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PART I

Item 1. BUSINESS.

General

Bristol-Myers Squibb Company was incorporated under the laws of the State of Delaware in August 1933 under the name Bristol-Myers Company, as successor to
a New York business started in 1887. In 1989, Bristol-Myers Company changed its name to Bristol-Myers Squibb Company as a result of a merger. We are
engaged in the discovery, development, licensing, manufacturing, marketing, distribution and sale of biopharmaceutical products on a global basis. Refer to the
Summary of Abbreviated Terms at the end of this 2018 Form 10-K for terms used throughout the document.

We operate in one segment—BioPharmaceuticals. For additional information about business segments, refer to “Item 8. Financial Statements and Supplementary
Data—Note 1 . Accounting Policies and Recently Issued Accounting Standards.” Our principal strategy is to combine the resources, scale and capability of a
pharmaceutical company with the speed and focus on innovation of the biotech industry. Our focus as a specialty biopharmaceutical company is on discovering,
developing and delivering transformational medicines for patients facing serious diseases. Our four strategic priorities are to drive business performance, continue
to further build a leading franchise in IO, maintain a diversified portfolio both within and outside of 10, and continue our disciplined approach to capital allocation,
including establishing partnerships, collaborations and in-licensing or acquiring investigational compounds as an essential component of successfully delivering
transformational medicines to patients. We expect that our planned acquisition of Celgene that we announced in January 2019 will enable us to create a leading
focused specialty biopharmaceutical company that is well positioned to address the needs of patients with cancer, inflammatory, immunologic or cardiovascular
diseases through high-value innovative medicines and leading scientific capabilities. We plan to remain focused while broadening our portfolio of marketed
medicines and pipeline assets. With complementary disease areas, the combined company will operate with global reach and scale, the speed and agility that is core
to each company's strategic approach. For a further discussion of our strategy initiatives, see “Item 7. Management's Discussion and Analysis of Financial
Condition and Results of Operations—Strategy.”

We compete with other worldwide research-based drug companies, smaller research companies and generic drug manufacturers. Our products are sold worldwide,
primarily to wholesalers, retail pharmacies, hospitals, government entities and the medical profession. We manufacture products in the U.S., Puerto Rico and in

four foreign countries. Most of our revenues come from products in the following therapeutic classes: oncology; cardiovascular and immunoscience.

The percentage of revenues by significant region/country were as follows:

Year Ended December 31,
Dollars in Millions 2018 2017 2016
United States 56% 55% 55%
Europe 25% 24% 22%
Rest of the World 19% 21% 23%
Total Revenues $ 22,561 $ 20,776 $ 19,427

Acquisitions, Divestitures and Licensing Arrangements

Acquisitions, divestitures and licensing arrangements allow us to focus our resources behind growth opportunities which drive the greatest long-term value. On
January 3, 2019, we announced that we have entered into a definitive merger agreement with Celgene under which we will acquire Celgene. For further discussion
on our pending acquisition with Celgene and on our other acquisitions, divestitures and licensing arrangements, refer to “Item 1A. Risk Factors,” “Item 8. Financial
Statements and Supplementary Data—Note 4 . Acquisitions, Divestitures, Licensing and Other Arrangements” and “—Note 19 . Subsequent Event.”



Products, Intellectual Property and Product Exclusivity

Our pharmaceutical products include chemically-synthesized or small molecule drugs and products produced from biological processes, called “biologics.” Small
molecule drugs are typically administered orally, e.g., in the form of a pill or tablet, although other drug delivery mechanisms are used as well. Biologics are
typically administered to patients through injections or by intravenous infusion.

Below is a product summary including approved indications. For information about our alliance arrangements for the products below, refer to “—Alliances” below
and “Item 8. Financial Statements and Supplementary Data—Note 3 . Alliances.”

Opdivo Opdivo (nivolumab), a biological product, is a fully human monoclonal antibody that binds to the PD-1 on T and NKT cells. Opdivo has
received approvals for several anti-cancer indications including bladder, blood, colon, head and neck, kidney, liver, lung, melanoma and
stomach. The Opdivo + Yervoy regimen also is approved in multiple markets for the treatment of melanoma, RCC, and CRC. There are
several ongoing potentially registrational studies for Opdivo across other tumor types and disease areas, in monotherapy and in
combination with Yervoy and various anti-cancer agents.

Eliquis Eliquis (apixaban) is an oral Factor Xa inhibitor, targeted at stroke prevention in adult patients with NVAF and the prevention and
treatment of VTE disorders.

Orencia Orencia (abatacept), a biological product, is a fusion protein indicated for adult patients with moderately to severely active RA and PSA
and is also indicated for reducing signs and symptoms in certain pediatric patients with moderately to severely active polyarticular JIA.

Sprycel Sprycel (dasatinib) is an oral inhibitor of multiple tyrosine kinase indicated for the first-line treatment of patients with Philadelphia
chromosome-positive CML in chronic phase, the treatment of adults with chronic, accelerated, or myeloid or lymphoid blast phase CML
with resistance or intolerance to prior therapy, including Gleevec* (imatinib mesylate) and the treatment of children and adolescents aged 1
year to 18 years with chronic phase Philadelphia chromosome-positive CML.

Yervoy Yervoy (ipilimumab), a biological product, is a monoclonal antibody for the treatment of patients with unresectable or metastatic
melanoma.

Empliciti Empliciti (elotuzumab), a biological product, is a humanized monoclonal antibody for the treatment of multiple myeloma.

Baraclude Baraclude (entecavir) is an oral antiviral agent for the treatment of chronic hepatitis B.

Reyataz Franchise The Reyataz (atazanavir sulfate ) Franchise includes Reyataz - a protease inhibitor for the treatment of HIV and Evotaz (atazanavir 300 mg

and cobicistat 150 mg) - a combination therapy containing Reyataz and Tybost * (cobicistat).

