SCIENTIFIC DISCUSSION

Thismodule reflects theinitial scientific discussion for the approval of Azomyr. This scientific
discussion has been updated until 1 July 2004. For information on changes after this date please
refer to module 8B.

1. Introduction

Azomyr, with the active ingredient desloratadine (DL), is a H; antagonist intended for relief of
symptoms associated with seasona allergic rhinitis. The indication was extended to dlergic rhinitis
and to include Chronic Idiopathic Urticaria through Type Il variations.

Dedloratadine is the major active metabolite of loratadine and possesses qualitatively similar
pharmacodynamic activity with a rdative potency approximating 10 to 20 times that of loratadine in
vitro, and 2.5 to 4 times that of loratadine in animals. Desloratadine is to be given in a daily dose of 5

mg/day.

Seasona dlergic rhinitis (SAR) is an IgE-mediated inflammatory disease of the nasal mucosa
characterised by symptoms of sneezing, rhinorrhea, nasal congestion, and nasal pruritus. SAR may be
accompanied by itching of the throat, eyes and ears, epiphora and oedema around the eyes. Around
20% of cases are accompanied by asthma. The prevaence of SAR amongst patients attending genera
practitionersis 11 per thousand in Denmark and 20 per thousand in the UK.

Avoiding dlergen exposure is the most effective way of controlling alergic conditions; however, in
SAR, total avoidance is amost impossible and as a consequence pharmacological treatment may be
needed. Antihistamines are effective in alergic rhinitis, which comprises approximately 80% of
rhinitis found in children and 30% in adults. They are effective against rhinorrhea, itching and
sneezing but have little effect on nasal obstruction. Clinical trials have shown that, in seasond alergic
rhinitis, between 40 and 80% of patients experience good to excelent symptom rdief (approximately
twice that induced by placebo).

In the pharmacological treatment of SAR, ora H; receptor antagonists are one of severd thergpeutic
options available and have been proven to be effective as initia therapy in many patients with mild
SAR, espeddly contralling rhinorrhea, sneezing and nasal pruritus. Because antihistamines most
effectively block receptor sites before histamine rdease, best results are obtained when they are
administered on aregular basis and as a prophylactic measure prior to allergen exposure.

The primary goal of H; receptor antagonist treatment in SAR is to reduce and eventually to free the
patient from symptoms. Therefore, the most popular test for evaluating Hx receptor antagonist efficacy
in SAR isto usea 3- to 4-point sca e from absence to very severe presence of key symptoms attributed
to SAR. The primary symptoms being evaluated are nasal congestion, sneezing, rhinorrhea, itchy
nose/palate/throat and ocular symptoms. To assess the true effect of the study drug, the use of a
placebo group is absolutely necessary because exposure to alergens is variable and the improvements
in symptom scores following placebo easily reach 20 to 30%.

Historically, alergic rhinitis is subdivided into two clinicd syndromes referred to as SAR and
Perennid Allergic Rhinitis (PAR). These classifications are based on the clinical manifestation of AR
symptoms in relationship to duration of exposureto differing classifications of allergens. For example,
SAR symptoms typically occur in tandem with the pollen season since SAR is triggered by episodic
exposure to outdoor alergens (such as pollen and moulds). PAR symptoms typically occur throughout
the year since PAR is the result of continual exposure to indoor alergens (dust mites, insects, and
animal dander).

In redity, the division between SAR and PAR is not straightforward because PAR and SAR
significantly overlap with respect to pathophysiology (i.e, IgE-mediated inflammation), dinical
expression of the disease, and therapeutic management (allergen avoidance, antihistamines,
decongestants, and intranasal steroids). Firstly, it is often difficult to differentiate between seasona
and perennia symptoms. Paients with either condition complain of nasal itching, sneezing,
rhinorrhea, and nasal congestion although, nasal congestion is more pronounced in PAR than in SAR
and eye itching tends to be less severe. Secondly, PAR symptoms are usually present on a chronic
basis, however, SAR symptoms may, likewise, be year-round in warm climates where pollens and
moulds are perennial allergens (e.g., Parietaria pollen alergy in the Mediterranean area, grass pollen
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alergy in Southern California or Florida). Even more confusing, symptoms of PAR may not be year-
round in climates where exposure to perennial alergens is not similar throughout the year. Thirdly,
most patients are sensitive to both indoor and outdoor allergens, and in these patients, seasona
symptoms trigger exacerbations of perennial symptoms.

Other patients may be sensitive to multiple types of seasonal pollens and therefore have symptoms
throughout the year. In summary, there is considerable overlap with respect to type and duration of
symptoms experienced by PAR and SAR patients.

Urticariais rardy a serious illness, however, it is a common complaint. Up to 10% of the population
(lifetime prevalence) will have an episode of urticaria (al types), athough it is difficult to obtain
precise figures. The newest conducted studies point to a female: male ratio of about 1.5:1.0. Urticaria
may be Acute (duration of episodes of hives less than six weeks) or Chronic (duration of urticaria for
Six or more weeks).

Chronic ldiopathic Urticaria (CIU) with or without angioedema is defined as the occurrence of
frequent urticaria characterised by episodic or persisent wheds, which recur for a minimum of 6
weeks but frequently over months or years. The true incidence of CIU remains unclear. The
percentages vary from 0.25-5% in the entire population. CIU patients, in whom history and laboratory
tests fail to disclose an underlying cause, account for 80-90% of all cases of chronic urticaria. Though
the cause of CIU is unknown, mast cell mediators, of which histamine is the best known, play an
important role in the pathogenesis of this disease. The symptoms of CIU may be extremdy
troublesome for many subjects and may cause significant impairment of their quality of life. The
lesions are associated with severe pruritus and may be accompanied by a stinging or somewhat painful
prickling sensation.

The histamine H1-receptor antagonists are important first-line medications for the symptomatic
treatment of urticaria. However, the use of the classicd H1 antihistamines is often accompanied by
undesirable side effects, particularly central nervous system (CNS) symptoms such as sedation and
anticholinergic effects such as dry mouth. The development of the nonsedating second-generation H;
antagonists, largdy free of the side effects of older antihistamines has been a major advantage for the
symptomatic treatment of urticaria

Pruritus is the hallmark symptom of urticaria and is generally responsive to the administration of an
antihistamine. Other efficacy assessments relevant to urticaria include number and size of hives,
interference with deep and daily activities, overall condition and therapeutic response.

2. Part I1: Chemical, pharmaceutical and biological aspects

Azomyr is authorised as 5 mg film-coated tablets, 5 mg oral Iyophilisates and 0.5 mg/ml syrup.

Film-coated tablet
Composition

Azomyr is presented as around, film-coated, embossed tablet with alight blue colour containing 5 mg
desloratadine, INN. Other components of the tablet core are cd cum hydrogen phosphate dihydrate,
microcrystaline cellulose, maize starch, and talc. A two-stage tablet coating employs a first spraying
with the blue coating material followed by a clear coating materia (dispersion of the coating materias
inwater). The coated tabl ets are polished with cannuba wax and white beeswax.

Desloratadine 5 mg tablets will be packed in blister packs consisting of PCTFE/PVC (forming fil m)
and aluminium foil with vinyl heat seal coating (lidding).

Active substance

Desloratadine is manufactured from loratadine, and chemical and spectroscopic data confirm the
assigned structure. The active substance can exist in two pol ymorhpic forms, but this has no dinica
conseguence as they are bioequival ent and have the same dissol ution and stability profile.

The specificati on contains relevant, validated tests for identity, assay, rdated impurities etc., sufficient
to routingly control the quality in a satisfactory way. The impurity limits in the specifications for the
active substance are justified by the toxicology studies.
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Batch analysis results of 19 batches are presented, ind uding batches used in preclinical safety, dinica
and stability studies. The data are in conformance with the proposed drug substance specifications.

The stability data studies indicate that thereis no significant change or trend after storage a 4°C, 25°C
or accel erated temperature/humidity conditions. The results support are-test period of 24 months.

Other ingredients

The ingredients calcium hydrogen phosphate dihydrate, microcrystalline cdlulose, maize starch, talc,
cannuba wax, white beeswax and purified water al comply with the European Pharmacopoeia. These
excipients do not originate from animal sources and are therefore free of contamination with BSE.

There are two non-compendial excipients used, Blue and Clear coating materials. Blue coating
material contains lactose monohydrate, hypromellase, macrogol 400, titanium dioxide (E171) and
3-5% Indigo carmine lake (E132). Clear coating material contains hypromellose and macrogol 400.
Indigo carmine lake (E132) complies with the European Directive 78/25/EEC and the other
components listed above al meet the European Pharmacopoeia specifications. The lactose
monohydrate used is regarded as uncritical with reference to potential BSE risk.

Satisfactory information has been provided in the dossier demonstrating that the medicina product is
made in compliance with the CPMP Note for Guidance on minimising the risk of transmitting animal
spongiform encephal opathy agents via medicina products.

Product development and finished product

Azomyr is manufactured by a conventional manufacturing process including fluid bed granulation,
tablet compression and tablet coating. A satisfactory process vdidation has been performed, including
granulation, blend time, lubrication blend time, compression force and coating.

The product is being manufactured in a facility that holds the necessary Manufacturing Authorisation.

The contral tests and specifications for the finished product are adequately drawn up. The company
has, however, been asked as a follow up measure to re-evaluate and if necessary, tighten the limits for
degradation products in the finished product specifications, as soon as the 36 months stability data are
available. Theidentity of desloratadine is based upon retention time (HPLC) and upon R; (TLC). The
HPL C system used for assay and monitoring degradati on products in the finished productsis the same
as used for the active substance.

The dissolution test is carried out with a validated automatic dissolution measuring system (UV-
detection). The impurity limitsin the product specification are justified by toxicology studies.

Specifications for microbid purity for the finished product are included in the release and shelf-life
specifications and conform to the requirements of the European Pharmacopoeia.

The results from 3 production scale batches initially provided for the US site (which is not proposed
for the European market) showed loss of excipients during the granulation process. Certificates of
analysis for three batches from the proposed manufacturing sitein Italy were submitted in the answers
to the List of Questions and all results are within specifications.

Stability of the product

A stability study was performed on unprotected tablets when stored for 1 month a 25°C/60%RH,
40°C/75%RH and 40°C/ambient RH. Desloratadine degradation was shown to be mainly accel erated
by moisture. The PCTFE/PVC material has high moisture barrier characteristi cs and athough stability
data a accelerated conditions (40° C/75%RH) show e evated degradation products levels the results at
intermediate stability conditions (30° C/60%) support the sel ected packaging material. The data justify
the inclusion of the warning “Store in original package” on the labdling, in order to protect the
product from moisture.

For the finished product stored in the proposed packaging material, intermediate and long-term
stability studies have been carried out at different temperatures and conditions (25°C/60% RH (12
months), 30°C/60% RH (6 months)). The mgjor degradati on product in desloratadi ne tablets formyl-
desloratadine and total related substances were above the shelf life limit after 6 months storage at
40°C/75%RH. The labdling should therefore include the statement “Do not store above 30°C”.
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A 24 month shelf lifeis acceptable, when stored in the original primary package (PCTFE blisters) a a
temperature below 30°C.

Discussion on chemical, phar maceutical and biological aspects

The Azomyr tablets are manufactured using a conventional manufacturing process. The chemical-
pharmaceutical dossier is well documented and guarantees the quality of the active substance and
finished product. The proposed specifications are suitable

Oral lyophilisate
Composition

Azomyr oral lyophilisates contain 5 mg dedoratadine, INN. Other components of the oral Iyophilisate
are gelatine Type B, mannitol, aspartame, polacrilin potassium, dye Opatint Red, flavour Tutti Fruitti,
citric acid anhydrous and purified water.

The round pink oral lyophilisates (embossed with a “C” on the bottom of the ora Iyophilisate) are
packaged in unit dose pedable foil/foil blisters consisting of a five-layer cold formable laminate
blister material heat sealed with a lacquer coated paper/foil laminate lidding material. This lidding
material is to be peded back by the patient, and instructions are given in section 3 of the package
leeflet to that effect. PVC and the heat sed lacquer are the product contact surfaces. The secondary
packageis ether a pouch or a carton.

Active substance

The manufacture and control (including specifications and test methods) of this active substance are
identical to that in the dossier for the film-coated tablet. The stability data presented is also identical to
that submitted for the film-coated tablets and the claimed retest period has therefore been fully
justified.

Other ingredients

Geatine (Type B), mannitol, aspartame, dtric adcid anhydrous and purified water comply with the
requirements of the current European Pharmacopoeia (PhEur). The gdatine originates from bovine
hides, is obtained by akaline processing and a PhEur certificate of suitability (TSE) (RO-CEP 2000-
113-Rev Q0) is provided for the stated manufacturer.

Polacrilin potassium complies with the current requirements of the USP/NF with an additiona
specification for particle size (minimum of 90% < 20 um). A declaration from the excipient
manufacturer is presented which states that no dass 1, 2 or 3 solvents are used in the production of
this excipient.

The composition of the tutti-frutti flavour is provided, with confirmation that it is in compliance with
Council Directive 88/388/EEC. The composition of the proprietary red dye (Dye Opatint Red AD-
25000) is provided. All its components are described i n the monographs of the current PhEur with the
exception of the red iron oxide (E172) which is in the list of authorised colouring materials in the
Annex to Council Directive 78/25/EEC. A declaration is provided that this colourant meets the purity
criteria of Council Directive 95/45/EC (concerning colours for use in foodstuffs). The in-house
specifications for both the tutti-frutti flavour and the Opatint Red AD-25000 are satisfactory.

The packaging consists of a five-layer laminate forming film, polyvinyl chloride (PVC)/oriented
polyamide (OPA)/aluminium/OPA/PVC with a PVC product contact surface The lidding comprises
four layers, heat seal lacquer/aluminium foil/polyethylene terephthalate (PET)/bleached kraft paper,
with the heatseal lacquer as the product contact surface Satisfactory specifications are provided for
all the primary packaging materials.

Product development and finished product

The objective was to develop a rapidly disintegrating oral solid dosage form containing 5 mg of
desloratadine that was easy to take, had an acceptable taste, was physicaly robust enough to ensure
that the dosage could be removed from the package and handled without damage, and could be easily
swallowed without water.
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The required disintegration characteristics are obtained by the use of the freeze drying technology. A
unit dose of an agueous suspension of the active substance containing the necessary different
ingredients is freeze-dried, with the blister package being used as a mould to obtain a tablet shaped
ord lyophilisate (dosage unit).

Gelatine and mannitol are the main components, which contribute to the rapid dispersion of the
product. Gdatine provides the essential physical structure of the unit and ensures that some flexibility
is retained. Mannitol crystallises during the freezing process and gives the unit rigidity. Compatibility
of these excipients with the active substance is demonstrated. The gelatine levd was fine-tuned to
obtain physically robust units that still disperse quickly in the mouth.

Desloratadine is bound on a cation exchange resin (polacrilin potassium) with aresin to drug ratio of
3:1, toreduceits bitter taste

Citric acid anhydrous is used to adjust the pH of the active substance solution at 6.5, which ensures
that desloratadine is appropriately charged for bonding to the resin. A tutti-frutti flavouring agent is
then added, with aspartame as sweetener. The sdection of these ingredients over other flavouring
agents and sweeteners was based on a compatibility study.

The product is coloured pink by the indusion of Dye Opatint Red AD-25000. For product
identification, the letter C is embossed on the bottom of the ord Iyophilisate.

Desloraadine can exist in two polymorphic forms, however no crystalline desloratadine was detected
in the drug product using X-ray analysis.

The manufacturing process is well described, including thein-process controls and validation studies.

All excipients except polacrilin potassium are dissolved in the pre-lyophilisation solution. The pH is
checked as an in-process control and adjusted if necessary (with citric acid). The polacrilin potassium
is then dispersed in the aqueous solution. The resultant dispersionis then filled into the blister pockets
(with atarget weight of 350 mg suspension) and lyophilised. The blisters are sed ed with lidding foil.

Process development and vaidation have been performed in different stages, by the production of the
several batches of various sizes (up to full commercia scale). The critical process parameters have
been identified and optimised. Results of both in-process controls and finished product tests are given
for the batches that are manufactured under optimised conditions and al results comply with the
specifications.

The finished product specification indudes tests and limits for: description and diameter; identity of
colourant; microbial qudity (USP methods); uniformity of content; moisture (Karl Fischer);
dissolution (0.1 N HCI, first two stages of USP test); identity and assay of desloratadine and content of
degradation products of desloratadine (same isocratic HPLC method); tensile strength. The shdf-life
limits differ only from the rd ease limits in terms of the content of degradation products.

The identification of the colourant is based on quditative determination of ferric ions, which are
liberated from ferric oxide.

SCH11334 (N-methyl derivate of desloratadine) is the only degradation product observed during | ong-
term stability testing on the finished product and is therefore induded as an identified degradation
product in the specifications (limit of 0.1% a rdease). SCH26485 (N-formyl derivate of
desloratadine) and SCH 446721 (piperidine hydroxyl analogue), which are only observed in
accelerated testing, are controlled by the 0.1% reease limit for individua unspecified degradation
products. While the rdease limits for individual degradation products correspond to the acceptance
limit in the drug substance (that is, < 0.1%), the shelf life limits foresee slight degradation during
storage (< 0.2%). Limits for total degradation products of < 0.2% at rd ease and < 0.3% for shdf-life
purposes are justified.

Theisocratic HPLC method AM535 is demonstrated to separate desl oratadine from potential synthesis
related impurities (loratading, DS1 and DS2) and potential degradation products (SCH11334,
SCH26485, SCH446721 and SCH13095). There is, however, minimal resolution between two peak
pairs (SCH26485/SCH13095 and SCH11334/SCH446721). Gradient HPLC method AM543, on the
other hand, is demonstrated to separate al potentiad impurities from each other and from
desloratadine. Specificity of this method is further confirmed by stress studies under different
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conditions, in which mass balance was demonstrated. Linearity, precision (repeatability, intermediate
and reproducibility), accuracy and robustness are demonstrated for the determination of desloratadine
and SCH11334 with method AM535 and for the determination of SCH11334 and SCH26485 with
method AM543. No correction for response factors of the investigated impurities is necessary. The
limits of detection are set a 0.25% and 0.02% for methods AM535 and AM543, respectively. The
limit of quantitation is 0.05% for bath methods.

All the methods have been adequatdly validated.

Batch analyses data are given for four pilot scale (stability) batches and one full scale batch
manufactured at the proposed site (using active substance batches from both sources), and these
demonstrate consistency of manufacture and compliance with the proposed specification.

Stability of the product

Four pilot batches (140,000 tablets) manufactured at the proposed site and packed in the proposed
blisters were used in the stability studies. For three of these batches, 18 months results at
25°C/60%RH and 6 months results a 40°C/75%RH are presented. One batch was only used for
photostability testing (ICH conditions). Testing was performed according to the proposed
specification.

Dedloratadine is very stable in the oral lyophilisate, with only low levels (< 0.1%) of degradation
products being observed during the stability studies at 25°C/60%RH. Degradation product SCH11334
(N-methyl derivate) is not detected immediately after production but slightly increases up to 0.08%.
Other levels of degradation products were often below the limit of quantitation (< 0.05%). After
storage at 40°C/75%RH higher levels of degradation products were reported, athough total
degradation products for all batches were only 0.2% to 0.3% after 6 months at 40°C/75%.

The diameter of the tablets was observed to be slightly reduced by storage a 40°C/75%.
There were no significant trends in other parameters during either long term or accd erated testing.

In conclusion, the stability data support the shelf-life claimed in the SPC of 24 months with a storage
precaution of "Store in the origind package." The absence of a temperature-specific storage
recommendation is justified.

Syrup
Composition

The syrup is a clear, orange coloured agueous solution containing desloratadine a a concentration of
0.5 mg/ml. The product is packed in amber glass bottles (Ph. Eur. Type I1l) cdosed with a child
resistant pol ypropylene cap. The caps have a pol yethyl ene liner as the product contact surface.

A plastic measuring spoon is supplied with the bottle.

Active substance

The manufacture and control (including specifications and test methods) of this active substance are
identical to that in the dossier for the film-coated tablet. The stability data presented is also identical to
that submitted for the film-coated tablets and the claimed retest period has therefore been fully
justified.

Other ingredients

Propylene glycol, sorbitol liquid (non-crystallising), citric acid anhydrous, sodium citrate, sodium
benzoate, disodium edetate sucrose and purified water comply with the current requirements of the
European Pharmacopoeia. The hon-compendia excipients are Color E 110 (supplied by Calorcon) and
Naturd & Artificial Bubble Gum Flavor #15864 (Virginia Dare).

These excipients do not originate from animal sources and are therefore free from BSE/TSE risk.

Product development and finished product

The objective was the devd opment of a stable syrup formulation containing 0.5 mg/ml desl oratadine
with pleasant organoleptic characteristics, meeting the Ph. Eur. requirements for Preservative Efficacy
and amenableto scale-up.
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Desloratadine is sufficiently soluble in acidic agueous solutions to prepare a simple 0.5 mg/ml
solution. Stability of the active substance is demonstrated to be optimal in a solution with a pH
between 5 and 6. Therefore, a sodium citrate / citric acid buffer is included in the formulation.
Stability is further improved by the addition of disodium edetate.

Propylene glycal is used for its humectant, anti-freezing and solubilising properties. Laboratory
studies indicated that this excipient can enhance the formation of the formyl-desloratadine degradation
product. Accderated stability studies on products prepared with propylene glycol from different
suppliers did nat show significant changes in the degradation product content.

Sucrose is used as sweetening agent, although a dight incompatibility with the active substance was
shown under stress conditions. Saccharin was not found acceptable from a paediatric point of view.
Sorbitol liquid is used as additional sweetener and as anti-cap locking aid. The organol eptic properties
are further improved by the additi on of the bubble gum flavour and the colorant Sunset yellow (E110).
A dlight incompatibility between desloratadine and the bubble gum flavour was also observed. The
stability of desloratadinein the syrup is however demonstrated in the stability studies presented in part
IF.2.

The sdlection of benzoate as preservative is based on previous experience. Products containing 100%
and 80% of the target concentration (0.1%) are demonstrated to pass the Ph. Eur. Preservative
Efficacy criteriafor oral preparations.

Although the proposed formulation has initially been accepted by CPMP, the company is requested to
further improve the formulation in order to meet current expectations for a paediatric syrup. The
company has agreed to assess and, if feasible, implement the following improvements on an ongoing
(post-approval) basis:

* Thefeasihility of removing the colouring agent from the formulation will be investigated to avoid
that the medicina product is unnecessarily attractive to children.

* The feasibility of removing the preservative sodium benzoate from the formulation will be
investigated.

Taking into account that the product isintended for long-term use in children, a sugar-free aternative
for the currently accepted formul ation should be deve oped.

Stability of the product

The applicant proposes a shelf life of 24 months with the recommendation: "Do not store above 30°C.
Storein the original container."

3. Part I11: Toxico-pharmacol ogical aspects
Desloratadine has been devel oped as a H; antagonist.
Phar macodynamics

Film-coated tablet

In-vitro studies

The in vitro studies have focused on the radioligand binding to the histamine H;-receptor (in human
recombinant, guinea pig brain and lung and in rat brain) and functional H;-antagonism on the isolated
guineapig ileum.

These radioligand studies demonstrate that desloratadine has an about 15-fold higher affinity for the
H, receptor than the parent compound loratadine. The main metabolite, the 3-hydroxy glucuronide,
was inactive on H; receptor on rat brain membranes.

The specificity of desloratadine for the H; receptor was evaluated using a pand of more than 100
receptors and enzymes. These studies revealed that desloratadine had some affinity for H,, serotonin
5-HT7 and various subtypes of muscarinic receptors.
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Desloratadine antagonised the histamine-induced contractions of isolated guinea pig ileum with an
approximately 10-fold higher potency than | oratadine The sdectivity ratio of desloratadine, however,
was lower than that of loratadine. In this study desloratadine was almost equipotent as anticholinergic
and antihistaminic agent with a 4 times lower potency than that of atropine. This finding, however,
could be a species peculiarity of the guinea pig. Such species differences have been demonstrated in
many instances in the case of G-protein-coupled receptors. Other in vitro and in vivo preclinina
studies have cdearly shown that the antichdlinergic activity of dedloratadine is seen only a
concentrations and doses which far exceed those, which exhibit antihistamine activity. Furthermore,
this activity of dedoratadineis not considered to be of clinical relevance as thereis no evidence in the
clinical dossier, that desl oratadine has a significant anticholinergic activity.

In-vivo studies

In vivo studies conducted in mice and guinea pigs, by ora administration, have shown that
desloratadine is 2.5-4 times more potent than loratadine. In guinea pigs an oral dose of 0.5 mg/kg
(about three times the EDso in this assay) protected 100% of the anima s for 8 hours p.a. and 40% at 24
hours p.a. against lethal anaphylaxis induced by i.v. histamine.

Pharmacodynami ¢ drug interactions

In vitro studies using mouse, rat, rabbit, monkey and human hepatocytes and liver microsomes as well
as recombinant human CYPs and investigation of the effects of desloratadine on drug metabolising
enzymes in subacute toxicity studies were performed.

