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difference in OS between treatment arms, requiring a larger upfront commitment of patients. VALOR is a phase 3, * After cycle 1, all subsequent cycles at 70 mg/m?vosaroxin on days 1 and 4

randomized, controlled, double-blind, multinational clinical study of the efficacy and safety of vosaroxin and cytarabine
versus placebo and cytarabine in patients with first relapsed or refractory AML. Methods: Vosaroxin (90 mg/m?), or an
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OS, from 5 months on the placebo plus cytarabine arm to 7 months on the vosaroxin plus cytarabine arm (hazard ratio, m‘ _ ) (double-blind)
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