Sustiva Franchise The Sustiva ( efavirenz ) Franchise is a non-nucleoside reverse transcriptase inhibitor for the treatment of HIV, which includes Sustiva , an
antiretroviral drug, and bulk efavirenz, which is also included in the combination therapy, Atripla™® .

Hepatitis C Franchise Daklinza (daclatasvir) is an NS5A replication complex inhibitor.
Sunvepra (asunaprevir) is an NS3 protease inhibitor.
Beclabuvir is an NS5B inhibitor.

We own or license a number of patents in the U.S. and foreign countries primarily covering our products. We have also developed many brand names and
trademarks for our products. We consider the overall protection of our patents, trademarks, licenses and other intellectual property rights to be of material value
and act to protect these rights from infringement.

In the pharmaceutical industry, the majority of an innovative product’s commercial value is usually realized during the period in which the product has market
exclusivity. A product’s market exclusivity is generally determined by two forms of intellectual property: patent rights held by the innovator company and any
regulatory forms of exclusivity to which the innovative drug is entitled.

Patents are a key determinant of market exclusivity for most branded pharmaceuticals. Patents provide the innovator with the right to exclude others from
practicing an invention related to the medicine. Patents may cover, among other things, the active ingredient(s), various uses of a drug product, pharmaceutical
formulations, drug delivery mechanisms and processes for (or intermediates useful in) the manufacture of products. Protection for individual products extends for
varying periods in accordance with the expiration dates of patents in the various countries. The protection afforded, which may also vary from country to country,
depends upon the type of patent, its scope of coverage and the availability of meaningful legal remedies in the country.



Market exclusivity is also sometimes influenced by RDP exclusivity rights. Many developed countries provide certain non-patent incentives for the development of
medicines. For example, in the U.S., EU, Japan and certain other countries, RDP exclusivity rights are offered as incentives for research on medicines for rare
diseases, or orphan drugs, and on medicines useful in treating pediatric patients. These incentives can provide a market exclusivity period on a product that expires
beyond the patent term.

The U.S., EU and Japan each provide RDP, a period of time after the approval of a new drug during which the regulatory agency may not rely upon the innovator’s
data to approve a competitor’s generic copy. In certain markets where patent protection and other forms of market exclusivity may have expired, RDP can be of
particular importance. However, most regulatory forms of exclusivity do not prevent a competitor from gaining regulatory approval prior to the expiration of RDP
exclusivity on the basis of the competitor’s own safety and efficacy data on its drug, even when that drug is identical to that marketed by the innovator. When these
patent rights and other forms of exclusivity expire and generic versions of a medicine are approved and marketed, there are often substantial and rapid declines in
the sales of the original innovative product. For further discussion of the impact of generic competition on our business, refer to “—Competition” below.

Specific aspects of the law governing market exclusivity and data regulatory protection for pharmaceuticals vary from country to country. The following
summarizes key exclusivity rules in markets representing significant sales:

United States

In the U.S., most of our key products are protected by patents with varying terms depending on the type of patent and the filing date. A significant portion of a
product’s patent life, however, is lost during the time it takes an innovative company to develop and obtain regulatory approval of a new drug. As compensation at
least in part for the lost patent term due to regulatory review periods, the innovator may, depending on a number of factors, apply to the government to restore lost
patent term by extending the expiration date of one patent up to a maximum term of five years, provided that the extension cannot cause the patent to be in effect
for more than 14 years from the date of drug approval.

A company seeking to market an innovative pharmaceutical in the U.S. must submit a complete set of safety and efficacy data to the FDA. If the innovative
pharmaceutical is a chemical product, the company files an NDA. If the medicine is a biological product, a BLA is filed. The type of application filed affects RDP
exclusivity rights.

Chemical products

A competitor seeking to launch a generic substitute of a chemical innovative drug in the U.S. must file an aNDA with the FDA. In the aNDA, the generic
manufacturer needs to demonstrate only “bioequivalence” between the generic substitute and the approved NDA drug. The aNDA relies upon the safety and
efficacy data previously filed by the innovator in its NDA.

An innovator company is required to list certain of its patents covering the medicine with the FDA in what is commonly known as the Orange Book. Absent a
successful patent challenge, the FDA cannot approve an aNDA until after the innovator’s listed patents expire. However, after the innovator has marketed its
product for four years, a generic manufacturer may file an aNDA and allege that one or more of the patents listed in the Orange Book under an innovator’s NDA is
either invalid or not infringed. This allegation is commonly known as a Paragraph IV certification. The innovator then must decide whether to file a patent
infringement suit against the generic manufacturer. From time to time, aNDAs, including Paragraph IV certifications, are filed with respect to certain of our
products. We evaluate these aNDAs on a case-by-case basis and, where warranted, file suit against the generic manufacturer to protect our patent rights.

In addition to patent protection, certain innovative pharmaceutical products can receive periods of regulatory exclusivity. An NDA that is designated as an orphan
drug can receive seven years of exclusivity for the orphan indication. During this time period, neither NDAs nor aNDAs for the same drug product can be approved
for the same orphan use. A company may also earn six months of additional exclusivity for a drug where specific clinical studies are conducted at the written
request of the FDA to study the use of the medicine to treat pediatric patients, and submission to the FDA is made prior to the loss of basic exclusivity.

Medicines approved under an NDA can also receive several types of RDP. An innovative chemical pharmaceutical product is entitled to five years of RDP in the
U.S., during which the FDA cannot approve generic substitutes. If an innovator’s patent is challenged, as described above, a generic manufacturer may file its
aNDA after the fourth year of the five-year RDP period. A pharmaceutical drug product that contains an active ingredient that has been previously approved in an
NDA, but is approved in a new formulation, but not for the drug itself, or for a new indication on the basis of new clinical studies, may receive three years of RDP
for that formulation or indication.



