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Product information

Name of the medicinal product: Lymphoseek
Applicant: Navidea Biopharmaceuticals Limited

30 Upper High Street

Thame

OX9 3EZ

UNITED KINGDOM e>
Active substance: TILMANOCEPT :\6

\M
International Nonproprietary Name/Common TILMANOCEPT O
Name: XQ
N

Pharmaco-therapeutic group Radiopharmaceutical stic Detection

Agent K
(ATC Code): VO9IA 1
Therapeutic indication: This medicipa duct is for diagnostic use

only.\o
i@ahelled Lymphoseek is indicated for

ging and intraoperative detection of

6)\, sentinel lymph nodes draining a primary

tumour in adult patients with breast cancer,
6 melanoma, or localised squamous cell
carcinoma of the oral cavity.

External imaging and intraoperative evaluation

\ may be performed using a gamma detection
e device.
X QY
Pharmaceutical on} Kit for radiopharmaceutical preparation
StrengthZ ), 250 ug
Rou administration: Intradermal use,Subcutaneous use,
Intratumoral use, Peritumoral use

Packaging: vial (glass)
Package size: 5 vials (multidose)
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1. Background information on the procedure

Submission of the dossier

The applicant Navidea Biopharmaceuticals Limited submitted on 3 December 2012 an application for
Marketing Authorisation to the European Medicines Agency (EMA) for Lymphoseek, through the
centralised procedure under Article 3 (2) (a) of Regulation (EC) No 726/2004. The eligibility to the
centralised procedure was agreed upon by the EMA/CHMP on 30 June 2009.

The applicant applied for the following indication E
This medicinal product is for diagnostic use only.

Lymphoseek is a diagnostic receptor-targeted radiopharmaceutical used in the delineaﬂx d
localisation of lymph nodes. Lymphoseek is used intraoperatively for evaluation of tu -draining lymph
nodes with a handheld gamma detection probe, and may be used for complemen eoperative

external gamma detection-based imaging. \
The legal basis for this application refers to: 0
OZ. T

Article 8.3 of Directive 2001/83/EC - complete and independent appliq@ he applicant indicated that

tilmanocept was considered to be a new active substance. @
The application submitted is composed of administrative infor, complete quality data, non-clinical
and clinical data based on applicants’ own tests and studi or bibliographic literature

substituting/supporting certain test(s) or study(ies). \

O

Information on Paediatric requirements Q

Pursuant to Article 7 of Regulation (EC) No &2006, the application included an EMA Decision(s)

P/0303/2012 on the agreement of a %{lc investigation plan (PIP).

At the time of submission of the apph on, the PIP was not yet completed as some measures were

deferred. K

Information relating t@\yhan market exclusivity

Similarity . Q

Pursuant to Articl@ f Regulation (EC) No. 141/2000 and Article 3 of Commission Regulation (EC) No
847/2000, th icant did not submit a critical report addressing the possible similarity with authorised
orphan meeh products because there is no authorised orphan medicinal product for a condition
related proposed indication.

Applicant’s request for consideration

New active Substance status

The applicant requested the active substance tilmanocept contained in the above medicinal product to be
considered as a new active substance in itself, as the applicant claims that it is not a constituent of a
product previously authorised within the Union
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Scientific Advice

The applicant received Scientific Advice from the CHMP on 24 July 2008 and 19 January 2012. The
Scientific Advice pertained to quality, non-clinical and clinical aspects of the dossier.

Licensing status
A new application was filed in the following countries: USA.

The product was not licensed in any country at the time of submission of the application.

1.1. Manufacturers é

D
Manufacturer responsible for batch release \

Penn Pharmaceutical Services Ltd. ®

23-24 Tafarnaubach Industrial Estate 0
Tredegar, Gwent NP22 3AA
South Wales @

United Kingdom

Steps taken for the assessment of the product : é

The Rapporteur and Co-Rapporteur appointed by the C@ere:

Rapporteur: Greg Markey Co-Rapporteur: Patri@almon
- The application was received by the E%&ecember 2012.
- The procedure started on 30 Januari@} .

- The Rapporteur's first Assessm ort was circulated to all CHMP members on 22 April 2013.
The Co-Rapporteur’s first As@ nt Report was circulated to all CHMP members on 19 April 2013.

- PRAC RMP Advice and ment overview, adopted by PRAC on 16 May 2013.

- During the meetin \30 ay 2013, the CHMP agreed on the consolidated List of Questions to be
sent to the appli he final consolidated List of Questions was sent to the applicant on 31 May
2013. ¢

*
- The ap '&\Cl:ubmitted the responses to the CHMP consolidated List of Questions on 22 August
2013 E }

- T porteurs circulated the Joint Assessment Report on the applicant’s responses to the List of
stions to all CHMP members on 26 September 2013.

- PRAC RMP Advice and assessment overview, adopted by PRAC on 10 October 2013.

- During the CHMP meeting on 24 October 2013, the CHMP agreed on a List of Outstanding Issues to
be addressed in writing by the applicant.

- The applicant submitted the responses to the CHMP List of Outstanding Issues on 15 November
2013.
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- The Rapporteurs circulated the Joint Assessment Report on the applicant’s responses to the List of
Outstanding Issues to all CHMP members on 5 December 2013.

- During the CHMP meeting on 19 December 2013, the CHMP agreed on a 2™ list of outstanding
issues to be addressed in writing by the applicant.

- The applicant submitted the responses to the CHMP 2™ List of Outstanding Issues on 17 February
2014.
- The Rapporteurs circulated the Joint Assessment Report on the applicant’s responses to the 2" List

of Outstanding Issues to all CHMP members on 26 February 2014.

- During the CHMP meeting on 20 March 2014, the CHMP agreed on a 3" List of Outstandlrbsues
to be addressed in writing by the applicant.

- The applicant submitted the responses to the CHMP 3™ List of Outstanding Issu&o August
2014.

- Joint Rapporteur/Co-Rapporteur Assessment Report on the responses p@ by the applicant,
dated 18 September 2014

- During the meeting on 25 September 2014, the CHMP, in the Ilg overall data submitted and
the scientific discussion within the Committee, issued a p03|

Authorisation to Lymphoseek. Q

inion for granting a Marketing

2. Scientific discussion O

2.1. Introduction Q

In patients with breast cancer, melanoma NSCC, and multiple other solid tumor cancers, the ability to
identify whether the cancer has sprea Iy influences patients’ outcomes and future treatment.
Intraoperative lymphatic mappin IL nd lymph node biopsy have been used in cancer patients to
evaluate the association of the t with the lymphatic system and determine whether the primary
tumour has spread to the reg mph nodes. ILM is a procedure whereby a surgeon tracks lymphatic
drainage (anatomic nexu phatlc channels) from a tumour or tumour bed using a visually tracked

colorimetric agent (such% ital blue dye [VBD]) and/or a gamma emitting radiolabelled agent (used in
conjunction with ag@ amera and/or an intraoperative gamma detection probe). Lymph nodes that
are found to cont \n injected agent and express such anatomical connections from the tumour have
the highest In‘e to harbour metastatic disease and are often called ‘sentinel’ lymph nodes (or SLNs).

These lym es may be selectively removed as extended lymphatic dissection is known to result in
signific i creased morbidity in many patients. The pathology assessment of the removed SLNs
com he diagnostic process.

Currently there are two types of agents that are widely employed for mapping lymphatic structures:
1. Radiopharmaceuticals, e.g., Tc 99m-labeled Nanocis, Nanocoll, and sulfur colloid.

2. Colorimetric agents, e.g., VBD, which, worldwide, include but are not limited to Lymphazurin (isosulfan
blue), Patent Blue V, and methylene blue.

Worldwide, the most commonly used agents for ILM mapping in breast cancer and melanoma are Tc
99m-labelled colloids. According to the 2009 European Association of Nuclear Medicine (EANM) and
European Organisation for Research and Treatment of Cancer (EORTC) General Recommendations for
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Sentinel Node Diagnostics the agents most used in Europe are Tc 99m human serum albumin colloids
(including albumin nanocolloid, Nanocoll, and Senti-Scint).

This Centralised application concerns Lymphoseek containing tilmanocept, a diagnostic receptor-targeted
radiopharmaceutical to be used in the delineation and localisation of lymph nodes.

Lymphoseek accumulates in lymphatic tissue by specifically binding to mannose binding receptors (MBRs;
CD206) that reside on the surface of lymph-node resident dendritic cells and macrophages. Lymphoseek
is a wholly synthetic macromolecule consisting of multiple units of diethylenetriaminepentaacetic acid
(DTPA) and mannose, each attached to a 10 kDa dextran backbone. The mannose moieties act as a
substrate for the receptor, and the DTPA serves as a chelating moiety for radiolabelling with Tc-% Itis

claimed that Lymphoseek’s small diameter permits enhanced diffusion into lymphatic channels lood
capillaries, resulting in rapid injection site clearance. Upon entry into the blood, it is claime t the
agent binds to receptors in the liver or is filtered by the kidney and accumulates in the® y bladder.

The Lymphoseek cold kit compromises vials containing tilmanocept (drug substance ge reconstituted
and radiolabelled with Tc-99m, and locally injected near a tumour (i.e., intradg ], subcutaneous
[SC], Intratumoral, or peritumoral [PT] injection). Lymphoseek is not intende&; ystemic/intravenous

(1V) injection
The proposed indication for Lymphoseek (the reconstituted solution fﬁnjgction containing technetium
Tc 99m tilmanocept) was: @

Lymphoseek is a diagnostic receptor-targeted radiop utical used in the delineation and

localisation of lymph nodes. Lymphoseek is used i eratively for evaluation of
tumour-draining lymph nodes with a handheld detection probe, and may be used for

complementary preoperative external gamn‘Getection—based imaging.
The final indication for Lymphoseek was: Q
This medicinal product is for diagno@jxse only.

Radiolabelled Lymphoseek is i @d for imaging and intraoperative detection of sentinel lymph
nodes draining a primary t in adult patients with breast cancer, melanoma, or localised
squamous cell carcinom oral cavity.

External imaging Q@operative evaluation may be performed using a gamma detection

device.
The medicinal produ only be administered by trained healthcare professionals with technical
expertise in perfo and interpreting sentinel lymph node mapping procedures.

The recomm dose is 50 micrograms tilmanocept radiolabelled with technetium Tc 99m at 18.5 MBq
gery or 74 MBq for next day surgery. The dose of 50 micrograms should not be adjusted
ht differences. The total injection amount should not exceed 50 micrograms tilmanocept,

I maximum radioactivity of 74 MBq (2.0 mCi) per dose.

Following reconstitution and labelling, Lymphoseek is intended to be injected in close proximity to the
tumour and used in preoperative gamma detection imaging in conjunction with a stationary gamma
camera (scintigraphy), single photon emissioncomputed tomography (SPECT), or SPECT/computerized
tomography SPECT/CT, and/or intraoperatively in conjunction with a gamma detection probe to localise
sentinel lymph nodes in the lymphatic pathway draining the tumour.

This medicinal product must be radiolabelled before administration to the patient. The radiolabelled
product is a clear, colourless solution with no visible particles. Following radiolabelling, administration can
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be by either intradermal, subcutaneous, intratumoural, or peritumoural injection. For melanoma,
administration is intradermal in single or multiple divided injections. For breast cancer, administration is
intradermal, subareolar (single or multiple divided injections) or peritumoural (multiple divided
injections). For squamous cell carcinoma of the oral cavity, administration is peritumoural (multiple
divided injections).

2.2. Quality aspects

2.2.1. Introduction

The finished product is presented as kit for radiopharmaceutical preparation containing 250 @ograms
*

N\

of tilmanocept as active substance.
Other ingredients are: trehalose, dihydrate, glycine (E640), sodium ascorbate (E30 &nnous chloride

dihydrate (E512), sodium hydroxide (E524), hydrochloric acid (E507), nitroge and water for
injections. \
The product is available in type | glass vial with a butyl rubber stopper s with a flip-off seal.

2.2.2. Active Substance Q@K
O(\

General information

Tilmanocept is a new chemical entity and a novel radio%nostic imaging agent, targeting the
radioisotope, technetium-99m to a mannose-bindi tein that resides on the surface of dendritic cells
and macrophages. Tilmanocept consists of a ma lecule of multiple units of
diethylenetriaminepentaacetic acid (DTPA) annose, each attached synthetically to a dextran
backbone. The mannose acts as a substr the receptor (mannose-binding protein), with the DTPA
99mTec.

serving as a chelating agent for labelli

The chemical name of tilmanocep extran, 3 [(2-aminoethyl)thio]propyl 17-carboxy-10, 13,
16-tris(carboxymethyl)-8-oxo- ia-7, 10, 13, 16-tetraazaheptadec-1-yl
3—[[2—[[1—imino—2—(D—maT) osylthio)ethyllamino]thio]propyl ether and has the following

structure: @
‘\Q

QS
N\
DO
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The structure of tilmanocept is a mixture of many poss@lecular permutations. Techniques that

acquire collective or average based signals such as and FT-IR were used to characterise the active
substance, which are more appropriate than techupi looking at individual components, such as mass
spectrometry.

The active substance, tilmanocept is off- @)o buff-coloured powder. Tilmanocept is very soluble in

groscopic. Since the substance is to be formulated into a
he manufacture of the finished product, its polymorphism was
substance contains approximately 62 glucopyranosyl units, each
chains having further stereo centres. Therefore, it is not possible to

mistry of tilmanocept by typical analytical techniques and this is

water, insoluble in alcohol and moder
true solution prior to lyophilisation
not studied. An average molecul
with 5 stereo centres, with t
determine the absolute st\
acceptable.

The active su is manufactured in one manufacturing site.

Manufacture, ;@rlsatlon and process controls

Tilman e@ synthesised in 4 main steps using commercially available well defined starting materials
wit able specifications.

The mahufacture consists in four conjugation steps, allylation, amination of the allyl conjugate, DPTA
conjugation and mannose conjugation.

The characterisation of the active substance and its impurities are in accordance with the EU guideline on
chemistry of new active substances. Potential and actual impurities were well discussed with regards to
their origin and characterised.

Adequate in-process controls are applied during the synthesis. The specifications and control methods for
intermediate products, starting materials and reagents have been presented.
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Specification

The active substance specification includes tests for appearance, assay (HPLC), bacterial endotoxins (Ph
Eur), impurities (HPLC), heavy metals, identification (FT-IR, 1H-NMR), residual solvents, total aerobic
microbial count (Ph Eur), total combined yeasts and molds count (Ph Eur), amine number (1H-NMR),
DTPA Number (UV spectroscopy), mannose number (HPLC), calculated molecular weight and molecular
mass distribution (GPC).

Impurities present at higher than the qualification threshold according to ICH Q3A were qualified by
toxicological and clinical studies and appropriate specifications have been set.

The analytical methods used have been adequately described and (non-compendial methods)
appropriately validated in accordance with the ICH guidelines.

Batch analysis data (6 pilot scale batches) of the active substance are provided. The resm@ within the
specifications and consistent from batch to batch. O

Stability \Q
Stability data on three production scale batches of active substance from th@,\ﬁosed manufacturer
stored in HDPE bottles, which differ from the proposed commercial packa@ or 24 months under long

term conditions at 25 ©C / 60% RH and for up to 6 months under acceferated conditions at 40 °C / 75%

RH according to the ICH guidelines were provided. @
The following parameters were tested: appearance, assay, i , water content, total aerobic
microbial count, total combined yeasts and moulds, and lar mass distribution.

The stability results indicate that the drug substance mahﬁctured by the proposed supplier is sufficiently
stable. The stability results justify the proposed reé eriod in the proposed container.

2.2.3. Finished Medicinal Produé)\'

Description of the product and Ph eutical development
Lymphoseek is presented as a ly ed solid to be reconstituted with Sodium Pertechnetate 99mTc
Injection to provide a solutio mTc-Lymposeek for intradermal, subcutaneous, and epilesional use.

The formulation contains ﬁp ts (reducing agent, transchelating, bulking, antioxidant and
pH-adjusting agents) ne% ry for the radiolabelling of the product in the radiopharmacy.

The active substan?:\ a powder that is moderately hygroscopic and very water soluble. Evidence of good

physico-chemie I@o lity in aqueous solution is provided. The molecule size allows for rapid clearance
from the inj;&site and for easy passage into capillaries.

All excifi @are well known pharmaceutical ingredients and their quality is compliant with Ph. Eur
-"There are no novel excipients used in the finished product formulation. The list of excipients is
included in section 6.1 of the SmPC.

An overview was provided of the development of the formulation through clinical development. Phase |
studies used a formulation which did not contain trehalose or glycine; upon progression to phase Il and
111 trials, the proposed commercial formulation was chosen.

The starting point for developing the manufacturing process was identifying the critical process
parameters that should be monitored or controlled. These were identified as control of oxygen content
throughout the manufacturing process as the minimisation of oxidation is important to minimise oxidation
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of the excipients stannous chloride dihydrate and sodium ascorbate and control of the pH during
compounding. Presence of oxygen was minimised and pH was controlled during development.

Comprehensive details of the development of the lyophilisation process were presented. These include
reports of low temperature thermal analysis, lyophilisation cycle refinement and optimisation, a process
target confirmation study and boundary studies of the process parameters. Stability batches from these
boundary studies were initiated to confirm the acceptability of the resultant dosage form.

The chosen sterilisation method was aseptic filtration of the bulk solution since sterility assurance cannot
be applied to a dry blend of powders and terminal sterilisation is not possible due to instability of the
excipient stannous chloride dihydrate in aqueous solution.

The differences in the manufacturing process between clinical, stability and proposed commergi ches
were presented. These are minor, with increased control for the commercial batches. T rences
would not be considered to lead to differences in the quality of the product and are sa@

The development of the container closure system was described adequately an d the validated
vial type/size at the various sites used in the development of the product. Th erial (glass and butyl
rubber stopper) remained the same throughout the development. Stability@ s indicated the

compatibility of the product with the primary packaging. Leachables stud@g/ r
it was concluded that in consideration of the intended low dose and thegre ely low levels of leachables,

e described, from which

these are not required to be monitored in routine release or stabili ing.

Container closure integrity was examined using a microbial i st and a dye ingress test. The
applicant carried out dye ingress testing on all stability bat in addition to sterility testing, with the aim
to eventually use integrity testing in lieu of sterility testing®All microbial ingress and dye ingress results

indicated the satisfactory integrity of the proposed c@ainer closure system. Residual moisture in the
proposed stoppers was determined and considerﬁ ciently low as to be acceptable.

Manufacture of the product and proces trols

The manufacturing process and contr @ onventional for an aseptically filled and lyophilized
pharmaceutical product. The manufa process consists of nine main processes: pre-compounding,
compounding, transfer, filtration |ng lyophilization process, capping and vial washing, and
inspection. The process is con o be a non-standard manufacturing process.

Major steps of the manufa uring process have been validated by a number of studies. It has been
demonstrated that the acturlng process is capable of producing the finished product of intended
quality in a reprodﬂ&le anner. The in-process controls are adequate for this type of manufacturing

process.
Product spe@%ﬂon

The fini roduct release specifications include appropriate tests for this kind of dosage form:
appe e (container/closure, lyophilized product, and reconstituted solution), reconstitution time,

solution pH, residual moisture, osmolality, assay (HPLC-CAD), identification (HPLC-CAD), uniformity of
dosage units (Ph Eur), free DTPA (HPLC-DAD), stannous chloride dihydrate content (differential
polarography), sodium ascorbate content (HPLC-DAD), sterility (Ph Eur), bacterial endotoxins ( Ph Eur)
and particulate matter (Ph Eur).

Batch analysis results are provided for 3 commercial scale batches confirming the consistency of the
manufacturing process and its ability to manufacture to the intended product specification. The finished
product is released on the market based on the above release specifications, through traditional final
product release testing
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Stability of the product

Stability data is provided in three primary, two process qualification/characterization, and three process
validation stability batches stored under long-term conditions of 25°C / 60% RH for up 36 months and
under accelerated conditions of 40°C /75% RH for up 6 months. The batches are identical to those
proposed for marketing and were packed in the primary packaging proposed for marketing.

Samples were tested for appearance (container/closure, lyophilized product, reconstituted solution),
reconstitution time, pH, residual moisture, osmolality, potency, radiochemical purity, stannous chloride
dihydrate content, L-ascorbic acid content, sterility, bacterial endotoxins and particulates.

In-use stability was conducted to determine the shelf-life of reconstituted product as determined@ﬂPLC
and ITLC data.

In addition, one batch was exposed to light as defined in the ICH Guideline on Photosté@Testing of
New Drug Substances and Products.

Based on available stability data, the shelf-life and storage conditions as stat(:\@;SmPC are

acceptable. 0

Adventitious agents @

No excipients derived from animal or human origin have been us

2.2.4. Discussion on chemical, pharmac@and biological aspects

Information on development, manufacture and cont f the active substance and finished product has
been presented in a satisfactory manner. The re? tests carried out indicate consistency and
uniformity of important product quality char and these in turn lead to the conclusion that the
product should have a satisfactory and unif@erfcrmance in clinical use.

2.2.5. Conclusions on the ical, pharmaceutical and biological aspects

The quality of this product |s ered to be acceptable when used in accordance with the conditions
defined in the SmPC. Physicoch |cal and biological aspects relevant to the uniform clinical performance
of the product have bee stigated and are controlled in a satisfactory way.

2.2.6. Recer@ndatlon(s) for future quality development

N/A @

2.3. n-clinical aspects

2.3.1. Introduction

Primary pharmacodynamic studies comprise two in vitro studies (NEO3-08, NEO3-10) to evaluate
mannose binding receptor binding in human macrophages, and an in vivo distribution study of
Lymphoseek in rabbits. Safety pharmacology studies comprise two cardiovascular safety studies in
beagle dog. Single-dose toxicity studies were conducted in compliance with GLP. Two single dose toxicity
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studies were conducted in Sprague Dawley rats and a single subcutaneous dose study was conducted in
NZW rabbits. Cardiovascular safety system studies were conducted in the beagle dog.

2.3.2. Pharmacology

Primary pharmacodynamic studies
Three in vitro PD studies (NEO3-08, NEO3-08A, and NEO3-10) have been performed.

Table 1: In Vitro Studies Using Human Biomaterial

Target Receptor Binding

~
Study No. Study Title ’\
NEO3-08 An Integrated Analysis of the In vitro Binding chiC|ty of GMP

Lymphoseek® (Kit for the Preparation of Techneti
for Injection) to Human Mannose Bindi
Macrophages with the Effect of Injection Volu

99m Tilmanocept
eceptor-Expressing
cursion Modelling and

Clinical Results from NEO3-05 Phase 3 of oseek Concordance with
Vital Blue Dye in Breast Cancer and Melal Patients

NEO3-08A In vitro Binding Specificity of GMP-grdde Lymphoseek® (Tilmanocept) to
the Human Mannose Binding or (hMBR) of Viable Human
Macrophages and Confirmation ct Binding to Recombinant hMBR
(rhMBR)

NEO3-10 In vitro Binding Study o anocept with Low and High Mannose
Conjugation; Binding t n Macrophage Mannose Binding Receptor
Proteins

O

The in vitro study (NEO3-08), with living human macrophages, determined a threshold performance
concentration of approximately 1.5 pM foriRitial injection for clinical applications.

The in vitro study (NEO3-08A) show Lymphoseek bound with human Mannose Binding Receptor
(hMBR) on monocyte-derived mac@n e (MDM) cells as determined by Western blot and
autoradiography; and no non- ific binding was observed. In addition, Lymphoseek binding was
evident in recombinant hMBR BR) transfected human embryonic kidney 293 (HEK 293) but not in the
empty vector-transfecte 293 cells. Lymphoseek binding was also shown to be competitively
inhibited by pre-incubati ith unlabelled Lymphoseek. This provided strong evidence that Lymphoseek
selectively binds tc’&ended receptor target, hMBR.

*

A second in v dy (NEO3-10) was conducted to evaluate the effect of varying the number of
mannose per molecule of tilmanocept drug substance on in-vitro binding to human macrophage
hMBRs Usi competitive binding paradigm. Binding efficacy was evaluated for tilmanocept batches
contaim .4, 13.6, and 19.1 mannose moieties/dextran and in a reference standard containing 17.2

mannose moieties/dextran. Relative to these batches, binding efficacy was significantly reduced in the
tilmanocept batch containing 7.4 mannose moieties/dextran, which is well below the lower boundary of
the manufacturing specification range of 12 mannose moieties. From these data, a threshold value for
reduced binding performance was estimated at 11.7 mannose moieties per dextran. In in vitro studies,
technetium Tc 99m tilmanocept exhibited specific and tight binding to human CD206 receptors with a
primary binding site affinity of Kd = 2.76 x x 10-11 M.
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Figure 1: Inhibition of Cy3-tilmanocept binding to macrophages by increasing
concentrations of unlabelled tilmanocept of varying mannose number
(corrected for non-specific binding) — Study NEO3-10
20
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Table 2: Study NEO3-10: AUC summary @
Mannose Number AUC from Figure 1 é

7.4 i5s4.0

136 4353 Q

17.2 3207 Q

19.1 7279 \O

In Vivo Tissue Distribution of [°®Tc]-Lymph n Rabbits (WIL 608002)

Tissue distribution of Tc 99m Lymphoseek \i@aluated in New Zealand White rabbits administered a
dose of approximately 1.4 pg/kg (5 pg/ra nd approximately 140 uCi [5.2 MBq] as a single SC

injection into the distal portion of the h. Animals were euthanized, and blood, urine, and tissue
samples were collected at 0.25, 1,
dose administration, approximat‘rI

ours after dose administration. At 15 minutes and 1 hour after
o of the injected dose of the Tc 99m Lymphoseek equivalents was
found in ipsilateral popliteal I@ ode, indicating rapid absorption in local lymph node tissue, while
none was detected in contralatexal popliteal lymph node. At 3 hours postdose, Tc 99m Lymphoseek
equivalents had decline levels found at the 1 hour time point in blood and all tissues with the
exception of kidney: der contents, and colon contents, demonstrating ongoing systemic clearance.

Secondary Q@codynamic studies

No studies, ting secondary pharmacodynamics were submitted.

Saf rmacology programme

A summary of the single and repeat dose cardiovascular safety is presented in Table 3.
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Table 3: Summary of main findings from the cardiovascular system safety studies

Study 1D Species/Sex/ Dose/Route GLP Major findings
Number/Grou
6]
HR decreased in all (4/4) dogs at 1 min
postdose, and returned to predose rates by 30
min postdose.
Blood pressure showed no treatment-related
trends at 1 or 30 min postdose.
Therlmmune Beagle dog 560 pg/kg -No tre.atmen-t—relate.d changes in .EC
. No including atrioventricular conducti fects or
1146-102 2/sex/group tilmanocept IV

premature atrial or ventricu\ plexes,

observed at 1 or 30 min ose.

Plasma thrombox :d histamine levels

increased at 1 mi ostdose, with return
éso minutes.

towards base@
No effeion rvival or clinical observations.

V_ N
g
QT d %&I decreased 24 h postdose (M, 420
increased 2 h postdose (M, 840 pg /kg
F, 420 pg /kg) within normal limits.

\ Systolic and diastolic BP, MAP, and HR elevated

O

fj;:zzz%é}f\
) 0

Da Saline

K 2: Saline

Gene Logic Beagle dox Day 4: 84 pg/kg
@ tilmanocept Yes
1576-04774 4/sex
’\ Day 6: 420 ug/kg
*\C) tilmanocept
@6 Day 8, 10: 840

Hg/kg
tilmanocept

at 1 min postdose following all doses including

control.

Increased HR in controls, 420 pg /kg (M) and
840 mg/kg (F) at 1 min postdose, and 1 min
and 24 h postdose in M (420 pg /kgO.
Decreased HR in M at 2 h postdose ( saline), at
30 min, 2 h, and 4 h postdose (84 ug/kg), at 30
min and 2 h postdose (840 pg/kg), and for F at
30 min postdose (84 pg/kg). Not considered
related to the test article.

MAP decreased in M at 30 min and 8 h postdose
(840 pg/kg). Decreased systolic and diastolic
blood pressure, MAP, and heart rate were
observed in males at 24 h postdose (420
Hg/kg). Not considered test article-related.

Slight bradycardia or tachycardia was
observed in some ECGs; not considered

biologically significant.

Body temperature was slightly lower at 4 h
postdose (420 pg/kg) for males and was
slightly elevated in females (840 pg/kg).

CHMP assessment report
EMA/CHMP/718908/2014

Page 17/123




Pharmacodynamic drug interactions

The applicant did not submit drug interaction studies.

2.3.3. Pharmacokinetics

The pharmacokinetic studies comprise a pilot pharmacokinetic study in rats, toxicokinetic analysis of
111-Indium labelled tilmanocept at day 1 and 14 of the pivotal repeat-dose studies in rats and dogs, and
a distribution study in rabbits.

The three nonclinical studies that evaluated the PK of labeled tilmanocept formulations and one tEt used

the Tc 99m labeled Lymphoseek drug product are shown in Table 4. @
&

Table 4: Pharmacokinetics Program Overview A\
Study Type and Duration Route Dose =’ Species
Single dose pilot pharmacokinetics @

Single dose, [In 111]-tilmanocept SC 52.5 ug/kgfxo‘ Mongrel dog
Repeated dose toxicity s U

14 days, [In 111]-tilmanocept SC 10.5, 21, ?Q pa/kg Sprague Dawley rat

14 days, [In 111]-tilmanocept SC 10.5, Q 42 ug/kg Mongrel dog
Tissue distribution

‘ .

Single dose, Tc 99m Lymphoseek SC \@mlkg (5 pg/animal) New Zf;t:g?td white

Abbreviation: SC, subcutaneous. O

N\

Pilot Pharmacokinetic Study of lllIn@-Lymphoseek in a Mongrel Dog (Study Batelle
N106921)

This non-GLP pilot study was perf n a single animal. Administration was by single SC injection of
52.5 ug/kg and approximately 1 x 7 MBq] of radioactivity in a volume of 1.0 mL/kg. Cmax was 18.47
ng/mL and was observed at 1 tmax), AUClast was 118.28 hr-ng/mL, and apparent clearance (CL/F)

was 326.49 mL/hr/kg.

14-Day Toxicity,S f 1Y Indium-Lymphoseek in Sprague-Dawley Rats (Study Battelle
N106923)

Study Battell 6923 was conducted to determine the toxicity of tilmanocept (drug substance) when
admlnlste C injection to Sprague Dawley rats for 14 consecutive days. For the TK groups, 23

Is roup were administered 0, 10.5, 21, or 42 pg /kg. At day 1 and 14, ***Indium-tilmanocept
was a istered, and at day 2-13 unlabelled drug was used.

An overall mean (£ SEM, n=12) absorption half-life value of 0.067 + 0.01 hours (approximately 4
minutes) was determined. Observed t,,,, Values were in close agreement with the fitted values, and there
was no apparent dose- or sex-related effect. The group mean fitted t,,,« ranged approximately 7 to 18
minutes. The Cmax and AUC 5 results suggest that doses ranging from 10.5 pg/kg (low dose) to 21
pg/kg (mid dose) to 42 pg/kg (high dose) are in a dose-proportional range for the rat, and repeated
administration did not appear to have inhibitory or inductive effect. The Vd/F was not dependent on sex
or single vs. repeated administration. The overall Vd/F was 1160 £+ 50 mL/kg.
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Elimination was not dependent on the dose, sex, or single vs. repeated administrations so was not
considered saturable. Alpha phase (fast) elimination was well defined for all groups; the overall alpha
half-life was 0.540 + 0.035 hours. The overall beta (slow elimination) half-life (excluding curves with
ill-defined terminal linear phases) was 53.8 + 11.3 hours. The overall central compartment elimination
half-life was 3.10 = 0.70 hours.

Table 5: Summary of Day 1 and Day 14 Toxicokinetic Parameters in Rats After Repeated
Administration of Low, Mid, and High Doses of Tilmanocept (SEM) [N106923]
Males Females

Low Dose Mid Dose High Dose Low Dose Mid Dose High Dose

Parameter (units) (105ug/kg)  (21pglkg)  (42pg/kg) | (105ug/kg) (21 uglkg) (42 ug/kg)
Day 1 ‘6

Fitted Cpax (ng/mL) 12.8 (1.3) 16.5(1.1) 29.1 (3.0) 10.4 (1.0) 12,3 a@ 26.2 (2.4)
Obs Cax (ng/mL) 13.9 (2.0) 17.8 (2.6) 28.6 (4.9) 10.3 (1.3) 1{1\@'45 24.0 (1.3)
Fitted tyax (h) 0.121 (0.062) (8%2) 0.180 (0.059) | 0.301 (0.044“@\(0.070) 0.308 (0.045)
0Obs tya (h) ? 0.167 0.250 0.250 0.500 v 0.167 0.500
AUC,,; (ng-h/mL) ® 20.6 31.7 58.7 17 0‘ 24.2 57.2
Vy/F (mL/kg) 1120 (110) 1040 (120) 1250 (200) 4 (45) 1340 (340) 1110 (240)
CL/F (mL/h/kg) 519 (83) 570 (48) 257 (215) (249) 322 (237) 319 (240)

Fitted C oy (ng/mL) 562(026)  134(L1) 258 (MDN 2 610(043) 1456 (LD) 192 (L2)
Obs Crmye (ng/mL) 5.14(046)  121(07) &@5 5.6 (0.55) 139 (LD) 187210

N
Fitted t, (h) 0.208 (0.028) (8'322) 7(0.030) | 0217 (0.038) 0212 (0.042)  0.259 (0.040)
: e\
ObS tay (h) 2 0.250 o.zgo&\‘ 0.250 0.0833 0.250 0.250
AUC e (ng-NmL) @ 128 ) 635 16.9 225 537
VJF (mLikg) 982 (67) . L1%40)  1310(80) | 1020(120) 1410 (160) 1360 (180)
CL/F (mL/h/kg) 347 (35) 62; (101) [6.01 87.9 (131.3) [2.56 158 (162)
(178.9)]° : : (244.19)]°

e No measure of variabilit:I culated for this observed parameter because of the sparse-sampling study design.
de

e Unreliable parameter € tes are shown in brackets.
Abbreviations: AUC.:, ar he concentration-time curve from time zero to time of last measurable concentration;
Cmax, maximum drug con% ion; CL/F, apparent total clearance of the drug; Obs, observed; SEM, standard error of the
mean; tmax, time to‘re o< Va/F, apparent volume of distribution.

. CD

14-Day ToxiGi dy of *1Indium-Lymphoseek in Mongrel Dogs (Study Battelle N106922)

06922 was conducted to determine the toxicity of tilmanocept (drug substance) when
via SC injection to Sprague Dawley rats for 14 consecutive days. Doses administered were
0, 10: 1 and 42 ug /kg/day. Animals were administered 111Indium-tilmanocept on day 1 and 14.
Blood samples were collected before dosing, 10, 20 and 30 minutes, and 1, 1.5, 2, 4, 6, 8, 12, 24, and 48
hours after dosing. Urine was collected at O to 2, 2 to 6, 6 to 12, 12 to 24, and 24 to 48 hours.

