

Indicate by check mark if the registrant is a well-known seasoned issuer, as defined in Rule 405 of the Securities
Act. Yes © No x

Indicate by check mark if the registrant is not required to file reports pursuant to Section 13 or Section 15(d) of the
Act. Yes © No x

Indicate by check mark whether the registrant (1) has filed all reports required to be filed by Section 13 or 15(d) of the
Securities Exchange Act of 1934 during the preceding 12 months (or for such shorter period that the registrant was
required to file such reports), and (2) has been subject to such filing requirements for the past 90 days. Yes x No ~
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any, every Interactive Data File required to be submitted and posted pursuant to Rule 405 of Regulation S-T
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Indicate by check mark if disclosure of delinquent filers pursuant to Item 405 of Regulation S-K (§229.405) is not
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Indicate by check mark whether the registrant is a large accelerated filer, an accelerated filer, a non-accelerated filer,
or a smaller reporting company. See definitions of large accelerated filer, accelerated filer, and smaller reporting
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Non-accelerated filer x (Do not check if a smaller reporting company) Smaller reporting company
Indicate by check mark whether the registrant is a shell company (as defined in Rule 12b-2 of the Exchange
Act). Yes © No x

The aggregate market value of the registrant s common stock, $0.001 par value per share ( Common Stock ), held by
non-affiliates of the registrant, based on the last reported sale price of the Common Stock on the NASDAQ Global
Market at the close of business on June 28, 2013, was $119,444,895. For purposes hereof, shares of Common Stock
held by each executive officer and director of the registrant and entities affiliated with such executive officers and
directors have been excluded from the foregoing calculation because such persons and entities may be deemed to be
affiliates of the registrant. This determination of affiliate status is not necessarily a conclusive determination for other
purposes.

The number of shares outstanding of the registrant s Common Stock as of February 28, 2014: 25,790,396

Documents incorporated by reference:

Portions of our definitive proxy statement for our 2014 annual meeting of stockholders are incorporated by reference
into Part III of this annual report on Form 10-K.
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References to Tetraphase

Throughout this annual report on Form 10-K, the Company, Tetraphase, we, wus, and our, exceptwhere the conte
requires otherwise, refer to Tetraphase Pharmaceuticals, Inc. and its consolidated subsidiary, and our board of
directors refers to the board of directors of Tetraphase Pharmaceuticals, Inc.

Forward-Looking Information

This annual report on Form 10-K contains forward-looking statements regarding, among other things, our future
discovery and development efforts, our future operating results and financial position, our business strategy, and other
objectives for our operations. The words anticipate, believe, estimate, expect, intend, may, plan, predict,
would and similar expressions are intended to identify forward-looking statements, although not all forward-looking
statements contain these identifying words. You also can identify them by the fact that they do not relate strictly to
historical or current facts. There are a number of important risks and uncertainties that could cause our actual results to
differ materially from those indicated by forward-looking statements. These risks and uncertainties include those
inherent in pharmaceutical research and development, such as adverse results in our drug discovery and clinical
development activities, decisions made by the U.S. Food and Drug Administration and other regulatory authorities
with respect to the development and commercialization of our drug candidates, our ability to obtain, maintain and
enforce intellectual property rights for our drug candidates, our ability to obtain any necessary financing to conduct
our planned activities, and other risk factors. We may not actually achieve the plans, intentions or expectations
disclosed in our forward-looking statements, and you should not place undue reliance on our forward-looking
statements. Actual results or events could differ materially from the plans, intentions and expectations disclosed in the
forward-looking statements we make. We have included important factors in the cautionary statements included in
this annual report on Form 10-K, particularly in the section entitled Risk Factors in Part I that could cause actual
results or events to differ materially from the forward-looking statements that we make. Our forward-looking
statements do not reflect the potential impact of any future acquisitions, mergers, dispositions, joint ventures or
investments that we may make. Unless required by law, we do not undertake any obligation to publicly update any
forward-looking statements.
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PART I

ITEM 1. Business
Overview

We are a clinical stage biopharmaceutical company using our proprietary chemistry technology to create novel
antibiotics for serious and life-threatening multidrug-resistant infections. Our lead product candidate, eravacycline, is
a fully synthetic tetracycline derivative that we are developing as a broad-spectrum intravenous and oral antibiotic for
use as a first-line empiric monotherapy for the treatment of multidrug-resistant infections, including
multidrug-resistant Gram-negative infections. We initiated a Phase 3 clinical trial of eravacycline with intravenous
administration for the treatment of complicated intra-abdominal infections, or cIAl, during the third quarter of 2013.
We also initiated and are currently screening patients for a second Phase 3 clinical trial of eravacycline for the
treatment of complicated urinary tract infections, or cUTI, with intravenous-to-oral step-down therapy, during the first
quarter of 2014. We expect to have top-line data from the Phase 3 cIAlI clinical trial in the first quarter of 2015, data
from a lead-in portion of the Phase 3 cUTI clinical trial in mid-2014 and top-line data from the Phase 3 cUTI clinical
trial in mid-2015. Consistent with draft guidance issued by the United States Food and Drug Administration, or FDA,
with respect to the development of antibiotics for cIAI and our discussions with the FDA, we expect that positive
results from these two Phase 3 clinical trials would be sufficient to support submission of a new drug application, or
NDA, for eravacycline in the treatment of cIAI and cUTI. If we complete the Phase 3 clinical trials of eravacycline
when we anticipate and the trials are successful, we expect to submit an NDA to the FDA in the second half of 2015
and a marketing authorization application, or MAA, to the European Medicines Agency, or EMA, in the first half of
2016.

In our Phase 2 clinical trial of eravacycline monotherapy for the treatment of cIAl, eravacycline administered
intravenously and dosed once or twice per day demonstrated a favorable safety and tolerability profile and a high cure
rate, including against multidrug-resistant Gram-negative, Gram-positive and anaerobic bacteria. In in vitro
experiments, eravacycline has demonstrated the ability to cover a wide variety of multidrug-resistant Gram-negative,
Gram-positive, anaerobic and atypical bacteria, including multidrug-resistant Klebsiella pneumoniae, the species of
Gram-negative bacteria that killed seven patients at the Clinical Center of the National Institutes of Health in 2012.
Multidrug-resistant Klebsiella pneumoniae is one of the carbapenem-resistant Enterobacteriaceae listed as an urgent
threat by the Centers for Disease Control and Prevention, or CDC, in a September 2013 report. Gram-negative
bacteria that are resistant to all available antibiotics are increasingly common and a growing threat to public health.
We believe that the ability of eravacycline to cover multidrug-resistant Gram-negative bacteria, as well as
multidrug-resistant Gram-positive, anaerobic and atypical bacteria, and its potential for intravenous-to-oral step-down
therapy, will enable eravacycline to become the drug of choice for first-line empiric treatment of a wide variety of
serious and life-threatening infections. The FDA has designated the intravenous formulation of eravacycline as a
qualified infectious disease product, making it eligible for fast track designation and priority review by the FDA as
well as an additional five years of U.S. market exclusivity if eravacycline receives marketing approval from the FDA.