Biologic products

The U.S. healthcare legislation enacted in 2010 created an approval pathway for biosimilar versions of innovative biological products that did not previously exist.
Prior to that time, innovative biologics had essentially unlimited regulatory exclusivity. Under the new regulatory mechanism, the FDA can approve products that
are similar to (but not generic copies of) innovative biologics on the basis of less extensive data than is required by a full BLA. After an innovator has marketed its
product for four years, any manufacturer may file an application for approval of a “biosimilar” version of the innovator product. However, although an application
for approval of a biosimilar version may be filed four years after approval of the innovator product, qualified innovative biological products will receive 12 years of
regulatory exclusivity, meaning that the FDA may not approve a biosimilar version until 12 years after the innovative biological product was first approved by the
FDA. The law also provides a mechanism for innovators to enforce the patents that protect innovative biological products and for biosimilar applicants to challenge
the patents. Such patent litigation may begin as early as four years after the innovative biological product is first approved by the FDA.

In the U.S., the increased likelihood of generic and biosimilar challenges to innovators’ intellectual property has increased the risk of loss of innovators’ market
exclusivity. First, generic companies have increasingly sought to challenge innovators’ basic patents covering major pharmaceutical products. Second, statutory
and regulatory provisions in the U.S. limit the ability of an innovator company to prevent generic and biosimilar drugs from being approved and launched while
patent litigation is ongoing. As a result of all of these developments, it is not possible to predict the length of market exclusivity for a particular product with
certainty based solely on the expiration of the relevant patent(s) or the current forms of regulatory exclusivity.

European Union

Patents on pharmaceutical products are generally enforceable in the EU and, as in the U.S., may be extended to compensate for the patent term lost during the
regulatory review process. Such extensions are granted on a country-by-country basis.

The primary route we use to obtain marketing authorization of pharmaceutical products in the EU is through the “centralized procedure.” This procedure is
compulsory for certain pharmaceutical products, in particular those using biotechnological processes, and is also available for certain new chemical compounds and
products. A company seeking to market an innovative pharmaceutical product through the centralized procedure must file a complete set of safety data and efficacy
data as part of an MAA with the EMA. After the EMA evaluates the MAA, it provides a recommendation to the EC and the EC then approves or denies the MAA.
It is also possible for new chemical products to obtain marketing authorization in the EU through a “mutual recognition procedure,” in which an application is
made to a single member state, and if the member state approves the pharmaceutical product under a national procedure, then the applicant may submit that
approval to the mutual recognition procedure of some or all other member states.

After obtaining marketing authorization approval, a company must obtain pricing and reimbursement for the pharmaceutical product, which is typically subject to
member state law. In certain EU countries, this process can take place simultaneously while the product is marketed but in other EU countries, this process must be
completed before the company can market the new product. The pricing and reimbursement procedure can take months and sometimes years to complete.

Throughout the EU, all products for which marketing authorizations have been filed after October/November 2005 are subject to an “8+2+1” regime. Eight years
after the innovator has received its first community authorization for a medicinal product, a generic company may file a MAA for that product with the health
authorities. If the MAA is approved, the generic company may not commercialize the product until after either 10 or 11 years have elapsed from the initial
marketing authorization granted to the innovator. The possible extension to 11 years is available if the innovator, during the first eight years of the marketing
authorization, obtains an additional indication that is of significant clinical benefit in comparison with existing treatments. For products that were filed prior to
October/November 2005, there is a 10-year period of data protection under the centralized procedures and a period of either six or 10 years under the mutual
recognition procedure (depending on the member state).

In contrast to the U.S., patents in the EU are not listed with regulatory authorities. Generic versions of pharmaceutical products can be approved after data
protection expires, regardless of whether the innovator holds patents covering its drug. Thus, it is possible that an innovator may be seeking to enforce its patents
against a generic competitor that is already marketing its product. Also, the European patent system has an opposition procedure in which generic manufacturers
may challenge the validity of patents covering innovator products within nine months of grant.

In general, EU law treats chemically-synthesized drugs and biologically-derived drugs the same with respect to intellectual property and data protection. In
addition to the relevant legislation and annexes related to biologic medicinal products, the EMA has issued guidelines that outline the additional information to be
provided for biosimilar products, also known as generic biologics, in order to review an application for marketing approval.



Japan

In Japan, medicines of new chemical entities are generally afforded eight years of data exclusivity for approved indications and dosage. Patents on pharmaceutical
products are enforceable. Generic copies can receive regulatory approval after data exclusivity and patent expirations. As in the U.S., patents in Japan may be
extended to compensate for the patent term lost during the regulatory review process.

In general, Japanese law treats chemically-synthesized and biologically-derived drugs the same with respect to intellectual property and market exclusivity.
Rest of the World

In countries outside of the U.S., the EU and Japan, there is a wide variety of legal systems with respect to intellectual property and market exclusivity of
pharmaceuticals. Most other developed countries utilize systems similar to either the U.S. or the EU. Among developing countries, some have adopted patent laws
and/or regulatory exclusivity laws, while others have not. Some developing countries have formally adopted laws in order to comply with WTO commitments, but
have not taken steps to implement these laws in a meaningful way. Enforcement of WTO actions is a long process between governments, and there is no assurance
of the outcome. Thus, in assessing the likely future market exclusivity of our innovative drugs in developing countries, we take into account not only formal legal
rights but political and other factors as well.