The overall absorption half-life value was approximately 23 minutes. The group mean fitted tmax ranged
from approximately 28 to 66 minutes.

Cmax and AUClast were dose and single vs. repeated dose-dependent, but not sex dependent and
increased proportionally with increasing dose. These findings indicate that doses ranging from 10.5 to 21
pg/kg are in a dose proportional range for the dog.
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The Vd/F was not dependent on sex or single vs. repeated administration. The overall Vd/F was 887 + 62
mL/kg.

Elimination was not dependent on the dose, sex, or single vs. repeated administrations. Elimination was
evaluated using the alpha (fast), beta (slow), and central compartment elimination rate constants and
half-lives (Table 6). The alpha phase was well defined for all groups; the overall alpha half-life was 1.32
=+ 0.04 hours. The overall beta half-life (excluding curves with plateau-like terminal linear phases) was
87.6 + 14.9 hours. The overall central compartment elimination half-life was 6.54 + 0.89 hours.

The overall CL/F was 116 + 13 mL/hr/kg. Peak equivalent concentrations of [In-111]-tilmanocept in the
urine were observed for most male and female groups on Days 1 and 14 during the 2 to 6 hour cellection
interval. Of the total amount of [In 111]-tilmanocept equivalents eliminated by the kidneys, 66

approximately 90% or more was measured in the urine within 24 hours after dosing on Da within
12 hours after dosing on Day 14. The group mean percentage of dose excreted in the Lﬁ'@nged from
26.5% to 43.0%, and the overall mean from all groups was 35.0% =+ 1.6%.

N
>

Q@K
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Table 6: Summary of Day 1 and Day 14 Toxicokinetic Parameters in Dogs After
Repeated Administration of Low, Mid, and High Doses of Tilmanocept
(SEM) [N106922]
Males Females
Parameter Low Dose Mid Dose High Dose Low Dose Mid Dose High Dose
(units) (10.5uglkg)  (21pglkg)  (42pglkg) | (105ugrkg) (21 pglkg) (42 pg/kg)
Day 1

oS | 81050 15604 4708 | 1041 26509 41707
Obs Cmax
(ng/mL) 8.17 (1.58) 15.3 (1.6) 42.8 (1.9) 9.56 (1.59) 33.1(6.6)
(Fr:;ted b 1.10(0.08)  0.864 (0.124) 0.518(0.173) | 0.945 (0.303)  0.461 (0.246) {\(@30 (0.182)

a = -
835 Tmas 1.0 1.0 0.1667 1.0 o‘bﬁ) 1.0
AUC st o
(ng-h/mL) 59.1 (5.1) 95.9 (6.2) 257 (19) 58.1(2.5) ) 246 (38)
Vd/F 'U’
(mL/kg) 988 (180) 871 (82) 596 (131) 617 (SS)K 666 (190) 764 (275)

o 2
CL/F
(mL/hikg) " 155 120 46.4 A% 83.4 169
Da@‘
edCoo | g8y 10602 2163 NT808) 12703 19509
%?mcf)ax 6.80(1.02)  10.5(L.0) 21.@’ 7.15(0.87)  14.6 (3.6) 19.1(1.7)
(F}:';ted L max 0.963 (0.162)  0.969 (0.192) @} (0.025) | 0.889 (0.189) 1.05 (0.14) 1.06 (0.11)
& &
83‘2 T 1.0 1.0 15 1.0 15 1.0
N/

@3%‘721) 518(6.7) 8§ (8.1) 145 (15) 41.8 (2.2) 88.9 (6.1) 141 (15)
XndI/_F/kg) 939 (182}»\ 1110 (210) 1260 (310) 754 (21) 928 (182) 1150 (200)
CLIF T O\

b 1 ) 88.1 158 96.0 50.2 170
(mLkg)® | é@é‘a‘

& Median r \U’for observed T max

b No m

f variability is calculated for groups with less than three values used to calculate the mean.

AUC s, area under the concentration-time curve from time zero to time of last measurable

Abbre 4
co t
SEM, standard error of the mean; tmax, time to reach Cnax; Va/F, apparent volume of distribution.

Tissue Distribution of [°°*™TC] Lymphoseek in Rabbits (WIL 608002)

n; Cmax, Maximum drug concentration; CL/F, apparent total clearance of the drug; Obs, observed;

TC 99m Lymphoseek in PBS was administered in 11 rabbits (7F/4M) by a single bolus SC injection in the
distal portion of the thigh. A single 1.4 pg /kg dose (5 pg/animal) was administered with a resulting

radioactive dose of approximately 140 pCi/animal (the actual dose ranged from 131 to 145 uCi[4.8t0 5.4
MBq]). Blood, urine, and tissue samples were collected at 0.25, 1, and 3 hours postdose.
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In females, TC 99m Lymphoseek equivalents were widely distributed by 0.25 hours postdose, with
highest doses in plasma (7.7%ID), urinary bladder contents (7.7%ID) and injection site skin (6.5%ID).
No analysis was performed in males at this time point. At 1 hour postdose TC 99m Lymphoseek
equivalents increased substantially at the injection site in females (33.6%I1D) and males (24.1%ID)
relative to values in females at 0.25 hours postdose. Urinary contents (14.62 and 8.07 %ID in males and
females), kidneys (5.86 and 6.67%ID in males and females), and liver (5.28 and 6.66 %ID in male and
females) amounts all increased relative to values in females at the 0.25 hour time point, whereas plasma
levels appeared to decline. By 3 hours postdose, the highest fraction of dose was present in the urinary
bladder contents (34.7%ID in males, 27.4%ID in females). This, in conjunction with moderately elevated
levels in the kidneys, indicates urinary excretion is an important route of elimination of Tc 99m
Lymphoseek. %ID also increased in gastrointestinal tract, but accounted for <3%ID at any of é&me
points evaluated. Liver values were highest at approximately 6%ID at the 1 hour time poin
decreased to approximately 4%ID at 3 hours after dosing. Approximately 1%ID was fouﬂ\ e draining
e

left popliteal lymph node at each time point evaluated, while little to none was found ight popliteal
lymph node or in either left or right axillary lymph nodes at any time point. Qb

>

QQ}
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Table 7: Percentages of the Injected Dose (SD) of Tc 99m Lymphoseek in Selected Tissues
of Rabbits at 0.25, 1, and 3 Hours After a Single Subcutaneous Injection of
5 pg/Zanimal (approximately 1.4 ng/kg) [WIL 608002]
Mean %ID (SD)
0.25 hours postdose 1 hour postdose 3 hours postdose
Tissue YE FP YE FP M? FP°
;rlll'iff“o” site na | 654(7.03) | 24.10(30.62) | 33.64(6.46) | 16.17 (4.64) 23.45 (11.42)
Plasma n/a 7.71(0.43) 5.89 (1.88) 5.10 (0.73) 3.64 (0.26) 3.12 (0.30)
ﬁ:ﬁg r‘;e" nfa | 1.92(0.35) 1.28 (0.47) 1.19 (0.03) 0.79 (0.07) 0.70 (0.18)
(L:’Jr‘]';:;{sb'add” nfa | 7.67(1051) | 14.62(7.27) | 807(829) | 34.72(15.70) ‘2,67.41 (5.90)
Urinary bladder nla 0.05 (0.03) 0.14 (0.08) 0.10 (0.01) 0.29 (0.12)@ 0.08 (0.00)
Kidneys nla 2.81(0.75) 5.86 (3.41) 6.67 (0.87) 8.34 mj\' 6.32 (0.97)
Liver nla 2.78 (1.06) 5.28 (3.15) 6.66 (0.18) 5.1040.88) 3.83(0.74)
i A
Left popliteal nfa | 0.68(0.78) 0.90 (0.44) 0.28 (0.21) Q (1.42) 0.00 (0.00)
lymph node 0’
Right popliteal nfa | 0.00(0.00) 0.00 (0.00) " 0.00 (0.00) 0.00 (0.00)
lymph node
Left axillary / 0.00 (0.00 0.00 (0.00 0.00 (0.15 0.20 (0.08
iymph node n/a .00 (0.00) .00 (0.00) .00 (0.15) .20 (0.08)
Right axillary / 0.00 (0.00 0.00 (0.00 0.00 (0.00 0.00 (0.00
lymph node n/a .00 (0.00) .00 (0.00) .00 (0.00) .00 (0.00)
Stomach contents n/a 0.65 (0.63) 0.08 (0.03)(\ 0.34 (0.18) 0.26 (0.26) 0.14 (0.12)
Stomach n/a 0.33 (0.05) 0.20 (0.12%*] 0.30 (0.01) 0.21 (0.05) 0.14 (0.09)
Colon n/a 0.62 (0.09) 0.69 ) 0.93 (0.00) 0.89 (0.26) 0.80 (0.08)
Colon contents n/a 0.04 (0.01) 04310.09) 0.21 (0.19) 1.30 (0.51) 1.28 (0.46)
Small intestine n/a 0.40 (0.04) &37 (0.12) 0.57 (0.07) 0.35 (0.11) 0.31 (0.04)
Small Intestine nfa | 0.09(0Q0 0.11(007) | 032(0.07) | 0.4(0.01) 0.1 (0.01)
Lung n/a 0.43 (0108 0.26 (0.15) 0.22 (0.10) 0.20 (0.00) 0.19 (0.02)
Brain nla 0‘9@0) 0.01 (0.00) 0.01 (0.01) 0.02 (0.02) 0.01 (0.01)
Flank muscle n/a (0.06) 0.10 (0.10) 0.07 (0.08) 0.02 (0.00) 0.01 (0.00)

2  Males, n =0 at 0.25 ho

b

Thymus, spleen, thyraid,

were < 0.05%ID

Abbreviations; ﬁ\

Females, n = 3 at O.

S;

;NS$ 2 at 1 and 3 hours
n =2 at 1 and 3 hours

bladder, bone (rib, femur), eyes, testes, and ovaries were examined but not shown here; all
e points (see source tables for full listing of results).

le %ID, percent of injected dose; M, male; n/a, not applicable; SD, standard deviation.

In a pulli tissue biodistribution study of [99mTc]DTPA-mannosyl-dextran in New Zealand White
rabbi ilar distribution profiles were observed. Following injection to the right rear paw, 1-2% of
inject ose was found in the right popliteal lymph node at 15 min, 1 h, and 3h postdose.

Metabolism

No specific metabolism studies were submitted. The applicant provided the following description of the
theoretical metabolism of tilmanocept.
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Dextran Core: Dextrans are polysaccharides composed of linear glucose residues. They are produced by
the enzyme dextran sucrase during growth of various strains of Leuconostoc bacteria in media containing
sucrose. Dextrans are isotonic and can be stored at room temperature. Dextran is broken down
completely to CO, and H,O by dextranase present in spleen, liver, lung, kidney, brain, and muscle at a
rate approaching 70 mg/kg every 24 hr.

DTPA: DTPA has been in clinical use for nearly 55 years. Its biodistribution and metabolic fate have been
extensively studied. It is currently used as an imaging agent with 99mTc with a Sn2+ reducing agent,
exactly like the Lymphoseek radionuclide labelling system.

Mannose: The metabolic fate of mannose is well established. No known untoward metabolites are
established as “toxic” from mannose metabolism. Mannose is a well-established molecular s in
blood and interstitial fluid (0.55 mM). Mannose is the functional targeting moiety of Lympho@ (to the
mannose binding receptor [MBR; CD206] of the reticuloendothelial cells in the ly odes). Its
metabolic fate is estimated to be similar to other mannose ligands.

QII as free leashes

athway. The primary

Thioether leashes: The thioether leashes that extend to hold mannose and D
are readily metabolized as other such molecular entities, via the cytochrome
modulators of this degradation are CYP1A2, 3A4, 2B6, 2C9*1, 2C18, 2C19 , and FMO1; disulfoton,
CYP1A2, 3A4, 2B6, 2C9*1, 2C9*2, 2C18, 2C19, 2D6*1, and FMO1; sulpro CYP1A1, 1A2, 3A4, 2C9*1,
2C9*2, 2C9*3, 2C18, 2C19, 2D6*1, and FMO1; methiocarb, CYP@ 1A2, 3A4, 2B6, 2C9*1, 2C19,

2D6*1, and the flavin mono-oxygenases. Q
Excretion Q

Specific excretion studies were not conducted in sep Qstudies. Excretion data are available in
nonclinical toxicity studies N106923 (Rats) and N10®2 (dogs).

In the dog study, the overall central compartmer@mination half-life was 6.54 + 0.89 hours. The
apparent volume of distribution (Vd/F) did n ppear to be dependent on sex or single vs. repeated
administration. Peak [In 111]-tilmanocep entrations in the urine were observed for most male and
female groups on Days 1 and 14 duri @ to 6 hour collection interval. Of the total amount of [In
111]-tilmanocept equivalents elimi y the kidneys, approximately 90% or more was measured in
the urine within 24 hours after dg on Day 1 and within 12 hours after dosing on Day 14. The overall

urine was 35.0% =% 1.6% in this dog study.

percentage of dose excreted Q

In the rat study, the over, ntral compartment elimination half-life was 3.10 # 0.70 hours. The analysis
of urine samples, obtai %'om the satellite group animals before dosing on Day 1 and Day 14, and after
dosing at the pre—g %d time points, indicated that elimination of [In 111]-tilmanocept equivalents in
urine was als @dent of dose, sex, or single vs. repeated administrations. This result suggests that
elimination oé peated doses of [In 111]-tilmanocept remained first order and that no saturation
occurred. verall mean percentage of dose excreted in the urine was 29.1% =+ 1.8% in rats.

2.3.4» Toxicology

The proposed human dose is 50 ug Tc 99m Lymphoseek per procedure, equivalent to 0.714 pg/kg if an
estimate of 70 kg is used for human body weight. The administration of 14 to 280 ug/kg in single dose
animal studies is equivalent to approximately 20 to 390 times that for the anticipated human dose.
Administration of 10.5 to 42 ug/kg/day in repeated dose animal studies represent approximately 15 and
60 times the anticipated human dose.

Single dose toxicity
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A summary of the single toxicity studies are presented in Table 8.

Table 8: Single dose toxicity studies
Species Method of Dose Gender and | Observed Noteworthy Findings
/Strain Administration (ng/kg) No. per Maximum
(Vehicle / HExe Group Nonlethal Dose
Formulation) (ng/kg)
Sprague SC 0 5M / 5F 140 No treatment-related effect on
Dawley (S\éVIt/Drug 14 5M / 5F (tilmanocept) lr:)nczjrtallty, r(:l[mlclz_al_ oblser;/ﬁtllons,
Rats substance, 140 5M / 5F ody weight, clinical pathology,
unlabeled) necropsy, or histopathology
Sprague SC 0 5M / 5F 140 No treatment-relate ct on
Dawley (sterile 14 5M / 5F (unlabeled mortality, clinical tions,
Rats saline/Drug 140 5M / 5F Lymphoseek) body weight, clini athology,
product, gross patho#o}
unlabeled) histopath_.oﬁ
New sC 0 5M / 5F 140 Nostr€attent-related effect on
Zealand (SWI/Drug 14 5M / 5F (tilmanocept) t /, cllnlc_al_ observations,
White substance, eight, clinical pathology,
140 5M / 5F findi Minimal t
Rabbits unlabeled) cropsy tindings. Minimal to
yuld centrolobular hepatocytic
hypertrophy noted
é microscopically in the majority
of treated rabbits.
Mongrel SC 0 4M / 4F 4 y o No treatment-related effect on
(SWI/Drug 42 4M / 4F mortality, clinical observations,
Dogs substance, 180 4M / 4F \ nocept) body weight, food consumption,
unlabeled) 420 AM / AF \ clinical pathology, gross

O

N

O

N
S

D

pathology, or organ weight. No
systemic toxicity noted.
Treatment-related findings were
limited to an inflammatory
response at the injection site in
both sexes at all doses.

Abbreviations: F, female; GMP,
subcutaneous; SWI, sterile

Repeat dose toxi‘ci

oy

8
>

N

injection.

nufacturing Practice; IM, intramuscular; M, male; n/a, not applicable; SC,

The toxicity of til NQ pt drug substance was determined when administered via SC injection to groups
rats/sex/group (toxicity) or 23 rats/sex/group (pharmacokinetics) for 14

of 10 Spague
consecutive
followi

tilm

t O (vehicle), 10.5, 21 and 42 pg/kg/dose. Blood and urine samples were also collected

irst and last doses to establish a toxicokinetic (TK) profile, using indium-111-radiolabeled
([In 111]- tilmanocept).

There were no treatment related deaths. There were no treatment related overt signs of toxicity or
changes in body weight, food consumption, ophthalmologic findings, or physical findings. There were also
no treatment related changes in clinical pathology parameters, urinalysis values, organ weights, or

macroscopic or microscopic findings.

Based on no treatment-related effects being observed in any dose group, the NOEL for 14 consecutive
days of tilmanocept SC administration in rats was considered to be > 42 pg/kg/day.
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14-Day Study of ' Indium-Lymphoseek in Mongrel Dogs (Study N106922)

The toxicity of tilmanocept drug substance was determined when administered via SC injection to groups
of 12/sex mongrel dogs for 14 consecutive days at dose levels of O (vehicle), 0.0105, 0.021, 0.042
mg/kg/dose. Blood and urine samples were also collected on Day 1 and Day 14 to establish a TK profile
using [Inlll]—labeled tilmanocept.

Following at least 15 consecutive doses of tilmanocept, there were no treatment related clinical
abnormalities or body weight, food consumption, ophthalmologic, or physical changes. There e no
effects on heart rates, electrocardiograms, or interval data. There were also no treatment rel\;é
changes in clinical pathology parameters, urinalysis values, organ weights, or macroscopic @oscopic
changes. ¢ %

Based on no treatment-related effects being observed in any dose group, the NOA &at least 15
consecutive days of tilmanocept SC administration in dogs was considered to K Hug/kg/day.

Genotoxicity @0

The results of genotoxicity studies are presented in Table 9. é

Table 9: Genotoxicity studies
e
Type of Test system Concentrati Results
test/study Concentgation'range/
ID/GLP Metab system
Salmonella : o
Gene mutations in strains . 000ug/plate- initial assay
bacteria
TA98, TA100, N h; . .
TA1535, TA153€ - 5000ug/plate —confirmatory Negative

> assay
AB11LN.503.BTL E. Coli WP@

\ 2 +/- S9 4h exposure-

Gene mutations in TTK+/- 500 - 5000pg/ml 4h exposure negative
mammalian cells 6
'\ -S9 24h
ABllLN.704.BT\<) 10 - 5000pg/ml 24h exposure exposure-equiv
x ocal
Chromaso Mouse
abergati In vivo . ’ . 500, 1000, 2000 mg/kg .
micronuclei Negative

in bone marrow Single dose
AB11LN.123.BTL

Carcinogenicity

No carcinogenicity studies were submitted.
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Reproduction Toxicity
No studies on reproduction toxicity were submitted.

Local Tolerance

The potential for local irritation from a single intramuscular (thigh) injection was evaluated in two single
dose GLP studies in rabbits using either tilmanocept drug substance, or unlabeled Lymphoseek drug
product. No treatment-related effects were observed with tilmanocept. Using unlabeled Lymphoseek,
mild inflammation and tissue degeneration were seen in one rabbit in the high dose (280 ug/kg) group.

No other treatment-related observations were noted. é
In the previously reported single subcutaneous dose toxicity study in mongrel dogs with tiln@ ept,
ith mild to

minimal to mild inflammation was observed at the injection site in some dogs at all dow\
moderate inflammation of the subcutis and skeletal muscle vacuolar degeneration. K

Other toxicity studies ®

Antigenicity @

An antigenicity study was performed in 50 male guinea pigs to determipe the’potential of tilmanocept to
induce Type 1 systemic hypersensitivity (anaphylactic reactions). s were given a single
ffization doses. Treatment with
naphylactic reactions and had no
ights. All animals survived until

intravenous challenge dose following four weekly subcutaneous
tilmanocept at doses of 14.0, 28.0, or 280 pg/kg did not ind
effect on mortality, clinical observations, or changes in
scheduled termination. \
O

Immunotoxicity \Q
No immunotoxicity studies were submitta&)

Metabolites 6
No studies on metabolites wer % itted.
Studies on impurities \ 2

No studies on impuri@vere submitted.

*
2.3.5. Ecag&ty/environmental risk assessment

The Lo Lymphoseek is expected to be << 3.0. Experimental data for Lymphoseek are not

avai nd the logKow values of the DTPA unit, mannose and the dextran-10 unit were estimated
using the EPI SuiteTM KOWWINTM model (US EPA, 2007). An experimental value of the logKow of
mannose was available in the model (-3.24). The dextran-10 unit is the backbone that is constructed of
several sugar units. The logKow for such backbone consisting of 4 sugar units was calculated to be -7.53,
demonstrating that the logKow value of a polymer of mannose-entities will not be higher than that of the
individual entities. Finally, the logKow of the DTPA unit was estimated to be -4.9. Therefore, a PBT
assessment is not needed for Lymphoseek.
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Table 10:

Summary of main study results

Substance (tilmanocept):Lymphoseek

CAS-number (if available): 1185986-76-8

PBT screening Result Conclusion
Bioaccumulation potential- log | OECD107 or ... -3 Potential PBT
Kow (Y/N)
PBT-assessment
Parameter Result relevant Conclusé
for conclusion @
V2
Bioaccumulation log Kow -3
BCF N/A A tB
Persistence DT50 or ready N/A \ /not P
biodegradability ‘\?
Toxicity NOEC or CMR Not CMR M | T/not T

PBT-statement :

The compound is not considered as P

‘a\o.

VPV

PEC surfacewater , default or
refined (e.g. prevalence,
literature)

O

Phase |
Calculation Value Unog Conclusion
P — N
0.00025 N > 0.01 threshold

\‘
2.3.6. Discussion on non—clinicaé&pects

In in vitro studies, technetium Tc 99 chept exhibited specific and tight binding to human CD206
ity of Kd = 2.76 x 107! M. Plasma pharmacokinetic results from
ies with [In 111]-tilmanocept demonstrated rapid absorption into

receptors with a primary binding si

the 14 day repeated dose toxici
the circulating blood in both
respectively). Observed
dogs, were in good a
dose, and were similax,f
minutes for rats

nd dogs (absorption half-life approximately 4 and 23 minutes,

es, ranging from 10.3 to 28.6 ng/mL for rats and 6.8 to 42.8 ng/mL for
nt with the fitted Cmax values, increased proportionately with increasing
males and females. Fitted tmax values ranged from approximately 7 to 18
to 66 minutes for dogs, again indicating rapid absorption. The AUC,, values were

also similar f Xh sexes at a given dose group and increased proportionately with increasing dose in

both rats @ gs.

Til
expect

. The absence of secondary pharmacodynamic studies is acceptable.

t binds specifically to mannose binding receptors, and therefore off-target interactions are not
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No specific metabolism studies were conducted to assess metabolite formation following administration of
tilmanocept. The metabolism of the constituents of Lymphoseek has been described by the applicant.
Lymphoseek localised to the kidneys, bladder and liver, which supports the predicted biliary/faecal route.
In the absence of significant findings, particularly renal or hepatic findings, in the repeat dose studies, the
absence of comprehensive studies on metabolism and excretion are not considered to pose a safety
concern. ICH guidance M3(R2) titled “Nonclinical Safety Studies for the Conduct of Human Clinical Trials
and Marketing Authorization for Pharmaceuticals (2010)”, states that nonclinical characterization of a
human metabolite(s) is only warranted when that metabolite(s) is observed at exposures greater than 10
percent of total drug-related exposure and at significantly greater level in humans than the maximum
exposure seen in the toxicity studies.” As lymphoseek is intended to be administered as a single, 50 ug
dose, it is accepted that given the low dose and frequency of dosing, it is not necessary to quaé all

circulating metabolites to the 10 percent level.
L 2

Urinary excretion was a major route of elimination in all three studies. In the repeated d dies in rats
and dogs, the overall percentage of dose excreted in the urine (across dose groups 29.1% for rats
and 35.0% for dogs. Peak excretion generally occurred during the O to 2 or 2 r post-dose

collection periods, and > 90% of the dose excreted by the kidneys was colle

dosing. Analyses of urine samples after repeated dosing indicated that eli n of radiolabeled
(%i administrations.

tilmanocept in urine was also independent of dose, sex, or single vs. rep

only one proposed route of

All the studies with a pharmacokinetic component were conducted "‘3'
administration i.e. the subcutaneous route. There are four propgsed<linical routes of injection:

r, the subcutaneous route of

tl provides sufficient data for the purpose of

intradermal, subcutaneous, intratumoural and peritumoural.
administration is the most practical route of administrati @
non-clinical studies. \

In the two single toxicities studies, a single subcu s dose of tilmanocept or unlabeled Lymphoseek
up to a nominal tilmanocept dose of 140 pg/kg (4% ug/rat) was generally well tolerated. No significant
psy findings, and no evidence of macroscopic or
erved with the exception of slight lymphoid hyperplasia of
er, given that no such evidence has been raised in the clinical

overt signs of toxicity, no treatment relate
microscopic histopathological changes wer
the inguinal lymph node in one study.

safety database of over 500 patien
are not considered necessary.

finding does not lead to any concern and further animal studies

In NZW rabbits a single snjﬁqt ous dose of tilmanocept was well tolerated at all dose levels examined
up to 140 pg/kg. There o evidence of any treatment-related effect on mortality, overt signs of
toxicity, body weigh pathology, or necropsy findings. Minimal to mild hepatocyte centrilobular

tilmanocept

hypertrophy was in treated rabbits and one control rabbit. In a study conducted in guinea pigs.
&d not to have antigenic potential.

In a singl taneous dose toxicity study in mongrel dogs with tilmanocept, minimal to mild
infla 10T was observed at the injection site in some dogs at all doses with mild to moderate
infla ion of the subcutis and skeletal muscle vacuolar degeneration. The inflammatory reaction was

attributed a host response to foreign material, rather than a direct toxic effect of the drug. This reaction
was not seen after subcutaneous injection in the other toxicity studies. No significant effects were
observed on mortality, overt signs of toxicity, body weight, food consumption, clinical pathology, gross
pathology, organ weights, organ-to-body weight ratio or histopathology.

In the in vitro mammalian cell gene mutation assay, the results of the 24-hour assay without metabolic
activation were ambiguous. However, the total daily dose of the product is low, administered only on one
occasion or very infrequently. Therefore, according to the draft ICH M7 guideline, it is expected to be
below the limit of toxicological concern.
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No CNS and respiratory safety studies were submitted. Based on metabolic body weight the expected
accrual in 7.11 ng and —92.43 ng in the brain and lungs, respectively, which is sufficiently low that no risk
is posed to patients. In animals studies at supratherapeutic doses there were no observed respiratory or
behavioural changes, or histopathological changes associated with these systems. In the lack of in vivo
and histopathological findings and no respiratory or CNS signs in over 500 patients, the absence of CNS
and respiratory studies is acceptable.

No carcinogenicity studies were submitted. ICH guidance S1A indicates that pharmaceuticals
administered infrequently or for short duration of exposure do not require assessment of carcinogenicity
unless there is cause for concern. Lymphoseek is intended for single administration. Therefore, the lack of
carcinogenicity studies is acceptable.

As the product is indicated for adults aged 18 years and older, the lack of studies in Juvenll@lmals is
acceptable.

No reproductive or developmental toxicity studies were submitted. Given the high g |C|ty and rapid
clearance, the absence of pathologic changes in reproductive organs in repeat% toxicity studies,
and the minimal duration of patient exposure, the lack of studies on the é&

acceptable. However, the toxicity of the product when used during pregna

to reproduction is
nd lactation remains of
concern. This risk has been addressed as part of the RMP.

In summary, non-clinical data reveal no special hazard for humans ased on conventional studies of
safety pharmacology, acute and repeated dose toxicity, and ge @

2.3.7. Conclusion on the non-clinical aspect

In conclusion, the non-clinical studies submitted for the}ﬁrketlng authorisation application for
tilmanocept were considered adequate and accept r the assessment of non-clinical aspects for the
product tilmanocept. The lack of carcinogenicity, fgproductive and developmental toxicity studies was
justified and considered acceptable. The PE ewater (0.00025 pg/L) is below the action limit of 0.01
Hug/L, and no other environmental conce CCQ apparent. Therefore, it is concluded that the product is
unlikely to represent a risk for the en@ ent following its prescribed usage in patients.

O
\\
N
2.4.1. Introd:;cté

The clinical pharr@ogy database consisted of three Phase 1 studies (NEO3-A, NEO3-B, and NEO3-C)
and one Phas

2.4. Clinical aspects

y (NEO3-01). Clinical pharmacology parameters were not assessed in the Phase 3

studies.

The p| ase 3 studies were NEO3-05 and NEO3-09 in melanoma and breast cancer patients, and
in patients with head and neck squamous cell carcinoma.

Pharmacotherapeutic group: diagnostic radiopharmaceutical, tumour detection, ATC Code: VO9IA09.
GCP

The clinical trials were performed in accordance with GCP as claimed by the applicant. The applicant has
provided a statement to the effect that clinical trials conducted outside the community were carried out in
accordance with the ethical standards of Directive 2001/20/EC.
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Table 11:

Studies in the Lymphoseek Clinical Development Program

Dose/ Injection
Study Study Design / Cancer Type Primary Objectives method
NEO3-A Randomized, four-arm, open-label / PK and Safety 0.2, 1.0 or 5.0 nmol/PT
Primary Breast Cancer
NEO3-B Randomized, four-arm, open-label / PK and Safety 1.0, 5.0 or 10.0
Cutaneous Melanoma nmol/SC
NEO3-C Randomized, four-arm, single-blinded / PK and Safety 1.0 nmol/ID
Primary Breast Cancer
NEO3-01 Single-arm, open-label / PD and Safety 50 pg/ID or SC
Breast Cancer and Melanoma R
NEO3-05 Single-arm, open-label / Efficacy and Safety 50 pg/ID, PjAer SA
Breast Cancer and Melanoma
NEO3-09 Single-arm, open-label / Efficacy and Safety 50 u r SA
Breast Cancer and Melanoma *.
NEO3-06 Single-arm, open-label / Efficacy and Safety KWQ/PT
Head and Neck Squamous Cell O
Carcinoma qo
NEO3-14° Meta-analysis / Efficacy &v n/a
Breast Cancer
NEO3-15° Meta-analysis / Efficacy % n/a
Melanoma

® These retrospective studies compared results for patients in studies NE

nd

NEO3-09 to European clinical practice based on published studies.

Abbreviations:

subareolar; ID, intradernal

2.4.2. Pharmacokinetics

PD, pharmacodynamics; PK, pharmacokinetics; PT@FN; SA,

The PK of Lymphoseek was assessed by exa&n'inghe injection site clearance rate constant (kc), the

injection site clearance half-life (Tc), the peeeé
absolute sentinel node uptake for Lyn&s

fof-injected dose in the sentinel node (%IDSN), and the
(LSN).

Table 12: Clinical Phar & y Studies
2 No. of
Enrolled
Study No. Q Study Title Patients
Phase 1 . \
NEO3-A ANPhdase 1 Clinical Trial of a New Receptor-Binding 24
|opharmaceutical for Sentinel Node Detection in
@ Breast Cancer
N A Phase 1 Study of Tc®*™ Labelled Lymphoseek Used in 24
Sentinel Lymph Node Mapping in Patients with
Cutaneous Melanoma
NEO3-C NCI Phase 1 Study of Lymphoseek® in Patients with 32

Breast Cancer

Abbreviations: UCSD, University of California, San Diego
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The studies NEO3-A and NEO3-B evaluated the radiopharmacokinetics of Tc-99m DTPA mannosyl
dextran (Lymphoseek) against a known sentinel node imaging agent- filtered sulphur colloid (fTcSC). The
methodologies of the studies were similar. The eligible patients were randomised into 2 groups, Groups 1
and 2, evaluated/ imaged with fTcSC and 1.0 nmol Lymphoseek, respectively. Subsequently, further 2
groups were sequentially assigned in both studies to evaluate an additional 2 doses of Lymphoseek.

Radiopharmacokinetic parameters are summarized in the tables below.

Table 13: Summary of Radiopharmacokinetic Parameters in Patients in Study NEO3-Af

Lymphoseek
0.2 nmol 1.0 nmol 5.0 nmol f C
Parameter Statistic (N =6) (N =6) (N =6) Q;& a
ke (hr'h) Mean (SD) 0.278 (0.221) 0.255 (0.147) 0.222 (0.064) . & (0.018)

p-value 0.012°¢ K\
%IDsy @ (%) Mean (SD)  0.05 (0.10) 0.52 (0.38) 0.21 (&%O 0.64 (0.62)

p-value 0.075 0

Lsy @ (pmol)  Mean (SD) 0.09 (0.20) 6.53 (2.52) 1 (8.43) Not Measured
p-value 0.009"°

a One patient had bilateral disease and received injections in both breasts. @
b One-factor ANOVA

¢ After Bonferroni correction, all Lymphoseek doses differed from fTcSC (p <

d Primary sentinel node only. 6

e For patient with bilateral disease, average of both injections was usgd.

f Abbreviations: %I1Dsy, percent-of-injected dose in the sentinel node;k, filtered Tc 99m sulphur colloid; k., injection site clearance
rate constant; Lsy, absolute sentinel node uptake for Lymphosee

Table 14: Summary of Radiopharmacoki?& Parameters in Study NEO3-B°

(' 1 Lymphoseek

Parameter 1.0n 5.0 nmol 10.0 nmol All Doses fTcSC
(Units) Statistic (N % (N =6) (N =6) (N = 18) (N =6)
ke (hr'h) Mean (SD) @8 0.396 0.227 0.320 0.047

I6) (0.143) (0.092) (0.141) (0.020)
p-value a\Q 0.001 < 0.001 0.036 < 0.001
T, (hr) Mea 2.05(0.89) 1.75(0.62) 3.05(1.25) 2.17 (0.96) 14.7 (6.3)
yadiue? < 0.001 < 0.001 < 0.001 < 0.001

P
O
%IDgy" &ean(SD) 0.50 (0.80) 0.35(0.27) 0.58 (0.41) 0.48 (0.52) 1.22 (1.52)

@ p-value No significant differences (p-value not available)
Lsﬁwl)

Mean (SD) 5.01 (8.02) 17.5 (13.7) 58.2 (41.2) Not Not
Calculated Measured

a
b
c

Lymphoseek dose vs. fTcSC.
Primary sentinel node only.

Abbreviations: %IDgy, percent-of-injected dose in the sentinel node; fTcSC, filtered Tc 99m sulphur colloid; k¢, injection site clearance
rate; Lgy, absolute sentinel node uptake for Lymphoseek; SD, standard deviation, T, injection site clearance half-life.

