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1. Background information on the procedure

1.1. Decentralised procedure (DCP) and CMDh 60 day procedure

Kohne Pharma GmbH submitted an application for decentralised procedure of Dexamed 5 mg tablets
and associated names on 11 July 2011.

The application was submitted to the reference Member State (RMS): the United Kingdom and the
concerned Member States (CMS): Denmark, Spain, Finland, Ireland, Luxembourg, Netherlands,
Norway and Sweden.

The Decentralised procedure UK/H/2007/01/DC started on 29 August 2011.

On day 210, major issues on safety and efficacy raised by NL and SE remained unsolved; hence the
procedure was referred to the CMDh, under Article 29, paragraph 1 of Directive 2001/83/EC, by the UK
on 11 March 2013. The CMDh 60 day procedure was initiated on 08 April 2013.

Day 60 of the CMDh procedure was on 06 June 2013 and since the agreement could not be reached
the procedure was referred to the CHMP.

1.2. Notification of an official referral for arbitration

Notification of a referral for arbitration, under Article 29(4) of Directive 2001/83/EC, to the CHMP was
made by the UK on 10 June 2013. The NL raised public health objections on the following grounds:

e The enhanced risk for dependence and abuse potential of this product compared to other
treatment options in ADHD;

e The lack of convincing evidence for efficacy in a second line setting.

2. Scientific discussion during the referral procedure

2.1. Introduction

Dexamfetamine, (2S)-1-phenylpropan-2-amine, is the dextrorotatory, stereoisomer of amfetamine. It
is a Central Nervous System stimulant, more potent than the racemic mixture. Amfetamines increase
levels of catecholamine in the synaptic cleft by blocking reuptake of noradrenaline and dopamine by
presynaptic neurons, by releasing dopamine and noradrenaline from dopaminergic neurons, and
possibly by inhibiting monoamine oxidase. There is also evidence that amfetamines increase release
and turnover of serotonin.

Dexamfetamine is currently used for treatment of narcolepsy and attention deficit hyperactivity
disorder (ADHD) in several EU countries including the reference Member State (RMS) in this procedure.
Its mechanism of action in ADHD is not fully understood, but its efficacy in treatment of ADHD has not
been disputed during this procedure. An agreement has been reached during the CMDh procedure that
dexamfetamine has efficacy in ADHD which is in no way inferior to the other stimulants.

However there are perceived risks of diversion and abuse associated with this medication. Therefore as
a measure to mitigate this risk, the applicant proposed to downgrade dexamfetamine to second line
use in ADHD and for children and adolescents of 6 to 17 years of age, if other medicinal and non-
medical treatment options have not achieved adequate results.
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In addition the applicant proposed to undertake a drug utilisation study (DUS) to monitor for reports of
abuse and/or overdose, and a non-interventional post authorisation safety study (PASS) to monitor
key adverse events. Furthermore educational materials would also be made available for both
physicians and patients, including the provision of checklists, and are in line with those for other ADHD
medicines.

At the final CMDh discussion, there were two major issues where agreement could not be reached by
Member States. The CHMP was therefore asked to consider:

¢ Whether downgrading the product to second line treatment and the proposed RMP measures
are sufficient to mitigate concerns relating to the perceived potential for misuse and diversion.

¢ Whether sufficient scientific and clinical evidence exists to support the use of the product as
second line treatment of ADHD.

2.2. Critical evaluation

Efficacy in second line treatment of ADHD

The present application for Dexamed as second-line treatment of ADHD is a bibliographic (well-
established use) application. Therefore, the assessment of efficacy is based on an intensive literature
search as well as on current European treatment guidelines. This is acceptable as in well-established
use applications it is not required that applicants provide results of pre-clinical tests and clinical trials,
these are to be replaced by appropriate scientific literature.

Clinical studies show that there are ADHD patients who respond to methylphenidate and not to
dexamfetamine and vice versa. The study by Elia et al. (1991)* concluded that there is a need to try
both stimulants because there is individual variability in response. The reason for the different
responses could be different pharmacological mechanisms of action. Methylphenidate reversibly binds
to the presynaptic transporter protein with resultant inhibition of catecholamines re-uptake into the
presynaptic neuron (Volkow et al., 2002)2, increases the release of dopamine from presynaptic
cytoplasmic storage vesicles and blocks the uptake of dopamine into neuronal cytoplasmic storage
vesicles, making dopamine more available in the presynaptic cytoplasm for release into the synaptic
cleft (Sulzer et al., 2005)°.