The following chart shows our key products together with the year in which the earliest basic exclusivity loss (patent rights or data exclusivity) occurred or is
currently estimated to occur in the U.S., the EU and Japan. We also sell our pharmaceutical products in other countries; however, data is not provided on a country-
by-country basis because individual country revenues are not significant outside the U.S., the EU and Japan. In many instances, the basic exclusivity loss date listed
below is the expiration date of the patent that claims the active ingredient of the drug or the method of using the drug for the approved indication, if there is only
one approved indication. In some instances, the basic exclusivity loss date listed in the chart is the expiration date of the data exclusivity period. In situations where
there is only data exclusivity without patent protection, a competitor could seek regulatory approval by submitting its own clinical study data to obtain marketing
approval prior to the expiration of data exclusivity.

We estimate the market exclusivity period for each of our products for the purpose of business planning only. The length of market exclusivity for any of our
products is impossible to predict with certainty because of the complex interaction between patent and regulatory forms of exclusivity and the inherent
uncertainties regarding patent litigation. There can be no assurance that a particular product will enjoy market exclusivity for the full period of time that appears in
the estimate or that the exclusivity will be limited to the estimate.

Generally, the estimated LOE in the table below pertains to RDP or the Composition of Matter (COM) patent expiration for the respective products and patent term
restoration (PTR) if granted.

Estimated LOE

U.S. EU @ Japan
Prioritized Brands
Opdivo (nivolumab) 2028 2030 2031
Eliquis (apixaban) 2026 2026 2026
Orencia (abatacept) 2021 2021 2019
Sprycel (dasatinib) 2020 © R 2021
Yervoy (ipilimumab) 2025 2026 2025
Empliciti (elotuzumab) 2029 2029 2029
Established Brands
Reyataz (atazanavir sulfate) Franchise Expired 2019 2019
Hepatitis C Franchise @ 2028 2027 2028

- In December 2018, the EPO's Opposition Division upheld the validity of the patent directed to the use of dasatinib to treat CML, which expires in 2024. Refer to “Item 8. Financial
Statements and Supplementary Data—Note 18 . Legal Proceedings and Contingencies” for more information.

(a) In EU countries where there is no granted PTR, the LOE is based on the COM patent or RDP expiry which is 2026 for Opdivo , 2022 for Eliquis , 2020 for Yervoy, and 2026 for Empliciti .

(b) BMS is not aware of an Orencia biosimilar on the market in the U.S., EU or Japan. For the U.S. and the EU, estimated LOE dates are based on method of use patents that expires in 2021.
Formulation and additional patents expire in 2026 and beyond.

(c) In 2013, BMS entered into a settlement agreement with Apotex regarding a patent infringement suit covering the monohydrate form of dasatinib whereby Apotex can launch its generic
dasatinib monohydrate aNDA product in September 2024, or earlier in certain circumstances.

(d) Hepatitis C Franchise relates to products containing daclatasvir. The LOE dates in the U.S. and EU do not reflect pending PTRs.



Research and Development

R&D is critical to our long-term competitiveness. We concentrate our R&D efforts in the following disease areas with significant unmet medical needs: oncology,
including 10; immunoscience with priorities in psoriasis, lupus, RA and inflammatory bowel disease; cardiovascular with priority in heart disease; and fibrotic
disease with priorities in lung (IPF) and liver (NASH). We also continue to analyze and may selectively pursue promising leads in other areas. Our R&D pipeline
includes potential medicines in various modalities that are mostly small (chemically manufactured) molecules and large (protein) molecules—also known as
biologics—but also include millamolecules, antibody drug conjugates, and gene therapies. In addition to discovering and developing new molecular entities, we
look for ways to expand the value of existing products through new indications and formulations that can provide additional benefits to patients.

In order for a new drug to reach the market, industry practice and government regulations in the U.S., the EU and most foreign countries provide for the
determination of a drug’s effectiveness and safety through preclinical tests and controlled clinical evaluation. The clinical development of a potential new drug
typically includes Phase I, Phase II and Phase III clinical studies that have been designed specifically to support an NDA for a particular indication, assuming the
studies are successful.

Phase I clinical studies involve a small number of healthy volunteers or patients suffering from the indicated disease to test for safety and proper dosing. Phase II
clinical studies involve a larger patient population to investigate side effects, efficacy and optimal dosage of the drug candidate. Phase III clinical studies are
conducted to confirm Phase II results in a significantly larger patient population over a longer term and to provide reliable and conclusive data regarding the safety
and efficacy of a drug candidate. Although regulatory approval is typically based on the results of Phase III clinical studies, there are times when approval can be
granted based on data from earlier studies.

We consider our registrational studies to be our significant R&D programs. These programs may include both investigational compounds in Phases II and III
development for initial indications and marketed products that are in development for additional indications or formulations. Expanding our currently marketed
products, particularly Opdivo in combination with Yervoy and other agents in both first and second-line therapy with new indications, is a substantial portion of our
R&D program strategy.

Drug development is time consuming, expensive and risky. The R&D process typically takes about fourteen years, with approximately two and a half years often
spent in Phase 111, or late-stage, development. On average, only about one in 10,000 molecules discovered by pharmaceutical industry researchers proves to be both
medically effective and safe enough to become an approved medicine. Drug candidates can fail at any stage of the process, and even late-stage product candidates
sometimes fail to receive regulatory approval. According to the KMR Group, based on industry success rates from 2013-2017, approximately 92% of small
molecules that enter Phase I development fail to achieve regulatory approval. Small molecules that enter Phase II development have a failure rate of approximately
81% while approximately 32% fail Phase III development. For biologics, the failure rate is approximately 90% from Phase I development, approximately 78%
from Phase II development and approximately 20% from Phase III development.