The tetracycline class of antibiotics has been used successfully for more than 50 years. Unlike our tetracycline
compounds, all tetracyclines on the market and under development of which we are aware are produced
semi-synthetically, first in bacteria and then modified in a limited number of ways by available chemistry. These
conventional methods have only been able to produce tetracycline antibiotics with limited chemical diversity, making
it difficult for conventional technology to create tetracycline antibiotics that address a wide variety of
multidrug-resistant bacteria. In part, because of the challenges in creating novel tetracycline molecules, only one
tetracycline antibiotic has been developed and approved by the FDA for sale in the United States in the past 30 years.
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We believe that our proprietary chemistry technology, licensed from Harvard University on an exclusive worldwide
basis and enhanced by us, represents a significant innovation in the creation of tetracycline drugs that has the potential
to reinvigorate the clinical and market potential of the class. Our proprietary chemistry
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technology makes it possible to create novel tetracycline antibiotics using a practical, fully synthetic process for what
we believe is the first time. This fully synthetic process avoids the limitations of bacterially derived tetracyclines and
allows us to chemically modify many positions in the tetracycline scaffold, including most of the positions that we
believe could not practically be modified by any previous method. Using our proprietary chemistry technology, we
can create a wider variety of tetracycline-based compounds than was previously possible, enabling us to pursue novel
tetracycline derivatives for the treatment of multidrug-resistant bacteria that are resistant to existing tetracyclines and
other classes of antibiotic products. To date, we have used our proprietary chemistry technology to create more than
3,000 new tetracycline derivatives that we believe could not be practically created with conventional methods. We
own exclusive worldwide rights to these compounds and our technology.

We have designed our Phase 3 program for eravacycline to enable us to position eravacycline as a first-line empiric
monotherapy for the treatment of cIAI and cUTI due to eravacycline s broad-spectrum coverage of multidrug-resistant
infections, including multidrug-resistant Gram-negative infections. Our program is consistent with the draft guidance
issued by the FDA for drug development for cIAI and cUTI. The cIAI guidance indicates that, for companies
developing a drug for cIAI and an additional indication caused by similar bacterial pathogens, such as cUTI, a single
trial in cIAI and a single trial in that additional indication could be sufficient to provide evidence of effectiveness in
both indications.

In the third quarter of 2013, we initiated a global, multi-center, randomized, double-blind, double-dummy Phase 3
clinical trial to assess the efficacy, safety and pharmacokinetics of eravacycline compared to ertapenem in patients
with cIAI. We plan to enroll 536 patients in the trial at approximately 100 clinical sites worldwide. These patients will
be randomized into two arms on a 1:1 basis. Patients in the eravacycline arm will receive 1.0 mg/kg of eravacycline
administered intravenously twice per day. Patients in the ertapenem arm will receive 1.0 g of ertapenem administered
intravenously once per day. We have designed the trial as a non-inferiority study. The primary endpoint of the trial is
clinical response at the test-of-cure visit in the microbiological intent-to-treat, or micro-ITT, patient population in the
trial. The micro-ITT population consists of all randomized patients in the trial who have baseline bacterial pathogens
that cause cIAI and against which the dosed eravacycline has antibacterial activity.

In the first quarter of 2014, we initiated and are currently screening patients for a two-part, multi-center, randomized,
double-blind clinical trial to assess the efficacy and safety of eravacycline compared with levofloxacin in the treatment
of cUTIL. We plan to enroll 120 patients in the lead-in portion of the trial. These patients will be randomized into three
arms on a 1:1:1 basis receiving 1.5 mg/kg of eravacycline intravenously every 24 hours followed by 200 mg of
eravacycline orally every 12 hours, 1.5 mg/kg of eravacycline intravenously every 24 hours followed by 250 mg of
eravacycline orally every 12 hours or 750 mg of levofloxacin intravenously every 24 hours followed by 750 mg of
levofloxacin orally every 24 hours. Following treatment of the 120 patients, we plan to evaluate primary efficacy,
safety and tolerability endpoints to determine the dose regimen for eravacycline to be studied in the second portion of
the trial. We then plan to enroll 720 patients who will be randomized on a 1:1 basis to receive the selected dose
regimen of eravacycline or the levofloxacin dose regimen. We have designed the second portion of the trial as a
non-inferiority study. The primary endpoint of the second portion of the trial is clinical and microbiological response
in the micro-ITT population approximately seven days after completion of treatment.

In 2011 and 2012, the U.S. government awarded contracts for potential funding of over $100 million for the
development of our antibiotic compounds. These awards include a contract for up to $67 million from the Biomedical
Advanced Research and Development Authority, or BARDA, an agency of the U.S. Department of Health and Human
Services, for the development of eravacycline for the treatment of disease caused by bacterial biothreat pathogens,
which we refer to as the BARDA Contract. These awards also include a contract for up to $36 million from the
National Institute of Allergy and Infectious Diseases, or NIAID, a division of the National Institutes of Health, for the
development of TP-271, a preclinical compound that we are developing for respiratory diseases caused by bacterial
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awards were made to CUBRC, Inc., or CUBRC, an independent, not-for-profit, research corporation that specializes
in U.S. government-based contracts, with which we are collaborating. CUBRC serves as the prime contractor under
these awards, primarily carrying out a program management and administrative role with additional responsibility for
the management of preclinical studies. We serve as lead technical expert on all aspects of these awards and also serve
as a subcontractor of CUBRC responsible for management of chemistry, manufacturing and control activities and
clinical studies. Under our subcontracts with CUBRC, we may receive funding of up to approximately $39.8 million
reflecting the portion of the BARDA Contract funding that may be paid to us for our activities, and up to
approximately $13.3 million reflecting the portion of the NIAID Contract funding that may be paid to us for our
activities. The BARDA Contract includes funding for some of the activities that we would otherwise be required to
fund on our own in connection with any NDA filing for eravacycline.