The preclinical studies do not indicate a dinically rd evant potential of desloratadine for liver enzyme
induction or drug-drug interactions. However, the applicant has not been able to identify the CYP(s)
responsibl e for the metabolism of desloratadine to 3-hydroxy-desloratadine. The applicant submitted
the results of further in vitro and in vivo studies in their response to the List of Questions. The
applicant will perform additional studies to try and identify and characterise the enzyme(s) and report
these studies as follow up measures.

Genera and safety pharmacol ogy

Central nervous system

Desloratadine had no behavioural effect at doses up to 300 mg/kg in mice and 12 mg/kg in réts. In
mice it had no anticonvulsant effect up to 160 mg/kg. The lack of activity on the central nervous
system is likdy due to a lack of penetration through the blood-brain barrier. This is supported by a
study in guinea pigs showing that following an i.p. injection of desloratadine (6 mg/kg), the ex vivo
binding of °H-mepyramine in the brain was not inhibited, whereas a similar treatment by
chlorpheniramine (2 mg/kg) led to a 50% inhibition.

Cardiovascular system

Studies have been performed to evaluate the effect of desloratadine on the QT interval and the risk of
ventricular arrhythmias. Among the various potassium channedls involved in cardiac repolarisation, the
HERG channd, mediating the I, current is the one that isimpaired in most patients with congenital
long-QT syndrome and is blocked by some H; antagoni sts.

The following studies were performed with desloratadine: whole-cell patch cdamp studies on
ventricular  myocytes, dectrophysiological studies on recombinant potassium channels,
eectrophysiologica and mechanica studies of the guinea pig ventricular muscle, ECG of perfused
rabbit heart in Langendorff perfusion chamber and in vivo studies in rat, guinea pig and monkey.
These studies have reveaded some inhibition of the potassium channels with high concentrations of
desloratadine. At some targets, loratadine was more potent than desloratadine, but the opposite was
true in other models. The results presented in the dossier are consistent with a recent article showing
that among second-generation antihistamines astemizole and terfenadine have a significant inhibitory
effect on the HERG channd, whereas | oratadine and cetirizine are much less potent (Taglialatda et d,
Mol. Pharmacol. 54: 113-121, 1998). The results are also confirmed by the findings of a clinical
pharmacology study, in which doses up to nine-fold the therapeutic dose were investigated and no
ECG changes were seen.
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Gastrointestinal, renal and respiratory function

Single doses of desloratadine (up to 12 mg/kg) do not exert effects on gastric emptying, intestina
transit time, rend and respiratory function.

Summary

Desloratadine is the mgor active metabolite of loratadine. It is a more potent Hi receptor antagonist
than loratadine itsdf; however, desloratadine is aso a more potent antimuscarinic agent than
loratadine when tested a concentrations and doses which far exceed those, which exhibit
antihistamine activity. Furthermore, this activity of desloratadine is not considered to be of dinica
reevance

The studies on cardiovascular system revealed no evidence of blockade of cardiac potassium channds
(native or injected currents), no prolongation of the action potential (guinea pig papillary muscle), no
prolongation of QT. (animal models and humans) and no evidence of drug induced arrhytmias. The
results are furthermore in accordance with the findings of a clinical pharmacology study, in which
doses up to nine-fold the thergpeutic dose were investigated and no ECG changes were seen. The
preclinical results do not indicate any differences between desloratadine and loratadine regarding
cardiovascular effects.

Oral lyophilisate and syrup

The mode of action of desloratadine and its activity as a H; antagonist have previoudy been
established. No additiona information was therefore been submitted or considered necessary by the
CPMP.

Phar macokinetics
Film-coated tablet

The pharmacokingtic profile of desloraadine was studied in mice, rats, cynomolgus monkeys.
Desloratadine and its 3-hydroxy metabolite were initially measured by GC/NPD (gas chromatography
with a nitrogen phosphorus detector), while LC/MS/MS (liquid chromatography with tandem mass
spectrometry) was used in later studies. The glucuronide of 3-hydroxy-desloratadine was measured
following hydrolysis by (3-glucuronidase.

After single dose administration of desloratadine or loratadine to rats and monkeys a non-linear
relationship (less than proportiona increases) was noted between Cr.x and dose. In all spedes,
exposure to desloratadine (Cmax and AUC) was higher following administration of desl oratadine than
after an equimolar dose of loratadine. In rats, gender differences in Crax Were observed at al doses. In
mice and monkeys the desloratadine AUC was 3 to 4 fold higher after desloratadine than after
loratadine, but T Was similar (about 2 hoursin mice and 3 hours in monkeys).

Absolute bioavailability of desloratadine was about 50% in male rats as wel as in monkeys of both
sexes, but about 95% in femalerats.

Binding to plasma proteins was approximately 90% in mice and rats and 85% in monkeys and in
humans. In rats, distribution was extensive. Tissue/plasma concentration ratio was > 1, especiadly in
liver and bowel. The concentration of desloratadine in foetal plasma and milk were about 40% and
85% of the materna plasma concentration.

Biotransformation by 5- and 6-hydroxyl ations predominated in the animals, whilst the 3-hydroxylation
followed by conjugation to glucuronic acid was the main process in man. For each species used in
preclinical pharmacokinetic studies, the profile of metabolites was qualitatively similar after
desloratadine or loratadine administration. The mgjor (>5%) human metabolites of desloratadine were
present in al species after exposure to desloratadine and loratadine. However, animals were not or
only to asmall extend exposed to 3-OH-desloratadine.

The mean CL/F estimate for humans was 28.5 ml/kg-min, however, individuas with a substantially
lower clearance were identified (2.7 and 4.3 ml/kg-min). These subjects had ty/, estimates exceeding
90 h as opposed to 22.8 hin subjects with a norma metabolism.
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A small percentage of a desloratadine or loratadine dose was excreted in urine (0.7 to 5%) and faeces
(2 to 15%) of laboratory animals as desloratadine. In humans with norma CL/F values, 1.7 and 6.7%
of the dose were excreted in urine and faeces, respectively, as desloratadine and in one slow
metaboliser, 25% (urine) and 17% (faeces) of the dose were excreted as desloratadine. The low
amounts of desloratadine recovered in urine and faeces indicate that, in laboratory animals and
humans (normal metabolisers), desloratadine is metabolically cleared from plasma. In humans defi ned
as poor metabolisers, desloratadine is cleared from plasma by dimination of parent drug in urine and
faeces.

Oral lyophilisate and syrup

The pharmacokinegtic profile of dedloratadine and its 3-hydroxy metabolite has aready been
established in several species and therefore no additional data have been submitted or cons dered
necessary by the CPMP.

T oxicol ogy
Film-coated tablet

The toxicology program was designed according to the scientific advice provided by the CPMP in
May 1998. In view of the studies performed with loratadine, the CPMP considered that chronic studies
beyond 3 months would not be necessary if subchronic studies did not revea toxic effects different
from those of loratadine. Furthermore carcinogenicity studies were not considered necessary for
desloratadine.

Single dose toxicity

Acute oral and intraperitoneal toxicity was assessed in rats and mice. LDsy, vaues after ora
administration corresponded to a 3530-6160 fold multiple of the clinical dose. However, single dose
toxidty of desloratadine was significantly higher (10 fold) than that of loratadine both in rats and in
mice and both by oral or intrgperitoneal route; this finding, however, is likely to be due to inherent
limitations/artefacts in the acute toxicity studies.

Repeat dose toxicity

Two-week, one-month and three-month toxicity studies comparing desloratadine to loratadine were
performed in rats and monkeys.

In rats, the no-eff ect dose was 3 mg/kg, which was associated with an AUC about 30-fold higher than
the AUC in humans receiving the clinical dose of 5 mg. At higher doses, the following effects were
observed: vacuolation corresponding to phospholipidosis in eye, brain, heart, lung, liver, intestines,
thyroid, muscle and bone marrow, centrilobular hepatocyte hypertrophy, rend tubular dilatation
and/or rena tubular cell necrosis, muscle fibrosis and myofiber degeneration, oligospermia and
celular debris in seminiferous tubules, and granulosa cell necrosis. These toxic effects have been
observed previously in the loratadi ne toxicity studies. In general the same effects were observed at 30-
60 mg/day dedoratadine and 120 mg/day loratadine, except for the testicular effects previously
observed at doses as low as 2 mg/kg of loratadine. The reproductive toxicity on testicles of maleratsis
known from loratadine and other antihistamines and thought to be a speci es-specific phenomenon.

In monkeys, doses up to 12 mg/kg, associated with an exposure 182-fold higher than the clinica
exposure, were generally wel tolerated. However, there were minimal phospholipidosis at 12 mg/kg
in the three-month study and in the 2-week study a dose of 6.5 mg/kg produced signs of induction of
liver microsomal cytochrome P-450 enzymes. As a consequence, the no-effect dose is 6 mg/kg. At
higher doses the following toxic effects were noticed: severe emesis, extended abdomen, lethargy,
decrease in serum cholesterol and akaline phosphatase, cdl vacuolation in many organs. In the 3-
month study, similar effects were observed at 24 mg/kg desloratadine and 72 mg/kg loratadine.

Genotoxicity

Results from the Ames test, the chromosomal aberration test in peripheral blood lymphocytes and in
the mouse micronucleus test (highest dose 50 mg/kg) were initially submitted, which showed that
desoratadine was not genotoxic. Although these assays indicate the absence of genotoxicity, it was
stressed that they do not investigate a potential of the mgjor human metabolite of ded oratadine (3-OH-
desloratadine). The applicant therefore submitted as response to the List of Questions results from a
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Salmonella/mammalian microsome and Eschericia/mammalian microsome mutagenicity assay and
mouse micronucleus assay (highest dose 40 mg/kg) with the desloratadine metabolite 3-hydroxy-
desloratadine. The tests did not indicate a mutagenic or clastogenic potentia for 3-hydroxy-
desloratadine.

Carcinogenicity

According to the scientific advice of the CPMP, no carcinogenicity studies were performed, since
exposure to desl oratadine was adequate in the loratadine carcinogenicity studies performed previously.

Reproducti on toxicity

Studies were conducted in rats and rabbits. Ded oratadine (24 mg/kg) administered to male and female
rats prior and throughout mating produced body weight loss without altering fertility. In another study
where desl oratadine was given to male rats for 70 days, a decreased fertility was observed at 12 mg/kg
and oligospermia as well as testicular microscopic alterations were observed in a few animals at the 3
mg/kg dose. In rats, no increase in the incidence of malformations was observed up to 48 mg/kg, but
foetd weight was decreased at 24 and 48 mg/kg, the no-effect dose being 6 mg/kg. In rabbits,
desloratadine did not decrease foetal weight and was not teratogenic at 60 mg/kg and the no-effect
dose was 30 mg/kg. In rat perinatal and postnatal devel opment studies, the NOAEL was 3 mg/kg.

Enviromental Risk Assessment

An assessment of the environmenta risk was performed and no significant risk to the environment
reated to the use of dedloratadineis anticipated.

Discussion on toxi co-pharmacol ogica aspects

Desloraadine is the mgor active metabolite of loratadine. It is a more potent Hi receptor antagonist
than loratadine itsdf and in most preclinical studies desloratadine AUC was higher after desloratadine
than after an equimolar dose of loratadine. The practical consequenceis that desloratadine can be used
a a5 mg/day dose, compared to 10 mg/day for loratadine. Beyond that decrease in dose, thereis no
evidence in the Part 1l of the dossier that there is another advantage in replacing loratadine by
desloratadine. In particular, desloratadine is dso a more potent antimuscarinic agent than loratadine
when tested at concentrations and doses which far exceed those which exhibit antihistamine activity.
Furthermore, this activity of desloratadineis not considered to be of clinical relevance.

The genotoxicity studies showed that neither desloratadine nor the major human metabolite 3-
hydroxy-desl oratadine are genotoxic.

Oral lyophilisate

No data were submitted for pharmacodynamics, pharmacokinetics, single and repeated dose toxicity,
on reproduction toxicology or on mutagenicity as the gpplicant refers to data submitted in the
marketing authorisation application for desloratadine 5 mg.

No carcinogenicity studies were conducted with desloratadine. This was in accordance with the
scientific advice of the CPMP, since previously conducted loratadine carcinogenicity studies on rats
and mice adequatd y assessed the carcinogenic risk for ded oratadine

A mucous membrane irritation study was conducted with the DL oral lyophilisate tablet in the hamster
cheek pouch (SN 99290). The objective of this study was to assess the mucous membrane irritation
potential of the DL oral Iyophilisate 5 mg tablet when administered transmucosal to the hamster cheek
pouch for five consecutive days. Prior to dosing each hamster was anaesthetised using isoflurane. Six
fema e hamsters received four tablets on Day 0 (20 mg), two tablets on Day 1 (10 mg) and one tabl et
(5 mg) on Days 2 through 4. The initial dose of four tablets was reduced due to a possible toxic effect
of the DL ord lyophilisate tablet in combination with isoflurane anaesthesia; this was indicated by a
longer recovery time from anaesthesia compared with controls. The contralateral cheek pouch of each
DL ora lyophilisate tablet-dosed hamster served as an untreated control. Six additional femae
hamsters underwent physical manipulation (sham dosing) of the cheek pouch. All cheek pouches were
examined immediatdy prior to and ten minutes after dosing.

One DL oral lyophilisate tablet -dosed hamster was found dead on Day 3. The cause of death was not
determined during macroscopic examination. However, the death was atributed to the possible toxic
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effect of the DL ora lyophilisate tablet in combination with isoflurane anaesthesia as mentioned
previoudy. The doses used in this study were 385 (one tablet) to 1541 (four tablets) times the human
dose of 0.1 mg/kg based on a5 mg dose for a 50 kg human.

All DL ora lyophilisate tablet-dosed hamsters showed a very dight to dight redness in the dosed
cheek pouch ten minutes after dosing on Days 0 through 4 with the exception of no reaction noted for
one hamster ten minutes after dosing on Day 2. In addition, one DL oral lyophilisate tablet-dosed
hamster showed very slight redness in the dosed cheek pouch prior to dosing on Day 4. No reaction
was noted in any of the sham-dosed hamsters.

In conclusion, DL ord lyophilisate tablets (5mg) were very dlightly to dightly irritating to the mucus
membrane of the hamster cheek pouch. There were no DL oral |yophilisate tabl et-rel ated macroscopic
or histopathol ogy findings observed in the hamster cheek pouches associated with the administration
of DL ord lyophilisate tablets. The findings in this study do not suggest a significant local irritant
effect.

An assessment of the environmenta risk was performed and no significant risk to the environment
related to the use of desloratadineis anticipated.

Syrup

No data were submitted for pharmacodynamics, pharmacokinetics, single and repeated dose toxicity,
on reproduction toxicology or on mutagenicity as the gpplicant refers to data submitted in the
marketing authorisation application for desloratadine 5 mg.

No carcinogenicity studies were conducted with desloratadine This was in accordance with the
scientific advice of the CPMP, since previously conducted loratadine carcinogenicity studies on rats
and mice adequatd y assessed the carcinogenic risk for ded oratadine

An assessment of the environmenta risk was performed and no significant risk to the environment
related to the use of desloratadineis anticipated.

4, Part IV: Clinical aspects
Film-coated tablet

Dedloratadine was initially proposed for the reief of symptoms associated with seasona alergic
rhinitis (SAR). Following a Type Il variation the indication was extended to include Chronic
Idiopathic Urticaria (CIU). Its mechanism of action is binding as a functiond antagonist to the H;
receptor. Efficacy and safety in SAR has been evaluated in four pivotal, multicentre, randomised,
placebo-controlled studies (C98-001, C98-223, C98-224, C98-225) one of which is a phase |l dose
finding study (C98-001). In addition, four additional studies on onset-of-action were presented. The
total number of subjects who received desloratadine in the phase Il and Ill studies (including the
additional studies) is 2,346 patients out of the enrolled 3,282 patients. Efficacy and safety in ClU was
evaluated in two, pivotal, multicentre, randomised, placebo-controlled, phase Il studies (P00220,
P00221). Thetotal number of patients receiving 5 mg desloratadinein this indication was 211.

Clinical pharmacology

The pharmacodynamic and pharmacokinetic properties of desloratadine were investigated in both
healthy volunteers, patients with hepatic impairment and patients with renal impairment. The 18
studies enrolled a total of 616 subjects employing desloratadine as single oral doses up to 20 mg and
multiple doses up to 45 mg/day for 10 consecutive days. The studies were conducted in compliance
with GCP.

Overview of trials presenting pharmacokinetic and/or pharmacodynamic data is given in the table
bd ow:
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Study Primary Design Desloratadine Study
number objectivelvariable dose/compar ator populations
C98-097 | Absorption, metabolism, | Single-dose, open 100 microcuries of ™*C- 6 healthy adult
excretion label desloratadine in 10 mg, No males
comparator
C98-215 Effect of food on oral Single-dose, two-way | 7.5 mg tablet (w/wo breakfast) 11 maleand 7
bioavailability crossover, openlabel | Nocomparator female healthy
adults
197-248 Safety and tolerance Single-dose, paralel 2.5,5,100r 20 mg 48 healthy adult
rising single dose group Comparator: placebo males
C98-013 Safety and tolerance 14 day, parallel-group | 5, 7.5, 10 or 20 mg QD 49 healthy adult
rising multiple dose Comparator: placebo males
C98-214 Dose-proportionality, Single-dose, open 5,7.5,100r 20 mg 20 healthy adult
pharmacokinetic profile, label, four way No comparator males
safety crossover
C98-352 Ketoconazole (200mg 10-day, multiple-dose, | 7.5 mg QD (with Ketoconazole | 12 maleand 12
BID) two-way crossover or placebo) female healthy
Interaction adults
C98-353 Erythromycin (500 mg 10-day, multiple-dose, | 7.5 mg QD (with Erythromycin | 12 maleand 12
TID) interaction two-way crossover or placebo) female healthy
adults
C98-34 Pharmacokineticsin Single-dose, open 7.5mg 16 maeand 4
patients with chronic liver | label, parallel group No comparator female adults, 12
disease Reference: Normal hepatic with chronic liver
function disease
C98-355 Pharmacokineticsin Single-dose, open 7.5mg 26 male and
patients with chronic label, parallel group No comparator 11female adults,
renal insufficiency Reference: Normal hepatic 25 with renal
function insufficiency
C98-356 Pharmacokineticsin 14 day, multipledose, | 7.5mg QD 48 healthy adults,
patients with different sex | open label No comparator 24 femalesand 24
and race males, 24 black
and 24 Caucasian
C98-357 Pharmacokinetics/ 10 days, two ways 45 mg (6 x 7.5 mg) once daily 12 male and 12
electrocardiographic crossover Comparator: placebo female healthy
pharmacodynamics adults
P00117 Pharmacokinetics of 10 day, open label, 50r 7.5mg QD 18 malesand 7
desloratadine and 3-OH- | threeway crossover Comparator: 10 mg loratadine female healthy
desloratadine QD adults
P00272 Pharmacokinetics of Multiple dose, open, 5 mg once daily for 10 days 10 male, 10
desloratadine and 3-OH- parallel groups female, 11 with
desloratadine in hepatic moderate hepatic
impairmernt impairmert
P00275 Pharmacokinetics of 10 day, open label 5mgQD 57 male and 56
desloratadine and 3-OH- No comparator female, hedlthy
desloratadine adults
P0O0311 Bioavailahility of Single dose, open 5 mg of form 1, form 2 and 63 healthy male
desloratadine polymorphs | label, three way clinical trial formulation adults
crossover No comparator
C98-551 Psychomotor performance | Single dose, four way | 7.5 mg with and without 14 femaleand 11
with and without a cohol crossover acohol male healthy
Comparator: placebo with and adults
without alcohol
P01196 Flare response study, 28 day, blinded, 5mg 3 female, 25 male
pharmacokinetics of parallel groups Comparator: placebo healthy adults
desloratadine and 3-OH
desloratadine
P01380 Influence of grapefruit Open, single-dose 4- | 5mg 24 male and
juice onthe oral way crossover study Comparator: 60 mg female healthy
bioavailability of fexofenadine volurteers
desloratadine and
fexofenadine
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P01378 Evaluation of the Open-label, 5 mg with and without 20 mg 54 male and
pharmacokinetics and randomised, third- fluoxetine female healthy
electrocardiographic party blind, multiple volurteers
pharmacodynamics of dose, parallel group
desloratadine with study
concomicant
administration of Prozac

P01868 Evaluation of the Randomised, open- 5 mgwith and without 600 mg | 36 male and
pharmacokinetics and label, multiple-dose, cimetidine female healthy
electrocardiographic parallel group study volunteers
pharmacodynamics of
desloratadine with
concomicant
administration of
cimetidine

PO0090 Effectsof asingledoseof | Blinded, single-dose, | 5mg 21 male healthy
desloratadine on the 3-way crossover study | Comparator: placebo and volunteers
flying ability 50 mg diphenhydramine

Phar macodynamics

Cardiovascular pharmacodynamics
This study (C98-357) was a randomised, 2-way crossover, double-blind, multiple dose (10 days),
placebo controlled study in which 24 healthy subjects (12F/12M; 18-50 years) were randomised.

The primary objective of this study was to evaluate the dectrocardiographic effects (difference
between basdine maximum ventricular rate, PR, QRS, QT and QTc intervals and the corresponding
day 10 maximum ECG parameters) of desloratadine 45 mg (9 times a daily dose). The secondary
objectives of the study were to determine the pharmacokinetic profile of desloratadine and observethe
safety and tolerability of the drug. Vital signs and ECGs were performed, and blood samples were
collected at pre-specified times for safety and pharmacokinetic evaluations. It is important to stress
that subjects with screening ECG QTc va ues exceeding 420 msec were exd uded.

There was a statistically significant increase compared to placebo in the mean ventricular rate by 9.4
bpm and a statisticaly significant reduction of the QT intervas. No statistically significant changes
were detected for the change between treatment groups in QT. interval between the desl oratadine and
placebo treatments. Subgroup anaysis (by gender) showed that change in ventricular rate was
significant in females but not in males and that a significant difference for change of the PR interval
was seen for femaes but not for males. The reduction in QT interval was statistically significant for
both males and femal es.

In conclusion this study in which subjects with a basdine QTc < 420 msec received 9-fold the dinica
dose, showed that there was no evidence of clinically relevant prolongation of the QT cinterval.

Psychomotor pharmacodynamics

The primary objective of the psychomotoric study (study C98-551) was to evauate and compare the
relative effects on psychomotor performance of desloratadine 7.5 mg with and without alcohal in
healthy vol unteers. The study was conducted as a single-centre, single dose, double-blind, randomised,
placebo-controlled, 4-way crossover study. All subjects (14F/11M, 21-54 years) received dl 4
treatments and there was at least a 5-day washout between each treatment. The subjects completed a
Digit Symbol Substitution Test (DSST), Seriad Add Subtract (ANAM Battery), Psychomotor
Vigilance Test, Stanford Sleepiness Scal e, and Modified Romberg's Test.

No significant differences in the psychomotor tests were found between the desloratadine 7.5 mg and
placebo groups, whether given alone or with alcohal.

The influence of desloratadine on the ability to drive and use machines was investigated in a single
dose, 3 way crossover study in 18 healthy volunteers. The results were submitted as part of the
answers to the List of Questions. The over-the-road driving test showed the effect of desloratadine to
be similar to that of placebo, whereas the active control (diphenhydramine) had significantly worse
lateral deviation and longer braking time. The results arereflected in the SPC section 4.7.

The influence of desloratadine on ability to fly was investigated in a single dose, 3-way crossover
study in 21 hedlthy volunteers. Desloratadine 5 mg produced no detrimenta effects on tasks related to
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flying ability, induding those tasks addressing vigilance, tracking, and complex task performance or

on resource management performance or on subjective sleepiness for the measured period of 1 to 6

hours after drug administration. Diphenhydraming used as an active control, significantly increased

subject slegpiness and impaired performance on flying ability tasks. While the sedative effects of

multiple dose trestment were not eva uated in this study, the data from this study are predictive of

long-term use of desloratadine as:

1) desloratadine exhibits linear pharmacokinetics, as a result no unexpected accumulation has been
observed after 28 days

2) the dlinical experience with treatment periods up to six weeks has shown a somnolence rate no
different from placebo and

3) there were no reports of sedation following administration of desloratadine 45 mg (nine-fold the
clinica dose).

The results were introduced in section 5.1 of the tablet SPC following a Type Il variation. Identica

wording was later introduced in the SPC of the syrup and oral Iyophilisate following a Type Il

variaion.

Phar macokinetics

The plasma drug concentration assay methods changed during the clinical development. A sensitive
and specific LC/IMS/IMS method for quantification of desloratadine and 3-OH desloratadine was
vaidated with alimit of quantitation (LOQ) of 0.025 ng/ml for both anal ytes. This method was used in
studies C98-352 to C98-357, PO0117, P00275, PO0311, P01196, and P01380. Studies 197-248, C98-
013 and C98-215 used a GC/NPD method, which only quantified desloratadine (LOQ 0.1 ng/ml).

Following oral administration of 5 or 7.5 mg desloratadine, peak plasma concentrations are usually
obtained between gpproximately 2 to 6 hours after dosing. Food has no effect on the extent of
desl oratadi ne absorption.

