


This document contains forward-looking statements within the meaning of the Private Securities Litigation Reform Act of 1995, as amended. The words “believe,” “may,” “will,” “estimate,” “continue,”
“anticipate,” “intend,” “expect,” “initiate,” “could,” “would,” “project,” “plan,” “potentially,” “preliminary,” “likely,” and similar expressions are intended to identify forward-looking statements, although
not all forward-looking statements contain these words. Forward-looking statements include express or implied statements relating to, among other things: continued investor confidence in atai’s
platform and its potential to serve the growing mental health crisis; the success, cost and timing of development of our product candidates; and our business strategy and plans. The forward-looking
statements in this press release are neither promises nor guarantees, and you should not place undue reliance on these forward-looking statements because they involve known and unknown risks,
uncertainties, and other factors, many of which are beyond our control and which could cause actual results, levels of activity, performance or achievements to differ materially from those expressed or
implied by these forward-lookingstatements.

We have based these forward-looking statements largely on our current expectations and projections about future events and trends that we believe may affect our financial condition, results of
operations, business strategy, short-term and long-term business operations and objectives, and financial needs. These forward-looking statements are subject to a number of risks, uncertainties, and
assumptions, including without limitation the important factors described in the section titled “Risk Factors” in our final prospectus, dated June 17, 2021, filed with the Securities and Exchange Commission
(“SEC”)pursuant to Rule 424(b) under the Securities Act, and in our other filings with the SEC, that may cause our actual results, performance or achievements to differ materially and adversely from those
expressed or implied by the forward-looking statements. Any forward-looking statements made herein speak only as of the date of this press release, and you should not rely on forward-looking
statements as predictions of future events. Although we believe that the expectations reflected in the forward-looking statements are reasonable, we cannot guarantee that the future results,
performance, or achievements reflected in the forward-looking statements will be achieved or will occur. We disclaim any obligation or undertaking to update or revise any forward-looking statements
contained herein, which speak only as of the date on which they are made. Unless the context otherwise requires, all references herein to “we,” “us,” “our,” “ATAI” or the “Company” refer to ATAI Life
Sciences N.V. and its consolidated subsidiaries. This document is not an offer to buy or sell any security.
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Mental health disorders have become one of largest global health burdens. Despite the 
unmet patient need, innovations remain limited.

As a response to the technical risks associated with CNS drug development, atai focuses 
on compounds with prior evidence in humans.

Our platform consists of 11 drug development programs and 6 enabling technologies, 
focusing on differentiated, potentially disease-modifying therapies.

Validation of atai’s operating model: IPO of COMPASS Pathways and Otsuka partnership 
with Perception.

We have a team of more than 200 highly experienced FTEs / consultants across our 
platform, and a strong cash position of approx. $430M.

We employ a decentralized drug development process, leveraging the atai team and our 
enabling technologies to aim for improved safety, efficacy and probability of clinical 
success across our pipeline.
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Affiliate Company1Lead Compound Lead Indication Preclinical Phase 1 Phase 2 Phase 3

PCN-101/R-ketamine Treatment-Resistant Depression Perception Neuroscience

DMX-1002/Ibogaine Opioid Use Disorder DemeRx IB

RL 007/Compound2 Cognitive Impairment 
Associated with Schizophrenia

Recognify Life Sciences

GRX-917/Deuterated 
etifoxine Generalized Anxiety Disorder GABA Therapeutics

NN-101/N-acetylcysteine Mild Traumatic Brain Injury Neuronasal

KUR-101/Deuterated 
mitragynine Opioid Use Disorder Kures

EMP-01/MDMA derivative Post-Traumatic Stress Disorder EmpathBio

RLS-01/Salvinorin A Treatment-Resistant Depression Revixia Life Sciences

VLS-01/DMT Treatment-Resistant Depression Viridia Life Sciences

LIMITED TO EQUITY INTEREST
Developing COMP360 therapy, with psychological support from special trained therapists, for treatment -
resistant depression. Phase 2b topline data read out in Nov’21. COMPASS Pathways

Developing DMX-1001, a formulation of noribogaine, as a potential  at-home maintenance therapy for 
OUD. Preclinical stage DemeRx NB

Note: DMT = N,N-dimethyltryptamine; MDMA = 3,4-Methylenedioxymethamphetamine.
(1)  Perception, Recognify, DemeRx IB and Neuronasal are all variable interest entities; GABA is a non-consolidated VIE with operational involvement through MSA model, including Srinivas Rao serving as CMO; EmpathBio, Revixia and Viridia are wholly-owned subsidiaries; COMPASS Pathways and DemeRx NB 
are non-controlling equity interests.
(2) RL-007 compound is (2R, 3S)-2-amino-3-hydroxy-3-pyridin-4-yl-1-pyrrolidin-1-yl-propan-1-one(L)-(+) tartrate salt.
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The Opportunity of Cognitive Impairment 
in Schizophrenia (CIAS):  Major Cause of 
Disability With No Approved Treatment
Richard Keefe, PhD
CEO, WCG VeraSci
Professor, Duke University Medical Center
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Disclosure