Total R&D expenses include the costs of discovery research, preclinical development, early-stage and late-stage clinical development, drug formulation, post-
commercialization and medical support of marketed products, proportionate allocations of enterprise-wide costs and upfront and contingent milestone payments for
licensing and acquiring assets. R&D expenses were $6.3 billion in 2018 , $6.5 billion in 2017 and $5.0 billion in 2016 , including license and asset acquisition
charges of approximately $1.1 billion in 2018 and 2017 and $440 million in 2016 . At the end of 2018 , we employed approximately 7,700 people in R&D and
related support activities, including a substantial number of physicians, scientists holding graduate or postgraduate degrees and higher-skilled technical personnel.

We manage our R&D programs on a product portfolio basis, investing resources in each stage of R&D from early discovery through late-stage development. We
continually evaluate our portfolio of R&D assets to ensure that there is an appropriate balance of early-stage and late-stage programs to support the future growth
of the Company. Spending on our late-stage development programs represented approximately 35-45% of our annual R&D expenses in the last three years. Opdivo
is the only individual investigational compound or marketed product to represent 10% or more of our R&D expenses in any of the last three years.

As part of our operating model evolution, our R&D geographic footprint will significantly transform to foster speed and innovation in the future. The
transformation involves the closing of our Hopewell, New Jersey and Wallingford, Connecticut R&D sites accompanied by additional investment in the expansion
and opening of others. For example, we are expanding our Lawrenceville, New Jersey and Redwood City, California sites and opened a new R&D facility in
Cambridge, Massachusetts in 2018. We supplement our internal drug discovery and development programs with alliances and collaborative agreements which help
us bring new molecular agents, capabilities and platforms into our pipeline. Management continues to emphasize leadership, innovation, productivity and quality as
strategies for success in our R&D activities.



Listed below are our investigational compounds that we have in clinical studies as well as the approved and potential indications for our marketed products in the
related therapeutic area as of January 1, 2019. Whether any of the listed compounds ultimately becomes a marketed product depends on the results of clinical
studies, the competitive landscape of the potential product’s market, reimbursement decisions by payers and the manufacturing processes necessary to produce the
potential product on a commercial scale, among other factors. There can be no assurance that we will seek regulatory approval of any of these compounds or that, if
such approval is sought, it will be obtained. There is also no assurance that a compound which gets approved will be commercially successful. At this stage of
development, we cannot determine all intellectual property issues or all the patent protection that may, or may not, be available for these investigational
compounds.

ONCOLOGY
OPDIVO + OPDIVO + OPDIVO + OPDIVO +
--Solid Tumors & --1L CRC --1L Glioblastoma --1L BRAF wild-type Metastatic
Hematologic --Non-Hodgkin Lymphoma (Diffuse ~ --1L HCC Melanoma
Malignancies Large B-cell Lymphoma) 1L Head & Neck --Adjuvant Melanoma

OPDIVO + + YERVOY
+

--Solid Tumors

--Non-Hodgkin Lymphoma
(Follicular Lymphoma)

--1L Head & Neck Locally
Advanced

--Advanced Hodgkin Lymphoma
--Melanoma across BRAF status

Relatlimab + A ~Ovarian * , --2L Esophageal --Mesothelioma
—-Solid Tumors & ——Pan.Tu.mor TMB High --Adjuvant Bladder --Previously treated advanced
Hematologic --Pediatric --Adjuvant RCC
Malignancies --Primary Testicular Lymphoma Esophageal/Gastroesophageal --Previously treated Gastric
NLRP3 Agonist? OPDIVO + A --Adjuvant Gastric cancer (JPN)
--Solid Tumors --Solid Tumors --Adjuvant HCC --Previously treated HCC
Anti-TIM-34 OPDIVO + + YERVOY + —-Adjuvant RCC "E;Z\Q%‘f\lééfated Metastatic
--Solid Tumors -—~Prostate ~NSCLC Neoadjuvant --Previously treated Metastatic
HuMax-IL8A OPDIVO + +YERVOY+ * --Refractory Hodgkin Melanoma
--Solid Tumors ~-Solid Tumors Lymphoma --Previously treated Metastatic
EP4 + Antagonisth Relatlimab + +OPDIVO + * ~Unresectable NSCLC MSI-High CRC
--Solid Tumors --Solid Tumors OPDIVO + +YERVOY+ --Previously treated Metastatic
CD80/aCD3 Oncolytic IDO + OPDIVO + * --1L Bladder Non-squamous NSCLC
Virus? _-Solid Tumors --1L Esophageal --Previously treated Metastatic
~-Solid Tumors NKTR-214 + +OPDIVO+ A ~1L Gastric Squamous NSCLC ,
Anti-CTLA-4 Probody®  __Solid Tumors --1L Head & Neck --SP(r:eLVCI:OUSW treated Metastatic
--Solid Tumors CCR2/5 Dual Antagonist* ~1L Mesothelioma --Previously treated Metastatic
Anti-ICOSA --Solid Tumors ~1LNSCLC Urothelial
--Solid Tumors Cabiralizumab + 4 ~1L SCLC OPDIVO + + YERVOY +
Anti-CTLA-4 NF~ --Solid Tumors --Adjuvant Melanoma 1L RCC
--Solid Tumors -~Adjuvant RCC --BRAF wild-type Metastatic
Anti-TIGITA --NSCLC EGFR mutant Melanoma
--Solid Tumors OPDIVO + +YERVOY+ + --Melanoma across BRAF status
Anti-CD734 Cabozantinib + --Previously treated Metastatic
_-Solid Tumors --Metastatic RCC MSI-High CRC
BET Inhibitor OPDIVO + + EMPLICITI + YERVOY +
_-Solid Tumors --Multiple Myeloma --Adjuvant Melanoma
OPDIVO + +IDO --Adolescent Metastatic