In study NEO3-A, Lymphoseek was studied at three doses (0.2, 1.0, and 5.0 nmol; 500 uCi each), and all
three doses were cleared from the injection site faster than fTcSC (500 uCi). Similar results were also
observed with the three doses studied (1.0, 5.0, and 10.0 nmol; 500 uCi each) in study NEO3-B.
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While the absolute uptake of Lymphoseek into the primary sentinel lymph node was dose-dependent, the
percentage of dose reaching the primary sentinel node appeared to be independent of dose.

The 1.0 nmol Lymphoseek dose, in study NEO3-A, resulted in comparable distribution to the primary
sentinel node with fTcSC treatment.

The study NEO3-C was conducted to optimize the imaging protocol and obtain preliminary efficacy
information, including injection site retention and sentinel node localization at 3 and 16 hours
post-administration; to provide an assessment of the clearance kinetics of the radiotracer, Lymphoseek;
and to quantify its imaging and detection properties relative to Tc-99 sulphur colloid.

Lymphoseek was eliminated from the injection site significantly faster than Tc-SC: the mean eIi@’ﬂion
half-life was 2.6 hours for Lymphoseek compared with 27 hours for Tc-SC.

Table 15: Summary of Injection Site Clearance Parameters in Patients wit %ast Cancer

Parameter Lymphoseek Tc 99m r Colloid P
(Units) Statistic (N = 8) 3)
ke (hrt) Mean (SD) 0.299 (0.130) ,{(% 27 (0.008)
Min, Max 0.177, 0.599 0 .019, 0.036
Median 0.270 @ 0.027
p-value 0.007
T. (hr) Mean (SD) 2.60 (0.808) @ 27.1 (8.70)
Min, Max 1.16, 3.92 QQ 19.5, 36.6

Median 2.5 O 25.3
p-value < 0.0001
Computations presented in these tables are from unedited data pr@d to Navidea by UCSD. Analyses were conducted in accordance
with the UCSD protocol planned analyses (one-way ANOQ

Patients who received filtered and unfiltered Tc 99m sulqhur cojloid are combined in this group.

Note: Data shown to three significant figures.
Abbreviations: k., injection site clearance rate; SD, st@

O

Summary statistics on the %IDS analysed for each radiopharmaceutical within the respective
post-surgical time groups (i.e., Kn 16 hours after injection). Although the values were numerically
lower for Lymphoseek, there o significant differences between the imaging agents in either time

group. \

Table 16: Sum Sentinel Node Uptake in Patients with Breast Cancer

é)\ 3 Hours 16 Hours
L
N

eviation; T, injection site clearance half-life.

Between Injection and Surgery Between Injection and Surgery

6 o Lymphoseek fTcSC Lymphoseek uTcSC
Parame 5 Statistic (N = 5) (N = 5) (N = 13) (N = 5)
%l Mean (SD) 1.68 (1.22) 2.78 (5.46) 1.81 (2.19) 3.66 (3.20)
Min, Max 0.42, 3.70 0.00, 12.49 0.00, 8.09 0.16, 7.49
Median 1.47 0.00 0.94 3.55
p-value 0.670 0.175

a

Computations presented in these tables are from unedited data provided to Navidea by UCSD. Analyses were conducted in
accordance with the UCSD protocol planned analyses (one-way ANOVA).

Note: Data shown to three significant figures.

Abbreviations: %I1Dsy, percent-of-injected dose in the sentinel node; SD, standard deviation.

Table 17: Summary of Radiopharmacokinetic Parameters Across Phase 1 Studies

Parameter  Statistic Lymphoseek Tcsc © p-value
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(Units) and 10.0

Study 0.2nmol 1.0 nmol 5.0 nmol nmol
ke (hrh)
NEO3-/ Mean (SD) 0.278 0.255 0.222 — 0.014 0.012 %
(0.221) (0.147) (0.064) (0.018)
NEO3-I Mean (SD) — 0.338 0.396 0.227 0.047 <0.036°
(0.146) (0.143) (0.092) (0.020)
NEO3-( Mean (SD) — 0.299 — — 0.027 0.007 ©
(0.130) (0.008)
T, (hr)
NEO3-/ Mean (SD) NC NC NC — NC
NEO3-I Mean (SD) — 2.05 1.75 3.05 14.7 éOOl ¢
(0.89) (0.62) (1.25) (6 3)
NEO3-( Mean (SD) — 2.60 — — <0.0001 ©
(0.808) (8(
%IDsy (%)
NEO3-/ Mean (SD) 0.05 0.52 0.21 — .64 0.075 ¢
(0.10) (0.38) (0.17) \ (0.62)f
NEO3-I Mean (SD) — 0.50 0.35 0. 1.22 Not
(0.80) (0.27) (0. (1.52) significant
NEO3-( Mean (SD) — 1.68 — — 2.78 0.670 ¢
(3 hr) (1.22) @ (5.46)
NEO3-( Mean (SD) — 1.81 — — 3.66 0.175°
(16 hr) (2.19) (\ (3.20)
4 (pmol) Y
NEO3-/ Mean (SD) 0.09 6.53 .58 — Not 0.009 ©
(0.20) (2. 52)0 (8.43) Measured
NEO3-I Mean (SD) — 17.5 58.2 Not
(13.7) (41.2) Measured
NEO3-( Mean (SD) — (' — NC
a All Lymphoseek doses vs. fTcSC (ANOVA); a onferroni correction, p < 0.05 for each Lymphoseek dose vs.

fTcSC.

b p = 0.036 for Lymphoseek 10.0 nmg ’ cSC; for all other comparisons of Lymphoseek (individual doses and all
doses combined) vs. fTcSC, p @1 .

¢ p < 0.001 for each dose and al s combined of Lymphoseek vs. fTcSC.
d Primary sentinel node only.

e p-value from ANOVA. I\

f Includes an average njections for the patient with bilateral disease.

g fTcSC for NEO3- A%\O 3-B; combined fTcSC and uTcSC for NEO3-C calculations of k. and T, or fTcSC for 3 hours
and uTcSC fo urs for %IDgy.

Abbreviations: not studied; %lIDsy, percent-of-injected dose in the sentinel node; k¢, injection site clearance rate;
Lsn, absolute s ode uptake for Lymphoseek; NC, not calculated; SD, standard deviation; T, injection site clearance half-life;
TcSC, Tc 99 r colloid (filtered or unfiltered).

Absorption
The applicant did not submit studies on absorption of tilmanocept.

Distribution

Injection-Site Clearance

Injection site clearance was examined in three Phase 1 studies (NEO3-A, NEO3-B, and NEO3-C).
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The injection site clearance rates were similar for all doses of Lymphoseek, and all doses of Lymphoseek
were cleared significantly faster from the injection site than the comparator, technetium 99m sulphur
colloid.

The mean Lymphoseek injection site clearance half-life was approximately 2 to 3 hours vs. approximately
15 to 27 hours for TcSC. Although the patient populations in the studies were different (two studies in
women with breast cancer and one study in men and women with melanoma), injection site clearance
rates were similar for all doses of Lymphoseek.

Lymph Node Uptake

Lymph node uptake was examined in three Phase 1 studies. After a single PT, ID, or SC dose, Lyrr@seek
readily dispersed and localised. Lgy was dose-related for Lymphoseek (ranging from 0.09 pm e0.2
nmol dose to 58.2 pmol at the 10.0 nmol dose). Lymphoseek relative uptake (%IDSN) enerally
independent of dose and ranged from 0.05%IDSN to 1.81%IDSN, while the TcSC va{%@ nged from
0.64%IDSN to 3.66%. O

Exposure relevant for safety evaluation/ Estimated radiation exposur@

The radiation doses estimated or measured in patients on the pivotal clini Qdies are listed in the
tables below.

The radiation absorbed dose values for breast cancer patients in N@& are shown in the Table 18. The
effective dose equivalent (EDE) is 1.60x10-2 mSv/MBq for male .79x10-2 mSv/MBq for females. A
18.5 MBq (0.5 mCi) dose of Lymphoseek would yield a radiati pe@Sure of 296 to 330 pSv. For patients
with breast cancer, tissues with the highest estimated -@- absorbed dose at the 18.5 MBq activity
are injection site (1.659 milligray [mGy]), ovary (0.187 y), and kidney (0.186 mGy).

Table 18: Radiation Absorbed Dose for a 5% ose of Lymphoseek in Breast Cancer Patients,

mGy (rad) \
C) Radiation Labelling Index
XQ MBq (mCi)/50 pg Lymphoseek

Bq (0.5 mCi) 37 MBq (1 mCi) 74 MBq (2 mCi)

Target Organ i

brain 4

«

0.003 (0.0003)

0.006 (0.0006)

0.012 (0.0012)

1.659 (0.1659)

3.3181 (0.3318)

6.6362 (0.6636)

breast (injection site) %‘\
v

0.0349 (0.0035)

0.0698 (0.007)

0.1397 (0.014)

0.0123 (0.0012)

0.0246 (0.0025)

0.0493 (0.0049)

0.0101 (0.001)

0.0203 (0.002)

0.0405 (0.0041)

gallbladder wall o~
v A J
LLI wall PONY
small intestiné}\\.)
hJ
stomach o~

0.0184 (0.0018)

0.0369 (0.0037)

0.0738 (0.0074)

0.0125 (0.0012)

0.0249 (0.0025)

0.0499 (0.005)

uLl waf\\D
KidnSye
g

0.1863 (0.0186)

0.3727 (0.0373)

0.7453 (0.0745)

liver

0.0324 (0.0032)

0.0648 (0.0065)

0.1295 (0.013)

lungs

0.0374 (0.0037)

0.0747 (0.0075)

0.1494 (0.0149)

muscle

0.0092 (0.0009)

0.0184 (0.0018)

0.0368 (0.0037)

ovaries

0.187 (0.0187)

0.374 (0.0374)

0.7479 (0.0748)

red marrow

0.0127 (0.0013)

0.0254 (0.0025)

0.0509 (0.0051)

bone

0.0177 (0.0018)

0.0354 (0.0035)

0.0707 (0.0071)

spleen

0.0285 (0.0029)

0.057 (0.0057)

0.1141 (0.0114)
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testes 0.0501 (0.005) 0.1003 (0.01) 0.2006 (0.0201)
thymus 0.1168 (0.0117) 0.2336 (0.0234) 0.4673 (0.0467)
thyroid 0.088 (0.0088) 0.176 (0.0176) 0.352 (0.0352)

urinary bladder

0.0586 (0.0059)

0.1171 (0.0117)

0.2342 (0.0234)

total body 0.0195 (0.0019) 0.039 (0.0039) 0.078 (0.0078)
EDE (males, uSv) 296.0 592.1 1184.2
EDE (females, uSv) 330.2 660.5 1321.0

The radiation absorbed dose values for melanoma patients (NEO3-B) are shown in the Table QEDE

is 1.09x10-2 mSv/MBq for males and 1.36x10-2 mSv/MBq for females. A 18.5 MBq (0.
Lymphoseek would yield a radiation exposure of 202 to 251 uSv. For patients W|th
with the highest estimated radiation absorbed dose at the 18.5 MBq activity are

mGy), ovary (0.299 mGy), and kidney (0.278 mGy).

Table 19:
mGy (rad)

Radiation Absorbed Dose for a 50 ug Dose of Lymphos

RN,

dose of
a, tissues
on site (0.790

&

lanoma Patients,

Target Organ

i

Radiation Lab&ng Index
MBq (mCO/S@ ymphoseek

18.5 MBq (0.5 mCl) Q@(l mCi)

74 MBq (2 mCi)

brain

0.0927 (0.0093) __

\ 0.1854 (0.0185)

0.3708 (0.0371)

breast (injection site) #

0.7903 (0.07 U

1.5806 (0.1581)

3.1613 (0.3161)

gallbladder wall 0.0712 (Q.00 0.1424 (0.0142) 0.2849 (0.0285)
LLI wall 0.057 p 7 0.1141 (0.0114) 0.2281 (0.0228)
small intestine 0059) 0.1188 (0.0119) 0.2377 (0.0238)
stomach (0.0056) 0.1123 (0.0112) 0.2246 (0.0225)
ULI wall @)582 (0.0058) 0.1163 (0.0116) 0.2327 (0.0233)
kidney N\ 0.278 (0.0278) 0.5561 (0.0556) 1.1121 (0.1112)
liver \ 0.0929 (0.0093) 0.1859 (0.0186) 0.3717 (0.0372)
lungs 7N 0.0599 (0.006) 0.1198 (0.012) 0.2395 (0.024)
muscle RO 0.0451 (0.0045) 0.0902 (0.009) 0.1804 (0.018)
ovaries R ‘C » 0.2991 (0.0299) 0.5982 (0.0598) 1.1963 (0.1196)

red marrow

0.0507 (0.0051)

0.1014 (0.0101)

0.2027 (0.0203)

0.0878 (0.0088)

0.1756 (0.0176)

0.3512 (0.0351)

bone f)
sple€r \

0.0598 (0.006)

0.1197 (0.012)

0.2394 (0.0239)

testes & 0.1043 (0.0104) 0.2086 (0.0209) 0.4172 (0.0417)
thymus 0.0577 (0.0058) 0.1153 (0.0115) 0.2306 (0.0231)
thyroid 0.0464 (0.0046) 0.0927 (0.0093) 0.1855 (0.0185)

urinary bladder

0.1401 (0.014)

0.2802 (0.028)

0.5605 (0.056)

total body 0.0547 (0.0055) 0.1094 (0.0109) 0.2187 (0.0219)
EDE (males, uSv) 202.4 404.8 809.7
EDE (females, uSv) 251.1 502.2 1004.4
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&  Due to the differences in injection sites among melanoma patients, the injection site was assumed to

be the breast for the purposes of this calculation, as it represents the nearest anatomical construct for
the skin from the anatomical sites appropriately included in the estimates.

Table 20: Estimated Dose Absorbed from Lymphoseek in Patients with Breast Cancer?
Estimated Radiation Absorbed Dose for Breast Cancer, mGy/MBq

Target Organ Adults

brain 0.0002

breast (injection site) 0.0897

gall bladder wall 0.0019

lower large intestine wall 0.0007

small intestine 0.0005 Aé

stomach 0.0010 ~\)

upper large intestine wall 0.0007 ’\‘o

kidney 00101 =\

liver o.ooqu\J
lungs 0.00 v

muscle O.G@}'

ovaries @&61

red marrow .( 0.0007
bone ~ 0.0010
spleen AQ' 0.0015
testes P N 0.0027
thymus \O) 0.0063
thyroid -~ 0.0048
urinary bladder \) 0.0032
total body (blood)” \Q‘ 0.0011
Effective Dose (E 2

(males, mSv/M$3q)) L \() 0.01600

Effective Dose (E) b\J’ 0.01785
(females, mSv/IMBQ) N '

& Calculated from data of 18 breaWr patients who received four peritumoural injections of 4, 20, and 100
microgram doses of Lymph

® Blood represents total bd ex%ure segregated from independent measurements of other organs and tissues.

Table 21.: Esth@e Dose Absorbed from Lymphoseek in Patients with Melanoma?®
. ('.\ stimated dose absorbed per activity administered, mGy/MBq

Target OrganAv\V Adults with Melanoma
brain  \J" 0.0050

breast (mm site) 0.0427

gall Didoderwall 0.0038

lower Ia?ge intestine wall 0.0031

small intestine 0.0032
stomach 0.0030

upper large intestine wall 0.0031

kidney 0.0150

liver 0.0050

lungs 0.0032

muscle 0.0024

CHMP assessment report
EMA/CHMP/718908/2014 Page 37/123




ovaries 00162
red marrow 00027

bone 0.0047

spleen 0.0032

testes 0.0056

thymus 0.0031

thyroid 0.0025

urinary bladder 0.0076

total body (blood)" 0.0030

Effective Dose (E

(males, mSv/M$3(3) 0.01094 A
Effective Dose (E >
(females, mSv/IS/I I)3q) 0.01357 G)®

& Calculated from data of 18 melanoma patients who received four intradermal injections of 2

microgram doses of Lymphoseek.
® Blood represents total body exposure segregated from independent measurements o@
Elimination 0

Upon entry into the blood, the agent binds to receptors in the liver ou@‘r
accumulates in the urinary bladder. The amount of the accumulated
and bladder reached a maximum 1 hour post administration of L

The applicant provided data on the numbers of counts available ine
day-of injection versus day-after injection. The data is presen@ able 22.

joactive dose i
seek and was
to 2% of the injected dose in each tissue.

Dose proportionality and time dependencies

Table 22: mCi and MBq, Disposition in Se

L 2
«
O.meand 200

rgans and tissues.

iltered by the kidney and

n the liver, kidney,
approximately 1%

ntinel node compartment for the isotopic doses for surgery

odes After Time Period (Hours After Injection)®

e

Hours Post

Injection 0

6 15 16 20 2

&

Surgery Day r{@ction
.22

9.3

mCi, MBq
Part
Whole
Injected
dose
Remaining

of | v5

18.‘\0

C

0.13 0.09

4.6 1.6

®

Surgery Day After Injection

4 30

N4

Bg/Node
>1.85x10
6

disposition
probe 4cC
time?

9.25x10 | 4.63x10 | 3.26x10
5 5 5

mCi,

Part
Whole
Injected
dose
Remaining

of

2.0 0.315 0.20

74.0 11.7 7.4

0.

4.

13 0.063

6 2.3

Bqg/Node
disposition/
probe count
time®

1.17x10 | 2 axa05 | 2

.62x10 | 2.31x10
5
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Based on 1% of injected dose localized in sentinel node compartment and standard 10-second probe
count times; from clinical trial data and dosimetry evaluations in breast cancer and melanoma
patients.

Bqg/Node disposition/Probe count time = Disintegrations/Node disposition/10-second probe count
time.

Special populations
The applicant did not submit studies in special populations.

Pharmacokinetic interaction studies

The applicant did not submit pharmacokinetic interaction studies.
Pharmacokinetics using human biomaterials @é
The applicant did not submit pharmacokinetic studies using biomaterials. ‘\6

2.4.3. Pharmacodynamics \QO
Mechanism of action 0\'

The applicant did not submit clinical studies on the mechanism of acti @manocept.

Primary and Secondary pharmacology

Phase 2 clinical study, NEO3-01 QQ

In this study, the PD properties of Lymphoseek Werered in patients with melanoma or breast
cancer. The primary objective of this study wa determine preoperative and intra-operative

lymphoscintigraphic localisation of lymph node(s lymphatic pathways draining the primary site of
melanoma or breast cancer using Lymphose% radiotracer.

Each patient received 50 ug Lymphoseek, Wi recommended activity of 11 to 185 MBq (0.3 to 5.0 mCi).
Injections were made ID or SC in clo imity to the primary tumour.

Preoperative evaluations followe al practice and could include lymphoscintigraphy. ILM could occur
between 15 minutes and 30 post-injection, depending on surgical schedule. VBD injection at

surgery was allowed as alﬁdj t lymphatic mapping agent, but not required by the protocol.

one tissue sample®i f the 78 per protocol patients (96.2%), and the localisation rate was similar

Intraoperatively, base @he investigator’s intraoperative assessment, Lymphoseek localised at least
'\5
between the two@ ur types (97.9% of patients with melanoma and 93.5% of patients with breast

cancer). On issue basis, of the 180 specimens identified in vivo, 171 (95.0%) were identified by
Lymphose all 171 tissues were subsequently determined to be lymphoid tissue in pathology.
The f time between Lymphoseek injection and surgery on the localisation rate was also evaluated.

In patiéents with melanoma, the time interval made no difference in the localisation rate (97.5% for
same-day vs. 100% for next-day surgery). However, in patients with breast cancer, the same day
surgery group had a 95.5% localisation rate compared with 88.9% in the next-day surgery group.
However this difference is not statistically significant (p = 0.5032, Fisher’s exact test).
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Injection Volume Effects (NEO3-05)

The main source of the non-concordance in study NEO3-05 was the deviation from the volume of injection
by 2 study sites (05 and 06). The results for this study have been for these sites alone, for all sites
together, and with the exclusion of these 2 sites. Following the observation that injection volume
deviations affected the concordance rates, and non-clinical study NEO3-08 was initiated to study this
effect.

Table 23: Condordance rates for blue dye and Lymphoseek by study sites

Part A — Non-Discordant Sites (TWA)
Total Blue and Hot Total Blue and Not Hot Concordance Rate é

Site # Total Surgeries Nodes (B+H+) Nodes (B+H-) by Site

o1 3 s 0 100% @
02 51 67 1 98 5%

03 = 3 1 75% ¢ 6
04 2 3 ] 100%% K\
08 —- — —

12 20 41 0 100%@
13 — — —

Combined 88 127 3

09 7 8 1 88.88%
10 — — — —

Between Sites (Not Weighted)

Part B — Discordant Sites (AS)

Total Blue and Hot Total Blue and Not
Site # Total Surgeries Nodes (B+H+) Nodes (B+H-)

05 19 19 7 O v 73%
06 7 5, s \ 58.3%
Combined 26 26 65.4%
Between Sitex@eighred) 65.65% = 10.39%

N
The in vitro study NEO3-08 with human MDMsAyas conducted to evaluate injection volume effects on the
behaviour and specificity of the binding mphoseek to the hMBR, and was precipitated by the
observed discordance in the Phase 3 EO3-05 between results from Lymphoseek and the clinical

standard, VBD in breast cancer a noma patients. A break-point performance concentration of
approximately 1.5 uM for initia 'étion was determined for clinical applications. Volume excursion
(excessive injection volumes ater than 4 mL of Lymphoseek, per se) may significantly alter 0.5
Vmax, thus potentially af&&tiﬁhe expected binding performance in patients.

.. . ¢ . . .
supported injection e excursion as the root cause of discordance in the performance of Lymphoseek

The results of this&@onﬁrmed Lymphoseek’s specific binding interaction with the hMBR and
at two cIinic:;S'thJ-u the NEO3-05 study. On the basis of this study, preferred clinical single injection

volumes for oseek were set to 0.1 to 0.5 mL, with total injection volume limits set at 0.1 to 1.0 mL.

@@
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2.4.4. Discussion on clinical pharmacology

The radiopharmacokinetic parameters for Lymphoseek were evaluated in three Phase 1 studies. The
patient populations in the studies were different two studies in women with breast cancer, men and
women with melanoma in the third. The injection site clearance rates were similar for all doses of
Lymphoseek, and all doses of Lymphoseek were cleared significantly faster from the injection site than
the comparator, TcSC (mean clearance half-life, 1.75 to 3.05 hours for Lymphoseek vs. 14.7 to

27.1 hours for TcSC).

In one Phase 1 study in breast cancer patients, Lymphoseek at all three doses tested (4, 20, and 100
micrograms) exhibited fast injection site clearance (elimination rate constants in the range of %h to
0.278/h). Uptake of technetium Tc 99m tilmanocept into the primary sentinel node incre Qﬂ
dependently (p=0.009): Lymphoseek injection at 4, 20, and 100 micrograms produce " %ry sentinel
node levels (LSN) of 0.09 = 0.20 pmol, 6.53 £+ 2.52 pmol, and 10.58 + 8.43 pmol o etium Tc 99m
tilmanocept, respectively. The percent-of-injected dose reaching the primary senti de (%IDSN) was
0.05% =+ 0.10%, 0.52% =+ 0.38%, 0.21% = 0.17% in the 4, 20, and 100 mi m Lymphoseek dose
groups, respectively. The plasma %ID per gram for two dose levels peak(%8 ours; the mean values

ose

for the 4 and 100 microgram doses were 0.0090%/g = 0.0048%/g and 9%/g *+ 0.0046%/9,
respectively. The 20 microgram dose peaked at 2.5 hours with a meaﬁ’/olD/g of 0.0023%/g +
0.0005%/g.

In the second Phase 1 study in breast cancer patients in whic s were injected with 20 micrograms
Lymphoseek, the mean elimination rate constant of techn 'Tc 99m tilmanocept was 0.299/h and the
drug half-life at the injection site was 2.6 h. The %IDS 1.68% =+ 1.22% in the 3 hour injection to

surgery group and 1.81% =+ 2.19% in the Lymphos6 hour injection to surgery group.

In the Phase 1 study in melanoma patients, Lym seek at all three doses tested (20, 100, and 200
micrograms) cleared the injection site with ehi tion rate constants in the range of 0.227/h to 0.396/h,
resulting in drug half-life at the injection @.75 to 3.05 h). Uptake of technetium Tc 99m tilmanocept
into the primary sentinel node increa e-dependently: Lymphoseek injection at 20, 100, and 200
micrograms produced LSN values + 8.02 pmol, 17.5 =+ 13.7 pmol, and 58.2 + 41.2 pmol of
technetium Tc 99m tilmanocept Qctively. The %IDSN taken up into the primary lymph node was
0.50% for the 20 microgram % 0.35% for the 100 microgram dose, 0.58% for the 200 microgram
dose of Lymphoseek. T i{és %ID per gram for two dose levels peaked at 15 minutes; the mean
values for the 20 and icrogram doses were 0.0104%/g + 0.0135%/g and 0.0065%/g +
0.0082%/q, respeﬁ i . The 100 microgram dose peaked at 1 and 2 hours with a mean %ID/g of
0.0018%/g + 0 @/g at each timepoint.

Two of the 1 studies included a range of Lymphoseek drug doses (doses of 0.2, 1.0, and 5.0 nmol
in NEO 1.0, 5.0, and 10.0 nmol in NEO3-B). In these studies, the lowest dose tested (0.2 nmol;
NE iled to localise lymphatic structures in greater than 60% of patients, indicating that this dose

would [tkely be suboptimal. The next higher doses (1.0 and 5.0 nmol) were not significantly different in
intraoperative imaging performance. Lgy (amount of Lymphoseek at a sentinel node) of Lymphoseek was
dose-dependent in the NEO3-A and NEO3-B studies, with the amount increasing with increasing dose. In
all three studies, %IDSN of Lymphoseek was generally independent of dose, with mean uptake of 0.5%
to 1.81% across the four drug doses. This uptake was numerically lower than that for the TcSC (0.64%
to 3.66%), though the uptake among treatment groups was not significantly different. Each 250
microgram vial contains an excess of product. However, it is recommended that the vial be prepared as
instructed and a 50 microgram aliquot be used for a single patient dose. Individual injection volumes
should not exceed 0.5 mL or be less than 0.1 mL. Total injection volume should be no greater than 1.0
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mL and no less than 0.1 mL. Dilution of the product in volumes greater than 1.0 mL could affect the in
vivo disposition of Lymphoseek. For instructions for preparation and control of the radiochemical purity of
the radiopharmaceutical, see section 12. For patient preparation and dosimetry information, see section
4.4 and 11 of the SmPC.

An overall analysis of dose performance predicted that a dose of 50 ug Lymphoseek (~2.7 nmol) would
provide clinically relevant localisation as well as minimising the overall exposure to Lymphoseek.
Additionally, the Phase 1 NEO3-C study, using a single Lymphoseek dose of 1.0 nmol, evaluated two
labelling doses (18.5 MBq [0.5 mCi] and 37 MBq [1.0 mCi]) between same day and next day surgery
procedures. No significant differences were indicated between Lymphoseek radiolabelling amounts in
terms of uptake into the sentinel nodes at the 3 hour (18.5 MBq) or 16 hour (37 MBQ) post-sur
injection times. The recommended minimum time for imaging is 15 minutes post injection. In
lymphatic mapping may begin as early as 15 minutes post injection. Patients scheduled for
day of injection will receive 18.5 MBq technetium Tc 99m labelled product. Administr N
within 15 hours of the scheduled time of the surgery and intraoperative detection. P X
surgery on the day after injection will receive 74 MBq technetium Tc 99m labell t. Administration
should occur within 30 hours of the scheduled time of the surgery and intra@ e detection.

ould occur
scheduled for

Data for the blood and plasma pharmacokinetics are also limited (up to 6 @s . There is no elimination
data from plasma post 6 hours, however it is accepted that the circulatifig concentrations are very low and
the radioactive half-life is relatively short. Technetium Tc 99m tilmal IS( is eliminated primarily through
the kidneys. The metabolism of technetium Tc 99m tilmanocep@ot been investigated

experimentally. Tilmanocept may be metabolised in the liver 0 | ponent molecules, namely dextran
(which is renally excreted and/or further metabolised t se), mannose (an endogenous sugar) and
diethylenetriaminepentaacetic acid (which is renally excreted). As with all general metabolites, especially
those in which the liver plays a measurable roll 0@ ation, some biliary elimination of technetium Tc

99m tilmanocept is also likely to occur.

The %ID for liver, kidneys, and bladder as cdlc ed from the whole body scans of breast cancer patients
at 1, 2.5, and 12 hours after administgatio as below 2.6% at all times (all dose levels combined). The
%ID for liver, kidneys, and bladder a culated from the whole body scans of melanoma patients at 1
and 12 hours after administratior{ from 1.1% to 3.1% at 1 hour, and all decreased to less than 1%

by 12 hours.
No data on excretion has bxen ;ovided. However, as the dose is low and given infrequently and the
radioactive half-life is s his is accepted.

>
The applicant has sed the metabolic fate based on the three main tilmanocept constituents —
dextran, mangc d diethylenetriaminepentaacetic acid (DTPA), all of which are constituents of

medical prod r are themselves medical products approved for other uses or intents. These
constit r@re, within Lymphoseek, bound together and each constituent is known to be metabolised/
elimimatedhin routes as previously established in the assessment of the constituents themselves. Any of

the m constituents of tilmanocept formed as a result of hepatic metabolism, would be eliminated by
well recognised routes. Information on elimination has been provided in section 5.2 of the SmPC
regarding the possible metabolism of Lymphoseek and the clearance of main expected metabolites.

Extensive dose-range and adjustment studies with the medicinal product in normal and special
populations have not been performed. The pharmacokinetics of technetium Tc 99m tilmanocept in
patients with renal or hepatic impairment have not been characterised (see section 5.2).There were no
data collected in patients with hepatic or renal impairment. Therefore, caution is advised when dosing in
these subjects and statements have been introduced in the SmPC in section 4.4 with the following
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wording: Careful consideration of the benefit risk ratio in these patients is required since an increased
radiation exposure is possible. The estimated radiation dose to the patient would not exceed 0.69 mSv
even if none of a 74 MBq dose (2.0 mCi) were eliminated (see section 4.2).

No dedicated drug-drug interaction studies were submitted. However, it is recommended that
Lymphoseek is not co-injected (mixing) with any other product (e.g., VBD) because of the potential
influence of what is termed the fluid dynamic effect due to the added volume of the co-injected product.
It has been determined that adding additional tracing agents or other injectants temporally or
anatomically proximal to Lymphoseek could alter the performance of Lymphoseek. Therefore, the
following warning has been included in section 4.5 of the SmPC: Adding very large volumes of tracing
agents or other injectants temporally or anatomically proximal to Lymphoseek could affect the jfANvivo
disposition of Lymphoseek. Additional tracing agents should not be injected within 30 minu@

Lymphoseek administration. . 6

2.4.5. Conclusions on clinical pharmacology é

The CHMP was of the opinion that the clinical pharmacology studies submit'ge&&ﬂhe applicant were
adequate. There was some missing information on the metabolism of Lyrr% ek. Since Lymphoseek is
to be administered on very rare occasions at very low doses, the magn'Q: f the risks are low and pose

no further concerns. There is also missing information on the use o edicinal product in hepatic and

renal impaired patients and information on the importance of h nd renal clearance was missing.
The risks for these patient populations have been addressed
SmPC. The CHMP considered that the benefit risk balam

and all concerns have been adequately addressed in the

QO
X
2.5.1. Dose response studi%éo

The localization of Lymphoseek i rimary sentinel node was compared between dosing groups within
disease (breast cancer in NEO I{n
Forty-eight patients were4 Qﬂ in the combined data analysis: 36 who received Lymphoseek and 12
who received fTcSC. Wi e group receiving Lymphoseek; 6, 12, 12, and 6 patients, received 0.2, 1.0,
5.0, and 10.0 nm01

arning and precaution of use in the
not affected by this missing information
and SmPC.

2.5. Clinical efficacy

d melanoma in NEO3-B) and for combined data from both diseases.

There was a S|g variation in the absolute amount localized for the Lymphoseek 0.2 nmol dose
compared wi 5.0 and 10.0 nmol doses. This was due in large part to the lack of localization in four
of the si s in the 0.2 nmol dose group. This non-localization appeared to be related the small dose
(0.2 ce none of the patients receiving higher doses of Lymphoseek lacked localization. These
data i te that 0.2 nmol is a suboptimal dose for effective localization and use in anatomic delineation
of lymphatic structures. The differences between other groups in the relative amount of Lymphoseek
localised were less striking. The 1.0 and 5.0 nmol doses were not significantly different. The dose of 1.0
nmol was considered to be unacceptably proximal to the dose of 0.2 nmol, and it was determined that the
1.0 nmol dose could create a potentially less robust clinical practice due to increased risk of
non-localization. The higher dose of 5.0 nmol provided no significant gains over the 1.0 nmol dose in
imaging performance. The dose of 50 pg Lymphoseek (—2.7 nmol) was selected to provide successful
localization (i.e., reduce the chance of non-localization) while exposing patients to less drug.
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Additionally, the NEO3-C study, using a single Lymphoseek dose of 1.0 nmol, evaluated two Tc-99m
labelling doses (18.5 MBq [0.5 mCi] and 37 MBq [1.0 mCi]) between same day and next day surgery
procedures. No significant differences were indicated between Lymphoseek radio-labelling amounts in
terms of the %IDSN at the 3 hour (18.5 MBQq) or 16 hour (37 MBQ) post-surgery injection times.

2.5.2. Main studies

NEO3-05: A Phase 3, Prospective, Open-Label, Multicenter Comparison Study of Lymphoseek
and Vital Blue Dye as Lymphoid Tissue Targeting Agents in Patients With Known Melanoma
or Breast Cancer Who Are Undergoing Lymph Node Mapping t

Methods . 6
- Q
Study Participants O

The main inclusion criteria were as follows: :®

1. The patient had provided written informed consent with HIPAA authoriz fore participating in the

study, as had his/her responsible caregiver, if applicable.

2. The patient was a candidate for surgical intervention with lymp \lapping being a part of the
surgical plan.

3. The patient was at least 18 years of age at the time of gt.
4. The patient had an ECOG performance status of Grade@ — 2.
5. The patient had a clinical negative node (NO) t the time of study entry.

6. If of childbearing potential, the patient h negative pregnancy test within 72 hours prior to
administration of Tc 99m Lymphoseek, ha surgically sterilized, or had been postmenopausal for at
least 1 year.

For melanoma patients, additiona.l@rla were:
7. For melanoma patients, p had to have been diagnosed with primary melanoma.

For breast cancer patie ditional criteria were:

8. The patient had*@nosis of primary breast cancer.

9. The patientyf @lagnosis of pure ductal carcinoma in situ (DCIS) or non-invasive carcinoma if lymph
node biopsy @ part of the surgical plan.

The ma usion criteria were as follows:
1. The'patient was pregnant or lactating.

2. The patient had clinical or radiological evidence of metastatic cancer including palpably abnormal or
enlarged lymph nodes (i.e., all patients were to be any T, but NO and MO).