Desloratadine is extensively metabolised and only small percentages of the orally administered dose
are recovered in the urine (<2%) and faeces (<7%). The mgjor metabolic pathway of desloratadineis
hydroxylation in paosition 3 to form 3-OH-desloratadine that is glucuronidated and the glucuronide
conjugate is subsequently excreted in the urine and the bile. The eimination plasma half-life is about
20 to 30 hours.

Desloratadine has been shown to exhibit linear kinetics over the dose range 5 to 20 mg. Steady state
was generally reached by day 7.

In a randomised multiple-dose study comparing the steady state pharmacokinetic profiles following
orad administration of 5 mg (once daily) desloratadine with those obtained following multiple dose
administration of 10 mg loratadine (once daily), plasma concentrations of desloratadine, 3-OH-
desl oratadine and 3-OH-desl oratadi ne glucuronide were observed to be very similar.

A phenotypic polymorphism in the metabolism of desloratadine was observed in 8.6% of the
populaion evaluated in the dinica pharmacology studies. The frequency of slow metabadlisers is
estimated to be about 4% based on the pharmacokinetic study P0O0275, in which the demographics of
the subjects are comparabl e to those of the genera SAR population. In slow metabolisers the half-
lives are much longer (greater than 60 hours) andwith median AUC values approximatdy 6-fold
higher. Maximum desl oratadine concentration was about 3-fold higher at approximately 7 hours with
a terminal phase half-life of approximately 89 hours. The mgor route of dimination by a slow
metaboliser is via excretion of unchanged drug into urine and faeces. The amount of 3-OH-
desloratadine and unchanged drug is less than 10% and over 42% respectively compared to 51% and
8.4% in normal metabolisers. The metabolism does not appear to be mediated by a known cytochrome
450 enzyme. The applicant will perform further studies on the metabolism.

The effects of race (Blacks versus Caucasians) and gender on the pharmacokinetics of desloratadine
following administration of 7.5 mg once daily for 14 days were relatively small. On average AUC and
Cmax values for desloratadine and 3-OH desloratadine were higher in females (3-10% and 45-48%,
respectively) compared with males. Mean AUC and Cmax for desloratadine were higher in Black
compared with Caucasian subjects (18-32%), while mean AUC and Cmax vaues for 3-OH-
desloratadine were lower (10%). Therefore, no dose adjustment is needed for race or gender.

Protein binding to human plasma protein ranges from 83 to 87%.
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Studiesin special populations (C98-354, PO0272, C98-335)

In study C98-354 the pharmacokinetics of desloratadine was investigated in subjects with normal liver
function (n=8) as compared to patients with various degrees of stable chronic liver disease (n=12).

The study showed that patients with hepatic dysfunction had mean AUC and Cmax values that were
up to 2.3 and 2.4 times greater, respectively, than healthy subjects and that a single-dose of
desloratadine 7.5 mg administered to subjects with various degrees of hepatic dysfunction was safe
and well tolerated.

In response to the List of Questions interim results were submitted from a multiple dose study
(P0O0272) in subjects with hepatic impairment. The study is a Phase |, open labd, multiple dose,
paralld group study comparing the pharmacokinetics of desloratadine and 3-OH-desloratadine. The
interim results include 20 subjects (10 men, 10 women, 40-66 years, 9 healthy and 11 with moderate
hepatic impairment. Norma metabolisers with moderate hepatic impairment could experience a 3-fold
increase in the desloratadine exposure (median AUC). However, no apparent difference between the
exposure to desloratadine in slow metabolisers with and without hepatic i mpairment was seen. Given
that the increase in median exposure between norma and poor metabolisers is 6-fold and that thereis
no mgor differences in the safety profile for poor and norma metabolisers a dose reduction is
therefore not recommended in patients with hepatic impairment.

The safety profile of desloratadine in patients with renal insufficiency was studied in a Phase I, single
dose study (C98-335), for which the report was submitted as part of the answers to the List of
Questions. The study included 37 subjects (12 healthy subjects, 25 patients with chronic rend
insufficiency, 26 men and 11 women, 26-70 years). Patients with varying degrees of rena impairment,
who were norma metabolisers has a 1.5-2.5 fold increase in AUC for desloratadine and minimal
changes in 3-OH-desloratadine concentrations. Therefore a warning concerning the use in patients
with rena impairment is recommended. Thisis reflected in the SPC (see section 4.4 Special warnings
and specid precautions for use).

The pharmacokingtics of desloratadine were evaluated in 17 subjects > 65 years of age who
participated in a multiple dose (5 mg, o.d. x 10 days) study. The mean AUC and Cmax were 20%
greater than in subjects < 65 years old. The mean plasma dimination t,, was prolonged by
approximately 30% (33.7 hours). Based on these results dose adjustment in the dderly is not
warranted.

Interaction studies (C98-352, C98-353, P01380, P01378, P01868)

No dinicdly rdevant changes in desloratadine plasma concentrations were observed in the
ketoconazol e and erythromycin interaction studies.

The enzyme(s) as well as the tissue site(s) responsible for the metabolism of desloratadine to its
primary metabolite 3-OH-desl oratadi ne has not yet been identified. However, it is anticipated that the
potential for PK interactions of desl oratadine with classical CY P450 inducers and inhibitors is low, as
the metabolism does not appear to be mediated by a known cytochrome P450 enzyme. The inhibition
spectra of desloratadine was evaluated using five cytochrome P450 enzymes: CYP1A2, CYP2C9,
CYP2C19, CYP3A4, and CYP2D6 in human liver microsomes. Desloratadine and 3-OH desloratadine
did not significantly inhibit any of the five enzymes. This property and that desloratadine is not a
substrate or an inhibitor of P-glycoprotein was included in the SPC in Section 5.2 through a Type ||
variaion.

The drug interaction potential of slow metabolisers is considered to be low, because neither
desloratadine nor 3-OH-desloratadine inhibits known CYP450 enzymes and because any drug or
xenaobiotic that inhibits the metabolism of desloratadine to 3-OH-desl oratadi ne woul d be uni mportant
since the enzyme is impaired in "slow" metabolisers. Also the safety profile of the subjects identified
as "dow" metabalisers in the ketoconazole (n=8) and erythromycin (n=1) interaction studies were not
different from the norma metabolisers in the studies.

Study P01380 evaluated the effect of grapefruit juice on desloratadine and fexofenadine (FX)
pharmacokinetics. 19 of the 24 subjects were Hispanic (from the Miami area). The bioavailability of
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DL, measured in terms of plasma DL and 3-OH DL leves, was unatered, while FX Crnax and AUC
were reduced by (130 % in the presence of grapefruit juice

The effects of grapefruit juice are not limited only to inhibition of CY P3A4, but aso involve transport
mediated uptake and efflux absorption processes, namely OATP and P-gp.

Given the potential importance of these transport processes as discussed in the ‘Note for Guidance on
Drug Interactions’, the information that desloratadi ne has alow potentia for interactions at the
absorption site was added to section 4.5 of the SPC through a Type Il variation.

The results of two separate controlled, parald-group clinica pharmacology studies (P01378,
P01868), characterising the effects of Fluoxetine and Cimetidine on the pharmacokinetics of
desloratadine were submitted in a Type Il application. The results showed that CYP2D6 does not play
a mgjor role in the metabolism of desloratadine. This is consistent with results from the in vitro
inhibition studies that predicted that desl oratadine would not produce any clinically relevant inhibition
of CYP2D6. The use of fluoxetine was questioned, as fluoxetine itsdf is a strong CYP2D6 inhibitor.
In the response the MAH pointed to two in vitro studies submitted in the origind Marketing
Authorisation application for desloratadine film-coated tablets. These two studies were carried out
using two validated probe substances (bufuralol and dextrometorphan) and indicated that high
concentrations of desloratadine did not inhibit CYP2D6. That desloratadine administration does not
affect fluoxetine metabolism in vivo supports the conclusion that dinically rdevant inhibition of
CYP2D6 is not expected in the recommended daily dose of 5 mg desloratadine. The information on
interactions in section 5.2 in the tablet SPC was dightly dtered following the Type Il variation to state
that desl oratadine does not inhibit CYP3A4 in vivo, and in vitro studies have shown that the drug does
not inhibit CYP2D6. Identical wording was later introduced in the SPC of the syrup and ord
lyophilisate following a Type Il variation.

Bioequival ence study

The study was performed as a 3-way crossover bioequivalence study comparing two capsule
formulati ons containing mainly either one of the two polymorph forms of desloratadine with the to-be-
marketed 5 mg tablet as reference. The study demonstrated bioequival ence between the two capsule
formulations and the reference formul ations as well as between the two capsul e formulations.

Clinical efficacy in seasonal allergic rhinitis (SAR)
Dose-response studies and main clinical studies

The dinical efficacy and safety studies were conducted according to GCP. The design, dose, duration,
the number of patients and the demographi ¢ characteristics of these patients are given bd ow:

Study Study design Dose N° of patients
number Duration (randomised/treated/ITT)
Age range (years)
Sex distribution
C98-001 | Double-blind, placebo cortrolled, paralel | 25mg, 5mg, 7.5mg, 10mg or [ 1036/1036/1026
group, randomised efficacy and safety | 20mg o.d. for 14 days 12-75
dose-finding study 423M —613F
C98-223 | Double-blind, placebo controlled, parallel | 5mg or 7.5mg o.d. for 14 days 496/496/493
group, randomised efficacy and safety 12-72
study 181M —315F
C98-224 | Double-blind, placebo controlled, parallel | 5mg or 7.5mg o.d. for 14 days 492/492/489
group, randomised efficacy and safety 12-73
study 168M — 324F
C98-225 | Double-blind, placebo controlled, parallel | 5mg or 7.5mg o.d. for 4 weeks 475/475/474
group, randomised efficacy and safety 12-75
study 162M — 313F
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The symptoms evaluated in the Phase Il and |1l studies were nasal symptoms: rhinorrhea, nasal
stuffiness/congestion, nasal itching, sneezing; and non-nasal symptoms: itching/burning eyes,
tearing/watering eyes, redness of eyes and itching of ears and paate. In addition, cough was assessed
in studies C98-223, C98-224 and C98-225. In al studies the symptoms were assessed using a4 point
verbal rating scale from 0 to 3, with 0 being no symptoms and 3 being severe symptoms.

The symptom scores were collected twice daily, in both areflective (how the patient has been feeling
the preceding 12 hours), and instantaneous or now (how the subject was feding at the time of
assessment) fashion. The former method of data collection provided information on how effective the
treatment had been throughout the day, whereas the latter provided information on the efficacy at the
end of the entire dosing interval (24 hours). The scores from the e ght/nine symptoms were summed
up to atotal score

Primary efficacy endpoint was the 2-week average change from basdine of the subjects’ total
reflective symptom scores. Inthe onset of action studies the primary efficacy endpoint was the change
from basdine in tota symptom score and the time to onset defined as the first time point that
desl oratadine was Statistically superior to placebo and remained so thereafter.

Secondary endpoints were: total nasd, total non-nasa and individual symptom scores, overal
condition of SAR and therapeuti c responses.

The overall condition of SAR was evaluated jointly by the investigator/designee and the subject at
basdine and all subsequent visits according to the sca e below. The score was based on the entire time
interval since the last visit, and graded as for severity of signs and symptoms on a four point verba
rating scale from 0 to 3, where 0 is no symptom evident and 3 being severe symptoms.

The subject and physicianvdesignee evaluated the therapeutic response jointly at each visit after
basdine on a 5 point verba rating scae from 1 to 5, with 1 being complete rdief and 5 being
treatment failure.

In addition, quality of life (QOL) was measured in studies C98-223, C98-224 and C98-225. The QOL
variables included the 8 SF-36 scales, the 2-component summary scores of the SF-36, and the 8 scales
of the rhinoconjunctivitis QOL questionnaire. Additiondly, an overal rhinoconjunctivitis score was
caculated as an average of al items. Both the SF-36 and rhinoconjunctivitis-specific HQOL used the
past week as the reference period for assessment.

Major exclusion criteria in the trids included asthma (requiring chronic use of inhaled or systemic
steroids), current history of frequent, clinically significant sinusitis or chronic purulent postnasd drip,
rhinitis medicamentosa, upper respiratory tract or sinus infection that required antibiotic therapy
within 14 days prior to screening, or viral upper respiratory infection within 7 days prior to screening,
nasal structural abnormalities (large nasal polyps, marked septal deviation) that significantly interfere
with nasad air flow and dependency upon nasad, oral or ocular decongestants, nasa topical
antihistamines, or nasal steroids.

The Intent-to-treat (ITT) population was defined as al randomised subjects who received at | east one
dose of study medication and had both basdine and some post-baseline data. All analysis were
performed on this population. The Effi cacy-Eva uable popul ation was defined as randomised subjects
who had no key protocal violations. Confirmatory efficacy analyses on the primary variable were
based on this subset of subjects. Assessment of the subjects eval uability was done prior to unblinding
the treatment code.

In the four multiple dose SAR studies the primary efficacy analysis was analysed as per the study
protocols using a two-way analysis of variance (ANOVA). Statistical andyses were also performed
based on pooled data from the four multiple dose SAR studies. The pooled anayses employed two
mixed effects models performed on the pooled 2 week average reflective total symptom score.

Dose-response study (C98-001):

From the predinica datait is antid pated that the human dose of desl oratadine may be equal to %2 to %2
that of loratadine, and its effect may persist for 24 hours. Therefore, the applicant has chosen to
perform its clinical program starting with a placebo controlled dose-finding study with a dose of
desloratadine ranging from 2.5 up to 20 mg.
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Based on the results of symptom scores and assessment of overal condition of SAR and response to
thergpy, all of the desl oratadine doses except for the 2.5 mg dose were al more effective than placebo
intherdief of SAR signs and symptoms.

Primary endpoint (Total reflective symptom score excluding cough)

Basdine Change from Basdine Dedoratadine 5mg vs 7.5 mg
vs. Placebo
Mean Mean % change p-vaue p-vadue
Treatment
5 mg desloratadine 14.2 -4.3 -28.0 <0.01 0.98
7.5 mg desloratadine 13.9 4.3 -26.7 <001
Placebo 13.7 -2.5 -12.5

At amaost none of the time points did desloratadine 5 mg o.d. statistically improve the overall
condition of SAR as compared to placebo (at endpoint day 15 p=0.13, mean change from baseline
- 24.9% versus —19.6%).

Joint subject-physician evaluation of the thergpeutic response results showed that desloratadine 5 mg
0.d. was not statistically significantly superior to placebo, especidly at the later visits. At the two
weeks evaluation the mean therapeutic response for 5 mg was 3.33 as compared to 3.56 for placebo
(p=0.05) with 3 being moderate relief and 4 being slight relief.

Based on the results of this study the two lowest effective doses of desloratadine 5 and 7.5 mg were
chosen for further studies.

Study C98-223

This study demonstrates that both doses of desloratadine (i.e., 5.0 and 7.5 mg o0.d.) were statisticaly
significantly more effective than placebo for a majority of the time points in improving total (nasd
and non-nasal combined) symptom scores. These statistically significant results were observed in the
reflective total symptom score over Days 1-15 (primary endpoint) with a mean change for 5 mg of —
27.8% and —21.7% for placebo (p=0.03). The 7.5 mg o.d. dose (but not the 5 mg o.d. dose) was aso
statistically significantly different from placebo for the AM tota instantaneous/now score with a mean
changein totd score of —27.4% for 7.5 mg compared to —19.5% for placebo (p<0.01).

Comparing desloratadine 5 mg o.d. with placebo at the primary endpoint, statisticaly significant
reductions from baseline in the mean individua symptom scores were restricted to sneezing,
tearing/watering eyes and redness of eyes.

At amaost none of the time points did desloratadine 5 mg o.d. statistically improve the overall
condition of SAR as compared to placebo (endpoint p=0.59, -23.1% versus -22.3%).

As in study C98-001, joint subject-physician evaluation of the therapeutic response results showed
that desloratadine 5 mg o.d. was not statistically significantly superior to placebo. Again this was
observed at the later visits (endpoint p=0.19, 3.50 for desloratadine 5 mg versus 3.66 for placebo).

Significant HQOL improvement was observed with both doses of desloratadine for some of the
HQOL parameters and the overall score (p<0.05 for 5 mg compared to placebo, p<0.01 for 7.5 mg for
overal score).

Study C98-224

In this study 5 mg o.d. of desloratadine was numerically better than placebo during early treatment
(day 2 - 4) and statistically significantly more effective than placebo at weeks 1, 2 and on average over
Days 1-15 in improving total reflective symptom score whether including or excluding cough (p=0.02,
-30.4% versus -21.8% including cough; p=0.02, -30.2% versus -21.7% excluding cough). The 7.5 mg
dose was not statistically superior to placebo in reducing total symptom score (including or excluding
cough).

In contrast to 7.5 mg o.d., desloratadine 5 mg o.d. was observed to be statistically significantly
superior to placebo in reducing total AM instantaneous/now symptom score at the primary endpoint
including/excluding cough (d2-15) (p=0.03, -26.7 versus -19.4% induding cough, p=0.03, -26.4
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versus —19.1% excluding cough). A same pattern of results was observed for the change from basdine
in subject-evaluated total nasal and total non-nasal symptom score.

Comparing desloratadine 5 mg o.d. with placebo at the primary endpoint, statisticdly significant
reductions from baseline in the mean individual symptom scores were restricted to nasal itching,
sneezing, itchy/burning eyes and redness of eyes.

Dedloratadine 5 mg o.d. statistically improved the overall condition of SAR as compared to placebo
(endpoint p=0.05, -26.9% versus -18.7%).

Joint subject-physician evaluation of the thergpeutic response results showed that desloratadine 5 mg
and 7.5 mg o.d. were both statisticdly significantly superior to placebo (p<0.01, mean at endpoint 3.5
for 5 and 7.5 mg and 3.9 for placebo).

Based on the Rhinoconjunctivitis QoL Questionnaire, thetotal score as well as some domains, showed
statistically significant improvement for ded oratadine 5 mg in comparison to placebo.

Study C98-225

Analysis based on the protocol-specified trend test for non-decreasing response with increasing dose
resulted in a statisticaly significant result (p=0.04). In genera desloratadine 5 mg o.d. was only
dightly numerically more effective than placebo in reducing the total reflective symptoms score
whether including or excluding cough (p=0.35, 24.8% versus 22.4%; p=0.41, 24.6% versus 22.3%
respectively). Desloratadine 5 mg was aso for the total AM instantaneous/now symptom score with
and without cough not significantly more effective than placebo (p=0.97, -20.7% for both 5 mg and
placebo exd uding coughing, p=0.84, -20.9% for 5 mg and -20.7% for placebo including coughing).

The same conclusion can be drawn for the other secondary efficacy parameters (total nasal symptom
score as well as the total non-nasal symptom score ind uding and excluding cough). The 7.5 mg o.d.
dose scored somewhat better, however, superiority was rather small.

Comparing desloratadine 5 mg o.d. with placebo, no statisticaly significant reductions from basdine
in the mean individual symptom scores were observed.

At none of the time points did desloratadine 5 mg o.d. statistically improve the overall condition of
SAR as compared to placebo (endpoint p=0.28, -25.1% versus -20.9%).

Joint subject-physician evaluation of the therapeutic response results showed no statisticaly
significant superiority for desloratadine 5 mg o.d. as compared to placebo (p=0.46, mean 3.7 for both
placebo and 5 mg).

Only trends toward improvement in HQOL assessments could be observed.
Pooled efficacy data

To better characterise the effects of desloratadine and to better characterise treatment effects in
subgroups of patients a statistical analysis was performed based on pooled data from the 4 major
clinical trials. Pooling of data from these studies is appropriate as they had approximately the same
number of patients and similar study design. One difference was that cough was not assessed in study
C98-001. Statistical analyses of studies C98-223, C98-224 and C98-225 did not show a differencein
results whether induding or excluding cough from the total symptom score. Consequently efficacy
analyses of the pool ed data were based on the change from basdine in total reflective symptom score
excluding cough. The statisticd anayses employed two mixed-effects modds. Modd #1 extracted
effects for study, treatment and study-by-treatment interactions, with study and study-by-treatment
being random and treatment being fixed. Modd #2 was used to study the effects of co-variates. Mode
#2 extracted effects for study, treatment, sex, race, sex-by-treatment, race-by-treatment and study-by-
treatment interaction. Study and study-by-treatment being random and the other effects fixed.

The pooled analyses (Modd #1) for the primary efficacy variableis given bel ow.
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Primary efficacy parameter (Total reflective tom Score)

Treatment Basdine Change from Dedoratadineversus | 5mgvs 7.5 mg
(mean) baseline Placebo (p - value) (p —value)
Mean %
5,0 mg desloratadine 657 16.1 -4.5 217 0.02 0.78
7.5 mg dedoratadine 659 16.0 -4.6 -27.4 0.02
Placebo 655 16.1 -34 -19.4 -

For total symptoms from patient diaries during the first 2 weeks of treatment, pooled data showed a
mean symptom reduction with desloratadine 5 mg of 27.7% versus a placebo reduction of 19.4%
(p=0.02). The mixed-effects modd #1 confirmed that the symptom reduction seen following 5 mg was
not different from the one seen following 7.5 mg.

Pooled data for secondary efficacy analysis showed similar reductions as those observed with the tota
symptoms data. Totd instantaneous/now symptom scores at the end of the dosing interval showed a
reduction of 24.3%, 25.3% and 17.7% for desloratadine 5 mg, dedoratadine 7.5 mg and placebo,
respectively. Similar improvements were observed in total nasal, total non-nasal and individua
symptoms, as wel as in physician and patient evaluation of thergpeutic response and assessment of
overall disease condition.

HQOL analysisin studies C98-223, C98-224 and C98-225 indicated that SAR produced a mild burden
of disease. Improvements in subject-physician evaluations of clinical response to treatment were
associated with improvementsin HQOL.

Results from mode #2 indicated a strong effect in favour of dedoratadine (combined 5 and 7.5 mg
dose groups) over placebo (p=0.003), and that there was no s gnificant sex-by-treatment (p=0.30) or
race-by-treatment (p=0.78) interactions.

An evauation of the effect of age group on the treatment effect based on the pooled data was
submitted in response to the List of Questions. Results showed that in the age group 12-18 years the
clinical effect of desloratadine (pooled anaysis 5 and 7.5 mg) shows only a numerical trend in favour
of desloratadine but the sample size in this age group is not sufficient to demonstrate statistical
significance.

Clinical studiesin special populations
Therewere no studiesin specia populations.
Supportive studies

Four supportive studies (C98-226, 198-367, 198-448 and P00287) were performed to evaluate onset-
of-action. In total 783 patients were included in these four studies out of which 508 receved
desloratadine.

Study C98-226

The primary objective of this study was to evaluate the onset of action of 5 mg desloratadine
compared to placebo in the treatment of SAR exposed to pollen in an outdoor setting (July —
September 1998). The placebo group in this setting had an unexpectedly high response with a
reduction in total symptom score by 46% over the 5 hour study period compared to 51% reduction
following 5 mg desloratadine. As there was no statistical difference between the active and placebo
groups, theonset of effect could not be evaluated in this study.

Study 198-367

The primary objective of this study was to evaluate the onset of action of 5 or 7.5 mg desloratadine
compared to placebo in the treatment of SAR exposed to ragweed pollen in an environmental exposure
unit.

For the 5 mg desloratadine group the onset-of-action occurred at 2 h post-dose, based on analysis of
the subject evaluated total symptom score excluding cough and at 3 h post-treatment based on analysis
including cough. For the 7.5 mg group the onset-of-action occurred at 4 h post-treatment, irrespective
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the inclusion or exclusion of cough in the analysis. Almost the same observations were done for the
secondary efficacy parameters (e.g., subject evduated totd nasal symptom score, subject evaluated
total non-nasal symptom score). Efficacy of the 5 mg dose occurred at 2h30 up to 3 h whilst efficacy
of the 7.5 mg dose occurred at 1 to 1h30 later. Reduction of the individual symptom scores was even
observed to occur somewhat |ater.

Study 198-448

The primary objective of this study was to evaluate the onset of action of 5 or 7.5 mg desloratadine
compared to placebo in the treatment of SAR utilising the exposition to 1500 grass pollen grains / m?
of air inthe Vienna Challenge Chamber.

For the 5 mg ded oratadine group the onset-of-action occurred at 1h15min post-dose, based on anaysis
of the subject evaluated total symptom score including or excluding cough. For the 7.5 mg
desloratadine group the onset of action occurred a 3h30min post-treatment, irrespective of indusion
or exclusion of cough in the analysis. For the secondary efficacy parameters (e.g., subject evauated
total nasal symptom score, subject evaluated total non-nasal symptom score) onset of action occurred
somewhat later. Again relief of symptoms was quicker in the 5 mg dose compared to the 7.5 mg dose

Study P00287

The primary objective of this study was to evaluate the onset of action of 5mg desl oratadine compared
to placebo in the treatment of SAR utilising the exposition to 1500 grass pollen grains/m® of air in the
Vienna Challenge Chamber.