In the Elia et al. study?®, approximately 30% of participants did not respond to one treatment but only
4% were non-responders to both. While there is no information about the sequence of treatments,
mainly due to its cross-over design the results are convincing. There are, however, methodological
problems with this study. The number of patients was small and the statistical significance of the
findings is uncertain. In addition, this was an independent study published in 1991 which precludes the
assessment of the original data. The CHMP therefore considered that this publication can be regarded
as supportive of efficacy but does not provide conclusive evidence.

These data are further supported by the Arnold et al. (1978) study*. More importantly, the Arnold LE
(2000)° comparative review analysed six non-duplicative studies, from which a response rate of 66%

! Elia J, Borcherding BG, Rapoport JL, Keysor CS. Methylphenidate and dextroamphetamine treatments of hyperactivity: are there
true nonresponders? Psychiatry Research 1991;36:141-55.

2 Volkow ND, Wang GJ, Fowler JS, Logan J, Franceschi D, Maynard L, et al. Relationship between blockade of dopamine transporters
by oral methylphenidate and the increases in extracellular dopamine: therapeutic implications. Synapse 2002 Mar 1;43(3):181-7.

3 Sulzer D, Sonders MS, Poulsen NW, Galli A. Mechanisms of neurotransmitter release by amphetamines: a review. Prog Neurobiol
2005 Apr;75(6):406-33.

4 Arnold LE, Christopher J, Huestis R, Smeltzer DJ. Methylphenidate vs dextroamphetamine vs caffeine in minimal brain dysfunction.
Archives of General Psychiatry 1978;35:463-73.
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was calculated for dexamfetamine sulphate, 56% for methylphenidate and 85% stimulant response if
both are tried. The author concludes that the individual patient response profiles are non-congruent,
and that non-response or intolerable side effects with one stimulant do not preclude a good response
to the other. While the review has methodological limitations, the conclusions reached are based on
relevant evidence. This publication also includes a comprehensive review of the preclinical
pharmacodynamics of the two compounds, which may help explain the observed variability in
response. It concludes that methylphenidate is more selective for dopamine transporter, while
dexamfetamine also has a number of other actions including direct actions on receptors and
modulating other modes of dopamine uptake as well as effect on other catecholamines.

Ramtvedt et al. (2013)® have reported that in a cross-over clinical study including 36 children with a
diagnostic of ADHD (as per Norwegian diagnostic guidelines), who received, in sequence, 2 weeks each
of methylphenidate, dexamfetamine and placebo, dexamfetamine and methylphenidate each produced
a favourable response in 26 children (72%), but not always the same child. However, the number of
responders increased to 33 (92%) after both stimulants were tried. From the publication alone it is
difficult to assess the meaningfulness of the suggested effect sizes based on which the level of
response was assessed, but despite some lack of clarity regarding methodology it is noted that the
conclusions are in line with those of the Elia et al. study®.

In addition, at least seven evidence-based guidelines for the pharmacological treatment of ADHD
recommend dexamfetamine as first-line therapy; others give an explicit favourable recommendation
for use as a therapeutic option in ADHD (Seixas et al., 2012)". It is noted that all the guidelines
mentioned in this article are from countries where dexamfetamine is already marketed for ADHD.

Table 1 Recommendations for pharmacological treatment of ADHD (from Seixas et al., 2012)

5 Arnold LE. Methylphenidate versus Amphetamine: A Comparative Review. In: Greenhill LL, Osman BB, editors. Ritalin - Theory and
Practise. 2nd ed. Mary Ann Liebert, Inc.puplishers; 2000. p. 127-39

8 Ramtvedt, B.E. et al.: Clinical Gains from Including Both Dextroamphetamine and Methylphenidate in Stimulant Trials. JOURNAL
OF CHILD AND ADOLESCENT PSYCHOPHARMACOLOGY, Volume 23, 2013.