3. The patient had a known hypersensitivity to Lymphazurin or Patent Blue V.
4. The patient was currently participating in another investigational drug study.

For melanoma patients, additional exclusion criteria were as follows:
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6. The patient had received preoperative chemotherapy, immunotherapy, or radiation therapy.

7. The patient was diagnosed with a prior invasive melanoma that would occur on the same body region
or potentially draining to the same nodal basin, or the patient had truncal or extremity primary melanoma
and previously had breast cancer potentially draining to the same axillary nodal basin.

8. The patient had undergone node basin surgery of any type or radiation to the nodal basin(s) potentially
draining the primary melanoma.

9. The patient had undergone a wide excision for their primary melanoma (>1 cm in dimension) or
complex reconstruction (rotation, free flap, or skin graft of any type).

10. The patient had bilateral primary breast cancers or multiple tumours within the breast. é
For breast cancer patients, additional exclusion criteria were as follows: . 6

11. The patient had had prior surgical procedures such as breast implants, reductio oplasty, or

axillary surgery. Q
12. The patient was scheduled for bilateral mastectomy for any reason. 0\,

13. The patient had received preoperative radiation therapy to the affect(bveast or axilla.

Treatments @

In this open-label, single arm, within-patient comparative st | patients were to undergo ILM by
experienced physicians. Prior to surgery, patients received Mg Tc 99m Lymphoseek injected in close
proximity to the primary tumour. The interval between ihj n and ILM could range from 15 minutes to

30 hours, depending on surgical scheduling. O

Patients scheduled for surgery on the day of injee@received 0.5 mCi Tc 99m Lymphoseek (50 pg) and
patients scheduled for surgery the next day reégived 1.0 mCi Tc 99m Lymphoseek (also 50 pg). At or near
the time of ILM (prior to incision), VBD s fnjected in close proximity to the tumour. Preoperative
evaluation of the patient followed staB inical practice and could include lymphoscintigraphy.

Prior and Concomitant Therapy O

All medications taken or admig d by the patient for seven days prior to surgery were recorded on the
a

source documents. All conco nt medications post-surgery through Day 30 were recorded on the
source documents. Doc
for use, and the sta

surgery did nog n

ation included the name of the drug, dose level, frequency, route, reason
dates. Medications administered for anaesthesia and analgesics related to
be captured in the CRFs.

Any chemoth@ regimens were prohibited prior to surgery for patients enrolled in this study.

The primary objective was the concordance between Tc 99m Lymphoseek and VBD in the in vivo
detection of the excised lymph node(s) as confirmed by pathology.

The secondary objective was the assessment of the resected lymph node(s) to confirm the
presence/absence of tumour metastases.

The safety objective was the evaluation of patient safety through observation of adverse events, clinical
laboratory tests, vital signs, ECGs, and physical examinations.
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Outcomes/endpoints

The primary efficacy endpoint was the proportion of lymph nodes identified intraoperatively by
localization of VBD (by blue hue) that were also identified intraoperatively by localization of Tc-99m
Lymphoseek (by 30 rule). This was a per node concordance measure that used the number of lymph
nodes stained by VBD as the denominator. Concordance was achieved when a VBD-stained lymph node
was also detected by Tc-99m Lymphoseek based on the handheld gamma probe count(s) satisfying the
threshold criterion. Any lymph node count not meeting this threshold criterion was considered a negative
(i.e., Tc-99m Lymphoseek non-localized) finding.

The primary safety endpoints were based on the evaluation of adverse events, clinical laboratory tests,
vital signs, ECGs, and physical examinations. t

The secondary efficacy endpoints were: @

>

— The primary concordance rate calculated on a per patient basis. This per p %Stimate of
concordance was the number of patients for whom all VBD-stained lym
Tc-99m Lymphoseek hot divided by the number of patients in the lation.

es were also

— The reverse concordance rates (based on the reverse intent-to-t e\RITT] population; both

per node and per patient), where VBD localization was comp ainst Tc-99m
Lymphoseek localization, treating Tc-99m Lymphoseek asgo rator or “truth” standard.
These proportions used similar numerators as the con ce variables, but used the

number of lymph nodes or patients that were identif raoperatively by Tc-99m
Lymphoseek as the denominator.

Other efficacy endpoints included measures of Tc-99m Lﬁ@seek detection and VBD detection relative
to pathological finding of metastases in the excised I)ﬁh odes, and calculations of sensitivity and false

negative rates (FNRs) for each detection method% atients undergoing lymphadenectomy.

Exploratory endpoints were based on subgroupyanalyses of the primary and secondary efficacy measures

by study site and by tumour type (melan . breast cancer). In addition, data regarding medical

history and co-medication were sum edrand exploratory analyses were conducted as needed.

Sample size G
Exploratory results from the NEO3-01 study showed an intraoperative concordance rate between
Tc-99m Lymphoseek aan of 0.944 for melanoma and breast cancer patients. An observed

concordance rate of at | .95 was assumed.

The hypothesis of " < 0.90 versus Ha: P > 0.90 was evaluated by a one-sided exact test of a binomial
proportion wi Y inally stated a-level = 0.05. Given an assumed observed concordance rate of 0.95
and a targel& Il error rate of 0.20 (80% power), the minimum sample size estimate was 203
VBD-stai @/mph nodes that fulfilled the definition of the ITT population. The exact a-level and power
of t ere 0.0495 and 85.89%, respectively.

The number of patients needed to satisfy the sample size requirement of 203 VBD stained nodes was a
random variable, and depended on two observed quantities: the proportion of patients having at least one
VBD-stained lymph node and the number of such nodes per patient. Data from the Phase 2 NEO3-01
study suggested that 0.90 of the patients would have at least one VBD-stained node. The number of VBD
nodes per patient was expected to range from 1.0 (by definition) to 1.5 for those patients with these
nodes. As a crude estimate, 226 ITT patients (203 blue dye nodes/0.90 blue dye nodes/patient) were
needed to yield 203 VBD-stained nodes. This estimate assumed that each patient having a VBD stained
node would contribute at most one such node for analysis. From the NEO3-01 study, approximately 0.95
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of the enrolled patients met criteria that were similar to the ITT definition used for this trial. Thus, to
obtain the desired number of ITT-based patients and VBD stained lymph nodes, the patient estimate of
226 patients was upwardly adjusted to 238 patients (226 patients/0.95).

Patient accrual was restricted such that no more than 60% of the 203 VBD-stained lymph nodes came
from a certain cancer type. That is, either cancer type (breast cancer, melanoma) could not contribute
more than 122 VBD-stained nodes to the primary analysis of concordance.

Randomisation

This was an open-label, single arm, within-patient comparative study. Concordance between tec es
in identifying lymph nodes before excision was evaluated on data collected within each patight” er
meeting protocol-specified eligibility criteria, each patient was assigned a unique patien @ er
identifying him/her within the trial. Once assigned, all patients received a single SO@M\e of Tc 99m

Lymphoseek.
Blinding (masking) §

This was an open-label, single arm (nonrandomized) study. K®

Statistical methods : @

Four prospectively planned population definitions were usedfé sis and reporting, in the pivotal
studies.

The ITT population consisted of those eligible patients (aNQies excised from such patients) who signed
informed consent, were injected with Tc-99m Lymp k and VBD, underwent surgery, and had one or
more lymph nodes stained blue intraoperatively b for which the pathologist confirmed the type (i.e.,
lymph node versus non-lymph node) and conms (e.g., tumour cells).

A PP population was limited to those ITT gfts (and nodes excised from such patients) for whom there
were no associated major protocol vi iOAs that impacted the assessment of efficacy.

The safety population consisted K atients (and nodes excised from such patients) who had signed

informed consent and receiv injection of Tc-99m Lymphoseek.

The safety PP population Xlim ed to those safety patients (and nodes excised from such patients) for
%ted major protocol violations that impacted the analyses.

whom there were nogi

>
The primary aqal@ pulation of the primary and secondary efficacy endpoints was the ITT population
including all s es; the secondary endpoints related to pathology were based on the safety

population@ upportive analyses used the PP and safety PP populations.

One nal population was defined in the study the NEO3-05 study- the RITT (reverse ITT) population
whichigcluded all enrolled patients (and their lymph nodes) who were injected both Tc-99m Lymphoseek
and VBD, who underwent surgery and had at least one lymph node detected intraoperatively by Tc-99m
Lymphoseek, and for whom the tissue type (lymphatic/non-lymphatic) and pathology status
(presence/absence of tumour cells) had been confirmed for the excised tissue.

The secondary efficacy endpoints of reverse concordance (per node and per patient) used the RITT
population.

For both NEO3-05 and NEO3-09, the primary measure of efficacy was the concordance rate between
Lymphoseek and vital blue in the in vivo localization of lymph node(s) prior to their excision.
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The primary measure of concordance, based on a “per node” calculation, was of the form:

Pc; = # of nodes that were VBD-stained and were also Lymphoseek hot
# of VBD-stained nodes

The following hypotheses were tested on the primary endpoint of the study using an exact binomial test
of the null hypothesis (i.e., that the true concordance rate PC1 was < 0.90) with a one-sided significance
level of a=0.05 for NEO3-05, or a two-sided significance level of a=0.05 (one-sided a=0.025) for
NEO3-09.

Again, for both Phase 3 studies, a secondary measure of concordance was based on a “per patient”
estimate (PC2). This measure was calculated as: 6

P, = # of patients for whom all VBD-stained nodes were also Lymphoseek hot @
# of patients with at least one VBD-stained node 6

Analysis of concordance using the per patient derivation was based on calculating a &estlmate and a
95% exact binomial confidence interval. A formal statistical test of the per pati ordance endpoint
was not performed.

Additionally, the following secondary efficacy variables were analyzed for studies:

e The proportions of excised lymph nodes that were positive b hology for four groupings of VBD
and Lymphoseek findings were examined (i.e., blue/hot ot hot, not blue/hot, and not
blue/not hot). The denominator for each calculation %otal number of nodes excised from
the safety population.

e Sensitivities and false negative rates (FNRs) were Q lated separately for Lymphoseek and VBD
in patients undergoing lymphadenectomy. S |V|ty was based on the number of excised nodes
that were identified by a mapping agent a at were pathology positive (i.e., contained tumour)
divided by the number of pathology- itive nodes. The FNR was calculated as the number of
excised nodes that were missed b apping agent (i.e., not hot or not blue) and

&}‘nber of pathology-positive nodes.

pathology-positive divided byt
Statistical tests of hypotheses wer performed for these secondary efficacy endpoints analyses.
Instead, point estimates and 9 exact binomial confidence intervals were calculated.

The reverse concordance% 3), based on a per node calculation, was as follows:

Pes=#of Lvm])hosee des that were VBD-stained
1])lloseek hot nodes

The number ortlon of reverse concordant nodes for each tumour type were computed. A 95%
confidence %ﬁl was calculated for the overall reverse concordance rate. To note, reverse concordance
was ca I@j, and a statistical test of PC3 vs. 0.90 using a two-sided significance level of a=0.05, was
con or NEO3-05 as defined in a supplemental statistical analysis plan (SAP). However, both
reverse*concordance and superiority testing were incorporated prospectively into the NEO3-09 study.

For superiority testing, the following hypotheses, where PC3 was the reverse concordance rate (of VBD
relative to Lymphoseek) and PC1 was the concordance rate (of Lymphoseek relative to VBD), were
conducted using McNemar’s test with a two-sided significance level of a=0.05 (one-sided a=0.025). This
test was conducted in NEO3-09 only after passing the primary endpoint of concordance of Lymphoseek
relative to VBD. The statistical hypotheses were as follows:
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Ho: Pci1 = Pes

Vs.
a H.: Pci > Pes

A secondary measure of reverse concordance was also based on a per patient estimate. This measure was
calculated as:

Pcs = # of patients for whom all Lyvmphoseek hot nodes were VBD-stained
# of patients with at least one in vivo hot node

The number and proportion of reverse concordant patients for each tumour type were computed. A 95%
exact binomial confidence interval was computed for the overall reverse concordance rate per @nt.

Results 0\66

Participant flow O

Overall, 195 patients were screened and enrolled into the study. A total of 2 Q%) patients were

withdrawn from the study. Of those enrolled patients, 179 (91.8%) recei dy drug administration,
nine (4.6%) were considered to be screen failures, six (3.1%) withdrew ent prior to receiving an
injection of Tc 99m Lymphoseek, and one (0.5%) did not receive T Lymphoseek due to

unavailability of the study drug at the time of injection (“Other”

Of those 179 patients receiving Tc 99m Lymphoseek, 169 (8. the enrolled population) completed
the study. Ten patients were withdrawn from the study& udy drug administration: seven patients
ati

were considered to have had a protocol violation, two i ts were lost to follow-up, and one patient did

not map any radioactivity with Tc 99m Lymphoseek pwing injection (“Other”).

No patients discontinued due to AEs and ther%er o deaths. A summary of patient disposition is shown

in Table 24. 60()
©

Q}Q

O

QS
N\
DO
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Table 24: Patient disposition — Study NEO3-05 (all enrolled patients)
Cancer Type
Primary
Diagnosis
Melanoma Breast Cancer Not Reported Overall
(N=94) (N=99) (N=2) (N=195)
Completed 78 (83.0%) 91 (91.9%) 0 (0.0%) 169 (86.7%)
Withdrawn 16 (17.0%) 8 (8.1%) 2(100.0%) 26 (N.3%)
Screen Failure 5 (5.3%) 2 (2.0%) 2(100.0%) ﬁh
Adverse Event 0 (0.0%) 0 (0.0%) 0 (0.0%) | O‘KJ).O%)
Protocol Violation 4 (4.3%) 3 (3.0%) 0 (0.0‘3"&.}‘<\J? (3.6%)
Lost To Follow-Up 2 (2.1%) 0 (0.0%) 0 08D 2 o)
Withdrawal Of Consent 4 (4.3%) 2 (2.0%) 0‘%3 6 (3.1%)
Death 0 (0.0%) 0 (0.0%) .0%) 0 (0.0%)
Other 1 (1.1%) 1 (1. O"o)! @) (0.0%) 2 (1.0%)

Recruitment

The study started on 12 June 2008 (first patient enrolle

Conduct of the study

There were three revisions to the original pr
summarized here. However, all protocol r

not have an effect on the conduct of

Version Il (13 March 2008): This
to occur up to 30 days prior to,

all patients. Neoprobe no pr

Version 1I1B (09 April 20

The maximu

as removed.

Q@\

ne 2009 (last patient completed). This

)
@t—lmectlon.

was a single dose study, with safety follow-up at 30 day

| (07 February 2008). Noteworthy changes are

s occurred prior to first patient enrollment and thus did

Y.

hIS amendment contained the following updates:

ent revised the original protocol to allow for the screening visit
ent Lymphoscintigraphy was now to be performed at surgery for
ed Lymphoseek as well as Patent Blue V to the study sites.

The two stage de
i e size was increased from 177 vital blue stained nodes and 193 expected patients to
nodes and 238 expected patients.

203 VBD

As
staine

measure of the primary efficacy endpoint was added using the number of patients with VBD
odes as the denominator.

The calculation of sensitivity/false negative rate for each detection method was added as a secondary

efficacy endpoint.

The modified ITT population was revised to be the ITT population; this study population must have

pathology determination of the type and contents (i.e., tumor cells) of the excised tissue. The PP

population was to include all ITT patients with no major protocol violations.

The alternative hypothesis was changed from P > 0.95 to P > 0.90.
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A list of acceptable gamma detection devices was added, and detectors were allowed if they were only
able collect counts in 10-second intervals.

Methods of injection and appropriate injection volumes were included: breast cancer patients could have
intradermal, periareolar, subareolar, or peritumor injections and melanoma patients were to have

intradermal injection.

A procedure for pathological evaluation the excised tissue was specified. Evaluation was to include serial
sectioning with H&E staining as well as IHC staining. IHC staining for melanoma patients was to use the
MART-1/melan-A melanocyte differentiation antigen and/or HMB-45 antibody; IHC staining for breast
cancer patients was to use the Anti- Cytokeratin CAM 5.2 reagent.

Version 111 (20 May 2008): This protocol revision requested sites to use Lymphazurin (isosulf 1%)
for the VBD. However, if it was unavailable, Patent Blue V could be used and would be s by the
volume of

Sponsor. The radiolabeling procedure was updated to include an option for a final prep{ i

«©

isted in the 2 tables

0.5 mL for a total injection volume of 0.1 mL.

Baseline data
The baseline demographic characteristics of the patients in study NEO3-

below.
Table 25: Summary of patient demographics — Study 05 (safety population)
Demographics ' Safety Population
N ariable Category 6 (IN=179)
Gender NMale . r\\ S1 ( 28.5%)
Female \V 128 ( 71.523%)
Age (wvears) Mlean (SID) ) S8.5 (14.12)
Miin. Mviax ( ) 20, 90
Race “White LT\~ 169 ( 94.4%%)
Black \ v 4( 2.2%)
Asian .\A 5( 2.8%0)
Aamerican I:udiauAC( }&‘avsl{au ™Native O { 0%0)
MNative Ha\\'a‘ii(zn vher Pacific Islander 1( 0.6%a)
Ethnicity Hispanic A 7 ({ 3.9%0)
™Non Hispﬂ]k ) 171 ( 95.523%)
I\Iissin}g.mgt report 1( 0.6%)
Cancer Type l\IelaI{ny 85 ( 47.5%0)
Br Nancer 94 ( 52.5%a)
“Weight (1bs) Mied D) 175.9 (44.67)
Aixn. ax TO, 345
Height (inches can (SI) 65.6 (4.30)
LN S rin, vrax 43, 7S
ag ) g
M@ions: SD=standard deviation; min=minimum, max=maximum; Ibs=pounds
Numbers ysed
Fou IS populations were prospectively planned and analysed. The ITT population (N=158) was the
primary, population for efficacy evaluation. The per protocol (PP) population (N=156) was used for

supportive efficacy evaluation, consisting of the ITT population lacking major protocol violations. The
safety population (N=179) consisted of all eligible patients injected with Tc 99m Lymphoseek. The safety
PP population (N=176) was used for supportive safety evaluation, consisting of the safety population
lacking major protocol violations.

A revised Statistical Analysis Plan defined two additional data analyses for the analysis of efficacy: one
additional population, a reverse ITT population (N=167), and a new subgroup, defined as all study sites
except Study Sites 05 and 06. This subgroup analysis included an ITT subgroup that excluded Study Sites
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05 and 06 (N=136), a PP subgroup that excluded Study Sites 05 and 06 (N=135), a safety subgroup that
excluded Study Sites 05 and 06 (N=152), and a safety PP subgroup that excluded Study Sites 05 and 06
(N=150).

Outcomes and estimation
Concordance Rate between Tc-99m Lymphoseek and Vital Blue Dye (All Sites)

Nodal level: Of 256 lymph nodes in the ITT node population, 239 nodes were detected by both VBD and
Tc-99m Lymphoseek. The corresponding nodal concordance rate (Pc1) was 93.36%.

The exact binomial test of this result, against the null hypothesis HO: PC1 < 0.90, was stat|st|c
significant at the 0.05 one-sided a level (p=0.0401).
The corresponding nodal concordance rates for melanoma and breast cancer patients w #2% and

89.63%, respectively.

Table 26: Count and proportion of concordant nodes (ITT popu Iatit%Qudy NEO3-05
Number (Proportion) of v‘
Concordant Nodes in ITT 95% Exact Binal@ 1-Sided p-Value for
Population Confidence Int Exact One-Sample Test
(Total ITT Nodes=256) Proport: of Hy: Py =0.90 4
Concordant Nodes * 239 (0.9336) (0.8958 0.9608) 0.0401
Concordant Nodes from Melanoma Patients
. 118 (0.9752)
(Nodes from Melanoma Patients=121) A
Concordant Nodes from Breast Cancer Patients (Nodes
from Breast Cancer Patients=135) 121 (0:8963) g
Concordant Nodes = Nodes that were determined in vivo to be both “blue”™ (due \\ ital blue dye) and “hot™ (due to presence of Tc 99m
Lymphoseek). \
Evaluated against one-sided a = 0.05 (per the study protocol).

Q

The concordance was slightly higher in the ulation:
Table 27: Count and proporti @ncordant nodes — Study NEO3-05
Number (Proportion) 1-5ided P-Value for
O of Concordant Nodes 95% Exact Binomial Exact One-Sample
in PP Population Confidence Interval Binomial Test
A {Total Nodes = 251) for Proportion of Hy: Py £ 0.90

be both "blus" (due to ce of vital blue dye) and

"hot" (due to pre‘se@ phoseek)

Conc-:"dgx*@a from Melanoma Subjects

iI\'l:-clEé. Melancma Subjets = 121) 118 (0.9752)
@dan‘. Nodes from Breast Cancer Subjects

lflodes from Breast Cancer Subjets = 130) 118 (0.59154)

Concordant Nodes - N-:des%re determined in-vivo to 237 (0.9442) (0.%082, 0.%8%Z) 0.00883

=

At a patient level (ITT; N=158), the overall concordance rate (PC2) was 92.41%, with concordance
remaining higher among melanoma patients (96.00%) than among breast cancer patients (89.16%).
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Table 28: Count and proportion of concordant patients — Study NEO3-05 (ITT population)

) Nﬁmber ('P_t'oporﬁon) of Concordant
Patients in ITT Population 95% Exact Binomial
(N=158) Confidence Interval for Proportion

Concordant Patients * 146 (0.9241) (0.8711, 0.9601)
Concordant Melanoma Patients 72 (0.9600)
(Total Melanoma Patients=75) -
Concordant Breast C:mct.'r Patients 74 (0.8916)
(Total Breast Cancer Patients=83)

Concordant Patients = Patients for whom all nodes that were determined m vivo to be “blue” (due to the presence of vital blue dye) were also determmned

to be “hot” (due to presence of Tc 99m Lymphoseek).

When using the supportive PP population (N=156), the overall concordance rate (Pc,) was 92.9§With
ents

concordance remaining higher among melanoma patients (96.00%) than among breast can@

(90.12%).
L

ITT concordance rates by site is shown below, where concordance is shown by site and i@sing average
Tc-99m Lymphoseek injection volume. O

\Q-% aTT

Table 29: Concordance by Lymphoseek injection volume — Study V\\'
population) f&
Average Volume of 'U'
Tc 99m Lymphoseek | Overall Concordance Number of ITT:
Injection (mL) Rate Nodes /9 Study Site
0.12 1.00 7A.¢J 07
0.15 0.99 LN 02
0.40 1.00 R 7 10
0.40 1.00 P\ 11
0.40 1.00 WJ 3 13
0.42 0.95 N 20 08
0.53 1.00 13 04
0.55 075 NS 4 03
199 00 N 42 12
2.00 . - 22 09
3.00 ) 5 01
3.63 o \3 26 05
8.00 N7 0.67 15 06
8.00 1.00 1 15
Pathology Results from Excise ph Nodes (All Sites)

A total of 380 lymph nodee excised, and evaluated for histology and pathology, from the safety
population. All but one \@eonfirmed to be lymphoid tissue. It was later noted that this was incorrectly
entered into the d ase as “not lymphoid tissue.” However, the database was not changed because of

this post-study, fi@ij :

Of the 380 e lymph nodes, 41 (10.79%) were pathology-positive for presence of tumour cells.

path -positive for presence of tumour cells. A total of 188 lymph nodes from melanoma patients were

A totalg lymph nodes from breast cancer patients were excised; of these, 23 (11.98%) were
excised; of these, 18 (9.57%) were pathology-positive for presence of tumour cells.

Of these 41 pathology-positive lymph nodes, 38 nodes were identified by Tc-99m Lymphoseek, 33 nodes
were identified by VBD, and 32 nodes were identified by both Tc-99m Lymphoseek and VBD. The
corresponding sensitivity rate in detection of lymph nodes positive for tumour cells was higher for Tc-99m
Lymphoseek (0.9268) compared with VBD (0.8049). The false negative rate for VBD (0.1951) was more
than 2.5 times the false negative rate for Tc-99m Lymphoseek (0.0732).
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Table 30: Sensitivities and false negative rates for Lymphoseek and VBD — Study
NEO3-05 (safety population)

95%p Exact Binomial
Number of | Proportion/Rate Confidence Interval
Nodes (IN=41) for Proportion
Vital Blue Dye + / Pathology + i3 - -
Vital Blue Dye - / Pathology + 8 - -
Tc 99m Lymphoseek + / Pathology + 38 - -
Tc 99m Lymphoseek - / Pathology + 3 - -
Vital Blue Dye Sensttivity - 0.8049 (0.6513.0.9118)
Tc 99m Lymphoseek Sensitivity -- 0.9268 (0.8008, 0.9846) é
Vital Blue Dye False Negative Rate - 0.1951 (0.0882. 0.3487)
Tc 99m Lymphoseek False Negative Rate -- 0.0732 (0.0154. 0.1992) ¢
The number of safety nodes mn this table includes all pathology-positive nodes with a valid 1 vivo a ent.
Table 31: Summary of nodes in safety population by Lymphoseek@nd pathology
status in all study sites — Study NEO3-05 (safety popul\&
Bmast 7 A Ieh@v 7 Cumulative
Cancer by Row
Total Excised Nodes 192 —)&1 88 380
Total Pathologically + 23 (11.98% 8 (9.57%) 41 (10.79%)
Total Pathologically - 169 (3028 170 (90.43%) | 339 (89.21%)
Tc 99m Lymphoseek + / Vital Blue Dye + / Pathology + D) 16(851%) | 32(842%)
Tc 99m Lymphoseek - / Vital Blue Dye + / Pathology + @2%) 0 (0.00%) 1(0.26%)
Tec 99m Lymphoseek + / Vital Blue Dye - / Pathology + (2.08%) 2 (1.06%) 6(1.58%)
Not Detected / Pathologically+ 2 (1.04%) 0 (0.00%) 2(0.53%)
Tc 99m Lymphoseek + / Vital Blue Dye +/ Bagholo®- | 105 (54.69%) | 102 (54.26%) | 207 (54.47%)
Te 99m Lymphoseek - /Vital Blue Dye + Kg‘, - 13 (6.77%) 3 (1.60%) 16 (4.21%)
Tc 99m Lymphoseek + /Vital Blue Dye Qolog_v - 45 (23.44%) 53 (28.19%) 98 (25.79%)
Not Detected / Pathol 6 (3.13%) 12 (6.38%) 18 (4.74%)

The denomunator for percentagess ble 1s the number of total excised nodes with a valid mn vivo assessment
per cancer type and overall.

Concordance Rate Using the Qrse ITT Analysis Population (i.e., Reverse Concordance)

Based on the reverse IT ordance population (N=343 nodes from 167 patients), nodal concordance
of VBD against Tc+9 ymphoseek was 69.68% (239 nodes). That is, less than 70% of nodes found
positive by Tc-99 phoseek were detected by VBD.

Reverse con t nodes are those nodes that were determined in vivo to be both “blue” (due to
presen ) and “hot” (due to presence of Tc-99m Lymphoseek). Reverse concordant patients are
tho ts for whom all nodes that were determined in vivo to be “hot” were also determined to be
“blue”N\J here was 68.21% nodal concordance in melanoma patients (118 out of 173 nodes) and 71.18%

nodal concordance in breast cancer patients (121 out of 170 nodes). The exact binomial test of this result
against the same null hypothesis used for primary concordance, HO: PC3 < 0.90, was not statistically
significant (p=1.0000).

On a patient level, the overall reverse concordance was 56.89% (95 out of 167 patients), with reverse
concordance higher among breast cancer patients (62.07%) than among melanoma patients (51.25%).
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Concordance between Tc-99m Lymphoseek and Vital Blue Dye (Excluding Sites 05 and 06)

These analyses were supplemental analyses conducted excluding Sites 05 and 06 owing to the complete
excursion from protocol injection volumes.

Of 215 total ITT nodes evaluated in this subgroup, 210 were identified by both VBD and Tc-99m
Lymphoseek, giving a concordance rate of 97.67% and the exact binomial test of this result against the
null hypothesis, HO: PC1 < 0.90, was statistically significant (p<0.0001). In this population, nodal
concordance rates from melanoma and breast cancer patients were similar (97.48% and 97.92%,
respectively).

At a patient level (ITT subgroup; N=136), the overall concordance rate (PC2) was 96.32% (131 ients),
with concordance being similar between melanoma patients (95.89%) and breast can ients
(96.83%). 6
Table 32: Count and proportion of concordance nodes without sites O } 06 — Study
NEO3-05 (ITT population)
Number (Proportion) of x
Concordant Nodes in ITT 95% Exact Binomia N 1-Sided p-Value for
Population Confidence Interval Exact One-Sample Test
(Total ITT Nodes=215) Proporti of Hy: Py =0.90°

Concordant Nodes * 210 (0.9767) (0.9466, 0998 <0.0001

Concordant Nodes from Me.].anoma Patients 116 (09748)

(Nodes from Melanoma Patients=119) )

Concordant Nodes from Breast Cancer Patients (Nodes 94 (0.9792)

from Breast Cancer Patients=96) e a\

-«
*  Concordant Nodes = Nodes that were determined in vivo to be both “blue” (due to p fﬁtal blue dye) and “hot” (due to presence of Tc 99m
Lymphoseek) b
Evaluated against one-sided a = 0.05 (per the study protocol). \
Table 33: Count and proportion of conco @e patients without sites 05 and 06 — Study
NEO3-05 (ITT populatlon)

EO Number (Proportion) of (.ontérdaut

Patients in ITT Population 95% Exact Binomial
PN (N=136) Confidence Interval for Proportion
Concordant Patients * Q) 131 (0.9632) (0.9163, 0.9580)

Concordant Melanoma Patients o
. 70 (0.9589)
(Total Melanoma Patients=73) N

Concordant Breast Cancer Panents

61 (0.9683)
(Total Breast Cancer Pailmts—@%
®  Concordant Patienty= 'hom all nodes that were determined in vivo to be “blue” (due to the presence of vital blue dye) were also determined
to be “hot” (due to Tc 99m Lymphoseek).

L
Pathology Re m Excised Lymph Nodes (Excluding Study Sites 05 and 06)

A total gf ymph nodes were excised, and evaluated for histology and pathology, for this subgroup of
the e opulation (excluding the Sites 05 and 06). All were confirmed to be lymphoid tissue, and 38
(11.6 were pathologically positive for presence of tumour cells.

A total of 145 lymph nodes from breast cancer patients were excised; of these, 21 (14.48%) were
pathology-positive for presence of tumour cells.

A total of 182 lymph nodes from melanoma patients were excised; of these, 17 (9.34%) were
pathology-positive for presence of tumour cells.
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Of the 38 positive lymph nodes (excluding Sites 05 and 06), 36 nodes were identified by Tc-99m
Lymphoseek, 31 nodes were identified by VBD, and 31 nodes were identified by both Tc-99m
Lymphoseek and VBD. In this population, the corresponding sensitivity rate in detection of lymph nodes
positive for tumour cells also was higher for Tc-99m Lymphoseek (0.9474) compared with VBD (0.8158).
The false negative rate for VBD (0.1842) was more than 3.5 times the false negative rate for Tc-99m
Lymphoseek (0.0526).

Table 34: Sensitivities and false negative rates for Lymphoseek and VBD — Study
NEO3-05 (safety population without sites 05 and 06)
Table 12 Sensitivities and False Negative Rates for Tc 99m Lymphoseek and
Vital Blue Dye (Safety Population Excluding Sites 05 and 06) 6
95% Exact Binomial
Number of Propm:tion-‘Rate Confidence Interval @
Nodes (N=38) for Proportion . 6
Vital Blue Dye + / Pathology + 31 - -- \
Vital Blue Dye - / Pathology + 7 - - f\
Tc 99m Lyvmphoseek + / Pathology + 36 - --
Tc 99m Lymphoseek - / Pathology + 2 - -- x
Vital Blue Dye Sensitivity - 0.8158 (06567, dagdoy
Tc 99m Lymphoseek Sensitivity - 0.9474 (OW@
Vital Blue Dye False Negative Rate - 0.1842 (00§24 0.3433)
Tc 99m Lymphoseek False Negative Rate - 0.0526 0.0064, 0.1775)

=
The number of safety nodes in this table includes all pathology-positive nodeswiglhl a yalid in vivo assessment.
g,p

Sensitivities and false negative rates are also displayed by dise e.

Of the 21 pathology positive lymph nodes from breast ca atients, 19 (0.9048) nodes were identified
by Tc-99m Lymphoseek, 15 (0.7143) nodes Wereqntlfied by VBD, and 15 (0.7143) nodes were
identified by both Tc-99m Lymphoseek and V% the 17 pathology-positive lymph nodes from

melanoma patients, 17 (1.0000) were identifig{t: c-99m Lymphoseek and 16 (0.9412) were identified
by VBD.

The corresponding false negative rate \&D in breast cancer patients (0.2857; 6/21) three times as
high as the false negative rate fo m Lymphoseek (0.0952; 2/21). The false negative rate for
Tc-99m Lymphoseek in melanorﬁ zero, whereas that of VBD was 0.0588 (1/17).

\Q
o

QS
N\
DO
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Table 34:

Summary of nodes in safety population by Lymphoseek, VBD and pathology

status — Study NEO3-05 (safety population without sites 05 and 06)

Table 13 Summary of Nodes in Safety Population by Tc 99m Lymphoseek, Vital Blue
Dve, and Pathology Status (Safety Population Excluding Sites 05 and 06)
Breast Cancer Melanoma ¢ 1]1]1;111111::\'9
Total Excised Nodes 145 182 327
Total Pathologically + 21 (14.48%) 17 (9.34%) 38 (11.62%)
Total Pathologically - 124 (85.52%) | 165(90.66%) | 289 (88.38%)
Tc 99m Lymphoseek + / Vital Blue Dye + / Pathology + 15 (10.34%) 16 (8.79%) 31 (9.48%)
Tc 99m Lymphoseek - / Vital Blue Dye + / Pathology + 0 (0.00%) 0 (0.00%) 0 (0.00%)
Tc 99m Lymphoseek +/ Vital Blue Dye - / Pathology + 4(2.76%) 1 (0.55%) 5(1.53%)
Not Detected / Pathologically + 2(1.38%) 0 (0.00%) 2(0.61%)
Tc 99m Lymphoseek + / Vital Blue Dye +/ Pathology - 79 (54.48%) | 100(54.95%) | 179 (54.74%) @
Tec 99m Lymphoseek - / Vital Blue Dye + / Pathology - 2(138%) 3(1.65%) 5(1.53%) o 6
Te 99m Lymphoseek + / Vital Blue Dye - / Pathology - 41 (28.28%) 56 (30.77%) 97 (29.66%) \
Not Detected / Pathologically - 2(1.38%) 6(3.30%) 8 (2.45“/h
per cancer type and overall.

The denominator for percentages in this table 1s the number of total excised nodes with a valid \ri@

Summary of Study NEO3-05

The following tables summarise the efficacy results from the main Xs supporting the present

application. These summaries should be read in conjunction with
as the benefit risk assessment (see later sections).