Onset of action occurred a 1h45min post-dose, based on analysis of the subject evduated tota
symptom score. For the secondary efficacy parameters a) subject evaluated totd nasal symptom score
and b) subject eva uated total non-nasal symptom score) onset of action occurred at 1h45min and 3h
respectively. For the subject-eval uated therapeutic response the first statistically significant difference
versus placebo was observed at 2h post-dose.

Discussion on efficacy

The data provided support the claim that doses of 5 mg or 7.5 mg are effective in reducing symptoms
of Seasonal Allergic Rhinitis as compared to placebo. The claim is backed by the pattern of responses
in the four multiple-dose, double-blind, placebo controlled and paralld group trials. The results are
corroborated by a pooled analysis of the four trials, which showed desloratadine 5 and 7.5 mg to be
superior to placebo and the effect of the two desl oratadi ne doses not to be significantly different.

In the dose-ranging study the reduction of symptom scores was restricted to 28% from basdine The
limited reduction in symptom scores is aso seen in the other three multidose trials. The mean change
following desloratadine 5 and 7.5 mg might be statistically significantly higher than following
placebo, but the numerica difference is small. In response to the List of Questions concerning the
magnitude of effect of desloratadine the applicant explained that the mean change from basdine in the
primary efficacy parameter of Total Symptom Score was relatively consistent across the 4 dinica
efficacy trias, ranging from -4.2 (-24.6%) to -5.1 (-30.2%) units. On the other hand, the mean change
from basdline in Total Symptom Score for the placebo group was mare variable, ranging from -2.5 (-
12.5%) to -3.9 (-21.7%). The variability and magnitude of the placebo response is difficult to explain,
although it islikdy dueto variability in regiona pollen counts.

To confirm that the magnitude of improvement in SAR symptoms observed is consistent with the
expected response for an antihistamine in this disease state, the applicant compared the differences
(ddta) in mean reduction in symptom scores between ded oratadine and placebo with those reported in
recent publications for other antihistamines. The magnitude of the clinica effect following
administration of 5.0 mg desloratadine was seen to be comparable to that published for other
antihistamines that are currently used in medical practice. However, it seems from the percentage of
improvement in Tota Symptom Score that the clinical efficacy of 5 mg desloratadine is probably not
superior to 10 mg loratadine.

The applicant had received scientific advice on the duration of the clinica studies from the CPMP in
1998, stating that in general, studies testing the efficacy of a medicina product in SAR last 2 to 12
weeks, with duration of 4 to 6 weeks in most of the studies. The applicant was therefore asked to
explain the duration of 2-4 weeks studies with desloratadine. The applicant explained that the
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available patient population is actually not reliably symptomatic (for the purposes of an efficacy
clinica tria) for more than 2-4 weeks. Thisis dueto the variabl e duration of the pollen season and the
variability in the onset of at least moderate symptomsin individual SAR patients. For a valid efficacy
comparison vs. placebo, it is important to assure that the patients have the opportunity to exhibit
significant SAR symptoms throughout the duration of the study. In addition, areview of the literature
was conducted through a Medline search from 1985-1999. The search conditions were studies of SAR
in which efficacy was assessed in subjects over 12 years of age, using only oral antihistamines, in a
double-blind, placebo controlled fashion. This search yielded 26 publications, out of which 5 had a
duration of 28 days or more In the publications reporting studies over 2 weeks in duration, the
efficacy of placebo increases over time, leading to a progressive decrease in the difference between the
active treatment and the placebo groups. This increase in placebo response may be due to varying
pollen counts over time. Therefore, with longer study duration, the likelihood increases that study
subjects on placebo groups (as well as those receiving desloratading) will experience a significant
amount of days without being exposed to the pollen that triggers their symptoms. Furthermore subjects
were required in al studies to be experiencing moderate to severe symptoms at study screening and
basdine. Thislikely led to subjects being enrolled at the peak of their exposure to the pollen they were
sensitised to. This peak will not last for 4 weeks. Therefore, subjects in the placebo groups (as well as
those receiving desloratading) were very likdy exposed to a progressively decreasing amount of
pollen throughout the study. This was considered to be an acceptable explanation for the short
duration of the clinical trials.

In the List of Questions the applicant was asked to explain the influence of the seasons the studies
were conducted in and the possible influence of mould spores. C98-001 was conducted in the spring
season in the US, whereas C98223, C98-224 and C98225 had been conducted in the autumn season in
US. In the spring tree pollens are followed in the early summer by grass pollen, which is similar to
Europe. In the autumn the trees and grasses also pollinate in the southern states of the US, in other
areas ragweed and other weed pollens are present. This autumn pallination pattern is also similar to
that of many areas in Europe, where mugwort and ragweed are the major autumn pollen alergens. The
pollen counts between C98-001 and C98-223, C98-224 and C98-225 were different, as these studies
were conducted in different seasons. The mould levels in both seasons, though, were similar.
However, the presence of mould and/or other inhaled allergens in patients screened for the study was
neither an inclusion nor an exclusion parameter assessed in these trids. The subjects enrolled in
C98001/223/224/225 were required at entry to be actively symptomatic, and to be allergic to an
alergen that was pollinating at the time of the study (either tree, grassor weed pollen).  There  are
datain the literature showing that the mechanism of action and symptoms of SAR are similar whether
patients are sensitised to grass/tree or to ragweed pollens. Therefore, treatment of SAR during the
spring or autumn should lead to similar conclusions with regards to the efficacy and safety of a
compound. Furthermore the data provided in the response to the List of Questions showed that there
was no direct correation observed between pollen counts and symptom severity in the four studies.

The three onset of action studies utilising controlled-exposure chambers showed that the subjects first
became aware of significant improvement in their SAR symptoms as early as 1 hour 15 minutes and
up to 2 hours following desloratadine 5 mg. Both studies that evduated desloratadine 7.5 mg
determined the onset of action as 3 hours 30 minutes. The reason why the 7.5 mg dose had an
apparently longer onset of action than the 5.0 mg doseis not clear.

As part of the List of Questions the applicant submitted the results of a study conducted in the Vienna
Challenge Chamber (VCC) assessed the onset of action of desloratadine 5 mgin 28 subjects dlergicto
grass pollen. The study employed an open-labdl, noncomparative design in which subjects received a
single dose of dedoratadine 5 mg during exposure to grass pollen in the VCC. Onset of action was
defined, as the first time point at which there was at least a 25% reduction from basdine in the Tota
Symptom Score. On the basis of this definition, the median time to onset was 48.5 minutes, with a
95% confidence interval of (38.0, 59.0). Although this was an open-label study, the results obtained
are consistent with the 75-minute onset time obtained in 198-448, which was also conducted in the
VCC. In condusion, the onset of action for desl oratadine has been demonstrated to occur from 1 to 2
hours after administration.
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Clinical efficacy in Allergic Rhinitis (AR)

The dinica program to justify the efficacy and safety of 5 mg ded oratadine tablets in subjects with
AR induded the SAR studies submitted in the initial Marketing Authorisation Application, two
studies in patients with SAR and concomitant asthma and two studies in patients with Perennid
Allergic Rhinitis.

Clinical Studies Conducted With Deslor atadine

Study No/Title. Design Objective Treatments/ Treatment Subjects/
Dosing Duration Sex/age range
SAR studies (all included in initial MAA)
C98-001 Randomised, double- | Safety and 25,5.0,75 10and |2weeks 423 malel 613
blind, parallel groups | efficacy 20 mg DL once daily femae
vs placebo once daily 12-75 years
C98-223 Randomised, double- | Safety and 5.0and 7.5 mgDL 2 weeks 181 male/ 315
blind, parallel groups | efficacy once daily vs placebo femae
once daily 12-72 years
C98-224 Randomised, double- | Safety and 5.0and 7.5 mg DL 2 weeks 168 male/ 324
blind, parallel groups | efficacy once daily vs placebo femae
once daily 12-73 years
C98-225 Randomised, double- | Safety and 5.0and 7.5 mgDL 4 weeks 162 male/ 313
blind, parallel groups | efficacy once daily vs placebo femae
once daily 12-75 years
PAR studies
P00218 Randomised, double- | Safety and 5.0 mg DL once daily | 4 weeks 199 maled 477
blind, parallel groups | efficacy vs placebo once daily femaes
11-79 years
P00219 Randomised, double- | Safety and 5.0 mg DL once daily | 4 weeks 232 males/ 466
blind, parallel groups | efficacy vs placebo once daily femaes
12-80 years
SAR/Asthma studies
P0O0214 Randomised, double- | Safety and 5.0 mg DL once daily | 4 weeks 171 males 330
blind, parallel groups | efficacy vs placebo vs 10 mg females
montelukast 15-75 years
P00215 Randomised, double- | Safety and 5.0 mg DL once daily | 4 weeks 166 males 257
blind, parallel groups | efficacy vs placebo vs 10 mg females
montelukast 15-68 years

A tota of 4,797 subjects were evaluated in these studies, of which 1,655 subjects were treated with
5 mg desl oratadine once daily.

The desloratadine clinica program was designed and conducted in accordance with relevant Good
Clinical Practice and ICH guiddines regarding study conduct, record keeping, data collection and
regulatory submission and under the principles of the Declaration of Helsinki (1996).

Subjects wererequired to have at least atwo-year history of AR. They were aso required to have had
apositive skin test (prick or intradermal) response to an appropriate alergen within the 12 months
prior to Screening. Subjects in all studies wereto be clinically symptomatic at the Screening visit.
Demographics at Basdline were similar across treatment groups. The subject population in this clinical
program was generally representative of the overall demographics of allergy patients. Most subjects
were between the ages of 18 and 64 years (87% in each treatment group) and Caucasian (>78%); 66%
of subjects in each treatment group were femae.

Inthe MAH’ s response to the Request for Supplementary Information it was clarified that subjects at
basdine were required to have a minimum average score in the mild to moderate range (11 (SAR) and
10 (PAR) out of 24 points). The subjects included did, however, have a higher mean basdine score
(12.6-16.8 out of 24 points) corresponding to 36.2% having moderate to severe symptoms. The mean
changein tota symptoms score from baseline was analysed separatdy for the subgroups of pati ents
with basdine total symptom score in the upper third of the severity scale. The treatment differences
for these subgroups were representative of the results for dl patients. It is therefore acceptabl e that the
use of desloratadineis not restricted to subjects with mild to moderate allergic rhinitis.
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Justification of Dosage Regimen

Thejustification for aDL 5 mg once daily dose selection in the treatment of SAR was summarised in
theinitial SAR Marketing Authorisation application. The DL 5 mg dose is justified for the treatment
of alergic rhinitis, based on the significant overlap between SAR and PAR and the demonstration of
equivalent exposure between DL 5 mg and loratadine 10 mg (as described in the SAR MAA).

Efficacy Endpoints

Efficacy results of the prespecified, protocol-defined primary and secondary efficacy varigbles from
the eight studies are summarised separately. Slight differences between the SAR and PAR studies
preclude an appropriate pooling of the primary endpoints. However, a pooled analysis of the six SAR
and two PAR studies was carried out using a sum of the four common nasa symptoms (nasa
discharge, nasal itching, sneezing, and congestion). The purpose of this additional andysis was to
derive an overall estimate of the trestment effect.

Subjects sdf-evduated their PAR and SAR symptoms twice each day (am, before dosing, and
approximately 12 hours later in the pm) with both reflective (prior 12 hours) and instantaneous (now)
scores. The symptoms of PAR and SAR were assessed daily by the subjects, and recorded in their
diaries using afour-point scale: none (0), mild (1), moderate (2), and severe (3).

The primary efficacy variable for SAR and the primary time point in the SAR studiesis defined in the
section ‘Clinical efficacy in seasond dlergic rhinitis'.

The primary efficacy variable for PAR (P00218 and P00219) was the average am/pm instantaneous
(now) total symptom score, excluding congestion.

- Nasal: nasal discharge, postnasal drip, nasal congestion, nasa itching, and sneezing.
-Non-Nasal: itching/burning eyes, tearing/watering eyes, and itching of ears/pdate.

The primary time point was the change from Baseline in average score over four weeks.

Although patients in the PAR studies rated nasal congestion severity twice daily aong with the seven
other symptoms, the nasal congestion symptom score was not induded in the primary endpoint. This
consideration was based on the allowance of pseudoephedrine rescue medication in these studies and
guidance issued from the FDA on clinical development programs for drug products in dlergic rhinitis.

The instantaneous evaluation of symptoms was chosen as the basis for the primary endpoint because
PAR symptoms are generaly understood to be subtler compared to SAR, and it was fet the
instantaneous symptom score would more accurately capture treatment effect. Clinical considerations
served asthe basis to evaluate rhinorrhea by capturing symptoms scores on both anterior and posterior
nasal discharge (nasal discharge and postnasal drip, respectively). The decision not to evauate the
non-nasal symptom of eye redness was also based on dinica consideration since eye redness is less
pronounced in PAR compared to SAR.

Allergic rhinitis, by precise definition, refers only too nasal symptoms. However, the term is
commonly used to include both nasal and non-nasal symptoms, even though the non-nasd symptoms
areless pronounced in PAR.

In al AR studies, the secondary variables included change from Basdine in total nasal, total non-
nasal, and individua symptom scores for the 12-hour prior and now average am/pm assessments, as
well as at the separate am and pm time points. For al studies, global variables included the Overall
Condition of Disease expressed as a change from Basdine, and an Evauation of Therapeutic
Response, expressed as a raw score.

Satistical Evaluation

The primary variable at the designated time point (Days 1-15 or Days 1-29) was analysed for each
study using a two-way anaysis of variance (ANOVA) that extracted sources of variation due to
treatment and centre. All pair-wise comparisons were made at the two-sided 5% leve of significance
using the least squares means from the ANOV A. No adj ustments for multiple comparisons were made
in the four SAR studies because the test for statistica significance was performed using a dose-trend
test. In the SAR/Asthma studies, no adjussments for multiple comparisons were made because a
stepwi se procedure was empl oyed.
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For al studies included in this dossier, efficacy results was presented for only the 5-mg DL vs.
placebo comparisons.

All analyses of efficacy were based on al randomised subjects who had Basdine and some paost-
basdline efficacy data for a given efficacy variable (Intent-To-Treat principle).

A pooled analysis of the six SAR and two PAR studies was carried out using the four common nasal
symptoms (nasal discharge, nasd itching, sneezing, and congestion) evauated across al eight studies
referred to as the Common Total Nasal Symptom Score. The sum of common nasal symptom scores
was anaysed for the mean of the first two weeks for al eight studies, and the mean of four weeks for
the five studies with four weeks of data (Studies C98-225, P00214, P00215, P00218 and P00219).

A mixed-effect modd was used to derive an overal estimate of treatment effect including treatment as
a fixed effect and study as a random effect. The treatment-by-study interaction was included in the
model. In addition, each study was allowed its own estimate of variancein the modd.

Results Primary Efficacy Endpoint

The results of the primary efficacy variable for the PAR studies (i.e., change in average am/pm now
total symptoms score excluding congestion) from al eight studies are summarised in the tabl e bel ow.

Total Allergic Rhinitis Symptom Score AM/PM Now average (excluding congestion)

Treatment Basdine Day 1-15 (Change from baseline)®” Day 1-29 (Change from baseline) *°
group (N (mean) | () (mean) (%) (p-value) (n _ (mean) (%) (p-value)
C98-001 SAR®
5mg 171 120 171 -3.6 -28.3 <0.01 - - - -
Placebo 173 117 173  -2.1 -12.0 - - - -
C98-223 SAR ¢
5mg 165 14.1 165 -4.0 -28.1 0.04 - - - -
Placebo 165 14.0 164 -31 -22.2 - - - -
C98-224 SAR®
5mg 164 14.4 164 -4.3 -29.8 0.01 - - - -
Placebo 163 147 161 -3.2 -20.6 - - - -
C98-225 SAR®
5mg 158 143 157 -35 -24.5 0.62 157 -39 -27.0 0.83
Placebo 158 145 158 -3.3 -22.8 158 -3.8 -26.2
P00218 PARY
5mg 337 10.7 337 -35 -31.7 <0.01 337 -37 -35.0 <0.01
Placebo 337 10.6 337 -2.6 -24.4 337 -30 -27.4
P00219 PAR®
5mg 346 10.3 346 -3.0 -28.4 0.86 346 -3.3 -31.1 0.49
Placebo 349 110 349 -3.0 -26.3 349 -35 -30.9
P00214 SAR/Asthma®
5mg 166 124 166 -3.7 -29.3 <0.01 166 -4.2 -32.6 <0.01
Placebo 160 125 160 -2.2 -19.3 160 -29 -24.2
P00215 SAR/Asthma®
5mg 140 135 140 -3.7 -26.2 0.02 140 -4.2 -30.0 0.04
Placebo 138 133 138 -2.6 -17.7 138 -3.3 -23.0

a Days 1-15 and 1-29 interval datainclue PM datafrom Day 1 and AM and PM data for other days.

b: Means are LS means from the ANOV A model with treatment and centre effects. Percentages are raw means.

o3 TOTAL SAR symptom score was the sum of 7 individual symptom scores— 3 nasal (rhinorrhea, nasal itching, and sneezing) and

4 non-nasal (itching/burning eyes, tearing/watering eyes, redness of eyes, and itching of earsor palate)
d: TOTAL PAR symptom score was the sum of 7 individual symptom scores—4 nasal (rhinorrhea,postnasal drip/drai nage, nasal
itching, and sneezing) and 3 non nasal (itching/burning eyes, tearing/watering eyes, and itching of ears or pal ate)

The data are consistent with the dinica descriptions of PAR and SAR, where SAR patients exhibit
more dramatic symptoms of AR (e.g., sneezing, itching, runny nose, etc) compared to PAR patients.

Basdline scores were comparabl e between treatment groupsin al studies except PAR Study P00219 in
which the basdline symptoms scores of the placebo group were almost one point higher than that of
the DL-treated group. This difference was datisticaly different (p=0.002). A correction for Basdline
imbaancein total symptom scores using an ANCOV A did not change the results from non-significant
to significant, although numerical superiority was in favour of DL (in the ANCOVA, Days 1-15 DL=
-3.19, placebo=-2.91, p=0.223; Days 1-29 DL=-3.49, placebo=-3.40, p=0.72), by contrast to the
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uncorrected analysis in which there was no numerica difference (Days 1-15), or the numerica
superiority favoured placebo (Day 1-29).

Overdl, the 5-mg DL dose was superior to placebo with respect to Days 1-15 average am/pm now
symptom assessments in 6 of 8 studies (SAR Studies: C98-001, C98-223, C98-224, P00214, P00215
and PAR Study P00218). Reduction in Days 1-15 am/pm now total symptom score (average,
excluding congestion) was significantly (p<0.04) greater in the 5-mg DL group vs. placebo. A
numerical advantage over placebo was found for the 5-mg DL group in SAR Study C98-225. No
numerical advantage was observed in PAR Study P00219. Across al studies, total symptom
reductions averaged 24.5%-32% in the 5-mg DL groups compared with 12%-26% in the placebo
groups.

In 3 of 5 four-week studies (P00218, P00214 and P00215), reductions in Days 1-29 am/pm now tota
symptom score (average, excluding congestion) were significantly greater (p<0.04) in the 5-mg DL
group vs. placebo.

Anayses of am/pm now total symptoms score results including congesti on produced results similar to
thase shown in the table above.

Confirmatory analyses of the am/pm prior total symptom scores excluding and including congestion
was performed for al studies. The results were consistent with those presented above in the table
above At the Day 1-15 time point (the primary endpoint in the SAR studies), total symptom
reductions, whether including or excluding congestion, were significantly greater (p<0.05) in the 5-mg
DL group than in the placebo group in 6 of 8 studies (SAR Studies: C98-001, C98-223, C98-224,
P00214, P00125, and PAR Study P00128). Similar to the am/pm now data statistical significance for
am/pm prior total symptom score was not reached in SAR Study C98-225, although a numerica
advantage over placebo was demonstrated. No numerical advantage was observed in PAR Study
P00219.

In summary, results of Days 1-15 average am/pm prior total symptom score anal yses were consistent
with those of the Days 1-15 average am/pm now symptom assessments. The results showed that the 5-
mg DL dose was statisticaly superior to placebo for reduction in alergic rhinitis symptomsin 6 of 8
AR studies. These conclusions were not changed whether or not congestion was included as a
symptom.

Results of pooled analysis

To measure the treatment effect of DL across the allergic rhinitis studies, a pooled efficacy analyss of
the Common Total Nasal Symptom Score (sum of nasal discharge, nasd itch, sneezing, and
congestion) for the 12-hour prior and now average am/pm assessments was performed. The results are
shown in the tables b ow.

Mean change from baseline in average am/pm Prior Common Total Nasal Symptom Score

. Placebo
Endpoint Dedloratadine .
p N Mean N Niean Delta SEM p-value
2 weeks 1646 -2.18 1639 -1.71 0.47 0.07 0.002
4 weeks 1146 -2.34 1142 -2.03 0.31 0.07 0.037

Mean change from baseline in average am/pm Now Common Total Nasal Symptom Score

. Placebo
Endpoirt Desloratadine g
N Mean N Niean Delta SEM p-value
2 weeks 1646 -1.88 1640 -1.48 0.40 0.06 0.002
4 weeks 1146 -2.11 1142 -1.84 0.28 0.09 0.086

An improvement in Common Totd Nasal Symptom Score was seen across the two-week and four-
week endpoints for the SAR and PAR studies;, however, two studies, C98-225 and P00219, had
relatively small treatment effects. Overall, greater treatment effects are shown in the four-week studies
a the two-week endpoint compared to the four-week endpoint.
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The am/pm prior Common Total Nasal Symptom Scores show a statisticaly significant improvement
for DL compared to placebo over both the two-week and four-week treatment periods. Similarly, the
pooled analysis of am/pm now Common Total Nasa Symptom Scores from the eight studies show a
statistically significant improvement for DL compared to placebo over the two-week treatment period
and numerica improvement over the four week treatment period. The estimates of the treatment
difference at both time-points support the overall efficacy of DL compared to placebo (15% to 27% of
the placebo mean change from basdling). These pool ed ana yses confirm and support the results of the
individua studies.

Results Secondary Efficacy Endpoints

Among the secondary efficacy measurements, am now total symptom score provides evidence of
therapeutic effect at the end of the dosing interval. Thisis dinically rd evant because nasal symptoms
tend to be most troublesome in the early morning hours for many allergic rhinitis patients. Results are
summarised bel ow.

Total Allergic Rhinitis Symptom Score AM Now average (excluding congestion)

Treatment Basdline Day 1-15 (Change from baseline)® Day 1-29 (Change from baseline) ®
group (M (mean) | () (mean) (%) (p-value) (N (mean) (%) (p-value)
C98-001 SARP®
5mg 171 12.0 169 -33 -26.0 <0.01 - - - -
Placebo 172 11.8 172 -21 -11.1 - - - -
C98-223 SARP
5mg 165 14.1 165 -3.8 -26.3 0.04 - - - -
Placebo 165 14.0 163 -29 -19.7 - - - -
C98-224 SARP
5mg 164 14.3 164 -4.0 -27.6 0.03 - - - -
Placebo 163 14.7 161 -30 -19.6 - - - -
C98-225 SARP
5mg 158 14.3 157 -32 -22.0 0.89 157 -35 -24.3 0.84
Placebo 158 14.5 158 -31 -21.4 158 -3.6 -25.0
P00218 PAR®
5mg 337 10.7 337 -32 -29.4 0.01 337 -35 -32.7 0.02
Placebo 337 10.8 337 -25 -22.1 337 -28 -25.3
P00219 PAR®
5mg 346 10.3 346 -2.8 -26.0 0.88 346 -31 -28.8 0.34
Placebo 349 111 349 -29 -25.0 349 -34 -29.7
P00214 SAR/Asthma®
5mg 166 12,5 166 -3.5 -28.2 <0.01 166 -4.0 -31.7 <0.01
Placebo 160 125 160 -19 -17.1 160 -2.6 -22.4
P00215 SAR/Asthma®
5mg 140 135 140 -35 -24.6 0.03 140 -4.1 -28.8 0.05
Placebo 138 13.3 138 -25 -16.1 138 -3.2 -21.6

a Means are LS means from the ANOV A model with treatment and centre effects. Percentages are raw means.

b: TOTAL SAR symptom score was the sum of 7 individual symptom scores— 3 nasal (rhinorrhea, nasal itching, and sneezing) and

4 non-nasal (itching/burning eyes, tearing/watering eyes, redness of eyes, and itching of earsor pal ate).
(o TOTAL PAR symptom score was the sum of 7 individual symptom scores—4 nasal (rhinorrhea,postnasal drip/drai nage, nasal

itching, and sneezing) and 3 non nasal (itching/burning eyes, tearing/watering eyes, and itching of ears or pal ate)

Similar to the am/pm now and prior tota symptom score, in 6 of 8 AR studies (SAR Studies C98-001,
C98-223, C98-224, P00214, P00215, and PAR Study P00218), 5 mg DL was significantly more
effective than placebo (p<0.04) in reducing am now total symptom scores over the first two-weeks of
treatment (Days 2-15). Across al studies, am now total symptom score reductions, whether including
or excluding congestion at Days 2-15 averaged 21%-29% for 5 mg DL compared with 11%-25% for
placebo. In Studies P00214, P00215 and P00218 significant improvements (p<0.05) in am now tota
symptom scores were also observed over the entire four-week treatment period (Days 2-29). Total
symptom score reductions at the Day 2-29 time-point, whether including or excluding congestion,
averaged 23%-33% in the 5-mg DL groups compared with 21%-30% in the placebo groups.