In addition to eravacycline and TP-271, we are pursuing the discovery and development of additional antibiotics to
target unmet medical needs, including multidrug-resistant Gram-negative bacteria. Any efforts by us with respect to
these programs will be subject to the availability of resources not allocated to our development of eravacycline.

Strategy

Our goal is to become a fully integrated biopharmaceutical company that discovers, develops and commercializes
novel antibiotics for use in areas of unmet medical need. Key elements of our strategy include:

Complete clinical development of eravacycline in its lead indications and seek regulatory approval. We
have completed a Phase 2 clinical trial of the intravenous formulation of eravacycline in patients with cIAIL
We are conducting two global Phase 3 clinical trials of eravacycline, one for the treatment of cIAl, which we
initiated in the third quarter of 2013, and one for the treatment of cUTI, which we initiated and are currently
screening patients for in the first quarter of 2014. We expect to have top-line data from the Phase 3 cIAI
clinical trial in the first quarter of 2015, data from the lead-in portion of the Phase 3 cUTI clinical trial in
mid-2014 and top-line data from the Phase 3 cUTI clinical trial in mid-2015. If we complete the Phase 3
clinical trials of eravacycline when we anticipate and the trials are successful, we expect to submit an NDA
to the FDA in the second half of 2015 and an MAA to the EMA in the first half of 2016.

Establish one or more collaborations for the development and commercialization of eravacycline outside
the United States. We intend to seek to enter into one or more collaborations for the development and
commercialization of eravacycline outside the United States.

Maximize the commercial potential of eravacycline. 1f eravacycline is approved, we intend to directly
commercialize eravacycline in the United States with a targeted hospital sales force and to commercialize
eravacycline outside the United States through collaboration arrangements. We believe that eravacycline s
broad-spectrum coverage of multidrug-resistant Gram-negative bacteria and other multidrug-resistant
bacteria, with the potential for intravenous-to-oral step-down, will allow it to be used to treat patients
successfully in hospitals, emergency rooms and out-patient clinic settings.

Pursue development of eravacycline in additional indications. We are initially developing eravacycline for
the treatment of cIAl and cUTI, and, subject to obtaining additional financing, intend to pursue development
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of eravacycline for the treatment of additional indications, including hospital-acquired bacterial pneumonias
and other serious and life-threatening infections following our development of eravacycline for the treatment
of cIAI and cUTI. We may pursue these development activities either by ourselves or with collaborators.

Opportunistically advance development of other product candidates created using our
proprietary chemistry technology. We have used our proprietary chemistry technology to
create more than 3,000 new tetracycline derivatives that we believe could not be practically
created with conventional methods. We intend to advance our antibiotic product pipeline with
differentiated product candidates created using our proprietary chemistry technology and
targeting hospital and acute care markets. We may pursue these activities either by ourselves or
with collaborators.
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Drug-Resistant Antibiotic Market

Physicians commonly prescribe antibiotics to treat patients with acute and chronic infectious diseases that are either
known, or presumed, to be caused by bacteria. According to IMS Health, in 2011, approximately $41 billion was
spent on antibiotic drugs worldwide, of which almost $9 billion was spent in the United States. The widespread use of
antibiotics has resulted in a rapid increase in bacterial infections that are resistant to multiple antibacterial agents. For
example, the bacterial pathogen Klebsiella pneumoniae is responsible for roughly 14% of Gram-negative infections in
hospital intensive care units. Multidrug-resistant Klebsiella pneumoniae are typically treated with the carbapenem
class of antibiotics. However, in recent years, strains resistant to carbapenem antibiotics have emerged and markedly
increased the threat posed by Klebsiella pneumoniae, as infections caused by carbapenem-resistant strains have few
treatment options.

As aresult of the increasing prevalence of such multidrug-resistant bacteria, some antibiotics targeting these bacteria
have been highly successful commercially. These include:

linezolid, an intravenously and orally administered antibiotic marketed by Pfizer as Zyvox, which had
worldwide sales in 2012 of $1.3 billion;

levofloxacin, an intravenously and orally administered antibiotic marketed by Ortho-McNeil and Johnson &
Johnson as Levaquin, which had worldwide sales in 2012 of $75 million, down from worldwide sales of $1.4
billion in 2010 after losing U.S. market exclusivity in June 2011;

meropenem, an intravenously administered antibiotic marketed by AstraZeneca as Merrem, which had
worldwide sales in 2012 of $396 million, down from worldwide sales of $817 million in 2010 after losing
U.S. market exclusivity in June 2010; and

daptomycin, an intravenously administered antibiotic marketed by Cubist Pharmaceuticals, Inc. as Cubicin,

which had worldwide sales in 2012 of $860 million.
Bacterial infections are caused by a variety of different types of bacteria and the infections they cause can range from
mild to serious, life threatening infections requiring immediate treatment. Bacteria are broadly categorized as
Gram-positive, Gram-negative, atypical or anaerobic. Gram-positive bacteria possess a single membrane and a thick
cell wall and turn dark-blue or violet when subjected to a laboratory staining method known as Gram s method.
Common causes of Gram-positive bacterial infections include species of Staphylococcus, such as methicillin-resistant
Staph aureus, or MRSA, Streptococcus and Enterococcus. Gram-negative bacteria have two membranes with a thin
cell wall and, when subjected to Gram s method of staining, lose the stain or are decolorized. According to The New
England Journal of Medicine, the most common cause of Gram-negative infection is Escherichia coli, or E. coli. Less
prevalent Gram-negative bacteria strains include species of Acinetobacter, Klebsiella and Pseudomonas. Atypical
bacteria, such as Mycoplasma species, have modified cell walls and are neither Gram-positive nor Gram-negative.
Anaerobic bacteria, such as Bacteroides species, either cannot grow in the presence of oxygen or do not require
oxygen to grow and are classified as either Gram-positive or Gram-negative.

Antibiotics that treat bacterial infections can be classified as broad-spectrum or narrow-spectrum. Antibiotics that are
active against a mixture of Gram-positive, Gram-negative and anaerobic bacteria are referred to as broad-spectrum.
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Antibiotics that are active only against a select subset of bacteria are referred to as narrow-spectrum. Because it
usually takes from 24 to 72 hours from the time a specimen is received in the laboratory to definitively diagnose a
particular bacterial infection, physicians may be required to prescribe antibiotics for serious infections without having
identified the bacteria. As such, effective first-line treatment of serious infections requires the use of broad-spectrum
antibiotics with activity against a broad range of bacteria at least until the bacterial infection can be diagnosed.