7 Seixas M, Weiss M, Muller U. Systematic review of national and international guidelines on attention-deficit hyperactivity disorder. J
Psychopharmacol 2012 Jun;26(6):753-65.
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Association AAP (2000,2001)  NZ (2001) DGPPN (2003) ESCAP (2004,2006) BAP (2006)  AACAP (2002,2007) DGKIP(2007)  MICE (2008)  SIGN (2009) CADDRA (2011)

MPH 15t 1st 1st 1st 1st 1st 1st 1st 1st t
MPH MR 15t t o t 1st 1st 1st 1st 1st 1st
Dexamphetamine st 1st t t 1st 1st t t, 1stin CEBA  1st 1st
Mixed am phetamine st ] { { ] 1st { o o 1st
salts
Lisdexamphetamine 0 0 0 0 0 o 0 o o 1st
Atomoxetine 0 0 } } 15t 1st 1st f. 1stin C&A } 1st
Bupropion Outside scope o t o t } t } t t
Clonidine Outside scope o o t t } t } t o
Guanfacine ] ] 0 + + t + 0 o ]
Modafinil o o o o t o o t - t
Pemaline - ] 0 t - - 0 0 ] ]
TCA Outside scope i i t t t t t t t
Pre-treatment safety 0 t 0 0 0 t t } t t
e aslires
Explicit dose t t ] t ] t t t For some }
agents only
Titration Outside scope i ] t ] t t t + +
Monitoring { { { { { t + t + +
Adverse effects + + 0 + + + + + t t
Contra-indications } 0 0 } 0 } } } 0 }
Cost considerations ] ] 0 + + ] + } a t
Drug holidays o o o Only if growth o } t -, exceptions 1] -, exceptions
retardation pemitted permitted

0, no recommendation fownd; +, explicit favourable recommendation; -, negative recommendation; 1st, first line option; MPH, methylphenidate; MPHMR, methylphenidate medified release; TCA, tricyclic antidepressant. AAP 2000,
American Academy of Pediatrics, Comm ittee on Quality Improvement Subcommittee on Attention- Deficity Hyperactivity Disorder (2000) Clinical Practice Guideline: Diagnosizand evaluation of the child with attention-deficit/hyper activity
dizorder; AAP 2001, American Academy of Pediatrics, Committee on Quality Improvement, Subcommittes on Attention-Deficit/Hyperactivity Disorder (2001) Qinical Practice Guideline: Treatmentof the school-aged child with attention-
deficit/hyperactivity disorder; NZ 2001, New Zealand Ministry of Health (2001) New Zealand Guidelines for the Assessment and Treatment of Attention-Deficit/Hyperactivity Discrder; DGPPN 2003, Ebert D, Krause J, Roth-Sackenheim C
(2003) ADHS im Erwachsenenalter - Leitlinien auf der Basis gines Expertenkonsensus mit Unterstiltzung der DGPPN; ESCAP 2004, Taylor E DDpfher M, Sergeant J, Asherson P, Bamaschewski T, Buitelaar J, Coghill D, Danckasrts M,
Rothenberger A, Sonuga-Barke E, Steinhausen HC, Zuddas A (2004) European clinical guidelines for hyperkinetic disorder - first upgrade; ESCAP 2006, Banaschewski T, Coghill D, Santoch P, Zuddaz A, Asherson P, BuitelaarJ, Danckasrs M, D
Dpfher M, Faraone 5V, Rothen berger A, Sargeantl, Steinhausen HC Sonuga-Barke EJ, Taylor E( 2006) Long-acting medications fo the hyperkinetic disorders. A systematic review and European treatment guidetine; BAP 2006, NuttDJ, Fone
K, Asherson P, Bramble D, Hill P, Matthews K, Morris KA, Santosh P, Sonuga-Barke E, Taylor E, Weiss M, Young 5; British iation for Psychopharmacelogy (2006) Evidence-based guidelines for management of attention deficit/
hyperactivity disorder in adolescents in transition to adult services and in adults: recommendations from the Britizsh Association fos pharmacology; DGKIP 2007, Deutsche Gesellschaft fiir Kinder- und Jugendpsychiatrie und
Psychotherapia (2007) Hyperkinetische Stdrungen (F90).In Dautsche Gesallschaft fiir Kinder- und Jugendpsychiatria und Psychotharapie (3 gitfinian zur Diagnostik und Therapia von pychischen Stirungen im S3uglings-, Kindes- und
Jugendalter. 3. iibararbeitete Auflage; AACAP 2002, Greenhill LL, Pliszka 5, Dulcan MK, Bemnet W, Arnold V, Beitchman J, Bensen RS, Bukstein O, KindanJ, McClellan J, Rue D, Shaw JA, Stock 5; American Academy of Child and Adeolescent
Psychiatry (2002) Practice Parameter for th e Use of Stimulant Medications in the Treatment of Children, Adelescents and Adutts; AACAP 2007, Plizka5; American Academy of Child and Adole:scent Psychiatry (AACAP) Work Growp on Quality
Issues (2007) Practice Parameter for the Assessment and Treatment of Children and Adolescents with Attention- Deficity Hyperactivity Disorder; NICE 2008, National Institute for Health and Qinical Excallance | 2008) Attention deficit
hyperactivity disorder - Diagnosis and management of ADHD in children, young people and adults. NICE clinical guideline 72; SIGN 2009, Scottish Intercellegiate Guidetines Network (2009) Management of attention deficit and
hyperactivity diserders in children and young people - A national clinical guideline; CADDRA 2011, Canadian Attention Deficit Disorder Respurce Alliance (2011) Canadian ADHD Practice Guidelines, Third Edition.