Iscussion on clinical efficacy as well

\O(\

Title: A Phase 3, Prospective, Open-Label, Multi
VBD as Lymphoid Tissue Targeting Agents i
Cancer Who Are Undergoing Lymph Nod%ﬁ ing

t}r Comparison Study of Lymphoseek and
nts With Known Melanoma or Breast

Study identifier

NEO3-05 ~
RS

Design

Phase 3, pre, open label, multicentre, single arm, within patient,

Dur@
Q>

compar{ udy of Lymphoseek and VBD

f main phase:

9 months

Treatments group’s\\‘rest

Technetium Tc-99m Lymphoseek Injection

(within pati "\C) was given in 50 pg doses by intradermal,
comparison periareolar, subareolar, or peritumoral

Melan ®4 injection in close proximity to the primary

pa rolled/ 78 tumour.

compléted Comparator The above injection was followed by injection
Breast cancer: 99 of vital blue due, and followed by

patients enrolled/ 91 intraoperative lymph nodal mapping.
completed.

Endpoints and Primary Nodal Per node concordance rate of Tc99m
definitions endpoint concordance | lymphoseek relative to blue dye
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Secondary Patient Per patient concordance rate of Tc 99m
. concordance | lymphoseek relative to blue dye
endpoint
Secondary Detection Proportions
categories
endpoint
Secondary Vital Blue Sensitivity and false negative rate
Dye
endpoint
Secondary Tc99m Sensitivity and false negative rate
Lymphoseek
endpoint
Supplemental | Nodal Per node “reverse” concordance ra vital
" reverse blue dye relative to Tc99m lymp
outcome concordance &
Supplemental | Per patient | Per patient “reverse” conc e rate of vital
" “reverse” blue dye relative to T phoseek
outcome concordance %
Database lock 12 June 2008 (first patient enrolled) to 18 June 20‘2%&& patient completed)
Results and Analysis (b

AN

Analysis description | Primary Analysis U
Analysis population Intent to treat QQ

and time point
descrigtion és z
ITT ITT without AS1 and AS2

Descriptive statistics Treatment group

and estimate @

variability for nodal Total number of 25« 215
concordance excised nodes

o

Concordant =539 210

nodes (LN%
Proport 0.9336 0.9767
con n

-

[ 5% C.1. 0.8958-0.9608 0.9466-0.9924

L 3
\C " p-Value p=0.0401 p<0.0001
O
6\ Total excised 121 119

melanoma nodes

Concordant 118 116
melanoma nodes

Proportion of 0.9752 0.9748
concordant
nodes

Total excised 135 96
breast cancer
nodes
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Concordant 121 94
breast cancer
nodes
Proportion of 0.8963 0.9792
concordant
nodes
Descriptive statistics Number Patients | 158 136
and estimate concordance
variability for patient
concordance Concordant 146 131
patients (L/VBD)
Proportion of 0.9336 0.9767 @
concordant * 6
patients K\
\( N
95% C.I. 0.8711-0.9601 0 9163—0.@
Total melanoma | 75 73 (b
patients K
)
Concordant 72 (
melanoma N
patients O(
Proportion of 0.9600 \ 0.9589
concordant O
patients Q
Total breast é, 63
cancer patients \
Concordanti ;i 74 61
breast c@
patienﬂ
ro@on of 0.8916 0.9683
( cordant
&tients
Safety Safety without AS1 and AS2
N=380 N=327
41 38
32 31
VBD-¥L-/Path+
VBD-/L+/Path+
VBD-/L-/Path+
Total VBD+/Path+ 33 31
Total VBD-/Path+ 8 7
Total L+/Path+ 38 36
Total L-/Path+ 3 2
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False Negative Rates ITT ITT without AS1 and AS2

True FNR lymphoseek | 1.17% 0.93%

(%)/total nodes

True FNR VBD 3.13% 3.25%

S%g/TotaI nodes

Sensitivities Safety Safety without AS1 and AS2
N=380 N=327

True FNR (%0) 7.32% 5.25%

lymphoseek /Path+

nodes

Tue FNR VBD 19.51% 18.42%

S%g/Path+ nodes é

Reverse concordance Treatment group | ITT ITT without AS1 and AS2

V alh\

Total excised 343 306 '\‘O
nodes (\K

Reverse 239 210 W
concordance \
nodes (VBD/L) 0
Proportion of 0.6968 0.68€ @

reverse
concordant @
nodes

< '\
95% C.I. 0.6451-0. 746 0.6310-0.7379

p-value P=1.000 P=1.000

Total patients 167(\&) 144

Reverse 5{‘ 78

concordant r~

patients <\)

(VBD/LS)

Proporti 0.5689 0.5417

conco

pati

o C.I. 0.4901-0.6451 0.4567-0.6249

Notes 1 refers to study site 5 data; and AS2 refers to study site 6 data.

Title: A Ph @}ospectlve Open-Label, Multicenter Comparison Study of Lymphoseek and

VBD as Ly id Tissue Targeting Agents in Patients With Known Melanoma or Breast

Canc% re Undergoing Lymph Node Mapping
sw@&mﬁer NEO3-05
Design Phase 3, prospective, open label, multicentre, single arm, within patient,

comparative study of Lymphoseek and VBD

Duration of main phase: 9 months
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Treatments groups
(within patient
comparison)

Melanoma: 94
patients enrolled/ 78

Test

Technetium Tc-99m Lymphoseek Injection
was given in 50 pg doses by intradermal,
periareolar, subareolar, or peritumoral
injection in close proximity to the primary
tumour.

completed Comparator The above injection was followed by injection
Breast cancer: 99 of vital blue due, and followed by
patients enrolled/ 91 intraoperative lymph nodal mapping.
completed.
Endpoints and Primary Nodal Per node concordance rate of Tc99 %}
definitions endpoint concordance | lymphoseek relative to blue dye @
*
Secondary Patient Per patient concordance rat W99m
. concordance | lymphoseek relative to bl
endpoint
Secondary Detection Proportions \( N
categories 0
endpoint
Secondary Vital Blue Sensitivity and *& negative rate
Dye K
endpoint @
Secondary Tc99m Sengsitidity)and false negative rate
Lymphoseek
endpoint \\O
Supplemental Nodal O Per node “reverse” concordance rate of vital
" revers blue dye relative to Tc99m lymphoseek
outcome conco%e
Supplemental P tient Per patient “reverse” concordance rate of vital
" ‘ rse” blue dye relative to Tc99m lymphoseek
outcome &ncordance

Database lock

12 June 200 Q irst patient enrolled) to 18 June 2009 (last patient completed)
V_ N

Results and Analysis

«

Analysis description

'maay Analysis

Analysis population
and time point
description

ent to treat

Treatment group | ITT ITT without AS1 and AS2
Total number of 256 215

excised nodes

Concordant 239 210

nodes (L/VBD)

Proportion of 0.9336 0.9767

concordant

nodes
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95% C.I. 0.8958-0.9608

p-Value p=0.0401

0.9466-0.9924

p<0.0001

Total excised 121

melanoma nodes

119

Concordant 118

melanoma nodes
Proportion of 0.9752
concordant
nodes

116

0.9748

Total excised 135
breast cancer

nodes

96

Concordant 121
breast cancer

nodes

0.8963

Proportion of
concordant
nodes

94

Descriptive statistics
and estimate
variability for patient

concordance

Number Patients | 158

concordance 0
Concordant 146 \ T 131
patients (L/VBD)

Proportion of 0.9767

concordant <

patients bOJ

95% . 0.8711-0.9601

0.9163-0.9880

75

ottaQelanoma
} jients

73

b Concordant 72
melanoma
patients
Proportion of 0.9600
concordant

patients

70

0.9589

Total breast 83

cancer patients

63

Concordant 74
breast cancer
patients

Proportion of 0.8916

concordant

patients

61

0.9683
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_—

Total excised nodes Safety Safety without AS1 and AS2
N=380 N=327

Pathology-positive 41 38

nodes

VBD+/L+/Path+ 32 31

VBD+/L-/Path+

VBD-/L+/Path+

VBD-/L-/Path+

Total VBD+/Path+ 33 31

Total VBD-/Path+ 8 7 6
y_ N

Total L+/Path+ 38 36 o A@

Total L-/Path+ 3 2

False Negative Rates ITT ITT without AS1 2
True FNR lymphoseek | 1.17% 0.93% \\\
(%)/total nodes N

True FNR VBD 3.13% 3.25% L N\J*

9%)/Path+ nodes

Reverse concordance

Sensitivities Safety Sa without AS1 and AS2
N=380

True FNR (%) 7.32% %

lymphoseek /Path+

nodes PN

Tue FNR VBD 19.51% 18.42%

Treatment group | ITT ITT without AS1 and AS2
Total excised 43 ¥ 306
nodes
Reverse 239 210
concordap A..
nodes L)
0.6968 0.6863

( ordant
odes
95% C.I. 0.6451-0.7450 0.6310-0.7379
p-value P=1.000 P=1.000
Total patients 167 144
Reverse 95 78
concordant
patients
(VBD/LS)
Proportion of 0.5689 0.5417
concordant
patients
95% C.I. 0.4901-0.6451 0.4567-0.6249

Notes

AS1 refers to study site 5 data; and AS2 refers to study site 6 data.
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Study NEO3-09: A Phase 3, Prospective, Open-Label, Multicenter Comparison Study of
Lymphoseek and Vital Blue Dye as Lymphoid Tissue Targeting Agents in Patients With
Known Melanoma or Breast Cancer Who Are Undergoing Lymph Node Mapping

Methods

Study Participants
The main inclusion and exclusion criteria were the same as for study NEO3-05.

Treatments é

The treatment regimen was similar to study NE0O3-05. Technetium Tc 99m Lymphoseelf I% was
given in a 50 pg dose by intradermal or subareolar injection in close proximity to the tumor,
followed by injection of VBD and ILM. Formulated, unlabelled Lymphoseek (tilmano 0.25 mg drug
product was radiolabeled with Tc 99m at 0.5 or 2.0 mCi, depending on time of

Each investigational site used Lymphazurin (1% isosulfan blue for injection) a VBD agent.
Instructions for preparing and administering Lymphazurin were provided i ackage insert. This agent
was administered near the tumor site (according to the tumor type) vianjection at or near the time of ILM

(prior to incision).

Objectives b

The objectives were the same as for the studies NEO3- @ E03-06.

The primary objective of efficacy was the concorda@ between Tc-99m Lymphoseek and VBD in the in
e

vivo detection of the excised lymph node(s) as CQ‘ d by pathology.

The secondary objective was the assﬁgnt of the resected lymph node(s) to confirm the
presence/absence of tumour metastases.Q

The safety objective was the evalua patient safety through observation of adverse events, clinical

laboratory tests, vital signs, ECG{@i physical examinations.

The endpoints were sim studies NEO3-05 and NEO3-06.

Outcomes/endpoints S ;

The primary effi‘c\ endpoint was the proportion of lymph nodes identified intraoperatively by
localization o ’\‘6 {by blue hue) that were also identified intraoperatively by localization of Tc-99m
Lymphoseek o rule). This was a per node concordance measure that used the number of lymph
nodes ai@ y VBD as the denominator. Concordance was achieved when a VBD-stained lymph node
was als ected by Tc-99m Lymphoseek based on the handheld gamma probe count(s) satisfying the
thres criterion. Any lymph node count not meeting this threshold criterion was considered a negative

(i.e., Tc-99m Lymphoseek non-localized) finding.

The first secondary efficacy variable was a supportive measure of the primary concordance rate
calculated on a per patient basis. This per patient estimate of concordance was the number of patients for
whom all VBD-stained lymph nodes were also Tc-99m Lymphoseek hot divided by the number of patients
in the ITT population.
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The next secondary efficacy variables were the reverse concordance rates (based on the reverse
intent-to-treat [RITT] population; both per node and per patient), where VBD localization was compared
against Tc-99m Lymphoseek localization, treating Tc-99m Lymphoseek as comparator or “truth”
standard. These proportions used similar numerators as the concordance variables, but used the number
of lymph nodes or patients that were identified intraoperatively by Tc-99m Lymphoseek as the
denominator.

Other secondary measures of efficacy included measures of Tc-99m Lymphoseek detection and VBD
detection relative to pathological finding of metastases in the excised lymph nodes, and calculations of
sensitivity and false negative rates (FNRs) for each detection method in all patients undergoing
lymphadenectomy.

Exploratory endpoints were based on subgroup analyses of the primary and second@efficacy
measures by study site and by tumour type (melanoma vs. breast cancer). In additioA regarding
medical history and co-medication were summarized and exploratory analyses \onducted as

needed.

The primary safety endpoints were based on the evaluation of adverse even &al laboratory tests,
vital signs, ECGs, and physical examinations. @

Sample size é

The hypothesis to be tested was the same as in NEO3-05, h his time a one-sided a-level of
0.025 was used. Given the proportions specified for testi umed concordance rate of 0.96) and a
target Type Il error rate of 0.10 (90% power), the minimmple size required was 196 VBD-stained
lymph nodes that fulfilled the definition of the ITT p tion. The exact one-sided a-level and power of
the test were 0.0207 and 0.904, respectively. Q

X
The number of patients needed to satisfy sample size requirement of 196 VBD-stained nodes was a
random variable, and depended on t &&(ved quantities: the proportion of patients having at least
one VBD-stained lymph node and t vbber of such nodes per patient. Based on the average number
of ITT nodes per patient in the P NEO3-05 study (1.5806 ITT nodes/patient), approximately 124
ITT patients were estimated {ueeded to be enrolled to produce 196 VBD-stained nodes. From
NEO3-05, approximately % he patients injected with Tc 99m Lymphoseek did not meet ITT criteria
(did not express a blue
of ITT patients and ained lymph nodes, the estimate of 124 ITT patients needed required that
approximately‘lﬂl nts needed to be injected with Tc 99m Lymphoseek (124 ITT patients/0.87 ITT

n vivo or did not have VBD injected). Thus, to obtain the desired number

patients per i . Additionally, there were approximately 8% of the patients enrolled in NEO3-05

who were ithdrawals. This brought the enrolment estimate for this study up to 155 (143 injected

patient injected patients per enrolled).

Randomisation
The study was designed as a single arm study.

Blinding (masking)
The study was designed as an open label study.
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Statistical methods
The statistical methods used to analyse the study population and the primary and secondary measures
were the same as for study NEO3-05.

Results

Participant flow

A total of 165 patients were screened, and 163 patients were enrolled into the study. Two patiepts were
evaluated to be screen failures. 6

Of those patients enrolled, 93.3% (152/163) completed the study. . @

A total of 11 (6.7%) patients were withdrawn from the study; no patients discontinuG@ue to adverse
events, and there were no deaths in this study.

Ten patients were withdrawn from the study prior to injection of Tc-99m L Qeek: four withdrew
consent, and six were unable to be treated before completion of the st her: withdrawn due to
Sponsor request/before deadline).

One patient withdrew after study drug injection; and one patient \A@gst-to-follow-up.

Summaries of patient disposition are provided in the table b%@

Table 35: Patient disposition — Study NEOS-O{O
n T:mol' Type
Mm Breast Cancer Overall
N=86) (N=T77) (N=163)
Completed x\'vs (88.4%) 76 (98.7%) 152 (93.3%)
Withdrawn 10 (11.6%) 1(1.3%) 11 (6.7%)
Adverse Event 0(0.0%) 0 (0.0%) 0 (0.0%)

Protocol Vio, 0 (0.0%) 0 (0.0%) 0(0.0%)
Lost to Fgliquiip 0 (0.0%) 1(1.3%) 1 (0.6%)
WW‘W f Consent 4 (4.7%) 0 (0.0%) 4(2.5%)
(m 6 (7.0%) 0 (0.0%) 6(3.7%)
\ 4
. \Q
Recruitmen 0

The study st \on the 07 July 2010 (first patient enrolled) to 29 April 2011 (last patient completed).
This w. @g e dose study, with safety follow-up at 30 days post-injection.

Conduct of the study

There were no major protocol violations in this study. There were no violations of inclusion criteria and
one violation of exclusion criteria: one patient was indicated to have a tumour with a Breslow depth less
than 0.75 mm. The patient was enrolled, and a waiver was granted, because the Breslow depth was
unable to be determined at the time of screening due to primary tumour location underneath the right
index fingernail. Final pathology confirmation of disease revealed tumour with Clark Level 4 (4.1 mm
Breslow depth). This patient, therefore, met all inclusion and exclusion criteria and was included in the
study analyses.
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The largest contribution of protocol deviations involved vital sign and laboratory measurements; these
deviations were independently reviewed by medical consultants and were considered not clinically
significant. Thus, the deviations were considered not to have significantly influenced study results.

There no were episodes of noncompliance within the safety population of patients receiving the study
agent, Tc-99m Lymphoseek, at the indication total dose (50 ug).

Baseline data
The baseline demographic and disease characteristics of the patients in study NEO3-09 are listed in the 2

tables below. t

Table 36: Summary of patient demographics — Study NEO3-09 (safety populat@
£
Moe (vears) v
S =t
MMean = S 59.3 1O

Mledian

MAinn — DIax 28— 88
Gender
MIale = (32 .0%0)

Female 04 (63.0%0)
Race (
White 142 (92.8%0)

Black K 4 (2.626)
Asian S (3.920)
American Indian or Alaskan Native A O (0.026)

MNative Hawaiian or Other Pacific Islander 1 (0. 720

Ethndcity

Hispanic S (3.32a)

Non-Hispanic

™Mot Reported

N
\QQ

137 (89.5%8)
11 (7.228)

Tumor Type

Melanoima O TE (49T o)

Breast Cancer A TT (50.3%%)
Feight (in) g

™~ 153

MMean = ST
MIedian

MTin — tviazx

66.52 = 4079
66.00
590 —81.2

TWeight (1bs)
™~
Mean = SI>
MNIedian

MAin - DAax

153
181.36 = 48.739
175.00
04.0 —372.6
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Table 37:

Baseline disease characteristics and ECOG performance status — Study
NEO3-09 (safety population)

Tumor Type

Melanoma Breast Cancer Overall
Disease Characteristic Categorv (IN=T76) (IN=77) (IN=153)
Current Clinical T Staging T 0 (0.0%0) 0 (0.020) 0 {0.0%%)
Tis 0 (0.0%) 6 (7.8%6) 6 (3.9%)
T1 10 (13.22%) 63 (81.8%) 73 (47.7%)
T2 33 (43.4%%) 7 (9.1%0) 40 (26.1%0)
T3 20 (26.3%) 0 (0.0%%) 20 (13.1%)
T4 13 (17.1%) 1(1.3%%) 14 (9.2%)
Current Clinical N Staging NoO 76 (100.0%0) 77 (100.0%) 153 (100.0%0)
N1 0 (0.0%) 0 (0.0%) 0 (0.0%)
N2 0 (0.0%) 0 (0.0%) 0 (0.0%)
N3 0 (0.0%) 0 (0.0%0) 0 40.@%%
N4 0 (0.0%) 0 (0.0%0) \
Current Clinical M Staging MO 76 (100.0%%) 77 (100.0%) Cﬁo 0%)
ECOG Performance Status o} 72 (94.7%) 69 (89.6%0) MQ" 2%
1 3 (3.9%) 8 (10.4%) \Qll (7.2%
2 1(1.3%) 0 (0. 0000 1 (0.7%)
3 0 (0.0%) 0 (0. 0 (0.0%)
4 0 (0.0%) 0_(0 0 (0.0%)

a

Numbers analysed

The denominator for all percentages calculated in this table is the number o

The total number of accrued patients was prospectively esti

provide the estimated number of VBD-stained lymph no
were enrolled; 153 patients were injected with Tc wamphoseek.

A total of five populations were planned and anal

reverse ITT (RITT) population (N=152), the
(N=153), and the safety PP population (NG

Outcomes and estimation

O

&

&nents in the safety population.

to be between 124 and 155 in order to
power the primary outcome; 165 patients

: the intent-to-treat (ITT) population (N=133), the

Concordance Rate between TC—QQ mphoseek and Vital Blue Dye

All 229 lymph nodes in th
Tc-99m Lymphoseek (h
concordance rate (P \
hypothesis HO:QP

s

rotocol (PP) population (N=133), the safety population

de population that were detected by VBD (blue) were also detected by
30 counts). The primary endpoint, the corresponding nodal

s thus 100%, and the exact binomial test of this result, against the null
.90, was highly significant at p<0.0001

Additionally, @mcordame rates for nodes from melanoma and breast cancer patients were also
100%. @
Sinc and ITT populations were identical, results were the same for the PP population.
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Table 38: Count and proportion of concordant nodes — Study NEO3-09

No. (Proportion) 950 Exact 1-Sided p-Value
of Concordant Binomial for Exact 1-
Nodes (Total Confidence Sample
ITT Nodes = Interval for Binomial Test of
229) Proportion Hy: Pcp <0.90
Concordant Nodes * 229 (1.0000) (0.9840, 1.0000) <0.0001
From Melanoma Patients 116 (1.0000)
(Nodes from Melanoma Patients = 116)
From Breast Cancer Patients 113 (1.0000)
(Nodes from Breast Cancer Patients = 113)
*  Concordant nodes are nodes that were determined in vivo to be blue (due to presence of VBD) that were
also hot (due to presence of Tc 99m Lvmphoseek).
The concordance rate for every study site was 100%. The average volume of Tc-99m Ly ek
injected at each study site ranged from 0.14 to 2.60 ml. \
At a patient level, the overall concordance rate of detection by both VBD and Tc-9 phoseek in the
ITT population (N=133) was 100%. Similarly, the concordance rates for mela nd breast cancer

patients were both 100%. Since the PP and ITT populations were identical, r@( were the same for the

PP population. (b

Table 39: Count and proportion of concordant patients — dy NEO3-09
]
No. (Proportij 95% Exact Binomial
Concorda Confidence Interval for
(IT 133) Proportion
Concordant Parients * x (BOO) (0.9726. 1.0000)
Concordant Melanoma Patients $(1.0000)
(Total Melanoma Patients = 65) O
Concordant Breast Cancer Patients Q 68 (1.0000)

(Total Breast Cancer Patients = 68)

Concordant patients are patients for '1@1 nodes that were determined in vivo to be blue (due to
presence of VBD) were also h (@J esence of Te 99m Lymphoseek).

Reverse Concordance Rate an eriority

Based on the RITT analysiSy\pop®lation (N=378 nodes from 152 patients), nodal reverse concordance of
VBD against Tc-99m L r@aseek was 60.58% (229 nodes). There was 58.88% reverse concordance in
melanoma patient$ é@

(113 out of 184 c&). The one-sided p-value for the test of reverse concordance against the null
hypothesis H < PC3 was significant (p<0.0001).

)

ut of 197 nodes), and 62.43% reverse concordance in breast cancer patients
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Table 40: Count and proportion of reverse concordant nodes — Study NEO3-09 (RITT
population)

No. (Proportion)

of Reverse 95% Exact
Concordant Binomial
Nodes (Total Confidence 1-Sided p-Value
RITT Nodes = Interval for for Test of Hy:
378) Proportion Py =Pcs
Reverse Concordant Nodes * 229 (0.6058) (0.5546. 0.6554) <0.0001
From Melanoma Patients 116 (0.5888)
(Nodes from Melanoma Patients = 197)
From Breast Cancer Patients 113 (0.6243)
(Nodes from Breast Cancer Patients = 181)
a

Reverse concordant nodes are nodes that were determined in vivo to be hot (due to presence of Tc 99m
Lymphoseek) that were also blue (due to presence of VBD).

*
Additionally, a one-sided test of reverse concordance against the anticipated rate of QQ i.e., null
hypothesis HO: PC3 < 0.90) was not significant (p=1.0000). O
On a patient level, the overall reverse concordance rate of VBD against Tc-99 phoseek in the RITT
population was 50% (76 out of 152 patients). There was 49.33% reverse cOncOrdance in melanoma
patients (37 out of 75 patients), and 50.65% reverse concordance in brea cer patients (39 out of 77
patients). K
Table 41: Count and proportion of reverse concorda ients — Study NEO3-09 (RITT

population)

\ portion) of
Reverse Concordant 9509 Exact Binomial
Patients Confidence Interval for
(RITT — 152) Pl‘opm‘tion
Reverse Concordant Patients * \ 76 (0.5000) (0.4179.0.5821)
Reverse Concordant Melanoma Patientso 37 (0.4933)
(Total Melanoma Patients = 75)
Reverse Concordant Breast Can ents 39 (0.5065)
(Total Breast Cancer Patien e' )
?  Reverse concordant patjeriRgre patients for whom all nodes that were determined in vivo to be hot (due to
presence of Te 99m L seek) were also blue (due to presence of VBD).

Pathology Diagnostic Peff, ance

*
In the safety pop:f (N=379 nodes in 153 patients), 40 nodes (10.55%) were determined to be

Lymphoseek
neither, 1I0n method. Since the safety PP and safety populations were identical, results were the
sa 0 e safety PP population.

pathologicall ‘;Xit e. Of the 40 pathology-positive nodes, 30 were detected by both Tc-99m
% BD, 10 were detected only by Lymphoseek, and none were detected by only VBD or by
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Table 42: Number and Proportion of Pathology-Positive Nodes by Lymphoseek and VBD
Detection Categories — Study NEO3-09 (Safety Population)

Total Number of Safety Population Nodes = 379

959%p Exact Binomial

Detection Category for Pathology-Positive Proportion of Confidence Interval
Nodes No. of Nodes Safety Nodes for Proportion
Vital Blue Dye + / Tc 99m Lymphoseek + 30 0.0792 (0.0540,0.1111)
Vital Blue Dye +/ Tc 99m Lymphoseek — 0 0.0000 (0.0000, 0.0097)
Vital Blue Dye —/ Tc 99m Lymphoseek + 10 0.0264 (0.0127. 0.0480)
Vital Blue Dye —/ Tc 99m Lymphoseek — 0 0.0000 (0.0000, 0.00QT@
Total Pathology-Positive Nodes 40 0.1055 . \@

N

In the safety population, 40 of the 40 pathology-positive nodes were detected by Tm Lymphoseek,
and 30 of the 40 were detected by VBD. The corresponding sensitivity rate for ecCtion of lymph nodes
for tumour cells was 100% for Tc-99m Lymphoseek, compared to 75% for .Whe false negative rate
was 25% for VBD and 0% for Tc-99m Lymphoseek. Since the safety P safety populations were
identical, results were the same for the safety PP population.

Table 43: Sensitivities and False Negative Rates for Tc- Lymphoseek and VBD — Study

NEO3-09 (Safety Population)

Total Number of Patholog)€®e Nodes = 40
\ 95% Exact Binomial
Proportion / Confidence Interval
Category Nodes Rate for Proportion
Vital Blue Dye + / Pathology + \ 30
Vital Blue Dye — / Pathology + 0 10
Tc 99m Lymphoseek + / Pathology + Q 40
Tc 99m Lymphoseek —/ Patholo%b 0
Vital Blue Dye Sensitivity U 0.7500 (0.5880. 0.8731)
Tc 99m Lymphoseek iens 1.0000 (0.9119, 1.0000)
Vital Blue Dye Fals Mi\'e Rate 0.2500 (0.1269, 0.4120)
Tc 99m Lyml)hc se Negative Rate 0.0000 (0.0000, 0.0881)

A summary o:é;&e)i nodes for each detection category is shown in the table below. All 379 safety nodes,

pathologicall ive or negative, were detected by Tc-99m Lymphoseek.
In pati th melanoma, for the 28 pathology-positive nodes, 20 were detected by both Tc-99m
Lym and VBD, and eight by Tc-99m Lymphoseek only.

In patients with breast cancer, for the 12 pathology-positive nodes, 10 were detected by both Tc-99m
Lymphoseek and VBD, and two by Tc-99m Lymphoseek only.

Overall, for the 339 pathology-negative nodes, 199 were detected by both Tc-99 m Lymphoseek and VBD
and 139 by Tc-99m Lymphoseek only.
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Table 44: Summary of Excised Nodes for Each Detection Category — Study NEO3-09
(Safety Population)

Melanoma Breast Cancer Overall

Category (N=T76) IN=TT7) (N=153)

Total Excised Nodes 198 181 379

Total Pathology+ 28 (14.1%) 12 (6.6%) 40 (10.6%)

Total Pathology— 170 (85.9%) 169 (93.4%) 339 (89.4%)

Tc 99m Lymphoseek+/Vital Blue Dye+/Pathology+ 20 (10.1%) 10 (5.5%) 30 (7.9%)

Tc 99m Lymphoseek—/Vital Blue Dye+/Pathology+ 0 (0.0%) 0 (0.0%) 0 (0.0%b

Tc 99m Lymphoseek+/Vital Blue Dye—/Pathology+ 8 (4.0%) 2(1.1%) 10(2

Tc 99m Lymphoseek+/Vital Blue Dye+/Pathology— 96 (48.5%) 103 (56.9%) P9UFD 5%)

Tc 99m Lymphoseek—/Vital Blue Dye+/Pathology— 0 (0.0%) 0 (0.0%) K&.O%)

Tc 99m Lymphoseek+/Vital Blue Dye—/Pathology— 73 (36.9%) 66 (36%’6§O 39 (36.7%)
There were 33 patients with at least one pathology-positive lymph node (21 f anoma, 12 for breast
cancer). Of these, there were 10 patients (8 melanoma and 2 breast for whom all of their

pathology-positive lymph nodes were hot, but at least one was not blue, Of se 10 patients, six patients
N\ No patients had any of their
(6/153) of the safety population
upstaged by VBD.

had all of their pathology-positive lymph nodes hot and not
pathology-positive lymph nodes blue and not hot. Therefore,
were upstaged by Tc-99m Lymphoseek findings alone, and n

Table 45: Summary by Patient of Mapping @
Study NEO3-09 (Safety Populatio

issed Pathology-Positive Nodes —

Melanoma Breast Cancer Overall
Category™™* (N=76) IN=7T7) (N=153)
No. of Patients with > 1 Pathology+ Lymph @ 21 12 33

No. of Patients Such That All Pathol@lph Nodes 13 (61.90%) 10 (83.33%) 23 (69.70%)

are Both Hot and Blue O

No. of Patients Such That Athology+ Lymph Nodes 8 (38.10%) 2 (16.67%) 10 (30.30%)
are Hot but at Least Que iQﬁlﬂe
No. of Patients (&hat 1 Pathology+ Lymph 4 (19.05%) 2(16.67%) 6 (18.18%)
Nodes are Hot@k}t Blue
.
No. of Pafj \ h That All Pathology+ Lymph Nodes 0 ( 0.00%) 0 ( 0.00%) 0 ( 0.00%)
are B, l@east One is Not Hot
ﬁ atients Such that All Pathology+ Lymph 0 ( 0.00%) 0 ( 0.00%) 0 ( 0.00%)
@ s are Blue and Not Hot
. of Patients Such That at Least One Pathology+ Lymph 0 ( 0.00%) 0 ( 0.00%) 0 ( 0.00%)
Node is Not Hot and at Least One is Not Blue
No. of Patients Such that All Pathology+ Lymph 0 ( 0.00%) 0 ( 0.00%) 0 ( 0.00%)

Nodes are Not Hot and Not Blue
Palpable masses are not included in this table.

Patients are only counted once per category for which they qualify.

¢ The denominator for all percentages is the total number of patients with at least one pathology-positive
lymph node with the respective mmor type.
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There were 19 patients in whom VBD failed to detect any nodes. Of those 19 patients, four had
pathology-positive nodes. The pathology rate (percent of patients with pathology positive nodes) in these
patients was 21.1% (4/19). In the remaining portion of patients, i.e., 133 patients for whom VBD
detected at least one lymph node, 29 patients had at least one pathology-positive node. The pathology
rate in these 133 patients was 21.8%. However, of the 33 patients with pathology-positive nodes,
Tc-99m Lymphoseek detected 100% of those nodes. Therefore, Tc-99m Lymphoseek pathology
elucidation rate was clinically important in the overall assessment of 21.1% of the VBD patient
assessment failures (4/19) for disease status, and potentially influential in post-surgical therapy for these
patients.

Summary of Study NEO3-09 @6

The following tables summarise the efficacy results from the main studies supporting t ent
application. These summaries should be read in conjunction with the discussion on cligical efficacy as well

’0\{}9
\

as the benefit risk assessment (see later sections).

@
\<§\Q
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Title: A Phase 3, Prospective, Open-Label, Multicenter Comparison Study of Lymphoseek and Vital
Blue Dye as Lymphoid Tissue Targeting Agents in Patients With Known Melanoma or Breast Cancer

Who Are Under

oing Lymph Node Mapping

Study NEO3-09
identifier
Design Phase 3, prospective, open label, multicentre, single arm, within patient,
comparative study of Lymphoseek and VBD (Lymphazurin as 1% isosulfan blue of
injection)
Treatments Test Technetium Tc-99m Lymphoseek®
(within Injection was given in 50 pug doses by
patient intradermal, periareolar, subareolar, o
comparison) peritumoral injection in close proximit he
primary tumour. [}
ITT: 133 Comparator The above injection was followe jection
patients of vital blue due, and follow
intraoperative lymph noda ing.
Melanoma:
65 patients ®
Breast 0
cancer: 68
patients
Endpoints Primary Concordance The propo \of lymph nodes identified in
and endpoint rate VIVO by at were also identified in vivo by
definitions between LS
and a VBD in t were VBD-stained and were also Lymphoseek hot
the in vivo # of VBD-stained nodes
detection of
lymph
node(s), p c
nodal Iev%
Py \
C,
Secondary “Went" P = £ of patieats for whom all VBD-stained nodss were also Lymphosesk hot
endpoint é rdance # of patients with at least one VBD-stained node

) between LS

K( and a VBD in
Q the in vivo
\ detection of
(b lymph
O\ node(s); Pc.
_ ndary Sensitivity Path+/ VBD+
¢ point and False VBD sensitivity: ‘il Patht Nodes
8\ Negative
Rate Path+/VBD-
@ VBD FNR: All Path+ Nodes
Path+/T S5+
LS sensitivity: All Path+ Nodes
Path+T.5-
LS FNR: All Path+ Nodes
Secondary Reverse Pcs=# of Lymphoseek hot nodes that were VBD-stained
end point concordance # of Lymphoseek hot nodes
rate, per
nodal level; Ho: Pe1 = Pes
Pes. . vs.\
Ha: Pc1 = Pes
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Secondary Reverse Pey = # of patients for whom all Lymphoseek hot nodes were VBD-stained
endpoint concordance 17 of patients with at least one in vivo hot node

rate, per

patient

level; Pc,.