Many strains of bacteria have mutated over time and have developed resistance to existing drugs, resulting in
infections that are increasingly serious or more difficult to treat. These drug-resistant pathogens have become a
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growing menace to all people, regardless of age, gender or socioeconomic background. They endanger people in
affluent, industrial societies like the United States, as well as in less-developed nations. Gram-positive bacteria that
have developed resistance to existing drugs include:

Streptococcus pneumoniae that cause pneumonia, ear infections, bloodstream infections and meningitis;

Staphylococcus aureus that cause skin, bone, lung and bloodstream infections; and

Enterococci that are responsible for infections transmitted in healthcare settings.
Gram-negative bacteria that have developed resistance to existing drugs include:

Escherichia coli that cause urinary tract, skin and bloodstream infections;

Salmonella and Escherichia coli that cause foodborne infections; and

Acinetobacter baumannii, Pseudomonas aeruginosa and Klebsiella spp. that are responsible for infections

transmitted in healthcare settings.
Broad-spectrum antibiotics are used to treat major hospital infections such as cIAl, cUTI, acute bacterial skin and skin
structure infections, or ABSSSI, and acute bacterial pneumonias. Based on an analysis of data from a variety of
industry sources, we estimate that the number of patients treated with antibiotics in hospitals in the United States in a
year include approximately 1.7 million cIAI patients, 4.0 million cUTI patients and 8.0 million ABSSSI and acute
bacterial pneumonia patients. Of these patients, we believe that approximately 45% of cIAl patients, 25% of cUTI
patients and 15% of ABSSSI and acute bacterial pneumonia patients have infections caused at least in part by
multidrug-resistant Gram-negative bacteria.

According to a September 2013 report of the CDC, each year in the United States, at least two million people acquire
serious infections with bacteria that are resistant to one or more of the antibiotics designed to treat those infections. At
least 23,000 people die each year as a direct result of these antibiotic-resistant infections, with many more dying from
other conditions that are complicated by the occurrence of an antibiotic-resistant infection. These antibiotic-resistant
infections add considerable and avoidable costs to the already overburdened U.S. healthcare system. In the same
September 2013 report, the CDC noted that the total economic cost of antibiotic infections to the U.S. economy has
been estimated to be as high as $20 billion in excess of direct healthcare costs. In addition, the CDC reported that,
among all of the bacterial resistance problems, Gram-negative pathogens are particularly worrisome because they are
becoming resistant to nearly all drugs that would be considered for treatment, with the most serious Gram-negative
infections being healthcare associated and the most common pathogens being Enterobacteriaceae, Pseudomonas
aeruginosa and Acinetobacter.

As such, at present, there is an acute need for new drugs to treat multidrug-resistant Gram-negative bacteria. Currently
approved products, such as Merrem and Levaquin, are becoming increasingly ineffective against Gram-negative

bacteria due to increasing resistance, limiting patients treatment options, particularly for patients with
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multidrug-resistant infections, and few new therapeutic agents are in clinical development.

A survey of infectious disease specialists published in the June 2012 edition of Clinical Infectious Disease rated
multidrug-resistant Gram-negative infections as the most important unmet clinical need in current practice. In the
survey, 63% of physicians reported treating a patient in the past year whose bacterial infection was resistant to all
available antibacterial agents. This resistance was confirmed by the SENTRY Antimicrobial Surveillance Program
which evaluated Enterobacteriaceae and Acinetobacter spp., two Gram-negative species of bacteria, from 31 U.S.
medical centers from 2005 to 2009. Specifically, the SENTRY Program found that, with respect to the
Enterobacteriaceae family of bacteria, 6.8% of the Escherichia coli strains studied and 15.4% of the Klebsiella spp.
strains studied exhibited an extended-spectrum beta lactamase, or ESBL, phenotype, and that 22.2% of Enterobacter
spp. strains studies were ceftazidime-resistant. ESBLs are enzymes present in certain multidrug-resistant bacteria that
destroy classes of beta lactam antibiotics, such as penicillins, cephalosporins and
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carbapenems. In addition, Klebsiella pneumoniae carbapenemase-, or KPC-, producing bacteria have emerged as a
highly drug resistant Gram-negative bacteria associated with mortality rates ranging from 32% to 48%, as compared
to 9% to 17% for strains of Klebsiella pneumoniae that are not carbapenem-resistant.

As a further example of the seriousness of the threat of Gram-negative bacteria resistant to all available antibacterial
agents, in 2012, the national media including The New York Times, The Wall Street Journal and The Washington Post
reported that the Clinical Center of the National Institutes of Health had an outbreak of Gram-negative Klebsiella
pneumoniae bacteria strains that were resistant to all available antibiotics that resulted in seven deaths. In addition,
there have been numerous reports that physicians have resorted to prescribing colistin to treat Gram-negative bacterial
infections resistant to all other drugs. Colistin was discovered in 1949 and has not been widely used for decades
because of serious toxicities, including nephrotoxicity. In our Phase 2 cIAI clinical trial, eravacycline dosed
intravenously once or twice per day as a monotherapy was effective against infections caused by multidrug-resistant
Klebsiella pneumoniae.

The growing issue of antibiotic-resistant bacterial infections has been widely recognized as an increasingly urgent
public health threat, including by the World Health Organization, the CDC and the Infectious Disease Society of
America, or IDSA. In April 2011, the IDSA issued a report warning that unless significant measures are taken to
increase the pipeline of new antibiotics active against drug resistant bacteria, people will start to die from common,
formerly treatable infections, and medical interventions such as surgery, chemotherapy, organ transplantation and care
of premature infants will become increasingly risky. In the pre-antibiotic era before penicillin began to be available in
1942, patients frequently died from what subsequently became easily cured infections. The important need for new
treatment options for serious bacterial infections was further highlighted by the passage in July 2012 of the Generating
Antibiotic Incentives Now Act, which provides regulatory incentives for the development of new antibacterial or
antifungal drugs intended to treat serious or life-threatening infections that are resistant to existing treatment. In
September 2012, the FDA announced the formation of an internal task force to support the development of new
antibacterial drugs, which they called a critical public healthcare goal and a priority for the agency.