Lastly, it is noted that lisdexamfetamine is an inactive prodrug which is absorbed to the bloodstream
where it is gradually converted to dexamfetamine. Lisdexamfetamine was recently approved in some
Member States as part of a comprehensive treatment programme for ADHD in children aged 6 years of
age and over when response to previous methylphenidate treatment is considered clinically
inadequate. Lisdexamfetamine and dexamfetamine can be regarded as pharmacodynamically identical,
therefore to grant a marketing authorisation for dexamfetamine as second line ADHD treatment would
be consistent with the recent approval of lisdexamfetamine for use in the same population.

Taking into account all the available data, the Committee considered that there is sufficient evidence to
conclude that non-responders to methylphenidate may benefit from dexamfetamine. The two
substances have similar efficacy in ADHD but different mechanisms of action. Methylphenidate is more
selective for the dopamine transporter, while dexamfetamine also has a number of other actions
including direct actions on receptors and modulating other modes of dopamine uptake as well as effect
on other catecholamines. Even though no single study can be taken as pivotal evidence, the
publications submitted within the application, which include not just published studies but also
therapeutic guidelines and textbooks, are supportive of the efficacy in second line treatment of ADHD.

Risk for abuse and dependence

During the assessment of the marketing authorisation application for Dexamed, concerns were raised
regarding the potential for abuse and dependence of dexamfetamine. The objecting Member State
considered that, based on the pharmacodynamics and pharmacokinetics of dexamfetamine, the
potential risk for dependence and abuse associated to this product is higher than that of other
treatment options for ADHD.

Indeed it is agreed that stimulants, including dexamfetamine, have potential for misuse, diversion and
dependence. However the efficacy of dexamfetamine in the treatment of ADHD is not disputed. In the
current application, the use of dexamfetamine as second line treatment of ADHD is a measure
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introduced to mitigate this concern. The indication also includes a statement that treatment should be
initiated and regularly evaluated by a physician with specialist expertise in child and adolescent mental
health after a comprehensive assessment has led to a diagnosis of ADHD. These and the other
measures in the risk management plan (see section 2.3 of this report) are proposed to ensure that
dexamfetamine is only made available to patients who really need it and can benefit from it, therefore
mitigating the risk of misuse and diversion.

With regards to the risk of misuse and diversion within the ADHD population, a meta-analytic review
by Lee et al. (2011)8 concluded that ADHD patients are at a considerably higher risk for substance
abuse as compared to the (age-matched) general population. In other publications, authors seem to
have further concluded that ADHD treatment with stimulants during childhood is associated with a
reduction in the risk of substance use disorder later in life (Biederman et al. 1999°; Wilens et al.
2003)*°. However, a more recent meta-analysis by Humphreys et al. (2013)! investigated both
published and unpublished reports on a total of 15 different studies and concluded that effective
treatment of ADHD, typically using methylphenidate, does not seem to have impact of substance
abuse later in life. This meta-analysis identified a number of key issues that may explain the
differences in outcome of the studies, and the authors noted that, while building on that of Wilens et
al. (2003)°, is still relatively modest in terms of number of studies included. Therefore it is currently
unclear whether treatment of ADHD patients with stimulants alters their risk of substance abuse
disorder later in life, but evidence seems to indicate that the risk in the stimulant treated ADHD
population is not higher than in the not treated ADHD population.