Results and Analysis

Analysis Primary Analysis
description
Analysis Intent to treat
population and
time point
description
Descriptive Treatment Concordant Concordant Reverse R
statistics and group nodes patients concordant ’@rdant
estimate nodes 9 ients
variability (total ITT (total ITT (total RITT &total RITT
nodes=229) patients=133) | nodes= patients=152)
Number 229 (1.000) 133 (1.000) 229 (O @ 76 (0.5000)
(proportion) of 0
concordant @
nodes/patient (‘
95% Exact 0.9840- 0.9726- )0.5546— 0.4179-
binomial CI for | 1.000 1.000 0.6554 0.5821
proportion Q
P\
p-value <0.0001° \\) <0.0001°
Sensitivities and | category No of Path+"“odes | Proportion/rate 95% exact
FNR (total¥40) binomial CI for
) proportion
vital blue %‘/ - -
dye+/pathology+ §
vital blue \ =10 - -
dye /patholggQ

Lymph seey - 40 - -
+/Path(\2y
Ly F{&ek

¢/(Pathelogy +

L=
. Q/Ip& blue dye - 0.7500 0.5880-0.8731
N\ o
Nsensitivity
@ Lymphoseek - 1.000 0.9119-1.000
\ sensitivity
§‘ vital blue dye NPV - 0.2500 0.1269-0.4120
Lymphoseek NPV - 0.000 0.000-0.0881

a= p-value of P.; vs 0.90; b=p-value of Pc; VS Pcs
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NEO3-06: A Phase 3, Prospective, Open-Label, Multicenter Study of Lymphoseek-Ildentified
Sentinel Lymph Nodes (SLNs) Relative to the Pathological Status of Non-Sentinel Lymph
Nodes in an Elective Neck Dissection (END) in Cutaneous Head and Neck and Intraoral
Squamous Cell Carcinoma

Methods

Study Participants

Inclusion criteria é

1. The patient provided written informed consent with Health Information Portability angd tability
Act (HIPAA) authorization before participating in the trial. K\

2. The patient had a diagnosis of primary SCC of the head and neck either cut Q)r intraoral that
was anatomically located in the mucosal lip, buccal mucosa, lower alveolar rio@)er alveolar ridge,
retromolar gingival (retromolar trigone), floor-of-the-mouth, hard palate o@ mobile) tongue and
was stage T1-T4a, NO, MO. @

3. Clinical nodal staging (NO) was confirmed by negative results fro%ontrast CT scan or
gadolinium-enhanced MRI or lateral and central neck ultrasound @ 30 days of the planned
lymphadenectomy. PET scan could not have been used for thi ation.

4. Imaging of the regional nodal basin was performed withi days of the planned lymphadenectomy.
5. The patient was a candidate for surgical intervent'@m h ILM and END included in the surgical plan.
6. Patients with prior malignancy were allowgd p@ded the patient met both of the following criteria:

= Underwent potentially curative therap Il prior malignancies and was deemed low risk for
recurrence.

= No malignancy for the past 5 yi @except effectively treated basal cell or squamous cell skin cancer,
carcinoma in situ of the cervi &e ively treated with surgery alone, lobular carcinoma in situ of the
ipsilateral or contralateral br treated with surgery alone, or carcinoma of the mouth that was in situ
or minimally invasive), and no‘evidence of recurrence.

7. The patient was 18 years of age at the time of consent.

8. The patie t G)m Eastern Cooperative Oncology Group (ECOG) status of Grade 0 to 2 (see
Appendix 5% rmance Status Criteria of the protocol [Appendix 16.1.1]).

Exclus Qteria

1. The’patient had a diagnosis of SCC of the head and neck in the following anatomical areas:
non-mobile base of the tongue, oropharynx, nasopharynx, hypopharynx, and larynx.

2. The patient was pregnant or lactating.
3. The patient had clinical or radiological evidence of metastatic cancer to the regional lymph nodes.

4. The patient had a history of neck dissection, or gross injury to the neck that precluded reasonable
surgical dissection for this trial, or radiotherapy to the neck.

CHMP assessment report
EMA/CHMP/718908/2014 Page 76/123



5. The patient had had other nuclear imaging studies, including technetium, conducted within 2.5 days
(60 hours) of injection.

6. The patient was actively receiving systemic cytotoxic chemotherapy.

7. The patient was currently participating in another investigational drug trial or participated within 30
days before consenting.

8. Patient was on immunosuppressive, anti-monocyte, or immunomodulatory therapy.

Treatments
All patients received Lymphoseek, which was administered in the Nuclear Medicine Departmentéclinic
room by a certified nuclear medicine physician or surgeon.

Patients scheduled for surgery on the same day of injection received 0.5 mCi (18.5 MBq)ﬂ@woseek (50
Hg) and patients scheduled for surgery the next day received 2.0 mCi (74 MBq) Ly k (50 pg).

eek in the total
mL or were less than

Injection of Lymphoseek was at time point 00:00. Patients received 50 pg of
injection volume of 0.1 to 1.0 mL. Individual injections (aliquots) did not exce
0.1 mL. All injections were peritumoral. A total volume of 0.1 to 0.5 mL wassi ed from a single syringe

in a single injection overlying the primary tumour or a total volume of 0. 1.0 mL was injected from

multiple syringes into 4 aliquots at 12:00, 3:00, 6:00 and 9:00 positi of the clock peritumorally, or 5
aliquots at 12:00, 3:00, 6:00 and 9:00 positions of the clock peri lly and to the deepest side of the
tumour.

Patients with intraoral SCC and cutaneous SCC had a s@?surgery injection radiolabeled with 0.5
mCi (18.5 MBq) Tc 99m (recommended time from injectiofito surgery 1 to less than 15 hours) or 2.0 mCi

(74 MBq) Tc 99m for injections on day before surger commended time from injection to surgery 15 to
30 hours). \

Objectives QC)

Primary Objective: 06

To determine the false negati (FNR) associated with Lymphoseek-identified SLNs relative to the

pathology status of non-SkNs. e FNR was the ratio of false negatives/(true positives + false
negatives). The estimat made on a per-patient basis and relative to those patients with

pathology-positive n(&

Secondary Okgj

To determi sensmwty, negative predictive value (NPV), and overall accuracy of

Lymph e@etected SLNs relative to the pathology status of non-SLNs. Additional secondary
objegti cluded the detection rate of SLNs by Lymphoseek and the rate of tumor detection in
non-

Safety Objective:

To evaluate patient safety through observation of adverse events (AEs), clinical laboratory tests, vital
signs, electrocardiograms (ECGs), and physical examinations.

Outcomes/endpoints
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Efficacy Analysis:

The primary efficacy endpoint was the FNR associated with Lymphoseek-identified SLNs relative to
non-SLNs. Lymphoseek-identified lymph nodes constituted the in vivo-identified lymph nodes such that,
when counted with a handheld gamma detector, counts met or exceeded the defined 3 sigma gamma
counting rule (30 rule).

The estimate was made on a per-patient basis and relative to those patients with pathology-positive
nodes as assessed by local or central pathology. Where both pathology assessments were conducted but
differed (i.e., local laboratory results were negative but central laboratory results were positive), the
central pathology results determined the final pathology status of the node. é

Lymphoseek positivity was based on radioactivity or counts derived from the application of tf@andheld
gamma detector in vivo, where such counts satisfied the 3o rule of greater than the quant?) 3 square
roots of the mean background count (i.e., 3 standard deviations [SD]) added to the m&;\ ackground
count. Any nodal count not meeting this 30 rule was considered a negative findin @ localized and/or
not detected as an SLN). ﬁ

radioactivity status was also determined. All tissue excised to the extent such tissue represented

Once in vivo SLN(s) were identified by the presence of Lymphoseek, they wigmoved and their ex vivo
anatomical locations that harbored SLN(s) were also counted ex vivo’%th a handheld gamma detector.
Once probing was complete, the remaining non-SLNs were also r d and assessed by pathology. All
tissues were labeled and documented with regard to patient, 3 al location, and Lymphoseek status

(+/- with regard to in vivo comparison to the 30 rule)

An initial local pathology status of the SLNs was determi ia hematoxylin and eosin (H&E) staining.
This primary trial site evaluation after bifurcation th h the long axis of the lymph nodes consisted of
sectioning the node every 2 to 3 mm producing atleast 3 levels through the node for evaluation. Had this
initial evaluation of Lymphoseek-positive node§ been positive for any tumor presence, this was recorded
and no further local pathology evaluation quired. If this initial pathology evaluation was negative,
additional sectioning and staining at t éwere permitted based on institutional standards. Pathology
status for tumor in all non-SLNs wa @

the single bifurcation. b

orized as positive or negative based on the slide derived from

Secondary measures of e icanluded selected measures of diagnostic performance (sensitivity, NPV,
and overall accuracy) of hoseek-identified SLN(s) in relationship to the non-SLN(s).

The secondary effiga ables were the following proportions and rates:

N\

= sensitivity o t@oseek to detect patients with at least 1 pathology-positive SLN (sensitivity = 1-FNR)

= negative ive value (NPV) of Lymphoseek for detection of patients with at least 1
pathol itive SLN
e ove ccuracy of Lymphoseek in classifying patients with at least 1 pathology-positive lymph node

versus those with all negative nodes
= by-patient rate (proportion) of lymph node detection by Lymphoseek
* by-patient rate (proportion) of tumor detection in SLNs

= by-patient rate (proportion) of tumor detection in all lymph nodes (both SLNs and non- SLNs)
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A true negative was defined as a patient for whom all SLNs identified by Lymphoseek were pathology
negative or no SLNs were identified and all non-SLNs were pathology negative. A true positive was
defined as a patient for whom at least one Lymphoseek-identified SLN was pathology positive. Patients
lacking an SLN detected by Lymphoseek but having an otherwise positive non-SLN were counted as a
false negative.

The by-patient rate (proportion) of the SLN detection by Lymphoseek, the by-patient rate (proportion) of
tumor detection in SLNs, and the by-patient rate (proportion) of tumor detection in all lymph nodes were
determined as additional secondary measures of efficacy.

Exploratory analyses used the primary and secondary efficacy variables, categorized by trial sit
anatomical tumor location, and time of surgery relative to Lymphoseek administration. There véno
new exploratory efficacy variables.

Safety: {\6

Safety was evaluated by examining the incidence of AEs, changes over time inJ ry tests, vital
signs, ECGs, and physical examination findings. \

Sample size
A total of 392 patients were expected to be accrued in order to yield 414 p;tients with 1 or more

pathology-positive lymph nodes from the END (SLNs and/or non-S Y At the prospectively planned
interim analysis, a total of 85 patients were injected (thus, anal or safety), 83 patients were in the
intent-to-treat (ITT) population (i.e., must have been injecte o surgery, and had at least 1 SLN or

non-SLN removed with a known pathology status), an @t ents in the ITT were pathology positive.
Randomisation O

The study was non-randomised. Q

Blinding (masking) ()\

The study was a single arm study. 60

Statistical methods O

For the primary endpoint, th as calculated as the ratio of false negatives/(true positives + false
negatives). More specificaﬁ&th FNR was defined as follows:

o
N
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FNR = (# of patients with 2 1 pathology-positive lymph node for whom Lymphoseek did not
detect any pathology-positive SLNs) = (total # of patients with 2 1 pathology-positive lymph

node)

=1 Lymph Nodes (SLN or non-  All Lymph Nodes (SLN and non-

SLN) Are Patholog\' Positive SLN) Are Pathologv Negatit‘e
= 1 Lymphoseek Detected Lymph N/A
Node(s) (SLNS)_ Are Pathology a (}; _ 0)
Positive
Lymphoseek Detected Lymph
Nodes (SLNs) Are All Pathology c d 6
Negative (or no SLNs exist)

)]
Source: NEO3-06 SAP version 2.0 (Appendix 16.1.9) . 6
Abbrewiations: N/A = not applicable; SLN = sentinel lymph nodes. K\

The primary endpoint was summarized by use of a point estimator and a 2-si®ct 95% confidence
interval (Cl) computed on a binomial proportion. The point estimate for FNF@ imply the observed

rate. The statistical hypotheses. (b

HO: FNR = 0.14 vs. Ha: FNR < 0.14

were tested using a 1-sided significance level of a=0.025 (2-sid ignificance level of 0.05), such that if
the upper limit of the 959% CI for the FNR was less than 0.14 ath hypothesis was rejected in favor of
the alternate hypothesis.

In order to maintain the overall level of significance he 1-sided a = 0.025 level after a prospectively
planned interim analysis using a = 0.02486, this, ould have been performed using an adjusted
1-sided a = 0.00032 at the completion of theygrial % the trial was not stopped for efficacy at the interim
analysis.

For the secondary measures, sensitivi Qcalculated as one minus the FNR (1 — FNR). The remaining
measures of diagnostic performan defined as follows:

N
S
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= Sensitivity of Lymphoseek to detect patients with at least 1 pathology-positive lymph node:
Sensitivity = 1 — FNR = a/(a+c)

= Negative predictive value (NPV) of Lymphoseek for detection of patients with at least 1
pathology-positive lymph node:

NPV = # patients with a true negative/# patients with true negative or false negative
NPV = d/(c+d)

= Overall accuracy of Lymphoseek in classifying patients with at least 1 pathology-positive lymph node
versus those with all negative nodes:

Overall accuracy = # patients with a true positive or a true negative/# ITT patients @
9
Accuracy = (a+d)/(a+c+d) K\

= A by-patient rate (proportion) of tumor detection in all lymph nodes taken from t @) (both SLNs and
non-SLNs): \

Overall Proportion of Patients with Tumors = (a+c)/(a+c+d) @0
The final 2 secondary endpoints were calculated as shown below: K

= A by-patient rate (proportion) of SLN detection (i.e., lymph ng @ection by Lymphoseek):
Rate of SLN Detection = # of patients with SLNs total # of patiegpts/in ITT

= A by-patient rate (proportion) of tumor detection in S o

Proportion of Patients = # of patients with > 1 pathy—positive SLN with Tumors in SLN(S) total # of
patients in ITT

Point estimates and Cls were used to summa@ari he secondary endpoints and subgroup analyses. These

estimators were based on patient cou t;@ Cls were calculated using exact methods with a 95%
coverage probability. 6

Summarization of safety data in@ AEs, laboratory tests, ECGs, physical examinations, and vital
signs.

Prospectively Planned | ifg_Analysis

was used as a guideline to monitor the ongoing FNR results. The stopping rule
was based on g 14si test, assumed 2 unequally spaced analysis points (i.e., after 38 and 114 patients
sitive SLN and/or non-SLN), and had a (1-sided) and 1-f3 probabilities equal to 0.025
ively. The interim and final alpha levels were computed using the Wang-Tsiatis stopping

with a pathol
and 0.90,

l=—ckp—-1/2k

u=ckp-1/2k

The shape parameter (p) was set to 1.0, while k represented the analysis number (1 or 2) and c was set
so that the type | error was equal to a. Early stopping occurred for positive (low FNR) results if the interim
significance level for a 1-sided exact test of binomial proportion, after > 38 patients with a
pathology-positive lymph node, was < 0.02486.
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An independent DSMC reviewed the interim results and made recommendations regarding early stopping
and/or changes in the trial design.

Results
Participant flow

A total of 117 patients were screened: 101 patients were enrolled into the trial and 16 patients were

evaluated to be screen failures. Of the 101 enrolled patients, 85 patients were injected with Ly seek
and all 85 (84.2%) patients completed the trial. Of the 101 patients who were enrolled into% al, a
total of 16 (15.8%) patients were withdrawn. .\6

Table 46: Patient disposition — Study NEO6-09 (all screened patients O

Tumor Type

Cutaneous Intrﬂot'n‘b Overall
(N=8) (IN=109} (N=11T)
Screen Failure 2 i 16
Enrolled & @ 101
Injected ] 79 85
Completed 6 (100.0%) 3.2%) 85 (84.2%)
Withdrawn 0 O 16 (16.8%) 16 (15.8%)
Adverse Event 0 \ 0 0
Protocol Violation ] 0 0
Lost to Follow-up ] O 0 0
Withdrawal of Consent 0 Q 12 (12.6%) 12 (11.9%)

Death \ 0 0
Other ; ) 4 (4.2%) 4 (4.0%)

Recruitment Q
A total of 117 patients were scre& : 101 patients were enrolled into the trial and 16 patients were
evaluated to be screen faj%

Conduct of the §t @

The original trial \ | was revised 7 times with main changes being related to update of sample size,
clinical trial in€0 n, naming conventions and editorial changes, clarification on the pathology process
and procedurréc

admini of the medicinal product and the detection of radioactivity. Further amendments were
ma e SAP.

ollection of slides sections and ICH staining for central pathology, clarification on the

Major protocol violations occurred for 9 intraoral-tumor patients in this trial. Four of the 9 patients had
violations of Lymphoseek dosing (either too low or too high dose). Two patients had violations of END
(END was performed before SLN mapping for one patient and not performed for another patient. Other
major violations occurred for 1 patient each: imaging of the regional nodal basin was performed outside
of the 30-day window and no waiver was requested; no in vivo count was found for a third lymph node for
a patient; and an informed-consent violation occurred for a patient (an ultrasound to confirm nodal status
was performed the day before the patient was consented for the trial).
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Baseline data

Table 47: Demographics data — Study NEO3-09 (safety population)
Safety
Demographics Subjects
Variable Category (N=85)
Gender Male 64 (75.3%)
Female 21 (24.7%)
Race White 83 (97.6%)
Black 1(1.2%)
Asian 0 é
Amernican Indian or Alaskan Native 1(1. "“’)
Native Hawailan or Other Pacific Islander
Ethnicity Hispanic
Non-Hispanic é
Tumeor Type Cutaneous 1%)
Intraoral &9" 9%%)
Demographics Variable Mean sD N Min = Median
Age of Patient (years) 60.79 12.832 85 23.00 03? clo 59.00
Height of Patient (inches) 67.93 3393 84 61&% 75.00 68.00
Weight of Patient (pounds) 189.09 49 534 85 ’ 355.00 186.30

Table 48:
population)

Baseline disease characteristics and EC(@ Study NEO3-09 (safety

\O

Tumor Type

Vaneous Intraocral Overall
Disease Characteristic Category =G) (IN=T9) (IN=85)»
Current Clindical T Staging T Q ¥] o] o]
TIS \ (o] Q o
T1 (o] 26 (32.92%) 26 (30.6%)
T2 6 (100.0%) 40 (50.6%%) 46 (54.1%4)
10 o 7 (8.9%%) 7 (8.2%5)
(o] 2 (2.5%0) 2 (2.429%)
(o] 4 (5.12%) 4 (4.7%%)
Current Climical IN Staging 6 (100.0%6) 79 (100.0%) 85 (100.0%%)
O o o o
™NZ (o] Q o
N3 (4] o] (o]
\ ™4 (o] Q o
Current Clinical IV Stagi \ - »nO 6 (100.0%6) T8 (98.72%) 54 (98.8%)

a

o]

o]

M o 1 (1.3%%) 1 (1.2956)
ECOG Perforn‘uu%ce N o 5 (83 3%) 53 (67.1%) 58 (68.2%4)
1 1 (16 7%) 21 (26.6%6) 22 (25 9%)
2 o 5 (6.39%) 5 (5.99%)
3
4

(o]

o

o

o CD
\O

Iysed
Thre

analyzed in this trial: the ITT population (N=83), the PP population (N=75), and the safety population

(N=85). The ITT population included all patients injected with Lymphoseek, who underwent surgery, and
who had 1 or more SLNs or non-SLNs with a known pathology status. The PP population included all ITT
patients who lacked major protocol violations where such violations compromised the assessment of the

ient populations were used to analyze and report the data: A total of 3 populations were

efficacy endpoints. The safety population included patients with signed informed consent and who

received any injection of Lymphoseek.

A total of 18 patients were excluded from the number of all enrolled patients (N=101) to define the ITT
population (N=83): 16 of these patients were excluded because they were not injected with Lymphoseek
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and 2 patients were excluded because they did not have intraoperative SLNB or END, and therefore had
no SLN or non-SLN with known pathology.

The analysis of the primary and secondary endpoints and subgroup analyses were made using the ITT
population as defined, whereas the PP patients were used in a supportive manner.

Exploratory analyses, which used the primary and secondary efficacy variables, were conducted using the
ITT population. All analyses of safety were based on the safety population, as were summaries of baseline
data.

Outcomes and estimation
Primary Analysis (False Negative Rate of Lymphoseek)

The primary efficacy endpoint was the FNR for patients in the ITT population with at lea
pathology-positive lymph node that was not an SLN. Lymphoseek detection of patholo iosmve lymph
nodes is presented in Table 49.

Table 49: Lymphoseek detection of pathology-positive lymph no Qtudy NEO3-06
(ITT population)

(Patholog_v
g
N/ -
=1 Lymph{N SLN Al Lymph Nodes (SLN
or I % N) Are and non-SLN) Are
Lymphoseek Detection: P;‘M " Positive Pathology Negative

= 1 Lymphoseek Detected Lymph Node(s) O 38
T (SLNs) Are Pathology Positive

\' True Positive
Lymphoseek Detected Lymph Nodes ; g 1 +4

N/A (0)

- (SLNs) Are ALL Pathology Negatwv 0
SLNs exist) B False Negative True Negative
Source: Appendix Figure 1
Abbreviations: N/A=not applicablel ~SLN(s)=non-sentinel lymph node(s); SLN(s)=sentinel lymph node(s).
False positives (upper left quad vere not applicable to the analysis as lyvmph nodes did not fit into tlus
category (Nodes cannot bfﬁﬂl pgthology positive and pathology negative.).
( A
The FNR of lymphaqs i the ITT population is provided in Table 50.

QS
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CHMP assessment report
EMA/CHMP/718908/2014 Page 84/123



Table 50: False negative rate of Lymphoseek — Study NEO3-06 (ITT population)

False Negative Rate

and 95.03% Exact One-Sided
Binomial p-Value for
Number Confidence Exact Binomial Test
of Patients Interval of Hy: FNR = 0.14
False Negative Patients - Patients that had = 1
pathology-positive lymph node. none of which 1
were detected by Lymphoseek
All Pathology-Positive Patients - Patients that had
: o~ 39
= 1 pathology positive lymph node
0.0256 6
(0.0006, 0.1349) O.Ef)‘_ is

Source: Appendix Table 16 O
Abbreviations: FNR=false negative rate; Hy=null hypothesis; ITT=intent-to-treat. (\

Secondary endpoints @
Sensitivity of Lymphoseek é

The sensitivity of lymphoseek in the ITT population is provid@)le 51.

Table 51: Sensitivity of Lymphoseek — Study N@OG (ITT population)

O
QV Sensitivity and 95%
\ Number Exact Binomial

(' a of Patients Confidence Interval
True Positive Patients - Patients that had % 1 pathology-posttive 38
lymph node that was detected by Lyvm:
All Pathologv-Positive Patients - .ts thathad =1 39
pathology-positive l}fmph no

0.9744
(0.8652, 0.9994)

Source: Appendix

Abbreviations: & tent-to-treat.
The sensitivi phoseek in the PP population, where Lymphoseek detected pathology-positive

nodes in 35 patlents was 0.9722 (95% CI, 0.8547 to 0.9993).
Nega' redictive Value

The negative predictive value of lymphoseek in the ITT population is provided in Table 52.
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Table 52: Negative predictive value of Lymphoseek — Study NEO3-06 (ITT population)

Negative Predictive Value

Number and 95% Exact Binomial
of Patients Confidence Interval
True Negative Patients - Patients for whom all lymph 44

nodes (SLNs and non-SLNs) were pathology negative

Patients Predicted to be Pathology Negative - Patients for

whom all Lymphoseek detected lymph nodes (SLNs) were 45
pathology negative or no SLNs exist é

Source: Appendix Table 20
Abbrewviations: IT T=intent-to-treat; non-SLN(s}=non-sentinel lymph node(s); SLN(symph node(s).

The sensitivity of Lymphoseek in the PP population, where Lymphoseek det@ athology-positive
nodes in 35 of 36 patients, was 0.9722 (95% ClI, 0.8547 to 0.9993). @

Overall Accuracy of Lymphoseek

The overall accuracy of Lymphoseek in the ITT population is pr@n Table 53.

Table 53: Overall accuracy of Lymphoseek — @ EO3-06 (ITT population)
PN
\) Overall Accuracy
and 25% Exact
\ Number of Binomial
() Patients Confidence Interval
True Positive and True Negative Patient wents for whom all 82
pathology-positive lymph nodes were d by Lymphoseek (all
were SLNs) or for whom all lymp (SLNs and non-5LN5)
were pathology negative
All Patients in ITT Populatidg —Q&nts who were injected with 83

Lymphoseek, had surge d at least one lymph node
removed for which a @ v status was determuined

0.9880

O
(0.9347, 0.999?}

Source: A Table 22

Abbregy

In the

- ITT=mtent-to-treat; non-SLN(s)=non-sentinel lymph node(s); SLN(s)=sentinel lymph node(s).

population, 74 of the 75 patients were true positives and true negatives, which corresponded to

an overall accuracy of 0.9867 (95% CI, 0.9279 to 0.9997).

Rate of Sentinel Lymph Node Detection By Lymphoseek

The rate of in vivo sentinel lymph node detection by Lymphoseek (i.e., SLNs as defined by the trial
protocol) in the ITT population is provided in Table 54.
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Table 54: Rate of in vivo sentinel lymph node detection in patients by lymphoseek -
Study NEO3-06 (ITT population)

Rate of SLN Detection
and 95% Exact

Number of Binomial
Patients Confidence Interval
Patients with SLNs Detected - Patients for whom Lymphoseek
identified at least one lymph node, 1.e.. patients with at least one 81

sentinel lymph node

All Patients 1n ITT Population - Patients who were imected with
Lymphoseek, had surgery, and had at least one lymph node 83
removed for which a pathology status was determined

Source: Appendix Table 24
Abbreviations: IT T=imtent-to-treat; SLN(s)=sentinel lymph node(s). \
In the PP population, Lymphoseek identified at least 1 SLN in 74 of 75 patigﬁQ)rresponding to a lymph

node detection rate of 0.9867 (95% CI, 0.9279 to 0.9997).

Other secondary outcomes: q
I3

Lymphoscintigraphy was performed in 100% of patients ove nd 79 patients with cutaneous and
intraoral tumor types, respectively. For 92.9% of patie\rl ergoing lymphoscintigraphy, hot spots
representing hot tissues other than the injection site fere oted on a scan.

Table 55: Summary of Iymphoscintig@s&nd in vivo findings per patient®

&S Result
Pﬂti@'ﬁi Hot  Patient Does Not
Have Hot Spot LS and Lvmphoseek In

pot
K (IN=TT) (IN=a) Vive Summary Results
Lymphoseek In Vivo Status’ Q

Patient 15 Hot V‘V% 77 (100.0%) 4(66.7%)

Patient is Not Hel%a Vive Total Percent of LS and
7 o/ § 5 794
0 2(33.3%) In Vivo Agreement” 93.2%

oved i vivo with a nonmissing pathology status. Patients who had LS performed but did not go to
v or had no lymph node 1n vivo data collected were not included 1in this table.

"Lymphoseek “hot” status determined by a patient having = 1 SLN.
*Calculated using the total counts in the upper left and lower right cells of the table divided by the total patient
count 1n all 4.

The average number of SLNs detected per ITT patient was 3.9 hot nodes per patient.

The rate of tumor detection in SLNs in the ITT population is provided in Table 56.
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Table 56: By-patient proportion of tumours detected in sentinel lymph nodes — Study
NEO3-06 (ITT population)

Proportion of Patients
with Tumeor(s) in SLN(s)

Number of and 95% Exact Binomial
Patients Confidence Interval
True Positives - Patients that had = 1 pathology-positive 18
lymph node that was detected by Lymphoseek
All Patients with = 1 SLN - Patients who had at least one a1

lymph node detected by Lymphoseek

0.4691
(0.3573. o

Source: Appendix Table 26 :\

Abbreviations: IT T=intent-to-treat; SLN(s)=sentinel lymph node(s).

Of the 74 patients in the PP population with at least 1 SLN, 35 patients had at le Q pathology-positive
lymph node that was detected by Lymphoseek. This result corresponded to‘a tdmour-detection rate in
SLNs of 0.4730 (95% ClI, 0.3557 to 0.5925).

The rate of tumour detection in all lymph nodes in the ITT populatl gprowded in Table 57.

Table 57: By-patient proportion of tumours deteck@’ubl lympho nodes — Study
NEO3-06 (ITT population)

Proportion of Patients with

Q Tumeor(s) in All Lvimph Nodes
\ Number of and 95% Exact Binomial
‘C) Patients Confidence Interval

Pathologv-positive Patients - Patients tha 1 39
pathology-positive lymph node
All Patients in ITT Population - P'l&l 'ho were mjected

with Lymphoseek. had surgery d at least one lymph 83
node removed for which a wj status was determuned

0.4699
(0.3593 0.5826)

of t tients in the PP population, 36 patients had at least 1 pathology-positive lymph node. This
result Berresponded to a tumor-detection rate in all lymph nodes of 0.4800 (95% CI, 0.3631 to 0.5985).

Ancillary analyses
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Table 58: Sensitivities and false negative rates for Lymphoseek and VBD — Summary of
efficacy (safety population)

abkle witles and Falss Sag il Blaw by
Beopoilie Faiath
sf= T
Tertw: Hunzer Fathalogy-Fasative Hodas =
BT O X ) NEZA-§ N Hsta-Arslymis
rof Frop. Prop
Wamzwer Ratw + Mumbwz Fatw &t Mazsez Rate

Tz Vb= Lympheiasak # | 40 1

Fathalagy ‘\
Tz 5 Lymphaseak - 1 1 K
O T O

Summary of main study

The following tables summarise the efficacy results ﬁ main studies supporting the present

application. These summaries should be read in copj on with the discussion on clinical efficacy as well

as the benefit risk assessment (see later section
>
©
\Q
4
S~
%,
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Summary of efficacy for trial NEO3-06

Title: A Phase 3, Prospective, Open-Label, Multicenter Study of Lymphoseek-ldentified Sentinel Lymph
Nodes (SLNs) Relative to the Pathological Status of Non-Sentinel Lymph Nodes in an Elective Neck
Dissection (END) in Cutaneous Head and Neck and Intraoral Squamous Cell Carcinoma

Study NEO3-06
identifier
Study Prospective, open-label, multicentre trial of Lymphoseek (technetium Tc 99m
Design tilmanocept) Injection in the detection of tumour-draining SLNs in patients with known
cutaneous or intraoral squamous cell carcinoma of the head and neck.
Treatment | Test Technetium Tc-99m Lymphoseek Injection was
S given in 50 pg doses by peritumoral injection in
close proximity to the primary tumour.
Planned:
114 @
pathology . 6
positive \
patients. O
At interim Q
analysis 0\,
ITT: 83 @
patients K
Endpoints Primary False negative rate FNR = (# @nts with = 1 pathology- positive
and endpoint (FNR)-associated with | lymph no@o hom Lymphoseek
definitions Lymphoseek-identified | did tect any pathology-positive SLNs) +
SLNs relative to (tota f patients with = 1 pathology-positive
non-SLNs. |0)h node).
\{\ HO: FNR = 0.14
() VS.
60 Ha: FNR < 0.14
All ;ogy—positive Patients that had = 1 pathology positive lymph
pa S node
Secondar Bwsitivity of True Positive Patients (TPP) = Patients thathad > 1
endpgi { ymphoseek to detect | pathology —positive lymph node that was detected
\ patients with at least 1 | by Lymphoseek
. 0 pathology-positive
t\ lymph node Sensitivity = 1 - FNR
)Secondary Negative Predictive True negative Patients (TNP)= patients for whom
endpoint value) of Lymphoseek | all lymph nodes (SLNs and non-SLNs) were

for detection of
patients with at least 1
pathology-positive
lymph node

pathology negative

NPV = # patients with a true negative

# patients with true negative or false negative

Patients predicted to be pathology negative =
patients for whom all Lymphoseek detected lymph
nodes (SLNs) were pathology negative or no SLNs
exist
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Secondary
endpoint

Overall accuracy in
classifying patients
with at least 1
pathology-positive
lymph node versus
those with all negative
nodes

True positive and True negative patients= patients
for whom all pathology —positive lymph nodes were
detected by Lymphoseek (all were SLNs) or for
whom all lymph nodes (SLNs and non-SLNs) were
pathology negative

All patients in ITT population = patients who were
injected with Lymphoseek, had surgery, and had at
least one lymph node removed for which a
pathology status was determined

Overall accuracy = # patients with a true positive or a true n e
#1TT patients ~

Results and Analysis

Analysis description

Primary Analysis

Analysis population and
time point description

Intent to treat

Descriptive statistics
and estimate variability

False negative
rate

N of patients

False negative 1
patients

0.0205

All
pathology-positiv
e patients

39

Sensitivity

0006-0.1349)

Sensitivity and 95% C.1I.

true positive
patients

0.9744

N of patients

0.8652-0.9994

Overall accuracy and 95% C.I.

0.9880
0.9347-0.9997

e positive and | 82
¢ Q' true negative
C)\ patients
All patients in ITT | 83
population
node(s); SLNs=sentinel lymph node(s)

FNR=false negative rate; ITT=intent to treat; nonSLNs=non-sentinel lymph
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Analysis performed across trials (pooled analyses and meta-analysis)

Two retrospective meta-analyses (NEO3-14 and NEO3-15) were also conducted, contrasting Lymphoseek
against radiocolloidal agents (e.g., Nanocoll or Nanocis), the colloidal agents being utilized on the basis of
European clinical practice of ILM and wherein these agents may have been used in conjunction with a vital
VBD. The results of this meta-analysis are presented in the tables below.