Limitations of Available Treatment Options

When confronted with a new patient suffering from a serious infection caused by an unknown pathogen, a physician
may be required to quickly initiate first-line empiric antibiotic treatment to stabilize the patient prior to definitively
diagnosing the particular bacterial infection. However, current antibiotics for first-line empiric treatment of serious
bacterial infections suffer from significant limitations, including one or more of the following:

Insufficient Coverage of Multidrug-resistant Bacteria. A physician cannot afford to be too limited in the spectrum of
bacteria covered by antibiotics when initially treating a patient for a serious infection that has not yet been definitively
identified. Frequently used products, such as Zyvox and Cubicin, are limited to Gram-positive bacteria and thus are
rarely used as a first-line empiric monotherapy if broad bacterial coverage is required. In addition, other popular
antibiotics that have been used as first-line empiric monotherapies, such as Levaquin, piperacillin/tazobactam, which
is marketed by Pfizer as Zosyn, carbapenems, such as Merrem, and imipenem/cilastatin, which is marketed by Merck
as Primaxin, have seen their utility as first-line empiric monotherapies diminished as the number of bacterial strains
resistant to these therapies has increased.

Complicated and Expensive Multi-Drug Cocktails and Multi-Dose Regimens. Due to gaps in the spectrum of
coverage of antibiotics, physicians are often confronted with the need to design complicated multi-drug cocktails for
the first-line empiric treatment of patients with serious infections. The clinical situation is further complicated when
each drug in the multi-drug cocktail has a different dosing regimen, such as two, three or four times a day, resulting in
an added burden on the pharmacy and nursing staff, higher costs due to multiple drug administrations and an increased
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potential for medical errors or drug-drug interactions. We believe that, with the exception of eravacycline, most of the
antibiotics that are in or have recently concluded clinical development to
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cover a broad spectrum of bacteria, including Gram-negative bacteria, or solely to address Gram-negative bacteria, are
being developed to be used in combination with one or more other antibiotics, and require the addition of a third drug
such as metronidazole to address the presence of anaerobic bacteria.

Safety and Tolerability Concerns. Concerns about antibiotic safety and tolerability are among the leading reasons
why patients stop treatment and fail therapy. Antibiotics on the market have been associated with adverse effects such
as myelosuppression, seizures, nephrotoxicity and gastrointestinal disorders.

Lack of Oral Dosage Forms to Permit Step-Down Therapy. When a patient comes to the emergency room or hospital
for treatment of a serious infection, the patient initially receives intravenous treatment, which allows the drug to be
delivered more rapidly and in a larger dose than oral treatment. Once the infection begins to respond to treatment and
the patient is stabilized, depending on the infection, hospitals and physicians generally seek to minimize in-hospital
treatment and, if possible, discharge patients from the hospital in order to reduce costs, avoid hospital-acquired
infections, and improve the patients quality of life. Upon discharge, physicians typically prefer to prescribe step-down
treatment with an oral formulation of the same antibiotic. A step-down to oral treatment allows for more convenient
and cost-effective out-patient treatment, with the oral antibiotic providing enhanced patient comfort and mobility and
avoiding the risk of infection from the intravenous catheter. In addition, the use of the same antibiotic allows the
physician to avoid switching the patient from the antibiotic that has proven effective during intravenous administration
to a different antibiotic that may be less effective and carries the risk of new or different side effects. Many of the
antibiotics that are most commonly used as first-line empiric monotherapies are only available in an intravenous
formulation. Very few of the antibiotics that cover or are focused on the treatment of Gram-negative bacteria have oral
dosage forms.

Given these limitations, there is an unmet medical need for a first-line empiric antibiotic treatment that has the
following characteristics:

Potency and effectiveness against a broad spectrum of bacteria, including multidrug-resistant Gram-negative,
Gram-positive, atypical and anaerobic bacteria;

Capability of being used as a monotherapy in the majority of patients in the hospital with cIAI, cUTI and
other multidrug-resistant infections;

A convenient dosing regimen, such as once or twice daily;

A favorable safety and tolerability profile; and

Availability in both intravenous dosage and oral dosage form.
Based on our belief that eravacycline has, or potentially has, each of these characteristics, our goal is to develop
eravacycline to be the drug of choice for first-line empiric treatment of a wide variety of serious and life-threatening
infections.

Eravacycline
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Overview

We are developing our lead product candidate, eravacycline, as a broad-spectrum intravenous and oral antibiotic for
use as a first-line empiric monotherapy for the treatment of multidrug-resistant infections, including
multidrug-resistant Gram-negative bacteria. We developed eravacycline using our proprietary chemistry technology.
We believe our fully synthetic process will enable us to have a cost of manufacturing that is sufficiently low to enable
us to sell eravacycline, when and if approved, for a cost that is similar to other hospital-based antibiotics. Our patent
strategy to broadly protect eravacycline includes the filing of patent applications directed towards the composition of
matter of eravacycline as well as our proprietary chemistry technology, which we used to create eravacycline. We own
exclusive worldwide rights for the development and commercialization of eravacycline.
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In 2012, we completed a successful Phase 2 clinical trial of eravacycline with intravenous administration for the
treatment of patients with cIAl. We initiated a Phase 3 clinical trial of eravacycline with intravenous administration
for the treatment of cIAl in the third quarter of 2013 and subsequently initiated and are currently screening patients for
a second Phase 3 clinical trial of eravacycline for the treatment of cUTI with intravenous-to-oral step-down therapy
during the first quarter of 2014. We expect to have top-line data from the Phase 3 cIAl clinical trial in the first quarter
of 2015, data from the lead-in portion of the Phase 3 cUTI clinical trial in mid-2014 and top-line data from the Phase 3
cUTI clinical trial in mid-2015. If we complete the Phase 3 clinical trials of eravacycline when we anticipate and the
trials are successful, we expect to submit an NDA to the FDA in the second half of 2015 and an MAA to the EMA in
the first half of 2016.

Tetracycline antibiotics have been in clinical use for over 50 years and have a demonstrated record of safety and
effectiveness. However, as with most classes of antibiotics, a high incidence of resistance among many bacteria has
limited their effectiveness and resulted in tetracyclines being relegated to second- or third-line therapy several decades
after their introduction. Chemists have generally been unable to synthesize new tetracyclines that could overcome
bacterial resistance mechanisms. We have used our proprietary chemistry technology to create more than 3,000 new
tetracycline derivatives that we believe could not be practically created with conventional methods. Many of these
new derivatives, including eravacycline, have been able to overcome bacterial resistance in in vitro studies.