The am now tota symptom score analyses indicated that 5 mg DL was superior to placebo for
symptom reduction 24 hours after dosing. Significant reductions of symptoms were observed in 6 of 8
AR studies. Improvement of symptoms was seen over both the two-week and four-week treatment
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periods. Corresponding results for total symptom score including congestion were consistent with
results for am now total symptom score excluding congestion.

In summary, efficacy is maintained for the full 24-hour dosing interval using once-a-day dosing.

In al studies, results of additiona AR variables, including assessment of total nasal, total non-nasal,
and individual symptom scores were consistent with am/pm now and prior total symptom score
results.

Theinvestigator and subject jointly eva uated the Overall Condition of AR. Response was recorded on
ascae of 0 (none) to 3 (severe). In al eight studies, DL was numerically more effective than placebo
for improvement in Overall Condition of AR at the endpoint of each study.

Theinvestigator and subject also jointly eval uated Therapeuti c Response at each post-basdine visit by
comparing the current severity of disease symptoms to Basdline. Response was recorded on a scal e of
1 (complete relief) to 5 (treatment failure). In dl eight studies, DL was numerically more effective
than placebo for positive response to therapy. Significant improvements compared with placebo
(p<0.05) were seen in the DL 5-mg groups of SAR Studies C98-001, C98-224, and PAR Studies
P00218 and P00219.

Discussion on clinical studies

In two out of five four week studies the effect of desloratadine was not superior to that of placebo
measured by days 1-29 am/pm total symptom score (average excluding nasal congestion) and the
treatment effects shown in the four week studies were greater a the two week endpoint than at the
four week endpaoint. In their response to the Request for Supplementary Information regarding a
maintained effect over four weeks the MAH responded that efficacy evaluated by standard
methodol ogy of twice daily symptom assessment captured in diaries is most clearly seen at the early
timepoints and that difficulty in consistently demonstrating efficacy in clinical studiesin AR has been
acknowledged in FDA guidance and in the ICH E10 document. Furthermore, in the three out of five
studies in which dedoratadine showed efficacy superior to placebo the reduction in total symptom
score from baseline increased for each successive week of treatment, however, increases were aso
seen for the placebo treated patients, whereby the difference was diminished.

The CPMP questioned the clinical rdevance of the findings as the thergpeutic benefit (verum minus
placebo) is limited especidly days 16-29. In response the MAH submitted the findings of a responder
analysis for nasal symptoms with a dinicdly meaningful improvement in response to desloratadine
defined as a 25% or grester improvement in common total nasal symptoms score. Although a
significant higher number of responders was found in the verum group, this was a pooled analysis of
the SAR and PAR studies and the MAH was requested in a Follow-On Request for Supplementary
Information to give the pooled analysis mean change from basdine in average am/pm now common
total nasd symptom score for the PAR studies alone

The MAH submitted the results of the pooled analysis of mean change from basdine in average
Common Nasa Symptom Score am/pm now from the Perennial Allergic Rhinitis studies (P00218 and
P00219), which are shown be ow.

Average Am/pm now Common Nasal Symptom Scorefor Perennial Allergic Rhinitis

. Placebo
Ercipoint Desloratadine N=686 Delta p-value
N=683
Mean Mean

2 weeks -1.786 -1.537 0.249 0.009

4 weeks -1.956 -1.754 0.202 0.044
P-values are based on an analysis of covariance extracting sources of variation due to treatment, site,

and baseline covariate effects

The reduction in average am/pm now Common Nasal Symptom Score seen with dedloratadine was
superior to that of placebo at both the 2 and 4 week endpoints (delta=0.249 and 0.202 and p=0.009 and
0.044, respectivdy).
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The MAH caried out a responder analysis using the same definition as in their responses to the
Request for Supplementary information (i.e. a dinically meaningful improvement in response to
desl oratadine was a 25% or greater improvement in common total nasal symptoms score).

The percentage of patients with 225% improvement was significantly larger for desloratadine treated
patients compared to placebo at both 2 and 4 week endpoints (p=0.012 and p=0.018 respectivdy,
based on the Cochran-Mante Haenzel statistic, with corrects for study effect). Over haf of the
desloratadine patients experienced a 225% improvement at the 2 and 4 week endpoints (50.7% and
56.8%, respectively).

PAR is primarily a disorder manifested by chronic nasa symptoms (i.e nasd discharge, itching,
sneezing and congestion). Thus, relief of troublesome nasal symptoms is of utmost importance to PAR
sufferers. More than 50% of the desloratadi ne treated patients experienced a clinically meaningful and
a statistically significant reduction in nasal symptoms over the 4 week study duration when compared
to placebo.

Conclusion on clinical studies

The primary efficacy analyses of am/pm prior and am/pm now total symptom score demonstrated that
DL 5 mg was superior to placebo for reduction in symptoms of AR in 6 of 8 studies (5 in SAR and 1
in PAR), including the two studies conducted in subjects with SAR and concurrent asthma. The results
of the pooled analysis of the common nasal symptoms and the secondary efficacy variables are
consistent with the results of the primary parameter. The results of the pooled PAR studies showed a
reduction in the average am/pm now Common Total Nasal Symptom Score seen with desloratadine
was superior to that of placebo at both week 2 and 4 and that more than 50% of the desloratadine
treated patients experienced a clinically meaningful and a statisticaly significant reduction in nasd
symptoms over the 4 week study duration when compared to placebo

Syrup and oral lyophilisate

The Marketing Authorisation Holder applied through a Type Il variation for the same extension of
indication for Azomyr 0.5 mg/ml syrup and Azomyr 5 mg ora Iyophilisate

No new data were submitted. CPMP considered it acceptable based on the bi oequival ence between the
film-coated tablet and the syrup formulation and between the film-coated tablet and the oral
lyophilisate. The alergic rhinitis indication was considered also to be applicabl e to the desl oratadine
0.5 mg/ml syrup for adults and adolescents and the desloratadine 5 mg oral lyophilisate, asit will be
administered using the same dosage as the film-coated tabl ets presentation and for the oral lyophilisate
also to the same population.

The desloratadine 0.5 mg/ml syrup is dso indicated for seasond dlergic rhinitis and chronic urticariain
children (2 years of age or over). As perennid rhinitis is a disease of childhood and the nature and
course of alergicrhinitis as wdl as the activity of antihistamines are similar in children and adults, the
CPMP considered the new extended indication allergic rhinitis to be acceptable also in the age range 2
to 12 yearsold.

Clinical efficacy in Chronic Idiopathic Urticaria (CIU)

The dinica efficacy and safety studies were conducted according to GCP. The design, dose, duration
and number of patients and demographic characteristics of the patients are given be ow.
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Clinical Studies Conducted With desloratadinein ClIU

Study No/Title. Design Objective Treatments | Treatment Centred
Dosing Duration Subjects/
Blinding Sex/age

P00220:

Efficacy and Safety in the treatment of Placebo- Efficacy SCH 34117, | 6weeks 29/226

Chronic Idiopathic Urticaria (CIU) subjects | Control and Safety 5mgQD Double Blind | M 56; F 170

with SCH 34117 Parallel Placebo QD 13-84 years
Group

P00221: Placebo- Efficacy SCH 34117, | 6weeks 29/190

Efficacy and Safety in the Treatment of Control and Safety 5mgQD Double Blind | M 48; F 142

Chronic Idiopathic Urticaria (CIU) subjects | Parallel Placebo QD 12-79 years

with SCH 34117 Group

The symptoms evaluated were pruritus, humber and size of hives, tota symptom score (sum of
pruritus, number of hives and size of hives), interference with sleep and daily activities, overal
condition and therapeutic response. The symptoms were scored twice daily in both a reflective or
PRIOR (how the subject was feding for the preceding 12 hours), and i nstantaneous or NOW (how the
subject was fedling a the time of the assessment).

The primary efficacy endpoint in both studies was the change from basdine in the average reflective
pruritus score (from the diary). The secondary parameters were instantaneous/prior pruritus score,
total symptom score, number and size of hives, interference with slegp and daily activities, responseto
thergpy and determination of overal condition.

Desloratadine treatment resulted in a mean change from basdine in the average reflective pruritus
score that was statistically significantly (p<0.001) higher than for placebo.

Average pruritus scor ereduction in % from baseline (days 1- 8)

P00220 P00221
Desloratadine 47.9 56.0
Placebo 21.9 215

The mean score at basdine (for both treatment arms) was greater than two and refl ects a moderate to
severe basdline status. For desloratadine this was reduced to an average score of mild, while the mean
score for the placebo-treated group remained closer to moderate.

The difference in the pruritus scores between desloratadine and placebo remained significantly
different over the entire treatment period. Analyses of the change from Basdline in the average
reflective pruritus score (from the diary) over the entire treatment period (Days 1-42) reveded
statistically significant differences in both studies (p<0.01).

Desloratadine treatment resulted in a mean reduction in pruritus from Basdine of 56.9% and 65.3%,
respectively, in the two studies compared to a mean reduction of 34.1% and 30.4%, respectivedy, in
placebo treated subjects, measured over the entire treatment duration of 42 days.

The difference in the pruritus scores between desloratadine and placebo remained statistically
significantly different at all evauated time points (up to the entire treatment period of six weeks) in
one study.

This significance was not maintained beyond four weeks in the other study due to the higher placebo
response rate caused by the higher discontinuation rate in the placebo group. Endpoint analyses
(andlysis of last valid visit for each patient), which adjust for the differentiad discontinuation rate,
revealed however that the difference between ded oratadine and placebo was significant over the entire
treatment period in both studies. The difference in these reductions was statisticaly significant in both
studies (p=0.004 and p<0.001). The reduction in pruritus scores (at the end of the study) were 58.4%
and 67.5%, respectively, for the desloratadine treated subjects versus 40.4% and 33.5%, respectivdy,
for the placebo treated subjects.
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Averagepruritus scorereduction in % from baseline (days 1- 42)

P00220 P00221
Dedloratadine 58.4 (56.9) 67.5(65.3)
Placebo 40.4 (34.1) 33.5(30.4)

Non-adjusted values are put between brackets.

Thereis evidence that patients with chronic idiopathic urticaria can be divided into 2 groups: those
who do respond to anti histami nes (approximately 85%) and those that arerdativey resistant to
antihistamines. These latter patients frequently require the addition of other drugs. Patients that were
refractory to anti histamines were excluded from the two studies. Thisisreflected in the SPC section
5.1

Inthetwo dlinical studiesatotal of 22 subjects was in the age range 12 to 17 years and 17 subjects

were 265 years of age. Of these 13 adolescents and 8 geriatric subjects received desloratadine 5 mg.
Theresults for these two groups and the age group 18-64 is given be ow.

M ean change from baseline in pruritus score AM/PM prior 12 hours (days 1- 8) (P00220, P00221)
Desloratadine Placebo
N Meanchange | N M ean change Deta p-value
12-17 year olds 13 -1.31 9 -0.42 0.89
18-64 year olds 189 -1.13 188 -0.50 0.63 <0.01
65 yearsold and older 8 -0.85 9 -0.44 0.41

Neither the numerically higher difference seen in the adol escents or the numerically lower difference
seen in the =65 years group are clinically different from the effect seen in the 18 to 64 years
population. The estimates of the treatment differences in these subgroups could be attributed to less
than reliable estimates in the sma ler sample sizes. As aresult statistical inferential andysis was not
performed for these subgroups. From the results observed in the CIU trias it can be concluded that the
adol escent and geriatric patients treated for CIU should receive the same benefit from desl oratadine

5 mg as subjects 18-64 years of age.

Total symptom score and number and size of hives

The difference between desloratadinein total symptom scores (sum of pruritus, number and sizeof
hives) remained significantly different throughout the entire treatment period. Analyses of the change
from Basdinein the average reflective totd symptom score (sum of pruritus, number of hives and the
size of the largest hive; maximum score 9) over the entire treatment period (Days 1-42) reveal ed
statistically significant differences in both studies (p<0.01).

Desloratadine trestment resulted in a mean reduction in total symptom score from Basdline of 52.9%
and 60.2%, respectively, in the two studies compared to a mean reduction of 33.9% and 27.8%,
respectively, in placebo treated subjects, measured over the entire treatment duration of 42 days.

Instantaneous/prior pruritus score

Theinstantaneous pruritus score, the morning diaries and the evening diari es (both reflective and
instantaneous) were anal ysed separatdy, with nearly identical results, supporting the efficacy of the
once daily dosing regimen. In both studies, the response rates increased over time for both treatment
groups. After Week 3 during the treatment, pruritus reduction with desl oratadine was reported up to
75% (range 66-75%), compared to 59% (range 47-59%) for placebo with only a slight difference
between the two individual studies. The dropout rate in the placebo group was close to 30%; the
majority due to treatment failure (29 out of 35 subjects) whilethe dropout ratein the desloratadine
treated group was only 15%.
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Interference with sleep and daily activities

At day 8, desloratadine treatment had resulted in a mean improvement from baseline compared to
placebo-treated subjects for interference with slegp as shown in table below. These differences are
statistically significant with p-values of 0.007 and <0.001, respectively.

Reduction in interference with sleep in % from baseline (Days 1- 8)

P00220 P00221
Dedoratadine 44 53
Placebo 14 18

At day 8, desloratadine treatment had resulted in a mean improvement from baseline compared to
placebo-treated subjects for interference with daily activities as shown in the table below. These
differences are statisticdly significant with p-values of 0.001 and <0.001, respectively.

Reduction interference with daily activitiesin % from baseline (Days 1- 8)

P00220 P00221
Desloratadine a7 50
Placebo 17 20

The mean scores a basedine for both variables (interference with sleep and interference with daily
activities) and treatment arms (desloratadine and placebo) were = 1.5 reflecting mild to moderate
interference. For desloratadine, this was reduced to a less than mild average interference (<0.8), while
the score for the placebo treated group remai ned more than mild (>1.30) for both variables.

Response to Therapy and Determination of Overall Condition

Results from the evaluation of overall condition (jointly assessed by the subject and the physician)
showed statistically significant differences between desl oratadine and placebo over al the time points
evaluated. At the end of treatment analysis (six weeks), the overall condition for desloratadine was
reduced from moderate-severe at baseline (score of = 2.4 in both studies on a 0-3 scal€) to mild (score
of about 1.0) while the placebo group remained close to moderate with a score of 1.40 and 1.55,
respectivey. These differences at the end of the treatment period (Week 6) were statigtically
significant with a p-value of 0.003 in study No. P00220 and a p-value of <0.001 in study No. P00221.

Overall Condition at the End of the Treatment (Week 6) Compared to Baseline

P00220 P00221
Baseline Week 6 Baseline Week 6
Desloratadine >24 1.0 >24 1.0
Placebo >24 1.4 >24 1.55

Results from the eval uation of therapeutic response (jointly assessed by the subject and the physician)
showed also statistically significant differences between desloratadine and placebo over dl the time
points evaluated (al p-values were < 0.002). Evaluated time points were Day 4, Day 8, Day 15, Day

29, Day 42, and endpoint.

Therapeutic Response at Endpoint

P00220 P00221
Desloratadine 2.74 2.75
Placebo 3.62 3.76

The scores at endpoint for desloratadine were 2.74 and 2.75, respectively, reflecting a marked to
moderate relief whil e the scores for placebo were 3.62 and 3.76, respectivdy, (dlight rdief). These
differences at endpoint were statisticaly significant with a p-value of <0.001 in both studies.

Oral lyophilisate
Phar macodynamics

No new pharmacodynamics data have been provided.
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Phar macokinetics

Two studies in healthy adult volunteers were carried out. Study P01216 compared the bioequiva ence
of the 5 mg DL tablet, 5 mg DL oral Iyophilisate tablet and a 5 mg dose of the DL syrup. Study
P01419 eva uated the effects of food and water admini stration on the biocavailability of DL and 3-OH
DL from the oral Iyophilisate tablet formulation.

Studies in Healthy Volunteers Included in the Desloratadine Syrup Clinical Pharmacology Program

b

Protocol No. Study Description Study Design/Dosage Sex®  Age Race’

P01216 Bioeguivalence/ Open-label, single-dose, three-way crossover (5 12F, 21-45 7C,2B,
bioavailability of DL mg DL tablet; 5 mg oral lyophilisatetabletand5 18 M 2A,
tablet, oral lyophilisate  mg DL syrup, after overnight fast) 19H
and syrup

P1419 Bioavailability of 5mg Open-label, single-dose, three-way crossover 4F, 2245 22C,8B
oral lyophilisate study (5 mg DL oral lyophilisate tablet with 26M  years
with/without food and ~ water, 5 mg DL ora lyophilisate tablet without
water water and 5 mg DL oral lyophilisate tablet

following a high-caloric, high-fat meal)

a Sex: M=mde F=femae
b: Ageisinyears.
¢. Race: A=Asian, C = Caucasian, B = Black, H = Hispanic.

Both studies eva uating reative bioavailability/bi oequiva ence employed a randomised, crossover and
open-label design. The single-dose design used in both studies complies with the recommendations
outlined in the European CPMP Guiddine for Investigation of Bioavailability and Bioequiva ence for
this type of formulation. For these studies, the pharmacokinetic parameters (Cmax and AUC) were
subjected to statistical andysis using a crossover anaysis of variance (ANOVA) model. The effects
due to subject, period and treatment were extracted. Cmax and AUC val ues were log-transformed and
the 90% confidence intervals (Cl) for the mean difference between the treatments expressed as a
percent of each treatment mean. The power to detect a 20% difference in treatment means for an a-
level of 0.05 (two-tailed) was calculated using the pooled residual error and associated degrees of
freedom from the ANOVA. This study design in combination with these statistical tests, are
considered to be the standard for eval uating bioequiva ence

Plasma concentrations were anaysed for DL and 3-OH DL using a validated liquid chromatographic-
mass spectrometric method (LC/MS/MS) with a lower limit of quantitation of 0.025 ng/ml. All
analyses of plasma samples were conducted at PPD-Richmond, VA. These methods have been
validated for spedificity, sensitivity, linearity and reprodudibility.

Acrass the two studies, following administration of the oral lyophilisate 5 mg tablet, a DL Cmax value
of approximately 2.0 ng/ml was achieved at a median Tmax ranging from 2-3 hours in a fasting state.
Mean DL AUC(l) values for the oral Iyophilisate formulation were approximatdy 40 nghir/ml. The
mean Cmax for 3-OH DL was approximately 1.0 ng/ml achieved at a median Tmax which ranged
from 4-6 hours. The mean AUC(I) vaues for 3-OH DL ranged from approximatdy 25-30 nghr/ml.
These data were consistent with the data from the DL 5 mg tablet studies. The mean parameters for
DL and 3-OH DL following administration of DL 5 mg oral lyophilisate and DL conventiond tablets
are summarized in the table bel ow.
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Mean (CV%) Pharmacokinetic Parameters Following Administration of 5 mg DL oral lyophilisate and 5 mg DL

Tablet
P01216 P01216 P01419
Study (n=28) (n=29) (n=30)
Parameter Compound Measured 5mgDL Tablet 5mgoral lyophilisate 5 mg oral lyophilisate
Mean (CV %) (Fasted Condition) (Fasting) (Fasting With Water)  (Fasting With Water
Cmax 2.18(35) 1.99 (30) 1.84(38)
(ng/ml) 3-0H DL 1.08 (27) 1.03 (28) 0.85(34)
Tmax 2(15-8) 3(1-6) 2.5(1-12)
(hr) 3-0H DL 6 (1.5-8) 6 (1.5-6) 4.0 (1.5-48)
AUC(l) 40.3 (45) 39.4 (43) 41.7(76)
(ngtr/ml) 3-0H DL 29.5(27) 29.0(29) 25.7(25)
tvs 21.6 (19) 22 (22) 23.8(36)
(hr) 3-0H DL 32.6(20) 32.2(17) 42.1(107)

The bioequivadence of the DL ora Iyophilisate formulation rdative to the DL syrup and tablet
formulation was eva uated to assess the interchangeability of these three formulations (P01216). The 5
mg ora lyophilisate formulation was found to be bioequivalent to the 5 mg tablet formulation and 5
mg of syrup with respect to both DL and 3-OH DL.

Estimates of Bioequivalence and the 90% Confidence Intervals for the Log-Transformed Cmax AUC(tf) and AUC
for DL and 3-OH DL in Healthy Volunteers Following Single Oral Administration of DL 5 mg Tablets, 5 mg oral

lyophilisate or 5 mg Syrup (n=28)

Protocol No. P01216

Comparison | Relative Bioavailability (%) | 90% Confidence Interval (%)
5 mg oral lyophilisate Versus 5 mg Tablet
DL?
5 mg ora lyophilisate/ Tablet AUC(I) 97.1 92-102
Cmax 91.5 85-99
3-OH DL?
5 mg ord lyophilisate/5 mg AUC(I) 97.0 93-101
Tablet
Cmax 935 87-100
5 mg ora lyophilisate Versus 5 mg Syrup
DL?
5 mg ord lyophilisate/5 mg AUC(l) 100.9 96-106
Syrup
Cmax 96.4 90-104
3-OH DL?
5 mg oral lyophilisate/ 5 mg AUC(l) 100.8 97-105
Syrup
Cmax 99.0 93-106

a Baanced dataonly: AUC(tf), AUC(I) and Cmax valuesfor Subjects Nos. 14 and 26 were not included in the

stetistical analysis (log-transformed) since they did not have datafor all treatments.

Therefore the DL ord lyophilisate tablet is interchangeable with both the conventional DL tablets and

DL syrup formulations.

The effect of food (a high-fat, high-caloric meal) and water on ora Iyophilisate bioavailability was
assessed in athree-way crossover design (Protocol No. P01419).
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Estimates of Bioequivalence and the 90% Confidence Intervals for the Log-Transformed Cmax and AUC(l) for DL and 3-
OH DL in Healthy Adult Volunteers After Single-Dose Oral Administration of DL oral lyophilisate Under Either Fasted
(With or Without Water) or Fed Conditions

Protocol No. P01419

Comparison | Relative Bioavailability (%) | Confidence Interval (%)
DL
Fed/Fasted with water AUC(l) 99.4 96-103
Cmax 874 82-93
Fed/Fasted without water AUC(l) 97.3 94-101
Cmax 84.3 79-90
Fasted without water/Fasted with water AUC(I) 102 98-106
Cmax 104 97-110
3-OH DL
Fed/Fasted with water AUC(l) 95.4 92-99
Cmax 93.9 89-99
Fed/Fasted without water AUC(I) 94.0 91-97
Cmax 92.6 88-98
Fasted without water/Fasted with water AUC(I) 101 98-105
Cmax 101 96-107

For all comparisons, AUC and Cmax parameters met the 80-125% bioequiva ence acceptance range
outlined in the European CPMP Guiddine for Investigation of Bioavailability and Bioeqguival ence,
with the exception of the DL Cmax parameter when the fed and fasted without water condition are
compared (90% CI 79-90%). However, this dightly lower Cmax value under the fed condition is not
cinically meaningful. Therefore, food and water administration had no dinicaly significant effect on
the biocavailability of DL or 3-OH DL from the oral lyophilisate tablet. These findings are expected
since no food effect has been previously identified with DL.

Tmax is 2.5 hr for DL and 4 hr for 3-OH DL in fasted subjects (without or with water); in fed subjects
these values are prolonged to 4 hr for DL and 6 hr for 3-OH DL. These data are given in section 5.2,
of the SPC.

Clinical efficacy

No clinical efficacy studies have been performed with the present DL oral Iyophilisate formulation.
Since the bioavailahility to the conventional DL tablet has been demonstrated and a compl ete program
of clinical efficacy and safety data has been presented during the authorisation procedure for DL 5 mg
film-coated tablets, the lack of clinica efficacy studies is acceptable for the present DL ord
Iyophilisate formulation.

Syrup
Clinical pharmacology

The pharmacokineti c properties of desloratadine syrup were investigated in healthy volunteers. The 6
studies enrolled a total of 120 subjects, comprising 30 subjects aged 19 to 45 and 90 paediatric
subjects; 54 aged 6 to 11 years and 36 aged 2 to 5 years old. The studies were conducted in
compliance with GCP.
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Overview of pharmacokinetic studiesis given in the table bel ow:

Study Primary Design Desloratadine Study
number objectivelvariable dose/compar ator populations
P00213 Bioeguivalence of Open-label, single 5 mg desloratadine tablet 24 male, 6 female
deslor.atadmetablet and dose, three-way cross- 5 mg desloratadine syrup after 19-45 years
syrup; food effect on over overnight fast or standardised
desloratadine syrup breakfast
P0O0270 Pharmacokinetic profile Open-label, single 5 mg desloratadine syrup 10 male, 8 female
of 5 mg desloratadine dose 611
Syrup years
P01126 Pharmacokinetic profile Open-label, single 2.5 mg desloratadine syrup 9 mae, 9 femae
of 2.5 mg desloratadine dose 611
SyTup years
C98-577 Pharmacokinetic profile Open-label, single 7.5 mg desloratadine tablet 9 male, 9 female
of 7.5 mg desloratadine dose 611
tablets years
P00225 Pharmacokinetic profile Open-label, single 2.5 mg desloratadine syrup 12 male, 6 female
of 2.5 mg desloratadine dose 0.5
SyTup years
P01125 Pharmacokinetic profile Open-label, single 1.25 mg desloratadine syrup 10 male, 8 female
of 1.25 mg desloratadine  dose

Syrup

2-5years

Pharmacodynamics
No new pharmacodynamics data have been provided. The pharmacodynamic properties of
desloratadine were evaluated in the Marketing Authorisation application for the desloratadine film-
coated tablets for adults and adol escents. No differences in pharmacodynamic properties of

desl oratadine are anticipated in the paediatric population.