Table 59: Summary of preoperative lymphoscintigraphy utilisation — patient level

Tumour Type

Melanoma Breast Cﬁall
Cancer -

NEO3-05 Safety Population [n] 85 94 W179

Lymphoscintigraphy was performed [m (%6)] 85 (100.0%) 82 (87.2%Y %7 (93.3%)
NEO3-09 Safety Population [n] 76 77 \ 153

Lymphoscintigraphy was performed [m (%6)] 76 (100.0%) 58 (7 @ 134 (87.6%)
Combined Safety Population [n] 161 xl% 332

Lymphoscintigraphy was performed [m (%6)] 161 (100.0%) @ .9%) 301 (90.7%)
NEO3-05 Safety Population — without NEO3-05 Sites 80 (0 72 152
05 and 06 [n]

Lymphoscintigraphy was performed [m (%0)] 80 (100.@& 68 (94.4%) 148 (97.4%)
Combined Safety Population — without NEO3-05 Sites 149 305

05 and 06 [n]

Lymphoscintigraphy was performed [m (%6)] R }5&0.0%) 126 (84.6%) 282 (92.5%)
N4

N

Table 60: Summary of hot spot IocalisaT@Qtes — patient level
N
Ov Tumour Type
A Melanoma Breast Cancer Overall
NEO3-05 Lymphoscintigraphy P, ?if)n [n] 85 82 167

Hot spot was identified [ )| 83 (97.6%) 67 (81.7%) 150 (89.8%)
NEO3-09 Lymphoscintiggaph pulation [n] 76 58 134

Hot spot was identj m (%)] 76 (100.0%) 58 (100.0%) 134 (100.0%0)
Combined Lymphgs% phy Population [n] 161 140 301

Hot spot was.ideftified [m (%)] 159 (98.8%) 125 (89.3%) 284 (94.4%)
NEO3-05 Ly%%ﬁdntigraphy Population — without 80 68 148
NEO3-05 Si and 06 [n]

H @was identified [m (%)] 78 (97.5%) 65 (95.6%) 143 (96.6%)
Combi ymphoscintigraphy Population — without 156 126 282
NEO Sites 05 and 06 [n]

Hot spot was identified [m (%0)] 154 (98.7%) 123 (97.6%) 277 (98.2%)
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Table 61: Summary of lymphoscintigraphy and in vivo agreement per patient

Tumour Type

Melanoma Breast Cancer Overall

Agreement Between LS and In vivo Results — NEO3-05

Evaluable Patients [n] 83 81 164

Agreement [m (%0)] 81 (97.6%) 70 (86.4%) 151 (92.1%)
Agreement Between LS and In vivo Results — NEO3-09

Evaluable Patients [n] 75 58 33

Agreement [m (%6)] 75 (100.0%) 58 (100.0%) 1@[00.0%)
Agreement Between LS and In vivo Results —
Combined 6

Evaluable Patients [n] 158 139 g\ 297

Agreement [m (%0)] 156 (98.7%) 128 (9 284 (95.6%)
Agreement Between LS and In vivo Results — NEO3-05
without Sites 05 and 06 \,

Evaluable Patients [n] 78 0 67 145

Agreement [m (%0)] 76 (97.4% %5 (97.0%) 141 (97.2%)
Agreement Between LS and In vivo Results — {

Combined without NEO3-05 Sites 05 and 06

Evaluable Patients [n] % 125 278
Agreement [m (%0)] (98 7%) 123 (98.4%) 274 (98.6%)

Table 62: Count and proportion of concc@ nodes for NEO3-05 and NEO3-09

X,
IT'I;@mation (N=291)

EO3-05 NEO3-09 Meta-Analysis
(Total ITT (Total ITT (Total ITT

Nodes®=256) Nodes®=229) Nodes®=485)
Number (Proportion) of Concord@-’ 239 (0.9336) 229 (1.0000) 468 (0.9999)
Nodes®
95% Confidence Interval ?\ (0.8958, 0.9608) (0.9840, 1.0000) (0.9986, 1.0000)
Proportion
1-Sided p-Value® er mple Test 0.0401 <0.0001 <0.0001
of Hg: Pc1 < 0.90
Melanoma® (T« x Nodes 237) 118 (0.9752) 116 (1.0000) 234 (0.9999)
Breast Cance&o al ITT Nodes=248) 121 (0.8963) 113 (1.0000) 234 (0.9999)

@lodes — Nodes that were determined in vivo to be “blue” (due to presence of vital blue dye) were also “hot” (due to
Lymphoseek).

for NEO3-05 (per protocol); a =0.025 for NEO3-09 (per protocol); a = 0.025 for meta-analysis
rdant Nodes from Melanoma Patients.

Concordant Nodes from Breast Cancer Patients.
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Table 63: Count and proportion of concordant nodes for NEO3-05 and NEO3-09 — without
site 05 and 06

ITT Population (N=269)

NEO3-05 NEO3-09 Meta-Analysis
(Total ITT (Total ITT (Total ITT
Nodes=215) Nodes=229) Nodes=444)
Number (Proportion) of Concordant 210 (0.9767) 229 (1.0000) 439 (0.9999)
Nodes?®
95% Confidence Interval for Proportion (0.9466, 0.9924) (0.9840, 1.0000) (0.9986, 1.0000)
1-Sided p-Value® for One-Sample Test of <0.0001 <0.0001 .0001
Ho : Pc1 £ 0.90
Melanoma® (Total ITT Nodes=235) 116 (0.9748) 116 (1.0000) o 6 32 (0.9999)
Breast Cancer® (Total ITT Nodes=209) 94 (0.9792) 113 (1.0000)‘(\ 207 (0.9999)
a Concordant Nodes — Nodes that were determined in vivo to be “blue” (due to presence of vital blue Wrg also “hot” (due to presence of

b Lymphoseek).

a=0.05 for NEO3-05 (per protocol); a =0.025 for NEO3-09 (per protocol); a=0.025 for meta- N
¢ Concordant Nodes from Melanoma Patients 6

d Concordant Nodes from Breast Cancer Patients @

Retrospective meta-analyses : @

In addition, NEO3-14 and NEO3-15 are meta-analysis stu traoperative lymph node mapping
(ILM) agents in breast cancer patients (NEO3-14) or mgl patients (NEO3-15) based solely on the
European clinical practice of ILM and sentinel lymph node sy (SLNB). The primary objectives were to

evaluate the following key clinical efficacy endpoint
¢ the localization rate of the in vivo detection of the excised lymph node(s)
e the degree of localization as me%@by the number of localized nodes per patient

NEO3-14: The efficacy results for p ith breast cancer from the Phase 3 studies NEO3-05 and
NEO3-09 were analysed against uropean studies identified from the literature (Ref: 1-7). The
majority of the published studiestuséd colloids in conjunction with VBD, and results for the combined use
of these agents was compal o0 the use of Lymphoseek alone. The Localization Rate Benchmark
Population was 6,313 p n&s, elding an estimated localization rate of 0.9683 and a 95% Confidence

Interval of 0.9529 to
L 3

Table 64: ‘B@ﬁ cancer benchmark meta-analysis for localisation rate — Study NEO3-014

6\ Localization Rate Benchmark Population: N=6313
~

Estimated
M lysis Number of Total Number Localization 95% Confidence
thod Studies of Patients Rate Interval for Rate
Random Effects 7 6313 0.9683 (0.9529, 0.9837)

Model

Patients from four studies were included in the Degree of Localization Benchmark Population (N=1528),
yielding an estimated degree of localization of 1.8396 and an exact 95% Confidence Interval for the
degree of localization of 1.5873 to 2.0919.
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Table 65: Breast cancer benchmark meta-analysis for degree of localisation — Study
NEO3-014

Degree of Localization Benchmark Population: N=1528

Exact 95%b0

Confidence

Estimated Interval for

Meta-Analysis Number of Total Number Degree of Degree of

Method Studies of Patients Localization Localization
Random Effects 4 1528 1.8396 (1.5873, 2.0919)

Model

The Lymphoseek population for NEO3-14 consisted of 148 patients. The number or pr ion of

Lymphoseek-localized patients using fixed effects meta-analysis was 146 (0.9991). The 9%( fidence
*

Interval for Proportion was 0.9921 to 1.0000. The 1-sided p-value for One—Sampb of HO (p
<0.9529) was < 0.0001. O
Table 66: Count and proportion of Lymphoseek-localised breast c@aﬁents — Study
NEO3-014 0
Lymphoseek Population: N=148 @
K Fixed Effects
Meta-Analysis
(N=148)
Number (Proportion) of Lymphoseek-Localized PatientsA r\\‘ 146 (0.9991)
95% Confidence Interval for Proportion \\J (0.9921, 1.0000)
1-Sided p-Value for One-Sample Test of Hg: P < 0.9@ <0.0001
Table 67: degree of Lymphoseek-lc@}ed breast cancer patients — Study NEO3-014
L ek Population: N=148
Ov Fixed Effects
K Meta-Analysis
o 9 (N=148)
Mean of Lymphoseek-Logc d Nodes per Patient 2.08
95% Confidence Inte Mean (1.9052, 2.2626)
1-Sided p-Value fp;%e—Sample Test of Hp: p < 1.5873 <0.0001

L2
The mean (st Qd’deviation) of Lymphoseek-localized nodes per patient was 2.08 for the fixed effects
meta-anal he 95% Confidence Interval for Mean was 1.9052 to 2.2626. The 1-sided p-value for
One-S est of HO (p < 1.5873) was < 0.0001.

NEO
NEO3-09 were analysed against six European studies identified from the literature (Ref: 8-13). The

: The efficacy results for patients with melanoma from the Phase 3 studies NEO3-05 and
majority of the published studies used colloids in conjunction with VBD, and results for the combined use
of these agents was compared to use of Lymphoseek alone.

The Localization Rate Benchmark Population was 2,909 patients, yielding an estimated localization rate of
0.9798 and a 95% Confidence Interval of 0.9685 to 0.9910.
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Table 68: Melanoma benchmark meta-analysis for localisation rate — Study NEO3-015

Localization Rate Benchmark Population: N=2909

Estimated
Meta-Analysis Number of Total Number Localization 95%b Confidence
Method Studies of Patients Rate Interval for Rate
Random Effects 6 2909 0.9798 (0.9685, 0.9910)
Model

Patients from four of the six studies were included in the Degree of Localization Benchmark P§ulation

(N=2226), yielding an estimated degree of localization of 1.9629 and an exact 95% Confidenc rval

for the degree of localization of 1.7005 to 2.2252. @

Table 68: Melanoma benchmark meta-analysis for degree of Iocahs&\n — Study
NEO3-015

Degree of Localization Benchmark Population: N=222\6?
TN
Exact 95%0

@\) Confidence
|m

d Interval for
Meta-Analysis Number of Total Number ee of Degree of
Method Studies of Patients lization Localization
Random Effects 4 2226 <\Q 1.9629 (1.7005, 2.2252)
Model 0
The Lymphoseek population for NEO3-15 consiste \153 patients. The number or proportion of
Lymphoseek-localized patients using fixed effects analysis was 150 (0.9989). The 95% Confidence
Interval for Proportion was 0.9919 to 1.0060. e 1-sided p-value for One-Sample Test of HO (p
<0.9685) was < 0.0001. ()
Table 69: Count and proporti ymphoseek-localised melanoma patients — Study
NEO3-015

éLymphoseek Population: N=153

Fixed Effects
Meta-Analysis
‘\Q (N=153)
Number (ProROQ@Bf Lymphoseek-Localized Patients 150 (0.9989)
95% Confide ’hterval for Proportion (0.9919, 1.0000)
e for One-Sample Test of Hy: P < 0.9685 <0.0001

The mean (standard deviation) of Lymphoseek-localized nodes per patient was 2.30 for the fixed effects
meta-analysis. The 95% Confidence Interval for Mean was 2.0827 to 2.5077. The 1-sided p-value for
One-Sample Test of HO (p < 1.7005) was < 0.0001.
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Table 70: Degree of Lymphoseek localisation in melanoma patients — Study NEO3-015

Lymphoseek Population: N=153

Fixed Effects
Meta-Analysis
(N=153)
Mean of Lymphoseek-Localized Nodes per Patient 2.30
95% Confidence Interval for Mean (2.0827, 2.5077)
1-Sided p-Value for One-Sample Test of Hy: p < 1.7005 <0.0001
Supportive studies @
. . . <
The study NEO3-01 served as a pilot study for the two, phase 3, pivotal studies, an esults are
discussed as supportive evidence of the efficacy of Lymphoseek. O
Table 71: Summary of study design for study NEO3-01 \Q
Gender
Study and G} MTF
#of Study Period Control Drugs ) # Patients Median Diagnosis
Study and Design Dose, Route, Study Entered’ age Inclusion Primary
Study Centers Enrollment Control Type Regimen Objectives Complet: Duration | (Range) Criteria Endpoints
NEO3- | 5(U.S.) | Date of first Design: Drug: LS Primary: Mela ;N\, Upto3l | M:31 | Malesand The in
01 enrollment: Phase 2. To determine days F:53 females, vivo
24 August multicenter, open Dose: 50 ug the preoperative (from atleast 18 | localiza-
2006 label. single arm and intra- . study | yearsof tion rate
study to evaluate Route: SCor operative <\3 78 de‘S ?‘%9:359; age. with (1-9-_-
Date of last the safety and 1D injection lymphosc | adminis- | =5 knownor | detection
completed: | efficacyof LS asa r tration to suspected | rate) of LS
08 August lymphoid tissue Regimen: localiza 30 days melanoma | in tumor-
2007 targeting agent in Single dose _1 [api NOCELS,) post- or breast draming
patients with 50 ug LS by @ phatic surgery) cancer lymph
Study known or injection. in patliways who_wae nodes
Period: suspected close ! mmg_r.he candidates | compared
1 year melanoma or proximityye the rimaty site of for o
B breast cancer prima melanoma or surgical historical
breast cancer mtervent controls
Enrollment: Control: - )
80 patient o using LS as a on and (the
patents Historical 4 radiotracer. clinically | listorical
planned/
- node localiza-
84 patients ( Secondary: . -
enrolled To assess the Degative, | fionrates
for whom | of other
resected lymph -
lymph mapping
node(s) to
3 node agents
confirm tissue - s
q mapping (colloid
type an was part and/or
presence ot of the dye) from
absence of - ol
‘ amor surgical the
) plan. and | literature).
metastases
. N for whom
\ Safety: nodal
o To evaluate status was
« patient safety a sigmif-

nts were enrolled, with mean age of 55.5 years (range 22 to 89 years). Most of the
female (63.1%) and Caucasian (94.0%).

The results of preoperative patient evaluation using Lymphoseek are summarized in the table below.
Lymphoscintigraphy was performed in 57 of the 80 injected patients, and a “hot spot” was located in 53 of
these patients (93.0%).

Table 71: Preoperative Lymphoscintigraphy with Lymphoseek by Tumour Type (Safety
Population; NEO3-01 Study)
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Breast

Melanoma Cancer Overall
(N = 49) (N =31) (N = 80)
Lymphoscintigraphy performed 2
Yes n (%) 48 (98.0%) 9 (29.0%) 57 (71.3%)
No n (%) 1 (2.0%) 22 (71.0%) 23 (28.8%)
Hot spot located on scan P
Yes n (%) 46 (95.8%) 7 (77.8%) 53 (93.0%)
No n (%) 2 (4.2%) 2 (22.2%) 4 (7.0%)

Percentage was calculated using the number of patients injected with Lymphoseek as the denominator.
Percentage was calculated using the number of patients injected with Lymphoseek with a scan as the denominator. t

Overall, based on the investigator’s intraoperative assessment, Lymphoseek localized in
one tissue sample in 75 of the 78 PP patients (96.2%). Lymphoseek was localized in I;ﬂ d tissue for

97.9% of patients with melanoma and for 93.5% of patients with breast cancer. O , and for each

type of tumour, the localization rate was significantly greater than 80%, the ghed statistical

endpoint.
Most patients (79.5%) had their surgery the same day as being injected 'Qmphoseek. Only 20.5%
were injected and went to surgery the next day. %

The “per tissue” in vivo results for Lymphoseek localization were si tween the two tumour types for
the same day of injection: 97.7% (melanoma) vs. 92.6% (brea: ncer).

For the next day surgery, 100% of the tissue specimens f atients with melanoma were localized
compared with 83.3% tissue specimens from patients east cancer.

A total of 46 out of 47 patients (97.9%) with melal @ocalized Lymphoseek to at least one tissue, with
similar rates between same day and next day sufgery groups. For patients with breast cancer, the “per
patient” localization rate was 93.5% overall, 95.5% (21/22) for same day injection and surgery and
88.9% (8/9) for next day surgery. These se specific rates were not significantly different as per
Fisher’s exact test (p = 0.5032).

Table 72: Pathology Find@ Study NEO3-01 Study (Per Protocol Population®)

Q
Breast

@ Melanoma Cancer Overall

. (N =47) (N =31) (N =78)
No. of tissue sp ns received n 108 72 180
and assesse K hology
No. of speci confirmed to be n (%) 108 (100.0%) 72 (100.0%) 180 (100.0%0)
lymphgi ue
Pa ts With lymphoid tissue n 47 31 78
Patie with localized lymphoid n (%) 46 (97.9%) 29 (93.5%) 75 (96.2%)
tissue according to the
investigator’s assessment
Lymphoid tissue with tumour n (%) 16 (14.8%) 9 (12.5%) 25 (13.9%)
present
Patients with pathology(+) n (%) 11 (23.4%) 9 (29.0%) 20 (25.6%)

lymphoid tissue

All patients who received an injection of Lymphoseek, had a completed intraoperative survey of the tumour site, and had at least
one resected tissue specimen confirmed to be lymphoid tissue by the site pathologist

Note: Palpable mass data are not included. All probe results are based on the calculated 3o rule with the investigator’s
assessment. Table reflects pathology specimens that had an intraoperative survey.
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2.5.3. Discussion on clinical efficacy

Design and conduct of clinical studies

The application for sentinel node detection in breast cancer and melanoma was supported by 2 pivotal
studies and NEO3-06 and NEO3-09 and by 2 retrospective meta- analyses. Supportive evidence was also
provided by the phase 2 study NEO3-01.

The 2 pivotal studies (NEO3-05 and NEO3-09) in breast cancer and melanoma patients, were conducted
comparing the lymph nodal detection rates, using Lymphoseek, with the detection rates using VBD, with
the same patients. The primary endpoint in both studies was the concordance rate between Lymghoseek
and VBD, i.e., the rate of Lymphoseek positivity in patients/ nodes that were positive with VBD. MP
concern, regarding the pivotal studies, was previously highlighted in the scientific advice pro d to the
Applicant, in that the current EU standard for sentinel lymph nodal detection used radlY)x s labelled
with 99m-technetium. At the same time the difficulty in comparing 2 radiopharm icals within the
same patient was also acknowledged. For the study NEO3-05, in the ITT analysi applicant claims
success based on a one-sided interval of 5%. This is generally not acceptable, € confidence interval
does not exclude 90%. Therefore non-inferiority has not been rigorously nstrated, though it is
accepted that it is very close. However, the results of this study are cor ated by the subsequently
conducted study NEO3-09, in which there are no concerns regardinﬁhe statistical methodology. The
t

applicant has further conducted a meta-analysis of the results of b e pivotal studies.

vital blue due not to radiocolloids
er to address this concern and provide a
pplicant conducted 2 meta-analyses of
published literature of radiocolloids used in sentinel | nodal detection. One was conducted for studies

The CHMP had concerns that the comparison of Lymphosee
(described as the standard in the CHMP scientific advice).
comparison with current EU standard, radiocolloids,

in patients with breast cancer, and one in patj ith melanoma. The methodology and dose of
radiation in most of the studies chosen for ta-analyses was similar to the Lymphoseek pivotal
studies. Therefore, the CHMP considered th a-analyses as supportive evidence for the application.

The indication for sentinel node detec i patients with head and neck squamous cell carcinomas is
supported by the pivotal study NE he Study NEO3-06 evaluated, as the primary endpoint, the
false negative rate on using Lyn@ek for sentinel node detection in head and neck squamous cell
cancers. For this study the DQ commended stopping the trial for efficacy (which ended in

approximately 40 mont@ca e of the positive (low) false negative rate (FNR), which reached the

statistical significance s ied for the stopping rule.

Breast cance malignant melanoma:

*
Efficacy dat&r@ditional analyses

In the @es of the two pivotal Phase 3 studies in breast cancer and melanoma, Lymphoseek
dem ed a statistically significant concordance rate with VBD. Additionally, Lymphoseek
demonstrated a statistically superior concordance rate for lymph node detection when compared with the
reverse concordance rate of VBD. Therefore, a high proportion of nodes that were VBD positive were
detected by Lymphoseek, whereas a lower proportion of nodes that were Lymphoseek positive were
detected by VBD.

The detection concordance between Lymphoseek and VBD was similar among patients with melanoma
and patients with breast cancer.

Lymphoseek also demonstrated a higher sensitivity for detecting pathology-positive lymph nodes,
corresponding to a decreased false negative rate when compared with VBD, on a per node basis.
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Retrospective meta-analyses from breast cancer and malignant melanomas:

The retrospective meta-analyses compared Lymphoseek results, obtained in the two pivotal Phase 3
studies, to data from recent SLN peer-evaluated mapping studies of European practice (i.e., using colloids
in conjunction with VBD) in patients with known breast cancer or melanoma. The applicant claimed
superiority by comparing the results of Lymphoseek with the lower boundary of the confidence interval for
the estimate of the European studies. This was considered not an acceptable proof of superiority.

However, for the localisation rate the lower end of the confidence interval for Lymphoseek did lie above
the upper end of that of the European studies for both breast and melanoma, and for the degree of
localisation, even though the confidence intervals did not exclude one another, those of Lymphoseek did
lie above the point estimate for the European studies. From this data, it was concluded that Lyr%seek

was at least not inferior to the European standards.

)
Head and neck squamous cell carcinomas: K\

The primary end-point of the pivotal study in head and neck squamous cell ¢ atients was the
evaluation of the false negative rate. \

There were 39 patients that were found to have cancer in at least one | S&onal node. Only in one
patient was the sentinel node that was identified by Lymphoseek found to egative and any other node
positive. This gives a false negative rate of 2.56% (95% CI, O, {Qto 13.49%) for sentinel node
localisation. This was significantly better than the predicted @nance (p<0.0205). Lymphoseek
sensitivity was therefore 0.9744 (95% CI, 0.8652 to 0.999, was 0.9778 (95% CI, 0.8823 to
0.9994); and overall accuracy was 0.9880 (95% CI, 0.9 .9997). No differences in analyses by
clinical trial site or by anatomical location of the primar\ ur yielded any observable effect.

The applicant’s description of a false negative rate When the “hot” node(s) removed are examined
histologically and found to have no evidence of cagcéer but other “cold” nodes in the block dissection are

found to contain cancer) was considered ptable by the CHMP. However, the less rigorous
examination of the “non-sentinel nodes” A\j! nodes not taking up Lymphoseek; as compared to the
rigorous examination of the Lymphos ignhated “sentinel nodes” was a concern. It was considered
that the less rigorous examinatio e non-sentinel nodes would have underestimated the false

negative rate. &

In their response, the applic referred to clinical practice guidelines and expert opinions regarding
sentinel node detection, FXtify the asymmetrical examination of the sentinel and non-sentinel nodes.
The applicant also pr: '%evidence from the literature to demonstrate that a more thorough pathology
review of non-SL {{*;y leads to false negatives being found. Review of literature showed 2 studies
conducted with’ &g&olloids which did perform rigorous examination of non-sentinel nodes as is expected
of sentinel n Xthristensen et al 2011; Stoeckli et al 2007). These studies demonstrated that sentinel
nodes @ver missed by the diagnostic and that therefore, there is no need in future to perform
rigom@us mination of the non-sentinel nodes, when this specific method of detecting sentinel nodes is
emplo . Reasons have been provided to show that the performance of Lymphoseek is at least similar to
radiocolloids, as seen in patients with breast cancer and malignant melanoma. In addition further
statistical evaluation of the results based on the radiocolloid data from the literature, demonstrates that
the chances of having any additional pathology-positive patients in the 44 pathology-negative (pNO)

patients of Study NEO3-06 are extremely low at less than 0.36% (0.0036).
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This issue was discussed at the SAG. The SAG acknowledged that the histological examination of lymph
nodes as performed in the study reflects current practice and did not raise particular concerns regarding
a potential under-estimation of the false negative rate with respect to a more intensive sampling (the
false-negative rate would not be expected to change significantly). Therefore, based on the applicant’s
responses and the opinion of the SAG (see below) concerning the methodology of the histopathological
examination, the CHMP considered that the indication in head and neck cancer was not approvable.
Therefore, based on the opinion of the SAG and the inclusion criteria of patients in the pivotal trial
NEO3-06, the CHMP restricted the indication to localised squamous cell carcinoma of the oral cavity.

The CHMP also noted that the results of this study would have been useful in the assessment of the impact

of Lymphoseek on “diagnostic thinking” and “patient management” of Lymphoseek in head neck
cancer. It was discussed that SLN dissection is not standard clinical practice for head and n cers.
However, it is acknowledged that impact of Lymphoseek on *“diagnostic thinking” “patient
management” has been demonstrated in breast and melanoma cancers. S\

The European Medicines Agency has deferred the obligation to submit the results o ies with
Lymphoseek in one or more subsets of the paediatric population for visualisati phatic drainage of
solid malignant tumours for diagnostic purposes (see section 4.2 for informati paediatric use).

Supportive study Z

The data from the supportive study NEO-01 also confirmed that @hoseek has a high specificity for
lymph nodes relative to other tissues as all tissues identified phoseek (171) were histologically
confirmed to be lymphoid tissue. Overall, Lymphoseek sh igh per tissue sensitivity rate (92%)
h nodes, which suggests that Lymphoseek
is accurately identifying lymph nodes that have a hi@ot ntial for containing tumour metastases.

and a low false negative rate (8%) in the tumour-positivi

Additional expert consultation Q

Following a CHMP request, a Scientific Advi
advice on the list of questions adopte
the questions from the CHMP are as f

ry)Group meeting was convened on 11 July 2014 to provide
CHMP at its April 2014 meeting. The SAG final answers to

1. Is sentinel LN identific of value in the staging and/or pre-operative evaluation of
patients with head &ck cancer?

Based on the availableNdéta, the value of sentinel-node identification in head and neck cancer

(more specificall | cavity cancer) in terms of clinical outcome is currently unknown. Although
conceptually Id envisage a place for this approach (in view of the expected reduction of
morbidity & s@'ed with the ability to avoid neck dissection), there is a concern that recurrence
may be a x y affected. The data presented in the application did not include clinical outcomes
and %‘ low to address this risk. Further studies on clinical outcomes compared to standard

appr are warranted.

)

0, would this be applicable to head and neck cancer in general or is there a need to
estrict by tumour type and/or location?

In view of the general concerns expressed in the answer to question No. 1 (lack of clinical
outcome data to establish the benefits and risks of this approach), there is no convincing
evidence-based support for the approach as a whole and it is therefore not possible to propose
evidence-based restrictions.
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In oral cavity cancer, sentinel node detection is performed in some experienced institutions but is
not an established approach based on generally acceptable scientific standard. In published
studies and local guidelines, sentinel-node detection is often restricted to T1-T2, NO squamous
cell oral cavity cancer in patients without prior treatment for head and neck cancer. This
restriction is mainly driven by the risk of recurrence associated with more advanced stages. Also,
T3-T4 tumours generally require neck dissection anyway, so that sentinel lymph node detection
is generally not relevant. Furthermore, in T3-T4 tumours, extensive tumour invasion may stop
the tracer from entering the node, leading to false-negative results.

3. To what extent might it be reasonable to extrapolate the data in breast cancer and
melanoma to other tumour types and locations, including head and neck cancer, with
respect to identification of the sentinel node(s).

It is not possible to extrapolate the benefits of this approach from melanoma and bre er to
oral cavity cancer. This is due to important differences between these diseases, fgki nce in
terms of drainage patterns by tumour type (e.g., rapid lymphatic drainage in mél a; sentinel
node activity outside the expected basin in breast cancer and melanoma), praclﬁ%}spects of the
nuclear medicine procedure (e.g., interpretation criteria in case of multiple pots” in head
and neck cancer), as well as biology (e.g., prevalence of loco regional di ersus systemic
spread) and additional treatments that may affect outcome (systemicg&' s local therapy).

neck cancer is supported by a study intended to evalu the false negative rate for
identification of tumour positive nodes. Is the stud odology satisfactory and do
the presented results reliably establish the false n e rate? Specifically, is the SAG
reassured that the histological examination of ot identified as sentinel by
Lymphoseek is sufficient and does not raise ns regarding under-estimation of
the false negative rate? \6

4. The claim for an indication for Lymphoseek in the evalu§o patients with head and

The submitted study is not considered safis ory from a methodological point of view since it
does not provide information about the long term clinical outcome (locoregional relapse) and the
reliability to evaluate false negative, ssociated with Lymphoseek when compared to EU
accepted standard methods (radiQ ds).

When evaluated per lymph n it was presented), the false negative (FN) rate and the

negative predictive values ave the disadvantage to depend on the number of lymph nodes
which have been resecteds rge number of resected lymph nodes will lead to a large number of
negative lymph nodes negative TN) and thus to a “dilution” of the small number of false

(which is not the e ofvthe study presented) with the adequate statistical corrections for
clustered data. nt-based approach is needed, with a clear definition of FN and TN patients.

However, itf%nowledged that the histological examination of lymph nodes as performed in the

negative nodes [R /(TN+FN)]. This approach could be of interest in a comparative study

study ref rrent practice and did not raise particular concerns regarding a potential
unde tion of the false negative rate with respect to a more intensive sampling (the
false ive rate would not be expected to change significantly).

k of an appropriate control (radiocolloids) and long term results (locoregional relapse rate)
ain major issues.

5. Are such data sufficient in principle to establish the place of Lymphoseek in the
staging and/or pre-operative evaluation of patients with head and neck cancer? Does
the SAG consider that the benefits outweigh any risks relating to false negative
evaluation?

The data submitted are not sufficient to establish the benefits and risks of lymphoseek (see
answers to questions No. 1-4). Although the benefits (in view of the expected reduction of
morbidity associated with the ability to avoid neck dissection and its rare complications) can be
assumed, the risk of an increase in the rate of recurrence is not known and therefore is not
considered acceptable.
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There is also a risk of increased recurrence if the procedure is not adequately performed. In trials
with multiple institutions, a high number of false-negative results has been observed, which
raises concern as to the general reproducibility of the method[14].

6. If the SAG considers that these data are not sufficient to support the requested
indication, what further information would the SAG consider necessary?

Whether sentinel node biopsy might replace neck dissection in patients with clinically negative
neck lymph nodes who suffer from oral squamous cell carcinoma is unknown. A comparative
study on clinical outcome against standard therapy is considered necessary in order to establish
the benefits and risks of this procedure.

breast indications):
e The use of blue dye alone was not the best comparator to use in the breast an
studies since the combination of radio-colloids and blue dye has been esté@blistied as a
superior approach compared to blue dye alone [15]. Nanocolloid is th@ ndard for
these indication and therefore this compound should have been usm omparator.

Furthermore, the blue dye detection being visual only takes intE g t the axillary

Furthermore, the SAG considered that in the context of the current application (melano&
anoma

basin, whereas the detection of radioactive sentinel node in they rfal mammary chains
may impact the patient management (resection in some cas re frequently
prophylactic irradiation) [16]. Moreover, lymphatic mappi ith blue dye only in
melanoma is cumbersome and clearly inferior to radio co , especially in aberrant
drainages.

¢ In the meta-analyses presented, the precise num @Xodes which have been detected
as sentinel lymph nodes should be reported for erent tracers since a high rate of
positive detection may artificially reduce the gative rate. If all resected lymph
nodes are considered sentinel nodes the f %aﬂve rate will be 0 and the NPV will be
100%. However, this decreases the inte?%11 the method. The procedure is meant to be
a minimally invasive, but accurate stagin echanism. Accordingly, the objective is to
resect a very limited number of lym odes to reduce the morbidity of lymph node
dissection and to be able to anal se few nodes in details (e.g., thin cuts,
immunohistochemistry). The definftion sentinel node (in every study) must be addressed
against general definitions. 8

2.5.4. Conclusions on the CB efficacy

The results from the pivotal stu EO3-05 and NEO3-09 supported by the meta-analyses provided
satisfactory evidence of the g/ of Lymphoseek in the detection of sentinel lymph nodes in patients
with breast cancer or melaﬂn he sensitivity and specificity of the diagnostic agent was demonstrated
and the impact on diag thinking and patient management is considered self-evident given that
lymph node mappingdis Widely used in breast cancer and melanoma.

The results o ﬂ@se 3 study conducted in cutaneous and oral head and neck squamous cell cancer
patients are ilered supportive of the indication for sentinel node detection in this patient

populati r@

2.6. Clinical safety

Safety data for Lymphoseek is available from the Phase 1, Phase 2, and Phase 3 clinical studies. Patients
enrolled into these studies included patients with breast cancer, melanoma, or head and neck squamous
cell carcinoma (HNSCC). Data from a total of 542 patients contributed to an integrated safety database.
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Primary safety data were available from three Phase 1 studies: NEO3-A and NEO3-C (patients with breast
cancer), and NEO3-B (patients with cutaneous melanoma). In addition to the Phase 1 studies, safety data
are available from one Phase 2 study (NEO3-01) and two completed Phase 3 studies (NEO3-05 and
NEO3-09); all three of which were conducted in patients with melanoma or breast cancer diagnoses. The
applicant expanded the safety database to include the data a Phase 3 study in patients with HNSCC
undergoing lymphatic mapping (NEO3-06). Data from NEO3-06 patients who received a Lymphoseek
injection and underwent surgery as of 10 May 2012 and completed the 30 day follow-up are included in
the safety database.

Patient exposure
The patients’ disposition and exposure are summarised in the table below. @
Table 73: Patient disposition in the safety population . 6
Patient Disposition r\\
Cancer Typ&_{(\'
)
Breast HNSC%) NSCC
Melanoma  Cancer Cutanfx Intraoral Overall
Enrolled 245 244 KG U 82 577
Completed? 217 232 @(100%) 68 523
(88.6%) (95.1@ (82.9%)  (90.6%)
Withdrawn? 28 (11.4%) 1@%) 0 (0.0%) 14 54 (9.4%)
O (17.1%)
Reason for Adverse Event?® 0( O%Q 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%)
Withdrawal Protocol Violation? 5(2.0%) 0 (0.0%) 0 (0.0%) 11 (1.9%)

6 (2.4%)
Lost to Follow-up? @OB%) 3 (1.2%) 0 (0.0%) 0 (0.0%) 5 (0.9%)
Withdrawal by bﬁl (4.5%) 2 (0.8%) 0 (0.0%) 11 24 (4.2%)
subject? @ (13.4%)

Death? Q 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%)
Other? \ 9 (3.7%) 2(0.8%) 0 (0.0%) 3(3.7%) 14 (2.4%)
a) The denominator for all ges in this row is the number of enrolled subjects in their respective column.
Abbreviations: HNSCC, headqangne! quamous cell carcinoma

O
Adverse eve 0
Overall, 39@ 15/542) of patients reported at least one AE:

% (91/228) of patients with melanoma
. 7.9% (91/240) of patients with breast cancer
e 44.6% (33/74) patients with HNSCC

A list of all observed adverse events are in the table below. The highest investigator-rated relationship to
Lymphoseek for most adverse events were “not related” or “unlikely related”.
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Table 74: Number and Percentage of Subjects with Adverse Events (Safety Population,

N=542)
Cancer Type
Breast HNSCC HNSCC

Melanoma  Cancer Cutaneous Intraoral Overall
Adverse Event Category® (N=228) (N=240) (N=6) (N=68) (N=542)
Total Number of Adverse Events 351 419 17 80 67
Subjects with at Least One Adverse 91 91 5 (83.3%) 28
Event (39.9%) (37.9%) (41.2%) . (%)
Blood and Lymphatic System 0 (0.0%) 1 (0.4%) 0 (0.0%) 2 (2.97@3 (0.6%)
Disorders
Cardiac Disorders 4 (1.8%) 2 (0.8%) 1 (16.7%) Q/o) 10 (1.8%)
Ear and Labyrinth Disorders 0 (0.0%) 1 (0.4%) 0 (0.0%) \ 0.0%) 1 (0.2%)
Eye Disorders 0 (0.0%) 2 (0.8%) 0 (0.0 0 (0.0%) 2 (0.4%)
Gastrointestinal Disorders 12 (5.3%) 11 (4.6%) 2 (33.3 11 36 (6.6%)

(16.2%)

General Disorders and Administration 12 (5.3%) 11 (4.6%) %.0%) 6 (8.8%) 29 (5.4%)
Site Conditions

Immune System Disorders 0 (0.0%) 4 ( 0 (0.0%) 1 (1.5%) 5 (0.9%)
Infections and Infestations 17 (7.5%) 20 ®8.3%) 0 (0.0%) 8 (11.8%) 45 (8.3%)
Injury, Poisoning and Procedural 22 (9.6% @ (7.5%) 0 (0.0%) 2 (2.9%) 42 (7.7%)
Complications

Investigations & 19 (7.9%) 0 (0.0%) 1 (1.5%) 44 (8.1%)
5%

(
Metabolism and Nutrition Disorders @.8%) 3(1.3%) 2(33.3%) 5 (7.4%) 14 (2.6%)

Musculoskeletal and Connective O (1.3%) 8 (3.3%) 0 (0.0%) 7 (10.3%) 18 (3.3%)
Tissue Disorders

Neoplasms Benign, Malignan 1 (0.4%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (0.2%)

Unspecified (Incl Cysts andhPolyps)

Nervous System Disor, 8 (3.5%) 9 (3.8%) 1(16.7%) 4 (5.9%) 22 (4.1%)
>

Psychiatric Disord 4 (1.8%) 2 (0.8%) 2 (33.3%) 3(4.4%) 11 (2.0%)

Renal and Uri Y orders 6 (2.6%) 4 (1.7%) 0 (0.0%) 1 (1.5%) 11 (2.0%)

Reproducti @lem and Breast 0 (0.0%) 4 (1.7%) 0 (0.0%) 0 (0.0%) 4 (0.7%)

Disord é

Res , Thoracic and Mediastinal 2 (0.9%) 4 (1.7%) 0 (0.0%) 6 (8.8%) 12 (2.2%)

Disordéers

Skin and Subcutaneous Tissue 8 (3.5%) 7(2.9%) 1(16.7%) 1 (1.5%) 17 (3.1%)

Disorders

Surgical and Medical Procedures 0 (0.0%) 2 (0.8%) 0 (0.0%) 0 (0.0%) 2 (0.4%)

Vascular Disorders 4 (1.8%) 7 (2.9%) 3 (50.0%) 4 (5.9%) 18 (3.3%)

2 Adverse events coded with MedDRA Coding Dictionary Version 12.0.

The denominator for all percentages calculated in this table is the number of subjects with the respective type of cancer in the safety
population.