Eravacycline is a novel, fully synthetic tetracycline antibiotic. We selected eravacycline for development from
tetracycline derivatives that we generated using our proprietary chemistry technology on the basis of the following
characteristics of the compound that we observed in in vitro studies of the compound:

potent antibacterial activity against a broad spectrum of susceptible and multidrug-resistant bacteria,
including Gram-negative, Gram-positive, atypical and anaerobic bacteria;

potential to treat the majority of patients as a first-line empiric monotherapy with convenient dosing; and

potential for intravenous-to-oral step-down therapy.
In designing eravacycline, we inserted a fluorine atom into the tetracycline scaffold, which we call a fluorocycline,
and modified the scaffold at another position. We believe that these modifications enable eravacycline to not be
subject to tetracycline-specific mechanisms of drug resistance. As a result, we believe that eravacycline is active
against multidrug-resistant bacteria in ways that tetracyclines currently on the market or in development are not.

In in vitro studies, eravacycline has been highly active against emerging multidrug-resistant pathogens like
Acinetobacter baumannii as well as clinically important species of Enterobacteriaceae, including those isolates that
produce ESBLs or are resistant to the carbapenem class of antibiotics, and anaerobes.

Based on in vitro studies we have completed, we believe that eravacycline shares a similar potency profile with
carbapenems except that it more broadly covers Gram-positive pathogens like MRSA and enterococci, is active
against carbapenem-resistant Gram-negative bacteria and, unlike carbapenems like Primaxin and Merrem, is not
active against Pseudomanas aeruginosa. Eravacycline has demonstrated strong activity in vitro against Gram-positive
pathogens, including both nosocomial and community-acquired methicillin susceptible or resistant Staphylococcus
aureus strains, vancomycin susceptible or resistant Enterococcus faecium and Enterococcus faecalis, and
penicillin-susceptible or resistant strains of Streptococcus pneumoniae. In in vitro studies of pathogens most prevalent
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in cIAl infections, eravacycline consistently exhibited strong activity against enterococci and streptococci. One of the
most frequently isolated anaerobic pathogens in cIAl either as the sole pathogen or often in conjunction with another
Gram-negative bacterium, is Bacteroides fragilis. In these studies eravacycline demonstrated activity against
Bacteroides fragilis and a wide range of Gram-positive and Gram-negative anaerobes.
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Key Differentiating Attributes of Eravacycline

We believe that the following key attributes of eravacycline, observed in clinical trials and preclinical studies,
differentiate eravacycline from other antibiotics targeting multidrug-resistant infections, including multidrug-resistant
Gram-negative infections. We believe these attributes will make eravacycline a safe and effective treatment for cIAl,
cUTI and other serious and life-threatening infections for which we may develop eravacycline, such as
hospital-acquired bacterial pneumonias.

Broad-spectrum activity against a wide variety of multidrug-resistant Gram-negative, Gram-positive
and anaerobic bacteria. In our Phase 2 clinical trial of the intravenous formulation of eravacycline,
eravacycline demonstrated a high cure rate against a wide variety of multidrug-resistant Gram-negative,
Gram-positive and anaerobic bacteria. In addition, in in vitro studies, eravacycline demonstrated potent
antibacterial activity against Gram-negative bacteria, including E. coli; ESBL-producing Klebsiella
pneumoniae; Acinetobacter baumannii; Gram-positive bacteria, including MRSA and vancomycin-resistant
enterococcus, or VRE; and anaerobic pathogens. As a result of this broad-spectrum coverage, we believe
that eravacycline has the potential to be used as a first-line empiric monotherapy for the treatment of cIAl,
cUTI, hospital-acquired bacterial pneumonias and other serious and life-threatening infections.

Lower probability of drug resistance. To date, in the clinical trials and preclinical studies of eravacycline
that we have conducted we have seen little decrease in susceptibility that would suggest increased resistance
to eravacycline. We believe that, as a fluorocycline, eravacycline will not be subject to tetracycline-specific
mechanisms of drug resistance.

Favorable safety and tolerability profile. Eravacycline has been evaluated in more than 350 subjects in the
Phase 1 and Phase 2 clinical trials that we have conducted. In these trials, eravacycline demonstrated a
favorable safety and tolerability profile. In our Phase 2 clinical trial of eravacycline, no patients suffered any
serious adverse events, and safety and tolerability were comparable to ertapenem, the control therapy in the
trial. In addition, in the Phase 2 clinical trial, the rate at which gastrointestinal adverse events such as nausea
and vomiting that occurred in the eravacycline arms was comparable to the rate of such events in the
ertapenem arm of the trial.

Convenient dosing regimen. In our Phase 2 clinical trial we dosed eravacycline once or twice a day as a
monotherapy. We believe that eravacycline will be able to be administered as a first-line empiric
monotherapy with once- or twice-daily dosing, avoiding the need for complicated dosing regimens typical of
multi-drug cocktails and the increased risk of negative drug-drug interactions inherent to multi-drug
cocktails.

Potential for convenient intravenous-to-oral step-down. In addition to the intravenous formulation of
eravacycline, we are also developing an oral formulation of eravacycline. If successful, this oral formulation
would enable patients who begin intravenous treatment with eravacycline in the hospital setting to transition
to oral dosing of eravacycline either in hospital or upon patient discharge for convenient home-based care.
We believe that the availability of both intravenous and oral administration and the oral step-down may
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reduce the length of a patient s hospital stay and the overall cost of care.
Clinical Experience

We have studied intravenous and oral formulations of eravacycline in 377 subjects in ten completed clinical trials
from October 2009 to December 2013.

Phase 1 clinical trials of intravenous formulation
From 2009 to 2010, we studied the intravenous formulation of eravacycline in a Phase 1 single ascending dose, or

SAD, clinical trial and a Phase 1 multiple ascending dose, or MAD, clinical trial. These trials were designed to
evaluate the safety and tolerability of single escalating doses and multiple escalating doses of
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eravacycline. No serious adverse events were reported during the Phase 1 clinical trials and no clinically significant
dose-related safety signals were reported. As expected in this class of antibiotics, transient gastrointestinal adverse
events such as nausea and vomiting were observed at the higher dose levels in the Phase 1 clinical trials.

In 2009, we conducted the Phase 1 single ascending dose clinical trial of the intravenous formulation of eravacycline
in 56 healthy subjects at a single clinical site in the United States. In the trial, subjects received a single 30-minute
intravenous infusion of either placebo or eravacycline at doses of 0.10, 0.25, 0.50, 1.00, 1.50, 2.00 or 3.00 mg/kg. In
each dose group of eight patients, six patients received eravacycline and two patients received placebo. The most
common adverse events reported were nausea and vomiting. All adverse events were mild to moderate in intensity.