During the procedure the MAH conducted further research in the literature, online, in databases from
European Health Authorities and WHO and its own safety database. Although it is acknowledged that
misuse, abuse, dependence and diversion are events that will not always be reported to the
prescribers, the search retrieved a very low event rate in the countries where dexamfetamine is
available on the market for ADHD.

It is noted that age can be a dominant factor in substance use disorder. Experimentation with
recreational drugs generally starts during adolescence, whereas treatment of ADHD can begin at an
earlier age. In addition, ADHD patients are prescribed stimulants after an ADHD diagnosis has been
made as opposed to deliberately seeking stimulants. It is acknowledged that abuse and dependence
may occur, however there appears to be a difference between the population that abuses stimulants
and the general ADHD population. The experts consulted expressed the fact that ADHD is less likely to
produce euphoria in children when the products are used as intended. The experts were of the opinion
that there is currently little evidence to suggest that dexamfetamine is associated with a higher risk of
dependence in the treated ADHD population than in those without ADHD.

Moreover short acting treatments are expected to have some advantages compared to long-acting
treatments. Indeed short acting treatments are less likely to affect sleep pattern and appetite
compared to long-acting products. Treatment optimisation may be also easier to achieve with
immediate-release forms when an initial titration phase is needed to determine the correct dosing
levels.

8 Lee SS, Humphreys KL, Flory K, Liu R, Glass K. Prospective association of childhood attentiondeficit/hyperactivity disorder (ADHD)
and substance use and abuse/dependence: a meta-analytic review. Clin Psychol Rev 2011 Apr;31(3):328-41.

9 Biederman J, Wilens T, Mick E, Spencer T, Faraone SV. Pharmacotherapy of attentiondeficit/hyperactivity disorder reduces risk for
substance use disorder. Pediatrics 1999;104(2):E201-E205.

1% wilens TE, Faraone SV, Biederman J, Gunawardene S. Does Stimulant Therapy of Attention-Deficit/Hyperactivity Disorder Beget
Later Substance Abuse? A Meta-analytic Review of the Literature. Pediatrics 2003 Jan;111(1):179-85.

1 Humphreys KL ET. Stimulant medication and substance use outcomes: A meta-analysis. JAMA Psychiatry 2013 May 29;1-9

10 Wwilens TE, Faraone SV, Biederman J, Gunawardene S. Does Stimulant Therapy of Attention-Deficit/Hyperactivity Disorder Beget
Later Substance Abuse? A Meta-analytic Review of the Literature. Pediatrics 2003 Jan;111(1):179-85.
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The Committee also noted that dexamfetamine-containing products have been available in the EU for
several years without a risk management plan and therefore the introduction of a dexamfetamine
product with a risk management plan is expected to represent a significant improvement for patients.

Risks associated with long term use

With regards to other potential risks associated with long-term use of dexamfetamine such as possible
impairment of neuro-cognitive development and risk of cardiomyopathy, there is no clinical evidence to
support that long-term treatment has any negative influence on neuro-cognitive development.
However it is noted that overall very few data is available in clinical practice to support this. The
identified risk of cardiomyopathy is mainly associated with chronic use, especially with high dose use.
The experts’ panel recognises this risk but considers its frequency to be low. It was noted that
increased blood pressure may occur as well as tachycardia. In addition to specific measures in the risk
management plan (see section 2.3 of this report), the committee recommended the monitoring of
blood pressure and pulse rate in order to minimise these risks.
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Conclusion

Taking into account all the available data, the Committee accepted that dexamfetamine has potential
for misuse, diversion and also dependence. However, the Committee also considered that the risk
minimisation measures proposed are appropriate to mitigate the risk. The indication has been
restricted to second line, the risk management plan for the product includes educational material for
both prescribers and patients/carers, as well as a drug utilisation study that has been expanded to
collect information specifically on abuse and misuse. All of these measures, taken together with
existing national laws concerning manufacture, distribution and prescription of controlled drugs are
considered to balance the risk.

2.3. Risk management plan

Within this referral procedure, the applicant submitted the risk management plan revised during the
initial evaluation phase at national level and reformatted it according to current pharmacovigilance
guidance outlined in GVP module 5.