Phar macokinetics

The biocequivalence of the desloratadine syrup formulation reative to the tablet was evauated to
assess the interchangeability of these 2 formulations. Bioequiva ence in adults was demonstrated in
Study P00213, which showed that oral administration of a 5.0 mg dose of desloratadine syrup
(0.5 mg/ml) and a desl oratadine 5.0 mg tabl et were bioequi val ent.

Estimates of Bioequivalence and the 90% Corfidence Intervals for the Log-Transformed Cmax and AUC(I) for DL
and 3-OH DL in Healthy Adult Volunteers Following Single-Dose Oral Administration of a DL 5.0 mg Tablet and
DL 5.0 mg Syrup (0.5 mg/ml) Formulation Under Fasted or Fed Condition

Formulation (Condition) Relative Bioavailahility (%) 90 % Confidence Interval
Dedloratadine

Syrup (fast)/Tablet (fast) AUC(l) 95.4 84-108
Cmax 92.5 84-102

Syrup (fed)/Syrup (fast) AUC(l) 104 92-118
Cmax 94.1 85-104

3-OH Desloratadine

Syrup (fast)/Tablet (fast) AUC(l) 94.9 89-101
Cmax 96.5 89-104

Syrup (fed)/Syrup (fast) AUC(l) 101 95-108
Cmax 87.2 81-%4

According to the literature, rhinitis in children shares most of the dinicad and thergpeutic
characteristics with rhinitis in adults. Therefore, in order to ensure that the same efficacy and safety is
achieved in children as demonstrated with desloratadine in adults, the applicant eval uated the dose of
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desloratadine that would result in comparable desloratadine and 3-OH desl oratadine exposure (AUC
and Cna) in children. The mean pharmacokinetic parameters presented in the table beow alow a
comparison of the exposure across al studiesin the syrup program.

In Vivo Sudy Data Summary

P00213 PO1228  P01228
(N =30/ (N=12) (N=24) C98577  P0O0270 P01126 PO0225  PO1125
Study Treatment) (N=18)  (N=18) (N=18) (N=18) (N=18)
Paramet  compound 5.0 mg 5.0mg
er Measured 5.0mg (Tablet)  (Tablet) 75mg 5.0mg 2.5mg 25mg 1.25mg
Mean (fasted (Tablet/Syrup)  Adults 1217  (Tablet) (Syrup) (Syrup) (Srup)  (Syrup)
(CV %)  condition) Adults years 6-11years 6-1llyears 6-1lyears 2-5years 2-5years
Crx DL (syrup) 2.30 (51) 530(39)  223(35) 536(41)  2.68 (50)
ngm  3-0HDL 1.03 (38) 177(57)  0.764(54) 127 (61) 0.644 (49)
(syrup)
DL (tablet) 2.44 (42) 225(25) 240(36) 7.04(42)
3&2;: ;L 1.06 (34) 0.804(36) 0.927(29) 1.63 (65)
tmx DL (Syrup) 3.58 (45) 278(73)  367(79) 294(79) 3.17 (63)
hr 3-0H DL 4.73 (39) 400(42)  444(42) 444(63) 4.89(35)
(syrup)
DL (tablet) 4.17 (50) 363(91) 2.81(80) 5.78 (54)
3&&: ;L 4.72 (41) 542 (52) 5.92(45) 6.22 (50)
AUC(tf) DL (syrup) 46.2 (71) 101(89)  48.6(88) 986(76) 420 (49)
nglr/ml 3-OH DL 26.0 (28) 43045  205(50° 337(1) 17.3(42)
(syrup)
DL (tablet) 45 8 (44) 617 (69) 52.7(49) 171 (75)
3@;: ;L 27.0 (25) 249(33) 329(35) 447 (59)
t» DL (syrup) 24.0 (23)° 186(49)  194(61) 18.7(60) 164 (55)
hr 3-0H DL 30.7 (21) 268(43)  281(65° 284 (67) 262 (78)
(syrup)
DL (tablet) 22.3(21) 234(61) 17.9(15) 193 (59)
3-OH 31.8 (21) 392(94) 27.4(18) 289 (57)
DL (tablef)

a n=17,t¥%could not be calcul ated for Subject No. 16.
b:  t¥%2=21(22) hours when the same blood sampling schemes are used in adults and paediatric subjects.

There was a high degree of variability expressed as percent coefficient of variation (%CV) associated
with AUC(tf) values. Contributing to the parameter variability was the presence of some pati ents who
were slow metabolisers in these studies. Slow metabolisers were defined as subjects with AUC (tf) 3-
OH desloratadine to desloratadine ratios of less then 10%. In Studies P00225, P00270, P01125, and
P01126 there were 2-3 slow metabolisers in each study, and in Study C98-577 there were 4 slow
metabolisers. A similar number of slow metabalisers have been reported in previous studies conducted
with desloratadine tablets in adults. No subjects were considered to be a slow metaboliser in
Study P00213.

Differences in t%2 were observed between adults and children. The mean t, of paediatric subjects
across studies following single dose administration of desloratadine ranged between 16.4 to 19.4
hours, compared with 21 (22) hours in adults (based on the same blood sampling scheme in adults as
in paediatric subjects). The difference (8-22%) was considered to be pharmacokineticaly unimportant.
The primary pharmacokinetic parameter, total body clearance, which is reduced in paediatric subjects,
resulted in the requirement to reduce the dose in order to provide the same exposure (Cmax, AUC) as
in adults.

In response to the List of Questions regarding the shorter t., in children compared to adults the
applicant argued that fewer blood samples had been taken in the paediatric studies compared to the
adults. When ty, was computed for adults in study P00213 based on the same blood-sampling scheme
as used in paediatric subjects t,, was 21 (22) hours. In study P01216 in which the syrup formulation
was aso studied in adults, a ty, of 17.9 (20) hours was observed. These data show that DL t., of the
same order of magnitude has been observed in children and adults.
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In order to make proper comparison of AUC(tf) between paediatric and adult subjects (P00213), the
common desloratadine concentration-time points (0, 1, 2, 4, 8, 12, 24, 48, and 72 hours) were
extracted from the individual studies and the AUC(tf) values were calculated. Since the comparisons
are being made across studies and due to the presence of dow metabolisers in some studies, median
AUC values as aopposed to mean values were used to compare exposure across studies.

Insubjects2to 5 and 6 to 11 years of age, asingle 2.5 mg (P00225) and 5.0 mg (P00270) oral dose of
desloratadine, respectively, resulted in median desloratadine and 3-OH ded oratadine AUC (tf) values
that were approximately 2-fold the desloratadine and 3-OH desl oratadine exposure observed in adults
(P00213) following a 5.0 mg desloratadine dose.

However, a 1.25 mg (P01125) and 2.5 mg (P01126) dose of desloratadine in subjects 2 to 5 and 6 to
11 years of age, respectivey, resulted in median desl oratadine and 3-OH desl oratadine AUC(tf) values
that were comparable to the exposure of desloratadine and 3-OH desloratadine observed in adults
(P00213) following a 5.0 mg desloratadine dose.

Consistent with AUC(tf) results, desloratadine and 3-OH desloratadine Cmax val ues in subjects aged
2 to 5 years and 6 to 12 years, following a 2.5 mg and 5.0 mg dose of desloratadine syrup were
increased in comparison to adults receiving a 5.0 mg desl oratadine dose. Following administration of
haf the initiad dose Cmax vaues in each age group were comparable to those observed in adults
receiving a 5.0 mg dose of desloratadine

In response to the List of Questions regarding the lower AUC in children compared to adults the
applicant compared AUC(1), a measure of exposure, for children and adults. Because desloratadine
exhibits linear pharmacokinetics in adults and is assumed to exhibit linear pharmacokinetics in
children, AUC(I) is equivalent to AUC at steedy state and is related to ha f-life as described bel ow:

AUC (1) = (Dose x F/IVd) x 1.44 x t,, (where Vd/F = apparent volume of distribution, ty, = termina
phase ha f-life).

Differences between the AUC(l)s for the children (n=36) and adults (n=30) were evaluated by an
unpaired t-test. There was no statistically significant difference (p=0.84) in the exposure between
children and adults at their respective recommended doses.

In summary, a1.25 mg and 2.5 mg dose of desloratadine syrup in paediatric subjects, aged 2 to 5 years
and 6 to 11 years, respectively, provides ded oratadine exposure comparabl e to the exposure observed
in adults receiving desloratadine 5.0 mg tabl ets. The desloratadine 5.0 mg dose was proven efficacious
in adult subjects with SAR and therefore paediatric subjects should have a therapeutic response at
similar desloratadi ne exposure.

In addition, when median desloratadine exposure from loratadine syrup in children is compared to
median ded oratadine expasure from ded oratadi ne syrup in the same age groups, these are shown to be
comparable. This further supports the safety and efficacy of desloratadine syrup in children at the
proposed dosage recommendations.

In the List of Outstanding Issues the CPMP questioned whether the doses proposed would result in
sub-optimal efficacy in certain children. In response the MAH stated that on the basis of the clinica
pharmacol ogy studies conducted with DL syrup, it was determined that a 1.25 mg and 2.5 mg dose of
DL in 2-5 and 6-11 year olds, respectivdy, matched the DL exposure produced by a5 mg dosein
adults. A 5 mg dose of DL syrup administered to adults resultsin a median AUC .72 hours) Of 35.3. This
is comparableto a median AUC (072 hours) OF 38.7 in 2-5 year olds receiving 1.25 mg of DL syrup and a
median AUC .72 haurg Of 38.4in 6-11 year olds receiving 2.5 mg of DL syrup.

A graphic summary of the median DL AUC, determinations from relevant clinical pharmacology
studi es performed with DL and loratadine syrup in adult and paediatric subjects is presented in the
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figure below.
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Comparison of median dedoratadine AUC valuesin paediatric and adult subjects administered
dedloratadine and loratadine syrup.

As shown in the figure above, the median DL AUCy is essentially the samein paediatri c subjects
administered age-corrected doses of DL syrup and adult subjects administered DL 5 mg, and
Importantly, these values are also similar to those in adults receiving 10 mg of loratadine syrup. The
CPMP concluded that the proposed posol ogy can be accepted as a variability towards alower blood
level has not been shown.

In Study P00213, it was demonstrated that food does not affect the pharmacokinetics of desloratadine
or 3-OH dedloratadine (according to PK andysis 3-OH desloratadine was aso bioeguival ent)
following the administration of the desl oratadine syrup formulation.

Clinical efficacy
No efficacy data have been submitted for this application. No efficacy data were recorded in the two
Phase |11 safety studies with the syrup formulation. Thisisreflected in section 5.1 of the SPC.

Desloratadine 5.0 mg once daily was agpproved as a safe and effective dose for the treatment of SAR
and CIU in adult and adol escent subjects. Pharmacokinetic studies have shown that the bioavailability
of desloratadine from 5.0 mg desloratadine tablets and 10.0 mg loratadine tables is essentialy the
same, with bioequivalent AUC (area-under-the-curve) vaues. Loratadine syrup (5.0 mg/5ml or
10.0 mg/10 ml) has been shown to effectivey reduce the symptoms of alergic rhinitis and allergic
skin disordersin children 2 years of age and older.

Based upon the results of the clinica pharmacology paediatric studies, desloratadine 1.25 mg once
daily and desloratadine 2.5 mg once daily administered using a syrup formulation were chosen as
appropriate doses for subjects 2 to 5 years of age and 6 to 11 years of age, respectivdly.
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Clinical safety
Film-coated tablet
Patient exposure in Seasonal Allergic Rhinitis

The total number of patients who has received desloratadine is 2,346; out of whom 1838 were
included in the multiple dose studies and 508 in the onset of action studies.

The magjority of the patients (93-98%) treated with 2.5, 5, 7.5, 10 and 20 mg were treated for 2 or more
weeks. Only patients in study C98-225 were treated up to 4 weeks (139 subjects receiving 5 mg and
145 receiving 7.5 mg desl oratadine.

The extent of exposureto dedoratadine 5 mg is shown in the table:

Number of subjects (N=659)

Length of exposure C98-001 C98-223 C98-224 C98-225 Total
> 1 dose 171 165 164 156 656
> 4 days 169 165 163 156 653
> 1 week 166 165 159 156 646
> 2 weeks 156 163 150 155 624
> 4 weeks NA NA NA 139 139
Unknown 1 0 0 2 3

NA: not applicable

Patient exposurein Allergic Rhinitis

A total of 3307 randomised subjects received either DL 5 mg (n=1655) or placebo (n=1652) in the
eight alergic rhinitis studies. At least 83% of the subjects were treated for the protocol-specified
length of time (2 or 4 weeks of dosing). The mgority of subjects (about 65%) were treated for 3-4
weeks, with more than 90% of subjects treated for at least two weeks. Approximately 50% of subjects
in the alergic rhinitis study groups (n=873 and 842 in the DL 5-mg and placebo groups, respectively)
were treated for 29-35 days.

Patient exposurein Chronic Idiopathic Urticaria

All 211 subjects who were randomised and received the proposed clinicd dose (5 mg QD) of
desloratadine in the Phase Il clinical program were evaluable for safety. The extent of exposure is
shown in the table bel ow.

Extent of Exposureto Treatment
Length of Exposure Desloratadine 5 mg QD Placebo QD
(n=211) (n=205)
1-7 days 211 205
8-14 days 202 178
15-21 days 192 159
22-28 days 181 150
29-35 days 177 146
36-42 days 176 138
43-49 days 132 108
> 50 days 7 1

Adver se events and serious adver se events/deaths
SAR studies

In the four multiple dose studies 43-49% of the subjects reported treatment emergent adverse events
(TEAES). Only 4-12% of the subjects reported TEAES in the paralld group onset of action studies
(C98-226 and 198-367) and no subjects reported TEAES in the two crossover onset of action studies
(198-448 and P00287).
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Most TEAEs were considered by the investigator unlikely to be rdated to treatment. The overall
incidence of TEAESs considered by the investigator to be possibly or probably rdated to treatment was
dlightly higher in the groups treated with desloratadine (20% in the 2.5 mg group, 17% in the 5 mg
group, 15% in the 7.5 mg group, 19% in the 10 mg group and 20% in the 20 mg group) than in the
placebo group (13%). There was no evidence of a dose-rdated trend within the desloratadine groups.

The number of patients and the percentage of patients reporting the most frequently occurring TEAES
(>2% of the subjects in any treatment group) are given below for the TEAES in the multiple dose
studi es considered by theinvestigator to be possibly or probably related to the treatment.

Incidence of TEAES reported by >2% of subjects by body system/Organ class (pooled data from the
four multidose studies):

Number (%) of patients

5 mg desloratadine Placebo

(n=659) (n=661)

No of subjects (%) with any related AE 111(17) 83(13)
Autonomic Nervous System 21(3) 13(2)
Mouth dry 21(3) 12(2)
Body aswhole- general disorders 56(8) 38(6)
Fatigue 17(3) 10(2)
Headache 38(6) 26(4)
Central and peripheral Nervous System 7(1) 6(<1)
Dizziness 6(<1) 6(<1)
Gastro-I ntestinal System Disorders 9(2) 15(2)
Nausea 4(<1) 5(<1)
Psychiatric System Disorders 22(3) 20(3)
Somnolence 14(2) 15(2)
Respiratory System Disorders 17(3) 15(2)
Epistaxis 3(<1) 4(<1)

The most common related TEAE with desloratadine 5 mg tabl ets was headache with 6% in subjectsin
the desloratadine groups and 4% in the placebo group. Other frequently reported TEAES were dry
mouth (3% for desloratadine, 2% for placebo), fatigue (3% for desloratadine, 2% for placebo) and
somnolence (2% for both desl oratadine and placebo).

Most of the AEs reported during the study were graded as mild to moderate in severity. The overall
incidence of severe adverse events was similar among the treatment groups with 3-5% in the
desloratadine groups and 3% in the placebo group. Headache was the most common rdated severe
adverse event occurring in 2% of the subjects in the 5 and 7.5 mg groups and in 1% in the placebo
group.

No life-threatening adverse events were observed and no deaths were reported during the study or
within 30 days after the last dose of study medication.

Allergic Rhinitis studies

A total of 16 serious adverse events occurred in 4,797 subjects treated in the AR studies (DL and
placebo), or during the screening period for the AR studies. There were no reports of death or life-
threatening adverse events. All serious adverse events were considered by the study investigators to be
unlikely rdated to study drug.

Three of the 16 serious adverse events were unintended pregnancies. Although pregnancy does not
meet the regulatory definition of a serious adverse event, pregnancy was for tracking purposes,
captured as a serious adverse event in the dinica database. Two pregnancies occurred in placebo-
treated subjects and 1 occurred during screening prior to study drug assignment. The thirteen serious
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adverse events occurred in the following groups: 5 in DL, 3 in placebo, and 5 prior to study drug
assignment (during the screening period).

The overall incidences of treatment-emergent adverse events (TEAES) in the AR study groups were
similar among the DL and placebo-treatment groups (about 40%). No unexpected adverse events were
reported. Headache, which occurred at the same frequency in DL - and placebo-treated subjects (15%),
was the only adverse event reported by >5% of subjectsin the AR studies.

The overall incidences of treatment-related TEAES in the AR studies were dso similar among the two
treatment groups (14% for DL and 12% for placebo). No related adverse event was reported by >5%
of subjects. Headache (4%), dry mouth (2%-3%), somnolence (2%), and fatigue (1%-2%) were
reported in similar proportions by the DL and placebo treatment groups.

The overdl frequency and pattern of treatment-rdated TEAES was similar among the individud
clinical programs and consistent with the AR studies. The incidence of related TEAES was also similar
for DL and placebo within each alergic rhinitis subtype: SAR (DL 17% and placebo 13%), PAR (DL
11% and placebo 11%), and SAR/Asthma (DL 16% and placebo 14%).

In generd, the overall incidence and pattern of adverse events in the pooled demographic subgroups
(by age, race, and sex) were consistent with those observed in the overall study population.

The overdl incidences of treatment-rdated adverse events seen in the AR pool are consistent with
pooled analysis of safety data from 10 studies of DL 5 mg (the eight studies included in the AR podl
and two studies in chronic idiopathic urticaria). Data from the 10 clinica studies were pooled for
compl eteness and to provide a common description of the adverse event profile in the labeling across
indications. Therefore Section 4.8 of the SPC reflects the pooled overdl frequency of adverse events
for DL 5 mg from these 10 studies.

No respiratory safety issues wereidentified for DL. The overall occurrence of TEAES associated with
the respiratory system in the pooled dlergic rhinitis studies was similar between DL 5 mg and placebo
(12% and 9%, respectively). There were no respiratory system safety issues identified in subjects
randomised in the two four-week studies in subjects with SAR and concurrent asthma (P00214 and
P00215).

Approximatdy 11% of subjects (in Studies P00214 and P00215) in each treatment group reported
TEAES associated with the respiratory system. The numbers of subjects reporting treatment-related
TEAES was low (<4%) and comparabl e between the DL-, placebo- and montel ukast-treatment groups
(3.5%, 2.6%, and 2.3%, respectively).

ClU studies

In the two multiple dose studies in CIU the overal incidence of adverse events classified as being
rdated to treatment with desloratadine was comparable to the incidence in subjects treated with
placebo as seen in the table bel ow.

Incidence of Treatment-Related Adverse Events Reported by > 2% of Subjectsin Either
Treatment Group, by Body System/Organ Class (All Randomised Subjects)

DL 5.0mg QD Placebo

(n=211) (n=205)

Any Treatment-Related Adverse Event ? 44(20.9) 29 (14.1)
Autonomic Nervous System Disor ders 8(3.8) 6 (2.9)
Mouth Dry 6(2.8) 6 (2.9)
Body Asa Whole —General Disorders 19(9.0) 8 (3.9
Fatigue 7(3.3) 1(<1)
Headache 12 (5.7) 8(3.9)
Central and Peripheral Nervous System Disorders 5(24) 6 (2.9)
Dizziness 5(24) 4(2.0)
Psychiatric Disorders 7(3.3) 8(3.9)
Somnolence 6(2.8) 8(3.9)

a Number of subjects reporting treatment-related adverse events at least once during the study. Some subjects may have
reported more than one adverse event.

There were no deaths or life-threatening events in either study.
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A total of 3 subjects (3/416) experienced serious adverse events during the period between signing of
the informed consent till 30 days after compl etion of the treatment. One subj ect, treated with
desloratadine, required hospitalisation for the removal of a kidney stone. One subject, treated with
placebo, had a positive pregnancy test at the end of the study, and the third subject reported an
anaphylacti c reaction during the screening phase prior to randomisation. None of these events were
considered to bereated to the treatment.

Fatigue is the only treatment-related adverse event that was more frequently reported by the
desl oratadine treated subj ects when compared to the placebo treated subjects (7 subjects vs. 1 subject).
The apparent imbalance in this incidence was mostly a chance event occurring in a small number of
subjects. Besides this, for the individua subject it might be difficult to discriminate between fatigue
and somnolence. Interesting to noteis that more subjects reported treatment related somnolence in the
placebo group than in the desloratadine group (8 vs. 6 subjects). The most commonly reported
treatment-rdated adverse event was headache, which occurred with a similar incidence in both
treatment groups (12 subjects in the desl oratadine treated group vs. eight in the placebo treated group).

All other treatment-rel ated adverse events reported with desloratadine occurred to a similar extent with
placebo. The severe trestment related adverse events occurred in <1% in both treatment groups. In
fact, only two subjects in each treatment group reported a severe treatment related adverse event. The
reported events in the desloratadine treated subjects were headache and fati gue versus headache and
gastritis in the placebo treated subjects. None of these events resulted in study discontinuation.

Disconti nuation due to adverse events in SAR studies

A total of 49 out of 2499 subjects (1838 treated with desloratadine and 661 with placebo) did not
complete the studies due to adverse events (1-3% across the desloratadine groups and 2% in the
placebo group). Most adverse events leading to discontinuation were due to concurrent illnesses
frequently associated with SAR. There was no apparent pattern in the occurrence with respect to
treatment group was seen. More than haf of the patients (32/49, 65%) discontinued due to sinusitis,
fatigue or headache

Disconti nuation due to adverse events in AR studies

Overdl, between 2% and 3.6% of DL and placebo subjects in the alergic rhinitis studies discontinued
due to adverse events. Most adverse events leading to study discontinuation were due to concurrent
illnesses frequently associated with AR (eg., sinusitis, upper respiratory tract infection, bronchitis,
etc.). No single adverse event was rdated to study discontinuation in >1% of DL-or placebo-treated
subjects. No subjects discontinued due to cardiovascular disorders or heart rate/rhythm disturbance.
Two DL -treated subjects, both randomised in the SAR/Asthma studies, discontinued due to chest pain
that was considered non-cardiacin origin.

Disconti nuation due to adverse eventsin ClU studies

A total of ten (10/416) subjects discontinued the treatment due to treatment-emergent adverse events
(6/211 in the desloratadine treated group vs. 4/205 in the placebo treated group). Most adverse events
leading to study discontinuation were due to a concurrent illness (in six out of the ten subjects). The
majority of these adverse events was of moderate severity (in nine out of the ten subjects) and was
judged unlikdy to be rdated to the therapy (in seven out of the ten subjects). None of the subjects
discontinued from the study due to adverse events associated with heart rate/rhythm disorders.

A total of three subjects discontinued the treatment due to treatment related adverse events (/211 in
the desloratadine treated group vs. 2/205 in the placebo treated group).

The event causing discontinuation in the subject treated with desl oratadine was nausea of moderate
severity. The events causing discontinuation in the placebo treated subjects were vomiting and
somnolence of moderate severity.

Laboratory findings
Clinical |aboratory parameters

Clinical laboratory tests were carried out at screening and at endpoint in the eight multiple dose
studies for AR and the two multiple dose studies in CIU. Median percent changes from basdine for all
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laboratory tests were evaluated. Overall only minimal changes were observed for al treatment groups
and there was no gpparent difference between the desloratadine treated groups and the placebo group.

The mgjority (= 81% for both desloratadine and placebo) in the AR studies had values within the
normal range at basdine and at endpoint. Median percent changes in laboratory results, stratified by
age, race, and sex showed no clinicaly reevant differences. There was no indication of a differentid
response to treatment between any of these sub-groups for any test, athough some of the subgroups
were too small for arobust analysis.