Ulocuplumab

; Melanoma
--Hematologic --1L Metastatic Melanoma Votastatio Mol
Malignancies --Neoadjuvant Muscle-Invasive ~ —-Vi€tastatic Vielanoma
Bladder Cancer EMPLICITI +
OPDIVO + + NKTR-214 + --Relapsed/Refractory Multiple
--1L Melanoma Myeloma Pomalyst* Combo
—-1LRCC * --Relapsed/Refractory Multiple

Note: Above pipeline excludes clinical collaborations

+ Development Partnership: OPDIVO, YERVOY , Relatlimab, EP4: Ono (our collaboration with Ono also includes other early stage compounds); EMPLICITI :
AbbVie; NKTR-214: Nektar; Cabiralizumab: Five Prime; Cabozantinib: Exelixis

A Trial(s) exploring various combinations

# Partner-run study

Relatlimab +
--1L Melanoma

+ OPDIVO +

Myeloma Revlimid * Combo
SPRYCEL +

--1L CML
EMPLICITI + Pediatric
--1L Multiple Myeloma Revlimid*
Combo --Refractory CML



IMMUNOSCIENCE

ORENCIA

--ldiopathic Inflammatory

Myopathy
--Sjogren’s Disease
TYK2 Inhibitor (1)
--Psoriasis

RORYT TYK2 Inhibitor (1)
--Autoimmune Disease --Autoimmune Diseases
S1P1 Agonist BTK Inhibitor
--Autoimmune Disease -RA

BTK Max

-RA

TYK2 Inhibitor (2)
--Autoimmune Disease

--Switch from Calcineurin
Inhibitor Renal

ORENCIA

--Early RA

--JIA Intravenous
--JIA Subcutaneous
--Psoriatic Arthritis
--RA Auto injector

--RA Intravenous

--RA Subcutaneous
NULOJIX

--De Novo Renal Transplant

TLR 7/8 Antagonist Transplant
--Autoimmune Disease

CARDIOVASCULAR
FPR-2 Agonist Nitroxyl Donor ELIQUIS +

--Pediatric Venous

--Heart Failure --Heart Failure

APJ Agonist Factor Xla Inhibitor +

--Heart Failure --Thrombosis
ELIQUIS +

LPA1 Antagonist
--Fibrosis

--Pediatric Heart Disease

HSP47 +

--Fibrosis

Pegbelfermin (PEG-

FGF21)

--Non-alcoholic
Steatohepatitis

Note: Above pipeline excludes clinical collaborations

+ Development Partnership: ELIQUIS: Pfizer;

Thromboembolism Prevention

FIBROTIC DISEASES

Factor Xla Inhibitor: Janssen; HSP47: Nitto Denko

ELIQUIS +
--Stroke Prevention in Atrial Fibrillation

--Venous Thromboembolism Prevention
Orthopedic Surgery

--Venous Thromboembolism Treatment

As of January 18, 2019, the following potential registrational study readouts for Opdivo are anticipated through 2020:

Tumor

Study Details

Tumor

Study Details

Cancer

Non-Small Cell Lung

CM-227 - Opdivo + Yervoy (1 * line) Part 1a

CM-227 - Opdivo + Yervoy (1 line) Part 1b

Bladder Cancer

CM-901 - Opdivo + Chemo (1 * line)

CM-274 - Opdivo (Adjuvant)

CM-227 - Opdivo + Chemo (1 st line) Part 2

CM-9LA - Opdivo + Yervoy + Chemo (1 * line)

Esophageal Cancer

CM-648 - Opdivo + Yervoy +/- Chemo (1 line)

CM-577 - Opdivo (Adjuvant)

CM-722 - Opdivo + Yervoy (EGFR T790M Mutant)

Renal Cancer

CM-9ER - Opdivo + Chemo (1 * line)

CM-816 - Opdivo + Chemo (Neoadjuvant)

Hepatocellular
Carcinoma

CM-459 - Opdivo (1 ¢ line)

Glioblastoma

CM-548 - Opdivo + Chemo (1 * line Methylated)

CM-498 - Opdivo + Chemo (1 * line Un-methylated)

Head and Neck Cancer

CM-651 - Opdivo + Yervoy (1 % line)

Mesothelioma

CM-743 - Opdivo + Yervoy (1 line)

CM-714 - Opdivo + Yervoy (1 * line)

Melanoma

CM-915 - Opdivo +/- Yervoy (Adjuvant)

| Phase Il

Phase I




Alliances

We enter into alliances with third parties that transfer rights to develop, manufacture, market and/or sell pharmaceutical products. These alliances include licensing,
co-development and co-commercial arrangements as well as joint ventures. When such alliances involve sharing research and development costs, the overall
investment risk to BMS for compounds that do not lead to revenue-generating products is reduced. However, profitability on alliance products is generally lower
because profits from alliance products are shared with our alliance partners via profit sharing or royalties. We actively pursue such arrangements and view alliances
as an important complement to our own discovery, development and commercialization activities.

Our alliance arrangements contain customary early termination provisions following material breaches, bankruptcy or product safety concerns. Such arrangements
also typically provide for termination by BMS without cause. The amount of notice required for early termination generally ranges from immediately upon notice
to 180 days after receipt of notice. Termination immediately upon notice is generally available where the other party files a voluntary bankruptcy petition or if a
material safety issue arises with a product such that the medical risk/benefit is incompatible with the welfare of patients to continue to develop or commercialize
the product. Termination with a notice period is generally available where an involuntary bankruptcy petition has been filed and has not been dismissed, a material
breach by a party has occurred and not been cured or where BMS terminates without cause. Sometimes, BMS's right to terminate without cause may only be
exercisable after a specified period of time has elapsed after the alliance agreement is signed. Our alliances typically do not otherwise contain provisions that
provide the other party the right to terminate the alliance.