In 2010, we conducted the Phase 1 multiple ascending dose clinical trial of the intravenous formulation of
eravacycline in 32 healthy subjects at a single clinical site in the United States. In the trial, subjects received
30-minute intravenous infusions of either placebo or eravacycline at doses of 0.50 or 1.50 mg/kg once daily for 10
days, 60-minute intravenous infusions of either placebo or eravacycline at a dose of 1.50 mg/kg once daily for 10 days
or 60-minute intravenous infusions of either placebo or eravacycline at a dose of 1.00 mg/kg twice daily for 10 days.
In each cohort of eight patients, six patients received treatment and two patients received placebo. The most common
adverse events were associated with the infusion site. All adverse events were mild to moderate in intensity.

In the Phase 1 MAD clinical trial, we also measured levels of eravacycline in urine in patients who had received
eravacycline to assess the potential for treatment of cUTI. A summary of the results of those measurements, which
were taken following the final dose on the last day of treatment, is shown in the table below. These data show that
renal excretion is not the primary route of elimination for eravacycline. We believe that the levels of eravacycline in
urine support the development of eravacycline as a potential first-line therapy in patients with cUTL.

Eravacycline Levels in Urine

MAD Dose Group
Day 10 Urine Concentration in ng/mL
(mg/kg) (%CV)
0-8 Hours 8-24 Hours
0.5 every 24 hours infused in 30 minutes 4,576.7(57.9) 2,250.0(31.1)
1.5 every 24 hours infused in 60 minutes 13,316.7(25.7) 5,565.0(39.2)
1.0 every 12 hours infused in 60 minutes 25,060.0(21.1) 9,230.0(26.1)

CV refers to the coefficient of variability, a statistical measure of the dispersion of a probability distribution.

The most recent tetracycline-based antibiotic to be approved for marketing by the FDA is tigecycline, which was
approved in 2005 and is marketed by Pfizer under the name Tygacil. We have not conducted a head-to-head
comparison of eravacycline and tigecycline in a clinical trial, but have compared the published data from Pfizer s
Phase 1 clinical trials of tigecycline to the data from our Phase 1 clinical trials of eravacycline. Based on this
comparison, eravacycline demonstrated better gastrointestinal tolerability than tigecycline while also achieving higher
blood levels with higher area under the curve, or AUC, than tigecycline. AUC is a measure of total exposure to a drug
over a period of time. Specifically, with respect to tolerability, all subjects in Pfizer s Phase 1 clinical trials of
tigecycline that were treated with 75mg or 100mg of tigecycline every 12 hours experienced unacceptable rates and
severity of nausea and emesis resulting in early termination of all subjects in both dosing groups. In the eravacycline
Phase 1 MAD clinical trial, one of the six subjects in the 1.00 mg/kg every 12 hours dosing group discontinued the
study drug because of nausea. The other subjects all tolerated the full 10 days of dosing. At the same time, the
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AUC, ,, for the 1.00 mg/kg every 12 hours dose in the eravacycline Phase 1 MAD clinical trial was 6344 ng*h/mL
(19.9% CV), while the AUC,, ,, for tigecycline administered at a higher dose (100 mg every 12 hours) was 4980
ng*h/mL (19% CV). While we believe this comparison to tigecycline s
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previously published Phase 1 data, and the other comparisons we make in this annual report on Form 10-K to

tigecycline s previously published clinical trial data, are useful in evaluating eravacycline s clinical trial results, the fact
that we have not conducted a head-to-head study and that the tigecycline trials were conducted under different

protocols at different sites and at different times than our trials may limit the value or reliability of any such

comparison.

In 2013, we conducted a Phase 1 cardiac repolarization clinical trial of the intravenous formulation of eravacycline in
53 healthy volunteers. We observed no clinically significant effects of eravacycline on electrical activity in the heart in
this clinical trial. As part of the development program for eravacycline, we have also initiated a required Phase 1
clinical trial to investigate the pharmacokinetics of eravacycline in 18 subjects with hepatic insufficiency and initiated
a required Phase 1 clinical trial to investigate the pharmacokinetics of eravacycline in six subjects with renal
insufficiency.

Phase 2 clinical trial of intravenous formulation in cIAI

In June 2012, we completed a global, multi-center, randomized, double-blind Phase 2 clinical trial to evaluate the
efficacy, safety and pharmacokinetics of the intravenous formulation of eravacycline compared to ertapenem in
patients with cIAI. We selected cIAl as the indication for the trial because we wanted to ensure that there would be a
significant population of patients in the study with multidrug-resistant Gram-negative bacteria and because
Gram-negative bacteria are prevalent in cIAIL. We selected ertapenem as the comparison therapy because ertapenem is
one of the antibiotics recommended by IDSA guidelines for the treatment of cIAl. We also established clinical sites in
countries such as India, where multidrug-resistant Gram-negative pathogens have higher prevalence.

Trial Design. We enrolled 143 hospitalized patients with cIAl in the trial. These patients were randomized into three
arms on a 2:2:1 basis:

an arm in which patients received 1.5 mg/kg of eravacycline administered intravenously once per day;

an arm in which patients received 1.0 mg/kg of eravacycline administered intravenously twice per day; and

a control arm in which patients received 1.0 g of ertapenem administered intravenously once per day, which
is the standard dosing regimen for ertapenem.
Investigators obtained baseline intra-abdominal cultures at the time of operation and treated patients for a minimum of
four days and a maximum of 14 days. The length of treatment for each patient was determined by the physician based
on pre-set parameters. A test-of-cure, or TOC, visit took place ten to 14 days after the last dose of drug was
administered and a final or follow-up visit occurred within four to six weeks after the last dose of drug was
administered.