Vital signs

No change in any of the vital signs were observed in either AR or CIU studies that suggested a
treatment effect. The proportion of patients with at least a 30% change from pretreatment values in
blood pressure and heart rate was similar among treatment groups. Results of vital signs measurements
stratified by age, race and sex showed, overal, no clinical relevant differences between treatment
groups.

ECG-resultsin SAR studies

ECGs, including ventricular rate, PR, QR, QRS, QT, and QTc intervals, were evduated a basdine
and post-treatment. Overall, the magjority of ECGs were observed to be normal a both screening and
endpoint. Out of the 2469 subjects with both a basdline and an endpoint ECG, the investigators
considered only 3 to have had a clinical meaningful abnorma ECG.

One patient treated with 5 mg desloratadine in C98-001 had a 7% increase in the QT interva (431
msec at basdine, 465 msec at visit 5) and an increase in heart rate from 57 bpm at screening to 63 bpm
a endpoint. The changes were not accompanied by any clinical symptoms or cardiovascular adverse
events. The second subject treated with 5 mg desloratadine in study C98-001 had a septd infarction at
screening, which was dinicaly significant at endpoint. It was subsequently determined that the
abnormalities seen at endpoint were identical to the ones seen a screening. The third person (7.5 mg
desloratadine group in C98-223) had a clinically meaningful abnormal ECG at both screening and
endpoint with a QT, interval of 511msec at screening and 502 msec at endpoint. The patient was
discontinued after 3 days treatment, as this was a protocol violation. No clinical symptoms apart from
headache had been reported.

Mean percent changes in ECG intervd data including ventricular rate, PR, QRS, QT and QT interval
were evaluated. Overal there were no gpparent differences between any of the treatment groups. A
slight mean increase in ventricular rate was seen in the 20 mg desloratadine group (4.5 bpm) compared
to the placebo group (0 bpm in C 98-001, 0.1 bpm in pooled data). The mean QT interval decreased
by 1 to 4% in al the desloratadine groups and by 1% in the placebo group. For al treatment groups
the percent change from screening was >-10% and <10% for the majority of subjects.

ECG-resultsin AR studies

The incidence and pattern of cardiovascular adverse events in the DL-treatment group was similar to
that observed in the placebo group. This updated cardiac safety database includes data from additional
996 DL -treated and 991 placebo-treated subjects of which 74% were treeted for at least 29 days.

The proportion of subjects with at least a 30% change from Basdine in blood pressure or heart rate at
ether visit was similar among treatment groups. The frequency of other cardiovascular events was
similar with the exception of tachycardia, which occurred in three DL -treated subjects and no placebo-
treated subjects. There were two reports of syncope in one placebo-treated subject and one
montel ukast-treated subject. No syncopal episodes occurred in DL -treated subjects.

The mgjority of ECGs were normal at both Basdine and Endpoint. No appreciable effects of DL
treatment were observed on ECG intervals. In particular, no effects were observed on QTc intervas
caculated by the Friderida (FQTc) and Bazett (BQTc) formulae. Distribution data categorised as
percent changes from Basdine did not suggest a pharmacological effect for DL. There were no
noteworthy differences among age, race, and sex subgroups.

One of 996 ded oratadine subjects had clinicaly significant ECG changes. This subject had an ECG
that was normal at Basdline, but was considered abnormal and clinically significant at Endpoint. This
subject had a QTc value of 394 msec at Basdine that was prolonged at Endpoint (520 msec based on
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the Fridericia formula). These QTc vaues were consistent with those caculated using the Bazett
formula. Although the ECG was of poor quality, a manua reread confirmed the prolongation of QTc
at Endpoint. The prolonged QTc interval was not considered by the investigator to be an adverse
event. The subject had a history of fluid retention.

ECG-resultsin ClU studies

Out of the 211 subjects in the clinical program who received desloratadine, no severe or serious
adverse events rdated to the cardiovascular system were reported. No patients discontinued from the
study due to cardiovascular events. One desloratadine-treated subject reported palpitations of
moderate severity together with a severe fatigue resulting in interruption of the therapy. The subject
discontinued from the study due to a treatment failure. The ECGs at screening and a the final visit
were normal and the medica history for cardiovascular disorders was negative. Two other subjects
reported a mild hypertension as an adverse event (one in each treatment group); both were considered
to be unrelated to the treatment by the investigators.

ECGs, including ventricular rate, PR, QRS, QT, and QTc intervals were evaluated a screening and
endpoint (post-treatment). Most € ectrocardiograms in the studies were normal at both time points.
There were no apparent differences between the two treatment groups in ECG intervals (including the
QTcintervals) and no noteworthy differences between males and femal es. The age or race subgroups
were too small to draw definitive conclusions, however, there were no obvious differences between
groups.

Safety in special populations

Hepati ¢ impairment

No patients out of the 2346 desloratadine treated subjects reported an adverse event associated with
the hepatic system.

Only 2 out of 1838 ded oratadine-treated patients showed clinically meaningful devations in hepatic
enzyme levels. One subject in the 10mg desloratadine group of study C98-001 and 1 subject in the
7.5mg ded oratadine group of study C98-223. They had normal AST values at screening (18 U/L and
34 U/L, respectively) and eevated values a endpoint (159 U/L and 155 U/L). In the former it was
thought to result from the intake of creatinine powder, the latter subject refused to return for a repeat
laboratory evaluation.

Study C98-354 compared the pharmacokinetics of a single dose of desloratadine 7.5 mg in subjects
with normal liver function to subjects with various degrees of stable chronic liver disease. Namdy,
Pugh's Modification of Child's dassification score 5 to 6 (n=4), score 7 to 9 (n=4), and score 10 to 15
(n=4). Subjects with hepatic dysfunction had mean AUC and Cmax values of desloratadine that were
up to 2.4 times greater, respectivey, than healthy subjects. However, there was considerably overlap
of the AUC values of the 4 groups. There were no significant differences in the ty, among subjects
with hepatic dysfunction to that in normal subjects. Overal, 10 of 20 subjects reported TEAES. The
most frequently reported, regardless of severity of hepatic dysfunction, were headache and abdominal
pain. The mgority of the TEAES were reported as being mild. Vital signs showed no consistent
changes of clinical rd evance.

In response to the List of Questions interim results were submitted from a multiple dose study
(PO0272) in subjects with hepatic impairment. The overall incidence of AEs was similar for
desloratadine and 3-OH-desloratadine. AEs were reported in 5/11 subjects with moderate hepatic
impairment and in 5/9 subjects with norma liver function. Headache was the most frequently reported
AE (4/9), reported by subjects with normd liver function, while drowsiness was the frequent AE
(2/11) in subjects with moderate hepatic impairment.

Rend

There were no nateworthy findings relevant to the rend system in any of the studies performed in the
desloratadine clinical program in SAR. There was no evidence of any desloratadine-rdated effects on
serum creatinine levels or on BUN levds in 1838 desloratadine-treated subjects in the multiple dose
SAR studies.
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Study C98-355 is comparing the pharmacokinetics of a single dose of 7.5mg desl oratadine in subjects
with norma renal function to subjects with various degrees of stable chronic rena insuffid ency.

AEs were reported in 2/6 subjects each in the moderate, severe, and end-stage rena disease
(hemodialysis-dependent) groups. No AEs were reported in subjects with normal rena function or in
subjects with mild renal insufficiency. No AE was reported by more than 1 subject. One subject in the
severe rend insuffid ency group reported mildly increased liver function tests that were considered by
the investigator to be possibly related to treatment.

There was no indication of an increase incidence of AEswith increasing renal impairment.
Discussion on dinica safety

Intake of H;-receptor antagonists has been associated with a specific, potentialy fatal polymorphic
ventricular tachycardia termed torsade de pointes. This tachycardia is usually observed in the setting
of a prolonged QTc interval, often initiated following extrasystolic pauses. In order to evd uate the
cardiovascular properties of desloratadine the applicant has performed a separate cardiovascular safety
evaluation. In addition, an anaysis of the ECGs was conducted based on the CPMP guidelines for
assessment of the potential for QT interval prolongation by non-cardiovascular medicinal products
was performed.

In response to the List of Questions the gpplicant submitted data according to QTc at basdine. The
patients with normal QTc at basdine (n=2393, 96%) showed a comparable pattern for QTc-
prolongation between drug and placebo without evidence for a dose response No safety concerns
were identified for patients who entered the studies with borderline basdine (n=87, 3.5%) and
elevated basdine QTc-values (n=19, 0.8%). Neither in the patients with borderline basdine QTc nor
in patients with eevated basdine QTc was any increase of >30 msec observed. Based on this, no
evidence was found that desloratadine is associated with rd evant QTc-prolongation, even in patients
with borderline or abnormal basdine values.

To address the CPMP request to also consider individual values, the applicant submitted data on the
shifts between the categories normal QTc, borderline QTc and prolonged QTc according to the
CPMP-dassification. The shift pattern between the categories of normal, borderline, or prolonged QTc
of patients on desloratadine (2.5 to 20 mg) showed a random pattern without evidence of a drug effect.
At the same time, the shifts were comparabl e to placebo.

There were no AEs tha were reported by the "slow" metabolisers that were not reported by the
“normal” metabolisers. Also, there were no serious AES reported by the two groups. Overal, except
for gastrointestinal AEs reported in “normal” metabolisers during co-administration of desloratadine
and erythromyd n, headache was the most frequently reported AE by both groups. At the 5 mg dose
there is no difference in the percentage of subjects reporting AEs in the “dow” or “norma”
metabolisers. No adverse events reating to the cardiovascular system were reported and the
comparison of the e ectrocardiographic parameters for the “slow” and “normal” metabolisers showed
no clinically rd evant differences between the two groups. In summary the data shows that there are no
cinically meaningful differences with respect to the AE profile of the "slow" versus the "norma”
metaboliser.

Oral lyophilisate

Safety assessments for the 60 subject in the two studies P01216 and P01419 included adverse event
evaluations, clinical laboratory tests, physical examinations, vitals signs, and d ectrocardi ogram (ECG)
measurements. Single dose administration of DL oral lyophilisate, syrup or conventional tablet was
safe and well tolerated by most subjects. Most adverse events were mild to moderate in severity. The
maost commonly reported adverse event was headache, which occurred in 0-10% of subjects in each
individual treatment group of both studies. No subjects in study P01216 experienced an adverse event
that was considered related to treatment and only one subject in study P01419 experienced an adverse
event (headache) that was considered re ated to treatment.

There was one severe adverse event reported in study P01216. One subject, a 42-year-old mae
Caucasian, had devated AST, ALT and LDH. The subject was discontinued from the trial, and a
follow up laboratory examination on Day 21 demonstrated a resolution of these findings. These
changes were not considered trestment-rel ated.
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One subject in study P01419 reported a severe headache on two separate occasions.

Based on the Clinical Pharmacology studies, the 5 mg DL ora Iyophilisate tablet was found to be
bi oequivalent to the conventional 5 mg DL tablet formulation and 5 mg of DL syrup. Thereforeg, it is
expected that the 5 mg oral | yophilisate formulation will have the same efficacy and safety profile of
the 5 mg DL tablet. Additiondly, the bioavailability of DL and 3-OH DL from the ora Iyophilisate
formulation was not affected by the concomitant administration of food or water. Therefore, the 5 mg
ord lyophilisate formulation may be administered without regard to meals or water.

Syrup

In addition to the pharmacokinetic studies with desl oratadine syrup in children, the paediatric safety of
desloratadine was further evaluated in two phase |11 safety studies.

Study Primary Design Desloratadine Study
number objectivelvariable dose/compar ator populations
P00302 Phase I11 safety study of Single-centre, Desloratadine 2.5 mg once daily 52 males, 68
desloratadine in paediatric  randomised, double- (60 subjects) versus placebo (60 females
subjects, age6to 11 years  hlind, placebo- subjects) for 15 days
with a history of alergic controlled, parallel- 6-11 years
rhinitis or chronic group
idiopathic urticaria
P0O0303 Phase I11 safety study of Single-centre, Desloratadine 1.25 mg once 62 males, 49
desloratadine in paediatric  randomised, double- daily (55 subjects) versus females
subjects, age2to5years  hlind, placebo- placebo (56 subjects) for 15 2
with ahistory of allergic  controlled, parallel- days ->years
rhinitis or chronic group

idiopathic urticaria

The studies were performed in accordance with Goaod Clinical Practice.

Desloratadine syrup was evaluated at a 1.25 mg dose in children 2 to 5 years of ageand at a 2.5 mg
dosein children 6 to 11 years of age. A tota of 231 subjectsreceived at least 1 dose of study drug and
was evaluated for safety. Safety assessments included adverse event eva uations, clinical laboratory
tests, physical examinations, vitals signs, and € ectrocardiogram (ECG) measurements.

Both genders and primarily Black (66%) and Caucasian (33%) races were represented in these studies.
Similar to adults, the incidence of slow metabolisers (higher desloratadine exposure) is higher in
Blacks compared to Caucasians. The safety profile in Blacks in this Phase-lll paediatric dinica
program was not different from the remainder of the population. Therefore, it can be concluded that
the safety of desloratadine has been adequately eval uated for use in the paediatric population. The 2 to
5 year age group was stratified so that each year of age was adequately represented. The demographics
of the patient populations enrolled in these trials were similar and the dight differences between
treatment groups did not affect the results of these studies.

A summary of the demographic data for paediatric subjects with a documented history of allergic
rhinitis or ClU, 2to 5 years and 6 to 11 years of age, in the placebo-controlled studies (PO0303 and
P00302, respectively) is presented in the table bel ow.
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Summary of Demographic Data at Baseline (All Randomized Subjects)

2to5 Yearsof Age? 6to 11 Years of Age®
Demographic DL 1.25mg Placebo DL 2.5mg Placebo
Characteristics ONCE DAILY (N =56) ONCE DAILY (N = 60)
(N =55) (N =60)
Age (years)
Mean (SD) 3.5(1.26) 3.4(117) 7.9(1.51) 8.5 (1.67)
Median 4 3 8 9
Range (Min —Max) 2-5 2-5 6-11 6-11
Age Subgroup, n (%)
2to<3years 17 (31 18(32)
3to<4years 10(18) 11(20)
4to<5years 9 (16) 14 (25)
5to <6 years 19(35) 13(23) - -
6to<7years - -- 11 (18) 10(17)
7to<8years - -- 17 (28) 10(17)
8to < 9years -- - 12 (20) 8 (13)
9to < 10years - -- 9 (15) 13(22)
10to< 11 years - - 7(12) 11 (18)
1l1to< 12 years -- - 4(7) 8 (13)
Sex, n (%)
Male 31 (56) 31 (55) 31 (52) 21(35)
Female 24 (44) 25 (45) 29 (48) 39 (65)
Race, n (%)
Caucasian 13(24) 13 (23) 29 (48) 21 (35)
Black 42 (76) 42 (75) 30 (50) 38(63)
Asian 0 0 1(2 0
Hispanic 0 1(2 0 12
Weight (Ib)
Mean (SD) 39.2(8.70) 38.5(8.69) 72.0(25.83) 74.7 (22.70)
Median 37.0 375 65.0 69.5
Range (Min - Max) 26 -62 22-68 41-155 43-131
Height (in)
Mean (SD) 40.7 (5.40) 40.2 (5.14) 51.6 (5.03) 53.1(4.95)
Median 42.0 41.0 51.0 53.3
Range (Min - Max) 31-52 30-48 43-64 42 -63

SD = Standard Deviation; Min= Minimum; Max = Maximum; Ib = pound; in = inches.
a Clinica Study Report PO0303.
b:  Clinical Study Report PO0302.

All subjects in both studies completed their respective study. Two hundred and thirty subjects (all but
one subject) completed at least 14 days of treatment with desl oratadine syrup or placebo.

Adverse events

Adverse events reported in the paediatric clinical trials were noted on the diary card by the child’'s
parents or guardian. When the child returns to the investigative site, events noted on the diary card, or
mentioned by the parent/guardian, are discussed to determine the duration and severity of the event.

The overal incidence of adverse events was similar for the desloratadine and placebo groups (7.0%
and 10.3%, respectively), as shown in the table bdow. Among the 6- to 11-year-old subjects, the
incidence of adverse events was lower for subjects treated with desloratadine 2.5 mg (1.7% [1/60])
than for subjects treated with placebo (10.0% [6/60]). Among the 2- to 5-year old subjects, the
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incidence of adverse events was similar for subjects treated with desl oratadine 1.25 mg (12.7% [7/55])
and placebo (10.7% [6/56]).

Incidence of Treatment-Emergent Adverse Events by Body System/Organ Class and Treatment (All Randomized

Subjects)
Number (%) of Subjects ®
2to5years 6to 11 years Total
Body System/Organ Class DL1.25mg Placebo | DL25mg Pacebo DL Placebo
Preferred Term (N=55) (N=56) | (N=60) (N=60)|(N=115 (N=116)
Any Adver se Eventb 7(12.7) 6 (10.7) 1(1.7) 6(10.0) | 8(7.0) 12 (10.3)
Body As a Whole — General Disorders 4(7.3) 5(8.9) 117 4 (6.7) 54.3) 9(7.8)
Fever 3(5.5) 3(54) 0 0 3(26) 3(2.6)
Headache 1(1.8) 3(54) 1(1.7) 4(6.7) 2(7) 7(6.0)
Gagtrointestinal System Disorders 0 0 0 2(33) 0 2(17)
Gastroenteritis 0 0 0 2(3.3) 0 2(1.7)
Vomiting 0 0 0 2(33) 0 2(1.7)
Resistance M echanism Disorders 3(55) 2(36) 0 0 3(2.6) 2(17)
Infection, Vira 1(1.8) 1(1.8) 0 0 1(<1.0 1(<1.0)
CtitisMedia 0 1(18) 0 0 0 1(<1.0)
Varicella 2(3.6) 0 0 0 2(1.7) 0
Skin and Appendages Disorders 1(18) 0 0 0 1(<10 0
Rash 1(1.8) 0 0 0 1(<1.0 0
Urinary System Disorders 2(3.6) 0 0 0 217 0
Urinary Tract Infection 2(3.6) 0 0 0 217 0

a  Number of subjects reporting treatment-emergent adverse events at least once during the study. Some subjects may
have reported more than 1 treatment-emergent adverse event.

b Without regard to relationship to study drug.

The most common adverse events were headache (which was reported by | ess than 2% among subjects
in each of the desloratadine groups and 5% to 7% of subjects in the placebo groups) and fever (which
was only reported among desloratadine and placebo subjects in the 2- to 5-year-old group; 3 [< 6%]
subjects each).

No adverse events categorised as genera cardiovascular or heart rate and rhythm disorders were
reported. In addition, there were no reports of dry mouth (a sensitive indicator of anticholinergic
activity), somnolence, insomnia, fatigue, paradoxica excitability, or parakinesia.

With the exception of 1 report of moderate ear infection in the placebo group (2 to 5 years of age), al
adverse events, regard ess of age group or treatment, were mild in intensity.

Only 2 trestment-related adverse events were reported in the clinicd program: 2 (3.6%) of the
55 subjects in the desloratadine 1.25 mg group had adverse events (1 report each of headache and
rash) that the investigator considered possibly related to treatment. Both events were of mild intensity.
Neither adverse event led to discontinuation. The subject that experienced the rash had a history of
eczema on his arms, legs and feet since birth. The rash occurred on Day 11 and treatment was
interrupted for 4 days. The subject was administered a dose of desloratadine syrup on the last day of
treatment. No treatment-related adverse events were reported in the placebo group.

All treatment-emergent adverse events among the 6- to 11-year-old subjects who received either
desloratadine 2.5 mg or placebo were not considered related to treatment.

No deaths or severe adverse events were reported and no subject discontinued study treatment.

A tota of 6 subjects had treatment interrupted. One subject in the 2- to 5-year old group had treatment
with desloratadine 1.25 mg interrupted for 4 days due to an adverse event (rash; see above). Two
subjects in the 6- to 11-year-old group had placebo treatment interrupted for 1 day each because of
adverse events (both subjects reporting both gastroenteritis and vomiting).
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In addition, 3 subjects in the 2- to 5-year old group each missed 1 dose of study drug: 2 subjectsin the
desloratadine 1.25 mg group because of chicken pox and 1 subject in the placebo group because of
dental work.

There were no apparent trends in adverse event rates between the trestment groups based on age. No
adverse event was reported for more than 1 subject within each age group, with the exception of
headache, which was reported for two 5-year-old placebo subjects and two 11-year-old placebo
subjects. There were no apparent trends in adverse event rates between the treatment groups based on
sex and race, although the proportions of subjects in each subgroup were small.

Clinical Laboratory Evaluations

Mean changes from Basdine were examined for vital signs (diastalic and systolic blood pressure,
heart rate, and respiration rate) after 1 and 2 weeks of treatment. No mean changes in vital signs
indicative of atreatment effect were observed among subjects at either time point, regardiess of age
group or treatment. Results of vital signs evaluations stratified by age, race, and sex showed no
meaningful differences between subgroups.

No clinically rdevant changes in median laboratory test values were observed between treatment
groups. Median percent changes in laboratory results, stratified by age, race, and sex showed no trend
of adifferentia response in change from Baseline.

The magjority of subjects of all age groups remained within the normal range at Endpoint and no
clinicaly significant trends were observed. None of the individual changes was considered an adverse
event and no subject was discontinued from the study because of alaboratory abnormality.

Clinically meaningful laboratory abnormalities were pre-defined by the sponsor as a blood chemistry
vaue = 2.6 times the upper limit of normal, haemoglobin concentration < 9.4 g/dL, platdet count
< 74,000/pL, or white blood cdl count (WBC) < 2,900/uL. These definitions have been utilised by the
sponsor in studies involving subjects with other alergic conditions. The investigator aso determined
if these changes had clinical relevance.

Two subjects in the 2- to 5-year old group (desl oratadine 1.25 mg, 2) had values that met at least 1 of
these criteria. One ded oratadine subject had alow haemoglobin (9.5 ¢g/dl) at Screening that was also
low (9.3 g/dl) at the Final visit. A second desloratadine subject had a markedly el evated dkaline
phosphatase (1186 U/I) a Screening that was repeated 1 day later and found to be within the reference
range (243 U/l); at the Final visit, it was slightly above the reference range (398 U/I). No follow-up
data were available. All values were judged by theinvestigator to be of no clinical reevance.

Three subjects in the 6- to 11-year old group (desloratadine 2.5 mg, 1; placebo, 2) had values that met
at least 1 of these criteria. One placebo subject had liver function tests (ALT/AST) in the normal range
at Screening and had elevated levels at the Final visit (338 U/I, 214 U/I, respectivey). The devations
were not considered clinically significant and the subject was asymptomatic at study completion. No
follow-up datawere available. The other 2 subjects (1 desloratadine, 1 placebo) had abnormal
laboratory test values (platd e count, creatinine, respectively) at Screening that normalised at the Final
visit. The single abnormal value at fina visit, when taken in the overall context of the experience with
loratadine in children and adults, and the desloratadine clinical programin adults, is not considered
cinicaly relevant.

Cardiovascular Safety

Data from the recently approved application for desl oratadine 5.0 mg tablets demonstrated no

indi cation of any cardiovascular concerns for desloratadine. No clinically rd evant effect of
desloratadine on any € ectrocardiographic parameter was observed in clinical pharmacol ogy studies
conducted at 9 times the proposed dinica dose of 5.0 mg, or in combination with drugs that have the
potential to interfere with its metabolism.

Of the 231 subjects in the desl oratadine syrup clinical program, no treatment-emergent adverse events
categorised as generd cardiovascular or heart rate and rhythm disorders were reported; there were no
noteworthy differences among age, race, and sex subgroups. Vital signs eval uations showed that there
were no meaningful differencesin heart rate associated with desl oratadine syrup compared with the
placebo treatment. Overall, the majority of ECGs were normal at both Basdine and at Endpoint. There
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were no apparent differences among any of the treatment groups in ECG intervals, and no noteworthy
differences among age, race, and sex subgroups. Statistically significant differencesin ventricular rate
were observed in desloratadine syrup-treated subjects compared to placebo, but were not considered
cinicaly relevant.

ECGs were recorded at Basdline (last measurement occurring on or before treatment start date) and
within 1 to 3 hours after dosing following 1 week of treatment and also following 2 weeks of
treatment. In addition to the anal yses of the measured intervals QT, PR, and QRS, and the ventricul ar
rate (VR), analyses of the calculated parameters, Fridericia QTc and Bazett QTc, were also performed.

Changes from Basdine were categorised according to the following definitions: less than 30
milliseconds, 31 to 60 milliseconds, or 61 or more milliseconds.

The mgjority of ECGs, regardless of age or treatment group, was within normal limits at Basdine and
remained so after 1 and 2 weeks of treatment. No differences between treatments were apparent.
Abnormal ECG results are shown in the table bel ow.