Dr. Keefe is CEO of WCG VeraSci, a for-profit company that provides support for over 100 commercial and 

academic entities, most of which are drug companies doing clinical trials, and includes atai/Recognify, 

Boehringer-Ingelheim, Sunovion, and Neurocrine, which are mentioned in this presentation
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Worldwide, Schizophrenia is A Leading Cause of 
Disability 

World Health Organization. The World Health Report 2001. Mental Health: New Understanding, New Hope. 

Geneva, Switzerland: World Health Organization; 2001. 

Unipolar depressive disorders

Alcohol-use disorders

Schizophrenia

Iron-deficiency anemia

Bipolar disorder

Hearing loss, adult onset

HIV/AIDS

Chronic obstructive pulmonary disease

Osteoarthritis

Road traffic accidents

Leading global 

causes of years of 

life lived with 

disability in

15- to 44-year-olds
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In a 2012 study of milestone achievements, only 19% had ever achieved all 3 milestones 

(marriage, employment and financial responsibility)6

1http://www.nimh.nih.gov/health/topics/schizophrenia/index.shtml
4Rosenheck et al. Am J Psychiatry. 2006;163(3):411-417.

2http://www.nami.org
5Folsom et al. Am J Psychiatry. 2005;162(2):370-376.

3Tandon et al. Schizophr Res. 2009;110:1-23.
6Harvey et al. J Psychiatry Res. 2012;46:1546-1552.

• Schizophrenia affects about 1% of the general population1

• There are over a dozen medications approved to treat Schizophrenia2 (primarily targeting positive symptoms)

• And yet, functional outcomes remain exceedingly poor in this population

People With Schizophrenia in the United States Rarely 
Marry or Find Jobs and May End Up Homeless at 
Some Point
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In the United States, the economic burden of schizophrenia for 2013 was estimated 

at $155.7 billion:

Excess direct health care costs of $37.7 billion (24%)

Direct non-health care costs of $9.3 billion (6%)

Indirect costs of $117.3 billion (76%)

The largest components were excess costs associated with unemployment (38%), 

productivity loss due to caregiving (34%), and direct health care costs (24%).

Cloutier et al, The economic burden of schizophrenia in the United States in 2013. J Clin Psychiatry 2016;77(6):764-771

The Economic Burden of Schizophrenia 
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Keefe et al, Schiz Res, 2011

Severity and Profile of Cognitive Impairment in 
Schizophrenia
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*Relationship between outcome and summary scores based upon data on file, Dr Michael F Green, and previously presented in Medscape CME Unraveling the complexities of Schizophrenia: 

New targets, new opportunities. http://www.medscape.orgiviewarticle/763725transcript. Accessed April 25, 2014. Green MF, et al. Schizophr Bull. 2000;26(1):119-136. 

Disability in Schizophrenia is Primarily Caused by 
Cognitive Impairment
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Wilk CM, et al. Schizophr Res. 2004;70(2-3):175-186. RBANS: Repeatable Battery for Assessment of Neuropsychological Status
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200+ CIAS treatment trials listed on Clinicaltrials.gov

Amount of investment that is being made in the development of treatments 

and opportunities for success

• NIH spend 25 times more on cancer than on schizophrenia 

• Industry investment in clinical trials in 2017 was $71.5 billion, dwarfs government efforts.  

• There are over 1,000 ongoing clinical trials in cancer for every one in CIAS 

• Progress from phase 1 to the US Food and Drug Administration (FDA) approval is 5.1% for 

cancer indications, very similar to psychiatry at 6.2%. 

Curing cancer is more likely to be more personally tangible and may 

appear to be more morally compelling to investors 

Keefe RSE.  Why are there no approved treatments for Cognitive Impairment in Schizophrenia?  World Psychiatry, 2019; Jun; 18(2): 167-168. (PMID: 31059617).

Why Are There No Approved Treatments for CIAS? 
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FDA clearly recognizes the severity of the unmet need 

and continues to be open to expediting CIAS drug 

development programs

The potential economic gain to society for a successful 

treatment of CIAS is enormous and likely to be 

welcomed by private and government payors.