The proposed risk minimisation measures are a combination of routine activities (inclusion of warnings
in the product information) and the following educational materials and tools:

e A physician’s guide to prescribing including direction for diagnosis according to DSM/ICD
guidelines and for recognition and exclusion of patients with a history of abuse misuse
diversion and dependency;

e Checklists for pre-screening and on-going monitoring of patients’ blood pressure, heart rate,
growth (weight, height, appetite) and emergence of psychoses.

The pre-screening checklist will review:

e Family history of sudden cardiac or unexplained death or malignant arrhythmia and/or the
presence of cardiac disease (with instructions for further specialist cardiac evaluation if initial
findings suggest history or disease)

e Comorbidity due to psychiatric disorders
e Baseline recoding of blood pressure and heart rate
e Baseline recoding of height and weight
The on-going monitoring checklist will review:
e Development of symptoms suggestive of cardiac disease

¢ Development of de novo or worsening of pre-existing psychiatric disorders, including
depression and aggressive behaviour

Growth charts will be provided for the on-going monitoring of children, as well as dispensing letters to
pharmacists and patients/carers.

The letter to pharmacists will address:

e Consideration of prescription requirements (such as treatment under supervision of specialist in
childhood and/or adolescent behavioural disorders)

e Controlled substance status
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e Reporting of adverse events

e Awareness of risk of abuse, misuse and diversion (including reporting of abuse in line with
national guidelines)

During the assessment of the application at Member State level, advice from the PRAC on the risk
management plan was sought and the applicant agreed with the recommendation to:

¢ Undertake a DUS to follow the use of prescribed dexamfetamine in the European Union using
multiple data sources. In addition, the DUS should be expanded to actively obtain reports of
abuse, misuse, diversion and dependence in children with ADHD from poison centres, drug
monitoring centres, other databases, publicly available information in the literature and online.

e Conduct a PASS to evaluate the long-term safety profile of dexamfetamine in children with
ADHD, specifically targeting key issues such as cardiovascular events, growth and psychiatric
related adverse events. This retrospective (new users) study will also compare the relative
risk between dexamfetamine and other stimulants in the patient population.

Full final protocols of the studies are to be submitted for consideration by the PRAC within 3 months of
the Commission Decision.

In addition, the CHMP recommended that the risk management plan should be further updated (see
annex V).

During the referral procedure, the CHMP recommended safety related changes to the product
information:

¢ Amendment to the section 4.1 to advise that “Treatment should be under the supervision of a
specialist in childhood and/or adolescent behavioural disorders.” and that “Dexamfetamine is
not indicated in all children with ADHD and the decision to use dexamfetamine must be based
on a very thorough assessment of the severity and chronicity of the child's symptoms in
relation to the child's age and potential for abuse, misuse or diversion.”

e Introduction of a statement in section 4.4 on “Abuse, misuse, and diversion” reporting that the
risk is generally greater for short acting stimulants than for corresponding long-acting products.

e Introduction of a statement in section 4.8 on reporting of suspected adverse reactions.
The relevant sections of the product information were updated accordingly.

The CHMP, having considered the data submitted in the application is of the opinion that the above risk
management activities are necessary for the safe and effective use of the medicinal product.

2.4. Conclusions

Having considered the data submitted by the applicant, the CHMP considered that there is sufficient
evidence to conclude that non-responders to methylphenidate may benefit from dexamfetamine. The
clinical data available, when taken together with clinical guidelines and the fact that the mechanism of
action is different from that of other therapeutic options, supports the efficacy of dexamfetamine in
second line treatment of ADHD.

It is accepted that dexamfetamine has potential for misuse, diversion and also dependence. Its use as
second line treatment only, despite its proven efficacy, is a measure introduced in order to mitigate
this concern. The indication also includes a statement that it should only be prescribed by a specialist
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when the patient has been diagnosed with ADHD following comprehensive assessment of chronicity
and severity according to DSM or ICD guidance and only when methylphenidate treatment has proved
ineffective. During treatments regular evaluations should be performed regarding treatment necessity
(see below) and possible occurrence of overuse, dependence or diversion.

Overall, the Committee considered that the risk minimisation measures proposed to mitigate the risk of
abuse are appropriate. The risk management plan for the product includes educational material for
both prescribers and patients/carers, as well as a drug utilisation study that has been expanded to
collect information specifically on abuse and misuse. All of these measures, taken together with
existing national laws concerning manufacture, distribution and prescription of controlled drugs are
considered to balance the risk.