Abnormal ECG Results

Screening Final Visit
Subject Parameter Day 1 Day 8 Day 15 Comment
Sex Visit 1 Visit 3 Visit 4
DL 1.25 mg |
P00303-068 Ventricular Rate (bpm) 170 102 119 Sinus tachycardia
Male Not clinically significant
Left axis deviation QRS 31°
P00303-115  Ventricular Rate (bpm) 167 160 122 Sinus tachycardia
Female Not clinically significant
P00303-080 Bazett QTc (msec) 388 452 451 Prolonged QTc (Visits 3,4)
Male Fridericia QTc (msec) 368 411 418 Not clinically significant
Ventricular Rate (bpm) 82 106 94
DL 2.5 mg |
P00302-037  Ventricular Rate (bpm) 65 63 59 Sinus bradycardia
Male Not clinically significant
P00302-071  Ventricular Rate (bpm) 59 66 54 Sinus bradycardia
Male Not clinically significant
P00302-045 Bazett QTc (msec) 477 399 405 Prolonged QTc (Visit 1)
Female Fridericia QTc (msec) 436 387 371 Not clinically significant
Placebo |
P00303-061 Ventricular Rate (bpm) 146 168 105 Sinus tachycardia
Male Bazett QTc (msec) 452 415 397 Not clinically significant
Fridericia QTc (msec) 390 350 362 Prolonged QTc (Visit 1)
P00302-038 Ventricular Rate (bpm) 65 62 54 Sinus bradycardia
Male Not clinically significant
P00302-077 Bazett QTc (msec) 409 398 473 Prolonged QTc (Visit 4)
Male Fridericia QTc (msec) 381 365 422 Not clinically significant
P00302-105 Bazett QTc (msec) 444 428 453 Prolonged QTc (Visit 4)
Male Fridericia QTc (msec) 426 417 431 Not clinically significant
P00302-086  Left ventricular Yes Yes Yes Left ventricular hypertrophy
Female hypertrophy Not clinically significant.
(Further evaluation: ectopic
atrial rhythm with high
voltage)
P00303-090 Bazett QTc (msec) 471 453 426 Prolonged QTc (Visit 1)
Female Fridericia QTc (msec) 422 413 390 Not clinically significant
P00303-117 Bazett QTc (msec) 468 429 441 Prolonged QTc (Visit 1)
Male Fridericia QTc (msec) 414 394 401 Not clinically significant

Among the 2- to 5-year olds, 2 subjects in the desloratadine 1.25 mg group had abnorma ECGs (sinus
tachycardia 170 bpm and left axis deviation QRS 31°; sinus tachycardia 167 bpm) at Basdine that

52/59 ©EMEA 2004



normalised by Day 15. One subject in the placebo group had a normal ECG at Basdline (146 bpm) that
was abnorma (168 bpm, sinus tachycardia) at Day 8, but normaised by Day 15 (105 bpm).

Due to the higher heart rates in children and due to the "over correction” of the Bazett formula at
higher heart rates, there were substantial differences between the QTc-values corrected by the
Fridericia and the Bazett formula. One male subject in the desloratadine 1.25 mg group had an
increase of the Bazett QTc by a maximum of 63 msec and of the Fridericia QTc by a maximum of 50
msec. Another subject in the placebo group had an increase of the Bazett QTc by a maximum of 64
msec and of the Fridericia QTc¢ by a maximum of 41 msec. Other subjects had magjor shortenings over
Basdine The pattern observed was a random pattern without evidence for a drug effect.

Among the 6- to 11-year alds, 3 subjects (desloratadine 2.5 mg, 1; placebo, 2) had norma ECGs at
Basdline that were abnormal at Day 8 or Day 15, and 1 subject (DL 2.5 mg) had an abnorma ECG at
Basdline that was norma at Day 8 and abnorma at Day 15. None of the changes were considered
cinically significant. The abnorma ECG findings included sinus bradycardia (DL, 2; placebo, 1) and
left ventricular hypertrophy (placebo). A further review of seriadl ECGs by the sponsor of the left
ventricular hypertrophy ECG showed an ectopic atrid rhythm with high voltage, not dinicaly
significant, and not suggestive of left ventricular hypertrophy. This remained unchanged from
Basdline throughout the treatment.

There were no statisticaly significant differences between the treatment groups in the ventricular rate,
PR, QRS, QT, Bazett QTc or Fridericia QTc intervals at Basdline in either age group.

Statisticaly significant differences between the two treatment groups in the 2- to 5-year old group
were noted for change from Basdline in ventricular rate (Day 8 and Day 15; p < 0.039) and QT
interval (Day 15; p = 0.046), but the differences were not considered clinically meaningful. Mean
values for ventricular rate in the desloratadine treatment group (102.1 bpm at Basdine) showed a
temporary increase at Day 8 (+4.29), then normdised at Day 15 (-0.71). Mean QT interval values for
the desloratadi ne treatment group (Basdine 319.6 msec) showed an increase of 3.56 by Day 15, while
for the placebo group (Basdine 318.3 msec) there was an increase of 13.04. There was no statistically
significant difference between treatments in the change from Basdine for PR, QRS, Bazett QTc or
Fridericia QTc intervals at either post baseline time point. No subject had a Fridericia QTc greater
than 430 msec at @ther time point.

There were no statistically significant differences between treatment groups in the 6- to 11-year old
group for change from Basdine in ventricular rate, PR, QRS, QT, or Fridericia QTc intervals a either
post basdine visit. One male subject in the placebo treatment group with a Basdine QTc of 419 msec
had a Fridericia QTc interval of 445 msec (slightly above the normal reference range) after 2 weeks of
treatment. No apparent trends for mean change and mean percent change from Basdine in ECG values
were observed by age, sex, and race.

For al ECG intervals, the percent change from Baseline for the majority of subjects was between
-10% and <+10% at both post basdine visits. There were no apparent differences between
desloratadine 1.25 mg, desloratadine 2.5 mg, and placebo for any of the ECG intervals. Subjectsin the
desloratadine groups had a greater frequency of increases = 20% in ventricular rate compared with the
respective placebo groups. Among subjects in the 2- to 5-year old group, 8 (15%) desloratadine
subjects and 2 (4%) placebo subjects had increases = 20% at both Day 8 and Day 15. Among subjects
inthe 6- to 11-year-old group, 4 (7%) desloratadine subjects and 1 (2%) placebo subject had increases
> 20% at Day 8, and 3 (5%) desloratadine subjects and 2 (3%) placebo subjects had increases = 20%
at Day 15. None of these changes were considered dinicdly significant.

Hepatic and Renal Safety

Safety data from the 2 Phase-11l paediatric studies for desloratadine syrup uncovered no particular
safety concerns rdevant to the hepatic or rena system. Of the 231 subjects in the desloratadine syrup
clinical program, no subject from the desloratadine group experienced adverse events associated with
the hepatic or rena system.

Post-marketing surveillance
Based on the assessment of the first Periodic Safety Update Report (PSUR) the MAH concluded that
during the expaosure period of January to June 2001, 26 spontaneous reports with alergic drug
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reactions were reca ved. The reporting rate was 0.002% (26/1,300,000). The ADRs include a number
of specific and non-specific descriptions of reactions, such as pruritus, rash, urticaria, angioedema and
bronchospasm. The following sentence was added to section 4.8 of the SPC and section 4 of the PL
through a Typel variaion:

"Very rare cases of hypersensitivity reactions, incduding anaphylaxis and rash, have been reported
during the marketing of dedoratadine”.

The following terms were introduced in the SPC and Package L eafl et following the assessment of the
third PSUR: “devated liver enzymes’, “bilirubin increased’, “tachycardia’, “palpitations’,
“diarrhoed’, “dyspepsia’, “abdomina pain”, “nausea’ and “vomiting”. The statement regarding
hypersensitivity was modified to mention the terms “angioedema’, “pruritus’ and “urticarid’.
Furthermore, section 4.8 of the SPC was reorgani sed by system organ class as requested by the CPMP.

Following the assessment of the fourth PSUR the following terms: ‘somnolence’ and ‘dizziness' were
included in the SPC. The addition of the term ‘somnolence’ was refl ected in subsequent changes to
section 4.7 (Effects on ability to drive and use machines) and 5.1 (Pharmacodynamic properties) of the
SPC. These changes were also reflected in the Package L esfl .

Desloratadine and hypospadia

On 25 April 2002, Sweden triggered areferral to the EMEA under Article 31 of Directive 2001/83/EC
for loratadine containing medicinal products. The reason was data from the Swedish Medical Birth
Registry (SMBR) suggesting that the use of loratadine during the first trimester of pregnancy may be
associated with increased risk of hypospadias (a non-life threatening condition in which the opening of
the penisis on the underside rather than the tip of the penis). As desloratadine is the mgjor metabolite
of loratadine a referral was therefore also triggered for desloratadine containing medicinal products.
The separate referra procedure for loratadine containing medicinal products is not addressed in this
EPAR since the CPMP is aso assessing other aspects of the safety and efficacy of these nationally
approved products. The following sdi entific discussion therefore only refers to the scientific discussion
and conclusions for the desloratadine referral.

Studies Conducted to Date

Swedish Medical Birth Registry (SVIBR)

In Sweden, drug use is recorded at the first antenatal care visit, which for at least 90% of pregnant
women is made before week 14 of pregnancy. The recorded drug use in the first trimester is entered
into the SMBR, and these data are thereafter linked to data on pregnancy outcome. Thus, drug useis
recorded prospectivdy to pregnancy outcome. Nearly all deliveries (at least 98%) in Sweden are
reported to the SMBR, i.e. about 90 000 / year, and the database contains more than 500 000
pregnancies.

In an analysis of data from the SMBR in November 2001, 15 cases of hypospadias were identified
among 2,780 loratadine-exposed pregnancies. The tota prevdence of hypospadias observed in the
SMBRis 2.1 out of 1000 pregnancies (boys and girls). The corresponding figurein children (boys and
girls) born by mothers who claim to have taken loratadi ne during early pregnancy was 5.4. The overal
adjusted odds ratio, stratifying for year of birth, maternal age and parity, was 2.3 [95% CI 1.4-3.6].
Among the 15 cases, the severity was recorded as mild in 11 cases, moderate in one case and not
recorded in 3 cases.

Hypospadias is a relatively common malformation. Reported background incidences show large
variation; however, the CPMP found that the total prevalence of hypospadiasin the SMBR falls within
the reported background incidences of 0.5 to 3 per 1000 live births.

The CPMP considered that possible biases that have been identified in the SMBR, including
misclassifications, would bias the risk estimate towards 1 or not affect it. The existence of
misclassifications should be viewed as contributing to the strength of the signal. That the effect of
non-differentia misdassification bias is to underestimate the real association is in line with known
epidemiologica theory and experience. That there would be any bias in the opposite direction eg.
through the recording of the drug use (the outcome of the pregnancy is not known at the time of the
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antenatal visit) or the diagnosis of hypospadias is unlikdy. The CPMP found that the known
confounding factors have been corrected for in the analyses (e.g. parity, smoking, age €tc).

The SMBR has analysed the occurrence of hypospadias with other antihistamines used for allergy
treatment. The CPMP concluded that there is no indication of a class effect, of ardation to underlying
disease or a bias agai nst this group of products as awhole.

Outcome of pregnancies in women taking desloratadine or loratadine

As of June 1 2002, the MAH’s post-marketing surveillance database contained 4 cases involving a
pregnancy and maternal exposure to desloratadine. No cases of foetal disorder or birth defects,
including hypaospadia, were reported.

The MAH had received approxi mately 250 reports of loratadine use during pregnancy. These included
the 15 hypospadia cases from the SMBR, and 8 spontaneous reports that were received following the
initiation of the Artide 31 referrd procedure. Based on these reports and taking the estimated
worldwide use of loratadine (over 15 10° patient days of therapy) into account, the CPMP concl uded
that the spontaneous reporting data did not raise concerns regarding the use of loratadine during
pregnancy. On the other hand, considering an expected considerable underreporting, these data are not
robust enough to conclude that use of loratadi ne during pregnancy is safe

No reports of hypospadias associated with | oratadine/desl oratadine were identified in a search of the
published literature. Three studies comparing the outcomes of loratadine-exposed pregnancies to
controls wereidentified.

The CPMP concluded that the three published studies do not indicate an increased risk of congenita
mal formati ons with loratadine/desl oratadine use. However, the total number of women exposed to
loratadine in these studies is less than 200, which is too low to conclude on the lack of risk.

Preclinical studies

External Male Genitalia Development and |mportance of Androgens

The CPMP concluded that antiandrogenic activity is the only currently known non-genetic mechanism
for induction of hypospadias. Neverthdess, there are examples where an association between
hypospadias and drug intake have been demonstrated in humans e.g. insulins and vaproic acid. In
these cases, possi ble mechanisms have not been established, but they are probably not directly related
to antiandrogeni c activity.

Moreover, the CPMP considered that there is no evidence from the literature or other sources
supporting that hypospadias induced via the known mechanism may occur without signs of other
hormonally reaed effectsi.e. signs of antiandrogenic actions.

Antiandrogenic endpoints in loratadine /desl oratadine studies

The CPMP assessed a number of parameters addressing antiandrogenic potentia, including
hypospadias in the loratadine and desl oratadine reproductive toxicity studies. One of these studies was
designed specificaly to evauate the potential antiandrogenic effect of loratadine in male rat offspring.
The CPMP considered that the results of this study demonstrated that loratadine did not affect the
development of the male F; genital tract, including hypospadias, in rats exposed throughout
organogenesis and early postnatal deve opment (up to day 4 post partum). The CPMP concluded that
there was no indication of antiandrogeni ¢ effects in the studied endpoaints.

Other birth registries and Case Control Studies

The MAH presented results from two other birth registries. When combined they provide experience
in 318 loratadine-expased women during the first trimester of pregnancy. Examination revealed no
reports of hypospadias associated with maternal [oratadi ne use and no evidence of an increased rate of
major congenital abnormalities among offspring of mothers exposed to loratadine during the first
trimester.

The CPMP considered that the presented registry data tend to confirm that loratadine/des oratadine
does not represent a magor teratogenic risk. However, even if no assodation between
loratadine/ded oratadine and hypospadia was identified, it can not be concluded that
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loratadine/ded oratadine does not increase the rate of hypospadias since the number of pregnanciesin
the registries was too small.

The MAH provided prdiminary results from a case control study. The CPMP concluded that the
priminary results show no increase in the odds ratio compared to a standard control population.
However, the sample size was limited and the confidence interva wide.

Overall conclusion on desloratadine and hypospadia

The CPMP conduded that the safety findings regarding hypospadia emerging for loratadine are
considered to be rdevant aso for desloratadine, being the major metabolite of loratadine, until the
opposite has been demonstrated.

The CPMP concluded that the benefit/risk bdance of desloratadine remains favourable and that the
available preclinical data for desloratading/loratadine does not indiceate that desloratadine has either
genotoxic or antiandrogenic potential.

The CPMP concluded that the SMBR provides a robust signa that loratadine exposure during
pregnancy increases the risk of hypospadia. Reasonabl e biases that have been identified in the SMBR,
including misclassifications, cannot explain the occurrence of the signal. Hence, the current findingis
either a chance finding or atrue drug effect. The preclinical data argue againgt atrue drug effect. Thus,
based on the available data, a causal rdationship can neither be confirmed nor exduded. As a
precautionary measure the CPMP recommended, that the SPC for desl oratadine containing medicina
products should be amended to state that the use of desloratadine during pregnancy is not
recommended. This change to section 4.6 of the SPC and section 2 of the Package Leaflet was
introduced through a Type Il variation.

The CPMP concluded that continued monitoring of desloratadine is warranted and that the signal
should be further investigated.

5. Overall conclusions and ben€fit/risk assessment

Quality
The quality of the film-coated tabl ets is considered to be acceptabl e when used in accordance with the

conditions defined in the SPC. Physicochemical and biological aspects rd evant to the uniform clinical
performance of the product have been investigated and are controlled in a satisfactory way.

The quality of the ord lyophilisate and the syrup is considered to be acceptable when used in
accordance with the conditions defined in the SPC. Satisfactory evidence is provided that product
manufacture is well controlled, that consistency of manufacture is achieved and that stable products
results.

Preclinical pharmacology and toxicol ogy

Desloraadine is the mgor active metabolite of loratadine. It is a more potent H; receptor antagonist
than loratadine itself and in most preclinical studies dedoratadine Crox and AUC were higher after
desloratadine than after an equimolar dose of loratadine. In particular, desloratadine is also a more
potent anti muscarinic agent than loratadine when tested at concentrations and doses which far exceed
those which exhibit antihistamine activity. Furthermore, this activity of desloratadineis not considered
to be of clinicd relevance.

The genotoxicity studies showed that neither desloratadine nor the major human metabolite 3-
hydroxy-desl oratadine are genotoxic.

The isoenzyme responsible for the mgor human metabolic pathway of desloratadine, eg.
hydroxylation in position 3 remains to be identified. However, pol ymorphism seems not to be related
to the classical CYP isoenzymes. Therefore, the drug interactions are anticipated to be less than for
loratadine.

Taking into account that the desl oratadine conventional 5-mg tablet formulation and the desloratadine
syrup and ora lyophilisates are bioequivaent, and based upon the pre-clinical data presented for the
film-coated tablet, no toxicological concerns were raised regarding the use of the desloratadine syrup
or ora lyophilisate formulations.
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Efficacy

Film-coated tablet

The data provided support the claim that doses of 5 mg or 7.5 mg are effective in reducing symptoms
of Seasona Allergic Rhinitis as compared to placebo. The results are corroborated by a pooled
analysis of the four trias, which showed desl oratadine 5 and 7.5 mg to be superior to placebo and the
effect of the two ded oratadine doses nat to be significantly different.

However, athough the mean change following desloratadine 5 and 7.5 mg might be statistically
significantly higher than following placebo, the numerica difference is small. The reduction of
symptom scores was between 25 and 30% from baseline, which seems to be in concordance with the
effect seen for other antihistaminesin SAR. However, it seems from the percentage of improvement in
Total Symptom Score that the clinical efficacy of 5 mg desloratadineis probably not superior to 10 mg
loratadine.

The efficacy of desloratadine has not been studied in active comparator trials. This was found to be
acceptable, as dedloratadine is the active metabolite of loratadine, which has been on the marke for a
long time. Moreover, pharmacokinetic data show that desloratadine exposure is essentidly similar
after 5 mg desloratadine and 10 mg loratadine.

The symptom cough was evauated in 3 out of 4 studies (C98-223, C98224 and C98-225). In none of
these studies did the mean change between basdline and post treatment vaues attain statisticd
significance compared to placebo. Thisis also the case for the symptom nasal congestion.

The onset of action for desloratadine has been demonstrated to occur from 1 to 2 hours after
administration.

Data provided in a Type Il variation was found to support the extension of the indication to Allergic
Rhinitis. The data showed that 5 mg desloratadine was effective in reducing the symptoms of AR
compared to placebo.

Data provided in a Type Il variation was found to support the extension of the indication to indude
Chronic Idiopathic Urticaria. The data showed that 5 mg desloratadine was effective in reducing the
symptoms of CIU compared to placebo.

Oral lyophilisate

The DL 5 mg film-coated tablet has been found to be effective in the trestment of allergic rhinitis and
chronic idiopathic urticaria. Bioequivalence of plasma profiles of the DL 5 mg oral Iyophilisate and
DL 5 mg film-coated tablet supports the efficacy of the DL 5 mg ord Iyophilisate formulation.

Syrup

The Clinical Pharmacology program completed by the sponsor has adequatdly evauated the
pharmacokinetics of desl oratadine syrup in paediatrics.

The exposure of desloratadine in 2- to 5- and 6- to 11-year olds, following the administration of a
single 1.25 mg and 2.5 mg dose of desloratadine syrup, respectivdy, is comparable to the exposure
observed in adults following a single dose of desloratadine 5.0 mg tablet.

Based on the demonstrated safety and efficacy of desloratadine in adults, and aso on a favourable
safety and efficacy profile from the considerable loratadine syrup exposure in the paediatric
population, it is anticipated that desloratadine syrup will be safe and efficacious in the paediatric
population.

The biocavailability of the syrup formulation is unaffected by the concomitant administration of food.

It is considered acceptable to extrapolate paediatric efficacy of desloratadine from the desloratadine
efficacy studies in adults, as a full clinical program has been performed with desloratadine in adults
and since the nature and course of the diseases (alergic rhinitis and CIU) are similar in adults and
paediatric patients.
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Safety

Film-coated tablet

In apooled analysis of safety data from ten studies of DL 5mg tablet in severd indications (including
the AR and CIU indications) the most common related TEAE was headache with 4.5% in subjectsin
the desloratadine 5 mg group and 3.9% in the placebo group. Other frequently reported TEAES were
dry mouth (2.6% for desloratadine, 1.8% for placebo), fatigue (1.8% for desloratadine, 0.6% for
placebo) and somnolence (1.9% for both desl oratadine and placebo).

Most of the AESs reported during the studies were graded as mild to moderate in severity. The overall
incidence of severe adverse eventsin the SAR studies was similar among the treatment groups with 3-
5% in the desloratadine groups and 3% in the placebo group. In the CIU studies severe treatment
related adverse events occurred in less than 1% in both treatment groups.

Neither the mean values QTc nor the individual changes showed an effect of desloratadine on QTc
compared to placebo.

The polymorphism in the metabolism of desloratadine did not lead to higher adverse event rates or
new adverse events and it was not associated with a change in cardiovascul ar safety.

The enzyme(s) as well as the tissue site(s) responsible for the metabolism of desloratadine to its
primary metabolite 3-OH-desl oratadi ne has not yet been identified. However, it is anticipated that the
potential for PK interactions of desloratadine is low, as the metabolism does not appear to be mediated
by a known cytochrome P450 enzyme and the drug is neither a substrate or an inhibitor of p-
glycoprotein.

Normal metabolisers with moderate hepatic impairment could experience a 3-fold increase in the
desloratadine exposure (median AUC). However, no apparent difference between the exposure to
desloratadine in slow metabolisers with and without hepatic impairment was seen. Given that the
increasein median exposure between normal and poor metabolisers is 6-fold and that there is no major
differences in the safety profile for poor and norma metabolisers a dose reduction is not
recommended in patients with hepatic i mpairment.

Patients with varying degrees of renal impairment, who were norma metabolisers has a 1.5-2.5 fold
increase in AUC for dedloratadine and minimal changes in 3-OH-desloratadine concentrations,
therefore a warning concerning the use in patients with rena impairment is recommended. This is
reflected in the SPC (see section 4.4 Special warnings and specid precautions for use).

Oral lyophilisate

The DL 5 mg film-coated tablet has been found to be safe in the treatment of alergic rhinitis and
chronic idiopathic urticaria. Bioequivalence of plasma profiles of the DL 5 mg oral Iyophilisate and
DL 5 mg film-coated tablet supports the safety of the DL 5 mg oral Iyophilisate formulation.

Syrup

Adverse events, vital signs, and ECG data from the Phase-111 clinica trias in the syrup clinical
program uncovered no significant indication of cardiovascular concerns with desloratadine syrup at
the proposed dosages for children 2 to 11 years of age.

Benefit/risk assessment
Film-coated tablet
The overall benefit/risk assessment is considered to be positive considering that

» theclinica efficacy as compared to placebo seems comparable to other established antihistamines,
although the efficacy of 5 mg desloratadine is probably not superior to 10 mg of loratadine

» dthough the isoenzyme responsible for the major human metabolic pathway of desloratadine
remains to be identified, the polymorphism seems not to be rdated to the classcd CYP
isoenzymes and drug interactions are theref ore anticipated to be |ess than for | oratadine

* there are no safety issues induding changes in cardiovascular safety associated with desloratadine
or the observed polymorphism.
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Oral lyophilisate

The overall benefit/risk assessment is considered to be positive considering that

» Dedoratadine 5 mg film-coated tablet is considered a safe and effective dose in the treatment of
AR and CIU in adults and adol escents.

«  Pharmacokinetic studies have shown that oral administration of a 5 mg ora Iyophilisate is
bioequivalent to adose of 5 mg ded oratadine film-coated tablets

The DL 5 mg film-coated tablet has been found to be safe in the treatment of alergic rhinitis and
chronic idiopathic urticaria. Bioequivalence of plasma profiles of the DL 5 mg oral Iyophilisate and
DL 5 mg film-coated tablet supports the safety of the DL 5 mg oral Iyophilisate formulation.

Syrup
The overall benefit/risk assessment is considered to be positive considering that

- Dedoratadine 5 mg film-coated tablet is considered a safe and effective dose in the treatment of
AR and CIU in adults and adol escents.

«  Pharmacokinetic studies have shown that oral administration of a 5 mg desloratadine syrup is
bioequivaent to adose of 5 mg ded oratadine film-coated tablet in adults

The expaosure of desloratadine in 2- to 5- and 6- to 11-year olds, following the administration of a
single 1.25 mg and 2.5 mg dose of desloratadine syrup, respectivdy, is comparable to the exposure
observed in adults following a single dose of desloratadine 5.0 mg tablet.

Recommendation

Based on the CPMP review of data on quality, safety and efficacy, the CPMP considered that the
benefit/risk profile of Azomyr in reieving the symptoms of alergic rhinitis and of chronic idiopathic
urticaria was favourable and therefore recommended the granting of the marketing authorisation for
Azomyr 5 mg film-coated tablet, Azomyr 5 mg oral Iyophilisate and Azomyr 0.5 mg/ml syrup.
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