HNSCC = head and neck squamous cell carcinoma
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The table below presents the number and percent of patients experiencing ADRSs, in this case these are

AEs that are rated by the site investigators as possibly, probably, or definitely related to study drug,

distributed among 12 system organ classes (SOCSs).

Table 75:

Number and Percentage of Subjects with Adverse Events, Relation to

Lymphoseek=Possibly, Probably or Definitely (Safety Population, N=542)

Cancer Type

Breast HNSCC HNSCC
Melanoma  Cancer Cutaneous Intraoral all
Adverse Event Category® (N=228) (N=240) (N=6) (N=68) - 542)
Number of Adverse Events 5 8 2 14 ‘\‘O 29
Subjects with at Least One Adverse 3 (1.3%) 8 (3.3%) 1(16.7%) 4 (@ 16 (3.0%)
Event
Cardiac Disorders 0 (0.0%) 0 (0.0%) 0 (0.0%) &5%) 1 (0.2%)
Sinus Tachycardia 0 (0.0%) 0 (0.0%) 0 (0.0 01 (1.5%) 1 (0.2%)
Eye Disorders 0 (0.0%) 1 (0.4%) 0 (@.09 0 (0.0%) 1 (0.2%)
Vision Blurred 0 (0.0%) 1 (0.4%) @ %) 0(0.0%) 1 (0.2%)
Gastrointestinal Disorders 0 (0.0%) 0 (0.0% (0.0%) 1 (1.5%) 1 (0.2%)
Nausea 0 (0.0%) 0 (0 0 (0.0%) 1 (1.5%) 1 (0.2%)
General Disorders and Administration 0 (0.0%) 4& %) 0 (0.0%) 1 (1.5%) 5 (0.9%)
Site Conditions
Feeling Hot 0 (0.0%09(0.0%) 0 (0.0%) 1 (1.5%) 1 (0.2%)
Injection Site Irritation 0 (ao) 3 (1.3%) 0 (0.0%) 1 (1.5%) 4 (0.7%)
Injection Site Pain %) 1 (0.4%) 0 (0.0%) 0 (0.0%) 1 (0.2%)
Injury, Poisoning and Procedural 6‘ .4%) 0 (0.0%) 0 (0.0%) 1 (1.5%) 2 (0.4%)
Complications O
Incision Site Pain K 0 (0.0%) 0 (0.0%) 0(0.0%) 1(1.5%) 1 (0.2%)
Seroma Q 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (1.5%) 1 (0.2%)
Wound Dehiscence Q\ 1 (0.4%) 0 (0.09%) 0 (0.0%) 0 (0.0%) 1 (0.2%)
Metabolism and Na@ Disorders 1 (0.4%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (0.2%)
() 1(0.4%) 0(0.0%) 0 (0.0%) 0 (0.0%) 1 (0.2%)
d Connective 0 (0.0%) 1 (0.4%) 0 (0.0%) 3 (4.4%) 4 (0.7%)
eletal Pain 0 (0.0%) 1 (0.4%) 0 (0.0%) 0 (0.0%) 1 (0.2%)
0 (0.0%) 0 (0.0%) 0 (0.0%) 2 (2.9%) 2 (0.4%)
Pain in Extremity 0 (0.0%) 0 (0.0%) 0(0.0%) 1(1.5%) 1 (0.2%)
Pain in Jaw 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (1.5%) 1 (0.2%)
Nervous System Disorders 1 (0.4%) 0 (0.09%) 1(16.7%) 3 (4.4%) 5 (0.9%)
Aphasia 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (1.5%) 1 (0.2%)
Dizziness 0 (0.0%) 0 (0.0%) 1(16.7%) 0 (0.0%) 1 (0.2%)
Headache 0 (0.0%) 0 (0.0%) 0 (0.0%) 2 (2.9%) 2 (0.4%)
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Cancer Type

Breast HNSCC HNSCC
Melanoma Cancer Cutaneous Intraoral Overall
Adverse Event Category?® (N=228) (N=240) (N=6) (N=68) (N=542)
Paraesthesia 1 (0.4%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (0.2%)
Renal and Urinary Disorders 1 (0.4%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (0.2%)
Micturition Urgency 1 (0.4%) 0 (0.09%) 0 (0.0%) 0 (0.0%) 1 (0.2%)
Pollakiuria 1 (0.4%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 €0.2%)
Reproductive System and Breast 0 (0.0%) 1 (0.4%) 0 (0.0%) 0 (0.0%) 00)
Disorders
Breast Pain 0 (0.0%) 1 (0.4%) 0 (0.0%) 0 (0.007 1 (0.2%)
Skin and Subcutaneous Tissue 0 (0.0%) 1 (0.4%) 0 (0.0%) 0 ( 1 (0.2%)
Disorders
Skin Irritation 0 (0.0%) 1 (0.4%) 0 (0.0%) &0%) 1 (0.2%)
Vascular Disorders 0 (0.0%) 0 (0.0%) 1(16.7 0 (0.0%) 1 (0.2%)
Flushing 0 (0.0%) 0 (0.0%) 1 (6.7 0 (0.0%) 1 (0.2%)

2 Adverse events coded with MedDRA Coding Dictionary Version 12.0.

The denominator for all percentages calculated in this table is the number of subje @the respective type of cancer in the safety
population.

HNSCC = head and neck squamous cell carcinoma Q

Serious adverse event/deaths/other significant e%;s
Overall, 27 patients (5.0%) reported experiencing Ieast one serious adverse event. No patients
withdrew from the study because of an SAE or A d no deaths were reported.

Within the integrated safety database, a t(ﬁ}‘ 29 SAEs were reported for 27 patients (5.0%) in the
overall safety population. SAEs were dist d among nine SOCs, with the infections and infestations

1
SOC having the highest incidence (n= %). The only SAE that occurred in more than one patient was

cellulitis (4 patients). @
Laboratory findings \Q

Haematology

Overall, changes fﬂ@seline to post-injection (postoperative) time points were small for haematology
t S

parameters, exc ophils (overall mean decreased from baseline approximately 40%), eosinophils
(overall mea eased from baseline approximately 50%), lymphocytes (overall mean decreased from
baseline mately 33%), and monocytes (overall mean increased from baseline approximately
28%).

Overally variability was high (S.D. greater than one-third of the mean) for basophils, eosinophils,
leukocytes, lymphocytes, and monocytes.

Shifts from Baseline:

Haematology parameters at baseline and at 6 to 30 hours post-injection were categorized as being below
normal range, within normal range, or above normal range. Shift tables for each parameter show the
number of patients who moved within these three categories from baseline to the post-injection
(postoperative) assessment.
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Clinical Chemistry

Overall, changes from baseline to post-injection time points were small for all blood chemistry
parameters. Variability was high (S.D.s greater than one-third of the mean) for alanine aminotransferase,
alkaline phosphatase, aspartate aminotransferase, and total bilirubin.

An AE of hyperglycaemia was reported for one patient with high glucose, and one patient with high
glucose had a history of non-insulin-dependent diabetes. An AE of hypoglycaemia was reported for one
patient with low glucose.

Urinalysis
Mean changes over time é
Overall, means and S.D.s, at baseline and during the 6 to 30 hour safety assessment peri@e;)for specific

gravity, urobilinogen, and pH did not vary from baseline to post-injection time points. Qe Il, variability
was high (SDs greater than one-third of the mean) for urobilinogen.

Of six urinalysis values judged by the investigator as clinically significant, two ﬁy significant values
occurred in two patients at the 6 to 30 hour assessment but baseline v, ere missing, and four
clinically significant values occurred in two patients during both baselin d the 6 to 30 hour safety
assessment period in the melanoma and breast cancer disease gro

None of these abnormal clinical laboratory parameters reported were judged to be related to study
drug. Q

Shifts from Baseline \O

Urinalysis parameters (specific gravity, urobilino and pH) at baseline and at 6 to 30 hours

post-injection were categorized as being belowomnal range, within normal range, or above normal
range. Shift tables for each parameter shO\Me number of patients who moved within these three
categories from baseline to the post-injection) assessment. No shifts occurred in greater than 3% of
patients comprising the safety popula 6

Only one urinalysis parameter, sp ravity, displayed a two-category shift in = 1% of patients. This

occurred in 1.1% of patient {g above normal range before injection to below normal range
post-injection. Q

Vital Signs, Physical I@L\gs, and Other Observations Related to Safety

N

ihe and at 6 to 30 hours post-injection are summarized across cancer type for the

Vital Signs

Vital signs at
pooled studi

Vitalgsi onitored at baseline, 15 and 30 minutes, and 1, 2, and 6 to 30 hours post injection included
systol ood pressure, diastolic blood pressure, radial pulse rate, respiratory rate, and body temperature
(in degrees Fahrenheit). No clinically significant findings were observed at baseline or during the 6 to 30
hour post-injection assessment period.

Any patients who had post-injection vital signs recorded perioperatively and/or intraoperatively were
under the effects of anaesthesia. Due to the influence of anaesthesia and the operating room
environment, these vital signs are expected to be decreased and do not represent any effects of
Lymphoseek.
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Abnormal vital sign results that were reported as AEs include hypertension (in one patient in NEO3-05)
and hypotension (in four patients, two in NEO3-09 and two in NEO3-06). The investigator judged the
hypertension AE to be mild in severity, not serious, and not related to study drug. The investigator judged
one of the hypotension AEs as mild in severity, two of the AEs as moderate in severity, and one as severe.
The severe event, occurring in one patient in the HNSCC group, was also judged as serious . This serious
AE, like the other AEs of hypotension, was not related to study drug and resolved. The other three events
of hypotension were judged as not serious. Only one of these vital sign results reported as an AE
(hypertension) did not resolve.

Physical Examination Findings

Findings from the physical examinations remained normal from baseline to post-injection time for

most patients as shown in the shift table for physical examination findings. Greater per ages of

patients had shifts from abnormal to normal than from normal to abnormal for finding§@ed to skin;

neck; head, eye, ear, nose and throat (HEENT) examination; heart; lungs; abdome nd extremities.

For findings related to lymph nodes, more shifts were recorded from normal to%1 | than abnormal
r

to normal and for general appearance, shifts were similar in both directions, fro al to abnormal and

from abnormal to normal. 0

Electrocardiograms @
Mean Changes Over Time é
Changes in mean ECG parameters, overall, from baseline to 30 hour safety assessment period

were minimal (increases in heart rate of 5.3 bpm, PR of 5.@ c, and QT of 4.1 msec; decreases in QRS

duration of 0.9 msec and QRS axis of 1.4 degrees) and nically significant

Changes in Individual Patients O

Of 10 patients with ECG changes that the in t&r judged as abnormal and clinically significant, for
five of these patients with missing values af valties within the normal range at baseline, the abnormal
changes occurred during the 6 to 30 h u@e y assessment period in the melanoma, breast cancer, and
HNSCC disease groups. 6

Abnormal ECG results that Were@ed as AEs in the SOC investigations were ECG abnormal and ECG
ST-T segment abnormal (in OQ ient), and ECG T-wave inversion (in two patients). In the SOC cardiac
disorders AEs were reportéed in (1.8%) of 542 patients overall and included atrial fibrillation (in three

patients); myocardial ction, sinus bradycardia, and tachycardia (two patients each); and
bradycardia, sinus ardia, and ventricular extrasystoles (one patient each).
O
Safety in sp@ populations
The ap did not submit studies in special populations.

Safety related to drug-drug interactions and other interactions
The applicant did not submit drug-drug interaction and other interaction studies.

Discontinuation due to adverse events
No patients withdrew from the study as a result of adverse events.

Post marketing experience
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No report on post-marketing experience was submitted in the application.

2.6.1. Discussion on clinical safety

In the overall safety population, close to 40% of the patient population experienced an adverse event. It
should be noted that all patients underwent surgery soon after the administration of Lymphoseek, and a
large number of the adverse events are attributed to surgery or other related treatments. Only 3% of the
population had an adverse event that was attributed by the investigators to be related to Lymphoseek.
Most of these were localised to the site of administration of Lymphoseek. In the 553 patients evaluated in
the clinical studies, the most common adverse reactions were injection site irritation (0.7%; 4 of 553

patients) and injection site pain (0.2%; 1 of 553 patients). It is unlikely that there are drug int

with Lymphoseek, as it is administered to the site and travels to the local lymph glands. Th , the

demographic subpopulations, however racial and gender differences are u
differences in adverse events. Differences in BMI or disease types may influ e differences in surgical
outcomes but are also considered unlikely to have differences in response &)hoseek injection. There

%g data has been addressed

[0 have any major

is no expectation to see any major differences between the groups. The,mi
in the RMP. K

The incidences of serious adverse events were also low and no@ere attributed to Lymphoseek, and

there were no deaths. Q

The dose of radioactivity was increased, from 1 mCi to 2 anticipation of the extension of time from
injection to SLN biopsy. The dose of radiation, howe@is well below the 99mTc index for other imaging
procedures.

Elderly patients aged 65 or older (32%) &'evaluated in clinical studies; no safety issues were
identified. No dose adjustment is recomQ d based on age.
|

The safety and efficacy of Lymphosee
been established. No data are av

ildren and adolescents below the age of 18 years has not yet

The product is contraindicate,L atients whish have hypersensitivity to the active substance, to any of
no

the excipients listed in sec or to any of the components of the radiolabelled pharmaceutical.

Renal and hepatic |m nt

Careful conside@ f the benefit risk ratio in these patients is required since an increased radiation

exposure is p The estimated radiation dose to the patient would not exceed 0.69 mSv even if none

ofa74 M (2.0 mCi) were eliminated (see section 4.2).

The ] should be well hydrated before the start of the examination and frequent voiding of urine
duringthe initial hours after examination would reduce radiation exposure to the patient.

This medicinal product contains less than 1 mmol sodium (23 mg) per dose, i.e., essentially ‘sodium-free’.

Precautions with respect to environmental hazard see section 6.6.
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When an administration of radiopharmaceuticals to a woman of childbearing potential is intended, it is
important to determine whether or not she is pregnant. Any woman who has missed a period should be
assumed to be pregnant until proven otherwise. If in doubt about her potential pregnancy (if the woman
has missed a period, if the period is very irregular, etc.), alternative techniques not using ionising
radiation (if there are any) should be offered to the patient.

There are no data from the use of Lymphoseek in pregnant women. No reproductive toxicity studies in
animals were performed, and it is not known if Lymphoseek can cause foetal harm when administered to
a pregnant woman.

it far

Radionuclide procedures carried out on pregnant women also involve radiation dose to the foetus. Only
essential investigations should therefore be carried out during pregnancy, when the likely b

exceeds the risk incurred by the mother and foetus.

D
It is not known whether technetium Tc 99m tilmanocept is excreted into human miIk.&\

Before administering radiopharmaceuticals to a mother who is breast-feeding,c @ration should be
%nother has ceased

given to the possibility of delaying the administration of radionuclide untix7
breast-feeding, and to what is the most appropriate choice of radiopharmaceu s, bearing in mind the
secretion of activity in breast milk. If administration is considered nece reast-feeding should be

interrupted for 24 hours post injection and the expressed feeds discan.
Animal fertility studies have not been conducted with Lymphoseﬁ

Lymphoseek has no or negligible influence on the ability to dfi se machines.

Exposure to ionizing radiation is linked with cancer indl&@and a potential for the development of
hereditary defects. As the effective dose to an adult (70 kghis 0.69 mSv when the maximal recommended
activity of 74 MBq is administered adverse events a pected to occur with a low probability.

Reporting of suspected adverse reactions

Reporting suspected adverse reactions after, \Orisation of the medicinal product is important. It allows
continued monitoring of the benefit/ri k@ e of the medicinal product. Healthcare professionals are
Sé 5 t

asked to report any suspected adver ions via the national reporting system listed in Appendix V.

The total injection amount shoul@exceed 50 micrograms tilmanocept, with a total maximum

radioactivity of 74 MBq per d
NCE

amount. No clinical conseque

hronic or acute overdose is unlikely to occur given the total injection
were observed at dose levels of 3.7 times the recommended dose of
Lymphoseek in humans% 390 times the anticipated human exposure of tilmanocept in animals.

*
In the event of ad ration of a radiation overdose with tilmanocept the absorbed dose to the patient
should be re ere possible by increasing the elimination of the radionuclide from the body by

frequent mic ion or by forced diuresis and frequent bladder voiding

In gen ,@biopharmaoeuticals should be received, used, and administered only by authorised persons
in d ed clinical settings. Their receipt, storage, use, transfer, and disposal are subject to the
regulations and/or appropriate licenses of the competent official organisation.

Radiopharmaceuticals should be prepared in a manner which satisfies both radiation safety and
pharmaceutical quality requirements. Appropriate aseptic precautions should be taken.
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Contents of the vial are intended only for use in the preparation and radiolabelling of Lymphoseek and are
not to be administered directly to the patient without first undergoing the preparative procedure. Each
250 microgram vial contains an excess of product. However, it is recommended that the vial be prepared
as instructed and a 50 microgram aliquot be used for a single patient dose; any remaining material should
be discarded after reconstitution and use.

For instructions on reconstitution and radiolabelling of the medicinal product before administration, see
section 12. The radiolabelled product is a clear, colourless solution with no visible particles.

If at any time in the preparation of this product the integrity of this vial is compromised it should not be
used.

Administration procedures should be carried out in a way to minimise risk of contamin f the
medicinal product and irradiation of the operators. Adequate shielding is mandatory. 6

The content of the kit before extemporary preparation is not radioactive. How , 'after sodium
pertechnetate (°®*mTc), Ph.Eur is added, adequate shielding of the final preparaio% t be maintained.
X

The administration of radiopharmaceuticals creates risks for other persons % ternal radiation or
contamination from spill of urine, vomiting, etc. Radiation protection p

national regulations must therefore be taken.

ons in accordance with

Any unused medicinal product or waste material should be di@gd of in accordance with local
requirements.

For instructions on the safe preparation of Lymphoseek s mPC section 12.

N

2.6.2. Conclusions on the clinical safe@

There are no serious concerns with regards to@cal safety of Lymphoseek. The incidence of adverse
events related to Lymphoseek was low, agd

acceptable limits. EQ

2.7. Pharmacovigilanc O

e radiation exposure/ absorbed doses are within the

Detailed description (@ pharmacovigilance system

The CHMP consi

9.

legislative re?

2.8. Ry anagement Plan

hat the Pharmacovigilance system as described by the applicant fulfils the

The CHMP received the following PRAC Advice on the submitted Risk Management Plan:

PRAC Advice

Based on the PRAC review of the Risk Management Plan version 2.0, the PRAC considers by consensus
that the risk management system for tilmanocept (Lymphoseek) for imaging and intraoperative detection
of sentinel lymph nodes draining a primary tumour in adult patients with breast cancer, melanoma, or
head and neck cancer is acceptable.
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This advice is based on the following content of the Risk Management Plan:

e Safety concerns

The applicant identified the following safety concerns in the RMP:

Table 1: Summary of the Safety Concerns

Summary of safety concerns

Important identified risks

None

Important potential risks

Medication errors

Hypersensitivity reactions, including anaphylaxis

Missing information

Use in Patients receiving more than one dose

Use in Paediatric Population

Use during Lactation
Use in Pregnancy

Use in Patients with Renal Impai

9
S
C§

50

The PRAC agreed.

® Pharmacovigilance plans

i i i i t
Use in Patients with Hepatic Inlp@
\

Table 2: Ongoing and planned studies in the PhV developmen@

A

o\

Activity/Study title
(category 1-3)

Objectives

S@Joncerns
'Qd essed

Status

Date for
submission of
interim or final
reports

NAV3-18:

A Prospective,
Open-Label,
Multicenter
Comparison Study of
Lymphoseek® and «
Vital Blue Dye,a
Lymphoid Ti PS\O

Targeting in
Paediat ents
with umours

(interventional, Phase
3)

To determi
concord
Vivo d@ n rates
seek and
Iue dye in
\(Clsed tissue
hlstologlcally

confirmed as lymph
nodes.

O)
%90

Use in children
under the age of 18
years.

PIP approved.
Study still in

planning stage.

Deferred status
has been granted
for this study.
Milestones will
be agreed with
the Paediatric
Committee
following
approval of the
Lymphoseek
marketing
authorisation
application.

The PRAC, having considered the data submitted, was of the opinion that the proposed post-authorisation
PhV development plan is sufficient to identify and characterise the risks of the product.

® Risk minimisation measures
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Table 3: Summary table of Risk Minimisation Measures

Safety concern

Routine risk minimisation measures

Additional risk
minimisation measures

Medication errors

Sections 4.2 ‘posology and method of
administration, 4.4 “special warnings and
precautions’, and 12 “instructions for
preparation of radiopharmaceuticals’
provide clear and detailed instructions for
the preparation and use of Lymphoseek.

None proposed

Hypersensitivity reactions,
including anaphylaxis

Section 4.3 “‘Contraindications’
contraindicates the use of Lymphoseek in
patients with a known hypersensitivity to
tilmanocept or any of the components of the
radiolabelled pharmaceutical.

4

None propo
2
OK

Use in patients receiving more
than one dose

Section 4.2 “Posology and method of
administration” of the proposed SmPC
describes the processes for single dosi

each patient.
P A\

a3
ne proposed

Use in pregnancy

Section 4.6 “Fertility, p y and
lactation” of the propose includes
the following langu inimise the risk
of a patient being e to Lymphoseek

during pregnancyo

“Women rﬁmearinq potential

When n administration of
radi maceuticals to a woman of
c aring potential is intended, it is

ortant to determine whether or not she is
\pregnant. Any woman who has missed a
period should be assumed to be pregnant
until proven otherwise. If in doubt about her
potential pregnancy (if the woman has
missed a period, if the period is very
irregular, etc.), alternative techniques not
using ionising radiation (if there are any)
should be offered to the patient.

Pregnancy
There are no data from the use of

Lymphoseek in pregnant women. No
reproductive toxicity studies in animals were
performed, and it is not known if
Lymphoseek can cause foetal harm when
administered to a pregnant woman. As a
precautionary measure, it is preferable to
avoid the use of Lymphoseek during

pregnancy unless clinically necessary.”

None proposed
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Safety concern

Routine risk minimisation measures

Additional risk
minimisation measures

Paediatric use

Section 4.2 *“Posology and method of
administration” of the proposed SmPC
includes the following language to ensure
that healthcare professionals know there is
no available information on the use of
Lymphoseek in the paediatric population:

“The safety and efficacy of Lymphoseek in
children below the age of 18 years has not
yet been established. No data are
available.”

None proposed

Use during lactation

Section 4.6 “Fertility, pregnancy and
lactation” of the proposed SmPC includes

breast feeding: @
“It is not known whether technetiugf Tc 99m

c
tilmanocept is excreted into it milk.
Because many drugs are (exgfeted into
human milk and because potential for
serious adverse rea nursing infants,
a decision shoé made whether to

interrupt nu ter administration of
Lymphoseek 6 not to administer

Lymphos taking into account the
import of the drug to the mother.
W possible, infant formula feedings

be substituted for breast milk until
technetium Tc 99m has been eliminated
Mrom the body. Breast-feeding should be
interrupted for 24 hours post injection and
the expressed milk discarded.”

the following language to minimize the ris ‘Q
of a patient receiving Lymphoseek durin

Section 4.2 ‘Posology and method of
administration” of the proposed SmPC states

“Careful consideration of the activity to be
administered in these patients is required
since an increased radiation exposure is
possible.  Extensive  dose-range  and
adjustment studies with the medicinal
product in normal and special populations
have  not been  performed. The
pharmacokinetics of technetium Tc 99m
tilmanocept in patients with renal or hepatic
impairment have not been characterised.”

None proposed
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Safety concern Routine risk minimisation measures Additional risk
minimisation measures

Section 4.4 ‘Special warnings and
precautions for use’ states “Careful
consideration of the benefit risk ratio in
these patients is required since an
increased radiation exposure is possible.
Tilmanocept is eliminated primarily through
the kidneys and patients with renal
impairment have the potential of increased 6
radiation exposure. See section 4.2.” 0

Use during hepatic impairment Section 4.2 *‘Posology and method of Nonepr@c{
administration’ of the proposed SmPC states K\
“Careful consideration of the activity to be O
administered in these patients is require ‘Q
since an increased radiation exposure i
possible.  Extensive  dose-range
adjustment studies with the diéwal

product in normal and special ations
have  not been  perf . The
pharmacokinetics of tec Tc 99m
tilmanocept in patients yithyenal or hepatic

impairment have no&& haracterised.”

Section 4.4 ‘Sp arnings and

precautions fogusSe’ states “Careful

consider of the benefit risk ratio in

these ients is required since an

in radiation exposure is possible.
ocept is eliminated primarily through

< kidneys and patients with renal

Q‘impairment have the potential of increased
\ radiation exposure. See section 4.2.”

A

*
The PRAC, havin \&ared the data submitted, was of the opinion that the proposed risk minimisation
*
measures ar ient to minimise the risks of the product in the proposed indication

The CHMP sed this advice without changes.

2.9. W¥ser consultation

The results of the user consultation with target patient groups on the package leaflet submitted by the
applicant show that the package leaflet meets the criteria for readability as set out in the Guideline on the
readability of the label and package leaflet of medicinal products for human use.
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3. Benefit-Risk Balance
Benefits

Beneficial effects

All tissues detected by Lymphoseek in studies NEO3-05 and NEO3-09, were confirmed to be lymph nodal
tissue. The results of these pivotal studies show a greater detection rate with Lymphoseek for alPodes;
as well as lower false negative rate with Lymphoseek for pathologically positive lymp s, in
comparison to vital blue. This is demonstrated by the high concordance rate and the co ely low
reverse concordance rate, between sentinel node detection by Lymphoseek and VBD. K\

Therefore the efficacy of Lymphoseek in the detection of sentinel nodes in patients reast cancers or
melanoma is considered demonstrated. The beneficial effects (diagnostic ance and patient
management) of sentinel node detection in these patient populations are alr recognised in clinical

practice. @

The proposed indication currently includes head and neck canc Although there were concerns
regarding the methodology of the study, it has been justified here is very minimal chance for

additional positive pathology in the study patients. Q

Uncertainty in the knowledge about the &@ficial effects

The CHMP in previous scientific advice stated tiia D was not considered standard practice in the
European setting. This issue was addressed b&'e pplicant by providing retrospective meta-analyses of
EU published literature using the CHMP(e)

Comparison of the results from the
showed that from these indirect compg

mmended comparator, radiolabelled sulphur colloid.
-apalyses with the results of pivotal studies with Lymphoseek

sens it is possible to conclude that Lymphoseek inferiority to the
European standards is unlikely. T, % are no further uncertainties in the beneficial effects in relation to
the breast cancer and mela
carcinoma of the oral cavity, it cknowledged that although there is increasing interest and recognition
of a possible benefit of xl node detection in head and neck cancer, it is not recognised as standard
practice that is widel ted and used in the EU. There is a lack of long-term data on the outcome of
patients that ha & n staged and resected based on the detection of sentinel node for localised
squamous ce&@u?oma of the oral cavity.

Risks @

&, indication. However, for the indication in localised squamous cell

Unfavourable effects

There are no major concerns with regards to the clinical safety of Lymphoseek. The incidence of adverse
events related to Lymphoseek appears low, and the radiation exposure/ absorbed doses are within
acceptable limits.
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Uncertainty in the knowledge about the unfavourable effects

There is uncertainty in the knowledge about the unfavourable effects on patients with impaired renal and
hepatic function. There were no data submitted on elimination, excretion and metabolism of Lymphoseek
in humans. It is thought that metabolism of Lymphoseek occurs in the liver and that elimination primarily
occurs via renal excretion. Therefore, warnings have been included in the SmPC and the risks have been
addressed in the risk management plan.

As the overall total patient exposure to Lymphoseek is small, there may be rare events that have not been

reported so far. These risks will be managed through the RMP. t
Benefit-risk balance .\66
Importance of favourable and unfavourable effects QO

The efficacy of Lymphoseek in the detection of sentinel lymph nodes in_patiénts with breast cancer,
melanoma and localised squamous cell carcinoma of the oral cavity has b emonstrated. In addition,
the diagnostic performance and impact on patient management has n established for sentinel lymph

node detection with the use of radiocolloids in clinical practice.

The risks associated with the use of Lymphoseek in intraoper, ph nodal mapping in breast cancer
and melanoma appear to be low and manageable. \O
Discussion on the benefit-risk asses t

Based on the results of the pivotal trials NEO —%Q,'NEO?:—OQ and NEO-06 and the supportive data from the
meta-analyses, the benefits of Lymphoseekiinjthe imaging of SLN in breast cancer, melanoma and
localised squamous cell carcinoma of
irritation and injection site pain). T
Lymphoseek in the indication for.
primary tumour in adult patie

the oral cavity is positive.\

4. Recorpré)s&(gcions
O

Base the CHMP review of data on quality, safety and efficacy, the CHMP considers by majority
decision that the risk-benefit balance of Lymphoseek in the diagnosis of “This medicinal product is for
diagnostic use only. Radiolabelled Lymphoseek is indicated for imaging and intraoperative detection of

cavity outweighed the adverse events (injection site
e, the CHMP considers that the benefit-risk balance for
g and intraoperative detection of sentinel lymph nodes draining a
h breast cancer, melanoma, or localised squamous cell carcinoma of

Outc

sentinel lymph nodes draining a primary tumour in adult patients with breast cancer, melanoma, or
localised squamous cell carcinoma of the oral cavity. External imaging and intraoperative evaluation
may be performed using a gamma detection device.” is favourable and therefore recommends the
granting of the marketing authorisation subject to the following conditions:
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Conditions or restrictions regarding supply and use

Medicinal product subject to restricted medical prescription (See Annex I: Summary of Product
Characteristics, section 4.2).

Conditions and requirements of the Marketing Authorisation

. Periodic Safety Update Reports
The marketing authorisation holder shall submit the first periodic safety update report for this product

within 6 months following authorisation. Subsequently, the marketing authorisation holder shall mit
periodic safety update reports for this product in accordance with the requirements set out i t of
Union reference dates (EURD list) provided for under Article 107¢c(7) of Directive 2001/8 d
published on the European medicines web-portal. K\

Conditions or restrictions with regard to the safe and effective use of @edicinal product
° Risk Management Plan (RMP) 0

The MAH shall perform the required pharmacovigilance activities and terventlons detailed in the

agreed RMP presented in Module 1.8.2 of the Marketing Authoris nd any agreed subsequent
updates of the RMP. Q
An updated RMP should be submitted:

® At the request of the European Medicines A x

® Whenever the risk management systeondified, especially as the result of new information
being received that may lead to a ma t change to the benefit/risk profile or as the result of

an important (pharmacovigilanc minimisation) milestone being reached.

If the dates for submission of a PSUR e update of a RMP coincide, they can be submitted at the

same time. O

Conditions or restrictiogs Qﬁregard to the safe and effective use of the medicinal product
to be implemented by%Me ber States.

Not applicable. \Q
CHMP le@ﬂt position(s)

Divegge osition(s) to the majority recommendation are appended to this report.

New Active Substance Status

Based on the CHMP review of data on the quality properties of the active substance, the CHMP considers
that Lymphoseek (tilmanocept) is qualified as a new active substance.
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Divergent positions expressed by CHMP members

Some members of the CHMP expressed a divergent position as follows:
Divergent opinion
For the localised squamous cell carcinoma of the oral cavity indication:

There is no convincing evidence-based support for the indication in localised squamous cell carcinoma of
the oral cavity. There is only data from a small study in patients with oral squamous cell carcinoma,
intended to evaluate the false negative rate for identification of tumour positive nodes. In this study there
was a false negative rate of 2.5% (0.6%; 13.5%), i.e. compatible with possible lymph node involyement
not detected by Lymphoseek in up to around 10+% of the patients, this is considered too hi h
acceptable. é

)
For the breast cancer and melanoma indication: K\

Regarding the indication for sentinel-node identification in melanoma and breast , it has not been
clearly demonstrated that Lymphoseek is at least similar to radiolabelled nano&'d (which is standard
European practice (EMA/150127/2010)) in terms of technical and diagnosti (o]

cross-over studies on concordance between Lymphoseek and nanocolloi warranted.

rmances. Further

The CHMP members that have a divergent position for all is®xons are:

Aar i7s QO

Andrea Laslop

Jan Mazag V Ivana Mikaci¢
I

O

P\

ConcepciWeto Yerro Sol Ruiz

The CHMP members that have a divergent position for only the localised squamous cell
carcinoma of the oral cavity indication are:

Kristina Dunder
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