We typically do not retain any rights to another party's product or intellectual property after an alliance terminates. The loss of rights to one or more products that
are marketed and sold by us pursuant to an alliance could be material to our results of operations and the loss of cash flows caused by such loss of rights could be
material to our financial condition and liquidity. Alliance agreements may be structured to terminate on specific dates, upon the product's patent expiration date or
without an expiry date. Profit sharing payments typically have no expiration date while royalty payments cease upon LOE, including patent expiration.

Refer to “Item 8. Financial Statements and Supplementary Data—Note 3 . Alliances” for further information on our most significant alliance agreements as well as
other alliance agreements.

Marketing, Distribution and Customers

We promote the appropriate use of our products directly to healthcare professionals and organizations such as doctors, nurse practitioners, physician assistants,
pharmacists, technologists, hospitals, PBMs and MCOs. We also provide information about the appropriate use of our products to consumers in the U.S. through
direct-to-consumer print, radio, television and digital advertising and promotion. In addition, we sponsor general advertising to educate the public about our
innovative medical research and corporate mission. For a discussion of the regulation of promotion and marketing of pharmaceuticals, refer to “—Government
Regulation” below.

Through our field sales and medical organizations, we explain the risks and benefits of the approved uses of our products to medical professionals. We work to
gain access for our products on formularies and reimbursement plans (lists of recommended or approved medicines and other products), including Medicare Part D
plans, by providing information about the clinical profiles of our products. Our marketing and sales of prescription pharmaceuticals is limited to the approved uses
of the particular product, but we continue to develop scientific data and other information about potential additional uses of our products and provide such
information as scientific exchange at scientific congresses or we share information about our products in other appropriate ways, including the development of
publications, or in response to unsolicited inquiries from doctors, other medical professionals and MCOs.

Our operations include several marketing and sales organizations. Each product marketing organization is supported by a sales force, which may be responsible for
selling one or more products. We also have marketing organizations that focus on certain classes of customers such as managed care entities or certain types of
marketing tools, such as digital or consumer communications. Our sales forces focus on communicating information about new approved products or uses, as well
as approved uses of established products, and promotion to physicians is increasingly targeted at physician specialists who treat the patients in need of our
medicines.

Our products are sold principally to wholesalers, specialty distributors, and to a lesser extent, directly to distributors, retailers, hospitals, clinics, government
agencies and pharmacies. Refer to “Item 8. Financial Statements and Supplementary Data—Note 2 . Revenue” for gross revenues to the three largest
pharmaceutical wholesalers in the U.S. as a percentage of our global gross revenues.

Our U.S. business has DSAs with substantially all of our direct wholesaler and distributor customers that allow us to monitor U.S. wholesaler and distributor
inventory levels and requires those wholesalers and distributors to maintain inventory levels that are no more than one month of their demand. The DSAs,
including those with our three largest wholesalers, expire in December 2020 subject to certain termination provisions.



Our non-U.S. businesses have significantly more direct customers. Information on available direct customer product level inventory and corresponding out-
movement information and the reliability of third-party demand information varies widely. We limit our direct customer sales channel inventory reporting to where
we can reliably gather and report inventory levels from our customers.

In a number of countries outside of the U.S., we contract with distributors to support certain products. The services provided by these distributors vary by market,
but may include distribution and logistics; regulatory and pharmacovigilance; and/or sales, advertising or promotion. Sales in these distributor-based countries
represented approximately 1% of the Company’s total revenues in 2018 .

Competition

The markets in which we compete are generally broad based and highly competitive. We compete with other worldwide research-based drug companies, many
smaller research companies with more limited therapeutic focus and generic drug manufacturers. Important competitive factors include product efficacy, safety and
ease of use, price and demonstrated cost-effectiveness, marketing effectiveness, product labeling, customer service and R&D of new products and processes. Sales
of our products can be impacted by new studies that indicate a competitor’s product is safer or more effective for treating a disease or particular form of disease
than one of our products. Our revenues also can be impacted by additional labeling requirements relating to safety or convenience that may be imposed on products
by the FDA or by similar regulatory agencies in different countries. If competitors introduce new products and processes with therapeutic or cost advantages, our
products can be subject to progressive price reductions, decreased volume of sales or both.

Advancements in treating cancer with 1O therapies continue to evolve at a rapid pace. Our 10 products, particularly Opdivo , operate in a highly competitive
marketplace. In addition to competing for market share with other 10 products in approved indications such as lung cancer and melanoma, we face increased
competition from existing competing 10 products that receive FDA approval for additional indications and for new 1O agents that receive FDA approval and enter
the market. Furthermore, as therapies combining different IO products or IO products with existing chemotherapy or targeted therapy treatments are investigated
for potential expanded approvals, we anticipate that our IO products will continue to experience intense competition.

Another competitive challenge we face is from generic pharmaceutical manufacturers. In the U.S. and the EU, the regulatory approval process exempts generics
from costly and time-consuming clinical studies to demonstrate their safety and efficacy, allowing generic manufacturers to rely on the safety and efficacy of the
innovator product. As a result, generic pharmaceutical manufacturers typically invest far less in R&D than research-based pharmaceutical companies and therefore
can price their products significantly lower than branded products. Accordingly, when a branded product loses its market exclusivity, it normally faces intense
price competition from generic forms of the product. Upon the expiration or loss of market exclusivity on a product, we can lose the major portion of that product's
revenue in a very short period of time.

After the expiration of exclusivity, the rate of revenue decline of a product varies by country. In general, the decline in the U.S. market is more rapid than in most
other developed countries, though we have observed rapid declines in a number of EU countries as well. Also, the declines in developed countries tend to be more
rapid than in developing countries. The rate of revenue decline after the expiration of exclusivity has also historically been influenced by product characteristics.
For example, drugs that are used in a large patient population (e.g., those prescribed by key primary care physicians) tend to experience more rapid declines than
drugs in specialized areas of medicine (e.g., oncology). Drugs that are more complex to manufacture (e.g., sterile injectable products) usually experience a slower
decline than those that are simpler to manufacture.