The CHMP took note of the fact that the proposed RMP is in line with existing risk management plans
for other stimulants (methylphenidate and lisdexamfetamine), and also that dexamfetamine-containing
products have been available in the EU for several decades without a risk management plan. Therefore
the introduction of a dexamfetamine product with a risk management plan is expected to provide
significant improvement by collecting information about use of the product in real life setting, as well
as introducing risk minimisation measures that are currently not in place.

2.5. Benefit risk assessment and recommendation

Whereas,

¢ The Committee considered the notification of the referral triggered by the United Kingdom
under article 29(4) of Directive 2001/83/EC. The Netherlands considered that the granting of
the marketing authorisation constitutes a potential serious risk to public health.

¢ The Committee reviewed all the data submitted by the applicant in support of the efficacy of
dexamfetamine in second line treatment of ADHD, and the proposals for mitigation of the risk
of misuse and diversion.

e The Committee is of the opinion that dexamfetamine has a mechanism of action different from
that of methylphenidate, and that the available data is supportive of the efficacy of
dexamfetamine in treatment of ADHD.

e The Committee is also of the opinion that the proposed risk minimisation measures are
appropriate to mitigate the risks of misuse and diversion. A drug utilisation study to follow the
use of prescribed dexamfetamine in the European using multiple data sources was also
required. Furthermore the Committee requested that a PASS will be conducted to evaluate the
long-term safety profile of dexamfetamine in children with ADHD, specifically targeting key
issues such as cardiovascular events, growth and psychiatric related adverse events.

Therefore, the CHMP was of the opinion that the benefit/risk ratio of Dexamed and associated names is
considered to be favourable. The CHMP issued a positive opinion recommending the granting of the
marketing authorisations for which the summary of product characteristics and package leaflet are as
set out in Annex Il of the CHMP opinion and conditions to the marketing authorisations in Annex IV of
the CHMP Opinion for Dexamed and associated names.
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Appendix 1

Divergent positions to CHMP opinion
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Referral under Article 29(4) Directive 2001/83/EC

Procedure No: EMEA/H/A-29/1375

Dexamed 5mg tablets and associated names

Divergent Position Dexamed — substance: dexamfetamine (May 2014)

The undersigned members of the CHMP did not agree with the CHMP’s opinion recommending the
granting of medical product Dexamed (dexamfetamine)

Dexamed is a medical product for use in ADHD treatment with following indication:

Dexamfetamine is indicated as part of a comprehensive treatment programme for attention-
deficit/hyperactivity disorder (ADHD) in children and adolescents aged 6 to 17 years when response to
previous methylphenidate treatment is considered clinically inadequate. A comprehensive treatment
programme typically includes psychological, educational and social measures.

Diagnosis should be made according to DSM-5 criteria or the guidelines in ICD-10 and should be based
on a comprehensive multidisciplinary evaluation of the patient.

Dexamfetamine is not indicated in all children with ADHD and the decision to use dexamfetamine must
be based on a very thorough assessment of the severity and chronicity of the child’s symptoms in
relation to the child’s age and potential for abuse, misuse or diversion.

Treatment should be under the supervision of a specialist in childhood and/or adolescent behavioural
disorders

The reasons for divergent opinion were as follows:
Dexamfetamine cannot be approved due to safety reasons.

Based on the outline of epidemiological and experimental literature, the dependence, abuse and
misuse potential of dexamphetamine is a serious risk to public health.

The potential benefits do not outweigh the risk of dependence of dexamphetamine in children and
adolescents with ADHD, the risk of abuse and misuse of dexamphetamine for recreational purposes
mainly in healthy subjects, and the unknown possible neurocognitive and cardiovascular detrimental
effects on the long term.

Other ADHD-treatments, including other dopaminergic stimulants, are currently available and have
lower abuse potentials and risk of dependence.

The benefit-risk balance of Dexamed is considered negative.
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CHMP members expressing a divergent opinion:

Daniel Brasseur (BE) 22 May 2014 Signature: ...
Pierre Demolis (FR) 22 May 2014 Signature: ...,
Nela Vilceanu (RO) 22 May 2014 Signature: ...,
Pieter de Graeff (NL) 22 May 2014 Signature: ...,
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