Positive Developments
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Cognition as a Primary Endpoint

• Boehringer Ingelheim GlyT1 inhibitor

• Biogen positive allosteric modulator (potentiator) of the α-amino-3-hydroxy-5-methyl-4-

isoxazolepropionic acid (AMPA) receptor

• Neurocrine/Takeda Luvadaxistat (Cognition secondary but changing to primary)

• Negative Outcome on Primary Endpoint Measured by the Change from Baseline on the Positive 

and Negative Syndrome Scale/Negative Symptom Factor Score (PANSS NSFS)

• Positive Outcome on Cognitive Assessment Secondary Endpoints Support Potential Further 

Clinical Development of Luvadaxistat

Cognition as Secondary Endpoint

• Several studies but cognition not listed on clinicaltrials.gov

Note that many of these programs have specific mechanisms of action while the Recognify compound has a more 

complex MoA that modulates multiple receptor systems. Other compounds that target multiple receptor systems, such 

as clozapine, have demonstrated powerful efficacy in schizophrenia.

Key Phase 2 and 3 CIAS Programs in Progress
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*p<0.05 vs placebo 

CI, confidence interval; EoT, end of treatment; MCCB, MATRICS Cognitive Consensus Battery; MMRM, mixed model repeated measures; QD, once daily
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Fleischhacker WW,et al. Efficacy and safety of the novel glycine transporter inhibitor BI 425809 once daily in patients with schizophrenia: a double-blind, randomised, placebo-

controlled phase 2 study. Lancet Psychiatry. 2021 Mar;8(3):191-201. doi: 10.1016/S2215-0366(20)30513-7. PMID: 33610228.

Change From Baseline in the MCCB Overall 
Composite T-Score
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In vitro
Enhanced synaptic plasticity✓

In vivo
Broad cognitive efficacy across species✓

Predictive dose modeling
Defined CNS drug exposure cognition relationship✓

Phase 1, CSF concentration
Well behaved PK confirms CNS exposures✓

Phase 1b cognitive challenge
Scopolamine challenge confirm cognition dose range✓

Phase 2a, DPNP
Showed cognitive improvements in metabolic syndrome✓

Phase 2a, CIAS
Confirmed CNS engagement and cognitive signal✓
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Small Large

  Increase only

  Decrease only

  Decrease then increase

  Increase then decrease

E E Variable over time or regions

Small

<-0.10 or >0.10

Large

<-0.15 or >0.15

Nothing

>=-0.10 & <=0.10

±0.05 and ±0.10 for 

1/F slope

F C T P O F C T P O F C T P O F C T P O

Delta (2.0 - 4.0 Hz)     

Theta (4.0 - 8.0 Hz)         

Alpha (8.0 - 12.0 Hz)        

Alpha 1 (8.0 - 10.0 Hz)        

Alpha 2 (10.0 - 12.0 Hz)        E        

Beta (12.0 - 25.0 Hz),  

Beta 1 (12.0 - 15.0 Hz)               

Beta 2 (15.0 - 18.0 Hz)                

Beta 3 (18.0 - 25.0 Hz)    

Alpha Slow wave index (ASI)            

Theta-Beta Ratio (TBR)               

Beta-Alpha Ratio (BAR) EE             

Dominant frequency, frontal (IAF1)

Dominant frequency, occipital (IAF2)

F C T P O F C T P O F C T P O F C T P O

Delta (2.0 - 4.0 Hz)     

Theta (4.0 - 8.0 Hz)      

Alpha (8.0 - 12.0 Hz)               

Alpha 1 (8.0 - 10.0 Hz)               

Alpha 2 (10.0 - 12.0 Hz)                   

Beta (12.0 - 25.0 Hz),      

Beta 1 (12.0 - 15.0 Hz)                 

Beta 2 (15.0 - 18.0 Hz)              

Beta 3 (18.0 - 25.0 Hz)             

Alpha Slow wave index (ASI)                 

Theta-Beta Ratio (TBR)             

Beta-Alpha Ratio (BAR)                   

Dominant frequency, frontal (IAF1)

Dominant frequency, occipital (IAF2)

Endpoint

Cohort 2

(10 mg)

Cohort 3

(20 mg)

Cohort 4

(40 mg)

EC Condition

EO Condition

Cohort 1

(80 mg)

Cohort 4

(40 mg)

Cohort 1

(80 mg)

Endpoint

Cohort 2

(10 mg)

Cohort 3

(20 mg)

Small Large

  Increase only

  Decrease only

  Decrease then increase

  Increase then decrease

E E Variable over time or regions

Small

<-0.10 or >0.10

Large

<-0.15 or >0.15

Nothing

>=-0.10 & <=0.10

±0.05 and ±0.10 for 

1/F slope

| 35



•

•

•

•

•

| 36



•

•

•

•

•

•

•

•

•

•

| 37



-4

-2

0

2

4

6

8

10

HVLT Symbol Coding Category Fluency

10mg 20mg 40mg 80mg

| 38



•
•
•

* Keefe, Harrison, Green, & Nuechterlein
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✓ ✓ ✓

✓ ✓ ✓

✓ ✓ ✓

✓ ✓ ✓
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