In certain countries outside the U.S., patent protection is weak or nonexistent and we must compete with generic versions shortly after we launch our innovative
products. In addition, generic pharmaceutical companies may introduce a generic product before exclusivity has expired, and before the resolution of any related
patent litigation. For more information about market exclusivity, refer to “—Products, Intellectual Property and Product Exclusivity.”

We believe our long-term competitive position depends upon our success in discovering and developing innovative, cost-effective products that serve unmet

medical needs, along with our ability to manufacture products efficiently and to market them effectively in a highly competitive environment.
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Pricing, Price Constraints and Market Access

Our medicines are priced based on a number of factors, including the value of scientific innovation for patients and society in the context of overall health care
spend, economic factors impacting health care systems’ ability to provide appropriate and sustainable access and the necessity to sustain our investment in
innovation platforms to address serious unmet medical needs. Central to price is the clinical value that this innovation brings to the market, the current landscape of
alternative treatment options and the goals of ensuring appropriate patient access to this innovation and sustaining investment in creative platforms. We continue to
explore new pricing approaches to ensure that patients have access to our medicines. Enhancing patient access to medicines is a priority for us. We are focused on
offering creative tiered pricing, voluntary licensing, reimbursement support and patient assistance programs to optimize access while protecting innovation;
advocating for sustainable healthcare policies and infrastructure, leveraging advocacy/payer’s input and utilizing partnerships as appropriate; and improving access
to care and supportive services for vulnerable patients through partnerships and demonstration projects. An important factor on which the pricing of our medicines
depends is government regulation. We have been subject to increasing international and domestic efforts by various governments to implement or strengthen
measures to regulate pharmaceutical market access and product pricing and payment. While we operate globally in countries that have robust government-
mandated, cost-containment programs, efforts to control the costs and to manage the use of our products remain strong in certain markets outside of the U.S. In the
U.S., we are required to provide discounted pricing rebates to the federal government and respective state governments on purchases of pharmaceutical products
under various federal and state healthcare programs. Federal government officials and legislators continue to face intense pressure from the public to manage the
perceived high cost of pharmaceuticals and have responded by pursuing legislation and rules that would further reduce the cost of drugs for which the federal
government pays. We are also monitoring efforts by states, including laws that have recently been enacted in California, Vermont, Nevada and New York, that are
focused on providing drug pricing transparency, seeking additional rebates and limiting state spending on drugs. These international, federal and state legislative
and regulatory developments could create new constraints on our ability to set prices and/or impact our market access in certain areas. For further discussion on the
pricing pressure and its risk, refer to “Item 1A. Risk Factors.”

The growth of MCOs in the U.S. such as Optum (UHC), Silver Scripts (CVS) and Express Scripts (ESI), is also a major factor in the healthcare marketplace. Over
half of the U.S. population now participates in some version of managed care. MCOs can include medical insurance companies, medical plan administrators,
health-maintenance organizations, Medicare Part D prescription drug plans, alliances of hospitals and physicians and other physician organizations. Those
organizations have been consolidating into fewer, larger entities, thus enhancing their purchasing strength and importance to us.

To successfully compete for business with MCOs, we must often demonstrate that our products offer not only medical benefits but also cost advantages as
compared with other forms of care. Most new products that we introduce compete with other products already on the market or products that are later developed by
competitors. As noted above, generic drugs are exempt from costly and time-consuming clinical studies to demonstrate their safety and efficacy and, as such, often
have lower costs than brand-name drugs. MCOs that focus primarily on the immediate cost of drugs often favor generics for this reason. Many governments also
encourage the use of generics as alternatives to brand-name drugs in their healthcare programs. Laws in the U.S. generally allow, and in many cases require,
pharmacists to substitute generic drugs that have been rated under government procedures to be essentially equivalent to a brand-name drug. The substitution must
be made unless the prescribing physician expressly forbids it.

Exclusion of a product from a formulary can lead to its sharply reduced usage in the MCO patient population. Consequently, pharmaceutical companies compete
aggressively to have their products included. Where possible, companies compete for inclusion based upon unique features of their products, such as greater
efficacy, better patient ease of use or fewer side effects. A lower overall cost of therapy is also an important factor. Products that demonstrate fewer therapeutic
advantages must compete for inclusion based primarily on price. We have been generally, although not universally, successful in having our major products
included on MCO formularies.

In many markets outside the U.S., we operate in an environment of government-mandated, cost-containment programs. In these markets, a significant portion of
funding for healthcare services and the determination of pricing and reimbursement for pharmaceutical products are subject to either direct government control at
the point of care or governments having significant power as large single payers. As a result, our products may face restricted access by both public and private
payers and may be subject to assessments of comparative value and effectiveness against competitive products. Several governments have placed restrictions on
physician prescription levels and patient reimbursements, emphasized greater use of generic drugs and/or enacted across-the-board price cuts or rebate schemes as
methods of cost control. In most EU countries, for example, the government regulates pricing of a new product at launch often through direct price controls,
international price comparisons, controlling profits and/or reference pricing. In other EU markets, such as Germany, the government does not set pricing
restrictions at launch, but pricing freedom is subsequently limited. Companies may also face significant delays in market access for new products, mainly in
France, Spain, Italy and Belgium, and more than a year can elapse before new medicines become available to patients in the market. Additionally, member states of
the EU have regularly imposed new or additional cost containment measures for pharmaceuticals such as volume discounts, cost caps, cost sharing for increases in
excess of prior year costs for individual products or aggregated market level spending, outcome-based pricing schemes and free products for a portion of the
expected therapy period. In recent years, Ital