Of the 143 patients in the trial, four did not receive drug. Two were excluded because of incorrect randomization, one
withdrew consent for inclusion in the trial after randomization, and one was excluded for having received non-study
antibiotics prior to the first dose. At least one pathogen or bacterium responsible for the cIAI was identified following
enrollment in 119 of the 139 patients who received drug in the trial. We refer to this subset of patients as the
microbiologically-modified intent-to-treat, or m-MITT, patients. Of the 119 m-MITT patients, 109 were deemed
clinically evaluable based on key inclusion and exclusion criteria being validated and key visits and assessments
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having been performed. We refer to this subset of the m-MITT patients as the microbiologically evaluable, or ME,
patients. The 10 m-MITT patients that were not considered clinically evaluable were not classified as ME patients as a
result of their withdrawing consent, failing to complete the study, failing to attend a TOC visit or having indeterminate
results at the TOC visit. The primary endpoint of the trial was clinical response at the TOC visit in the ME patients.
Clinical response was defined as complete resolution or significant improvement of signs or symptoms of infection
with no further systemic antibiotic treatment required. Included as one of the secondary endpoints in the trial was
clinical response at the follow-up visit in the m-MITT population.
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A diagram summarizing the trial design follows:

Eravacycline Phase 2 Trial Design

The baseline demographics of the patients in each arm of the trial are summarized in the table below. As shown in the

table, patient demographics were similar across all three trial arms except for APACHE scores as, at baseline, the

patients in the 1.5 mg/kg dose group exhibited slightly higher APACHE scores than the other treatment groups.

APACHE scores are a commonly used severity of disease scoring system, where a higher number means that the

patient had more severe disease and higher risk of death.

Eravacycline Phase 2 Trial Patient Demographics

Eravacycline
(1.5 mg/kg every

24 hours)
Parameter N=56
Mean Age (y) [Standard Deviation] 43.6 [18.4]
Mean Weight (kg) [Standard Deviation] 68.1[13.2]
Male (%) 38 (67.9)%
Caucasian (%) 40 (71.4)%
APACHE Score
Mean [Standard Deviation] 8.2 [3.9]
<10 (%) 41 (74.6)%
10-15 (%) 13 (23.6)%
>15 1
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Eravacycline
(1.0 mg/kg every

12 hours)
N=57
42.1[17.2]
70.0 [14.4]
43 (75.4)%
37 (64.9)%

6.0 [3.8]
48 (84.2)%
8 (14.0)%
1

Ertapenem
(1.0 g every
24 hours)
N=30
41.8 [17.6]
68.8 [16.2]
22 (73.3)%
21 (70.0)%

6.1[2.7]
28 (96.6)%
1
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The following table summarizes the diseases underlying the MITT patients infections, which were being treated with
the antibiotics in the trial.

Eravacycline Phase 2 Trial MITT Population Diseases

Ertapenem
Eravacycline Eravacycline (1.0g every
(1.5mg/kg every  (1.0mg/kg every 24
24 hours) 12 hours) hours)
Intra-Operative Diagnosis N=54 N=56 N=29
Complicated Appendicitis 29 31 15
Other 25 25 14
Perforation of Intestine 5 5 1
Complicated Diverticulitis 2
Gastric/Duodenal Perforation 13 12 8
Complicated Cholecystitis 3 4 3
Other (Abscess/Peritonitis) 4 2 2

Efficacy. In the trial, ME patients in the eravacycline arms experienced similar infection cure rates to the ME patients
in the ertapenem arm, as summarized in the table below. The table also shows the 95% confidence interval, a
statistical determination that demonstrates the range of possible differences in the point estimates of success that will
arise 95% of the time the endpoint is measured.

Eravacycline Phase 2 Trial Primary Endpoint Analysis

Eravacycline Eravacycline Ertapenem
(1.5 mg/kg (1.0 mg/kg 1.0g
Population every 24 hours) every 12 hours) Every 24 hours)
Microbiologically Evaluable (ME) N=42 N=41 N=26
% Cure in ME (95% Confidence Interval) 92.9 (80.5-98.5) 100 (91.4-100) 92.3 (74.9-99.1)

Investigators in the trial had the discretion to determine the period that patients remained on the applicable treatment.
The mean duration of treatment in the trial was 6.1 days for the patients receiving 1.5 mg/kg of eravacycline
intravenously once per day; 5.6 days for the patients receiving 1.0 mg/kg of eravacycline intravenously twice per day;
and 6.0 days for the patients receiving 1.0 g of ertapenem intravenously once per day.

Of particular importance in the trial results was the performance of eravacycline against confirmed drug-resistant
Gram-negative pathogens as well as other challenging Gram-negative pathogens. Due to the global, multi-center
nature of the trial and our emphasis on sites in known geographic hot spots for multidrug-resistant Gram-negative
bacteria, 25% of the Gram-negative pathogens identified in m-MITT patients were confirmed to be multidrug-resistant
as a result of being ESBL-positive and/or carbapenem-resistant. The table below summarizes the pathogens isolated
from the m-MITT patients enrolled in the Phase 2 clinical trial, of which 60.4% were members of the
Enterobacteriaceae family. m-MITT patients in the trial were infected with an average of 1.8 pathogens:
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Eravacycline Phase 2 Trial m-MITT Population Pathogens

Total

Pathogens

Gram-negative aerobic pathogens
Escherichia coli 94
Klebsiella pneumoniae 1
Klebsiella oxytoca

Pseudomonas aeruginosa

Acinetobacter baumannii complex

Acinetobacter spp.

Comamonas testosteroni

Proteus mirabilis

Aeromonas spp.

Citrobacter braakii

Citrobacter freundii

Enterobacter cloacae

Morganella morganii

Pantoea spp.

Providencia rustigianii

Stenotrophomonas maltophilia

Total 144
Gram-positive aerobic pathogens

Streptococcus spp. 1
Streptococcus anginosus
Enterococcus faecalis
Enterococcus faecium
Enterococcus avium
Enterococcus gallinarum
Staphylococcus spp.
Staphylococcus aureus
Bacillus spp.

Leuconostoc spp.

Total

Anaerobic pathogens
Bacteroides fragilis
Bacteroides vulgatus
Bacteroides ovatus
Bacteroides thetaiotaomicron
Bacteroides ureolyticus
Clostridium spp.
Bifidobacterium spp.

Gemella morbillorum

Total
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Safety and Tolerability. In the Phase 2 clinical trial, eravacycline demonstrated a comparable safety and tolerability
profile to ertapenem. No patients in the trial suffered any serious adverse events that were found to be related to
eravacycline, and the percentage of patients in the trial arms that experienced treatment emergent adverse events, or
TEAESs, were similar. In addition, gastrointestinal adverse events known to be associated with tetracyclines such as
nausea and vomiting occurred at modest rates in the eravacycline arms that were similar to the rates for the ertapenem
arm. Adverse events associated with infusion sites were limited and similar in all treatment groups. The table below
shows the adverse events experienced by patients in the trial that were assessed by the investigator as possibly related
to the study drugs.

1