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1. Background information on the procedure

1.1. Requested Type |11 variation

Pursuant to Article 16 of Commission Regulation (EC) No 1234/2008, Merck Sharp & Dohme Limited
submitted to the European Medicines Agency on 3 October 2013 an application for a variation, following

a worksharing procedure according to Article 20 of Commission Regulation (EC) No 1234/2008.

This application concerns the following medicinal products:

Medicinal product: Common name: Presentations:
Silgard HUMAN PAPILLOMAVIRUS VACCINE See Anhiex)A
[TYPES 6, 11, 16, 18] (RECOMBINANT,
ADSORBED) e
Gardasil HUMAN PAPILLOMAVIRUS VACCINE Sve Annex A
[TYPES 6, 11, 16, 18] (RECOMBINAMNT, |
ADSORBED) |
The following variation was requested:
Variation(s) requested Type
C.l.4 C.1.4 - Change(s) in the SPC, Labelling or Pl aweto ./ 1iew quality, 11
preclinical, clinical or pharmacovigilance gata

The WSA proposed the update of section 4.2 and 5.1 of thg Swnmary of Product Characteristics (SmPC)

to include an alternative 2-dose vaccination schedules=, children aged from 9 to 13 years. The Package

leaflet was proposed to be updated accordingly.

In addition, the MAH proposed to express the quantity of aluminium salt in milligrams instead of
micrograms in order to harmonise with the®vivalaent HPV vaccines in section 2 of the SmPC, PL and

Labelling.

Furthermore, the WSA proposed this woportunity to bring the Pl in line with the latest QRD template

version 9.0 and to implement rnzifigrsinguistic changes.

The requested variation waorkaharing procedure proposed amendments to the Summary of Product

Characteristics, Annex Il," . abzlling and Package Leaflet.

Appointed Rapportetr tor the WS procedure: Kristina Dunder

1.2. Stepstaken for the assessment

Submissipradate:

3 October 2013

Start o& rocedure:

20 October 2013

Réprarteur’s preliminary assessment report circulated on:

21 November 2013

l_h_'ipporteur’s updated assessment report circulated on:

13 December 2013

[“*equest for supplementary information and extension of timetable adopted by
the CHMP on:

19 December 2013

MAH’s responses submitted to the CHMP on:

17 January 2014

Rapporteur’s preliminary assessment report on the MAH’s responses circulated
on:

3 February 22014

Rapporteur’s final assessment report on the MAH’s responses circulated on:

14 February 2014

CHMP opinion:

20 February 2014
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2. Scientific discussion

2.1. Introduction

Quadrivalent Human Papillomavirus (HPV) (Types 6, 11, 16, 18) recombinant vaccine, also referred to as
gHPV vaccine, is a recombinant protein particulate (virus-like particle [VLP]) vaccine for the prevention of
premalignant genital lesions (cervical, vulvar and vaginal) and cervical cancer causally related to certain
oncogenic Human Papillomavirus (HPV) types and genital warts (condyloma acuminata) causally related tO
specific HPV types. Gardasil/Silgard is a vaccine for use from the age of 9 years for the prevention of;

e premalignant genital lesions (cervical, vulvar and vaginal) and cervical cancer causally telct<u)to
certain oncogenic Human Papillomavirus (HPV) types

e genital warts (condyloma acuminata) causally related to specific HPV types

QHPV vaccine was evaluated in over 20,000 subjects in pre-licensure clinical trials wkian administered in 3
doses (0, 2, and 6 months). Gardasil/Silgard was licensed based on the safety, immuncaenicity and efficacy
of a 3-dose primary vaccination schedule.

Efficacy of qHPV in girls and boys 9- to 15-year old has been inferred based < n demonstration of non-inferior
antibody responses to 3 doses of gHPV vaccine when compared with artitody responses in young adult
women 16 to 45 years of age, the populations in which efficacy hasgoeari"shown. Moreover, ongoing
follow-up studies of vaccinated cohorts have so far seen no brea!t¢arewgl. cases of cervical intraepithelial
neoplasia (CIN) 2/3 caused by vaccine HPV types for up to 8 yearsifor 3-dose recipients of qHPV vaccine and
up to 9.5 years for recipients of a monovalent HPV 16 mayar carsid protein (L1) virus-like particles (VLP)
vaccine. Similarly, there have not been breakthrough cases otwaccine type genital warts in follow-up studies
in women or men who have received the 3-dose regiraen)of gHPV vaccine. Additionally, a long term
follow-up study in young adolescents who were veccinated at 9 to 15 years old (Protocol 018) has shown
continuing effectiveness against high grade legions after 8 years follow-up.

Despite the extensive experience and datatase demonstrating the protective efficacy of a 3-dose HPV
vaccine regimen, public health authcritias iinseveral geographic regions are currently interested in using a
2-dose regimen to vaccinate young (adoiascents. Because there is no threshold level of antibody or other
attribute of a vaccinated individyal that can be characterized as a correlate of protection, the ultimate
effectiveness and durability oftalteviative dosing regimens over the long term are unknown at this time.
There are no specific data«ir text in the product labels to support these alternative regimens. Some
governmental and pubtic hea.th authorities (e.g., Mexico, some Canadian provinces [Quebec and British
Columbia]) have prgpcsec a modified 3-dose regimen (0, 6, and 60 month) for girls 9 to 15 years of age. In
May 2013 Quebef puitished their final decision to use 2 doses going forward. A third dose of vaccine at a
60-month inteiyaais still under discussion in some regions outside of Quebec and has not been fully
implemente ] bécause its need has not been demonstrated. Notably, there are no data on the
immunegeriicity of a 0, 6, 60 month regimen. The third dose is being considered as a safety net against
potential poor effectiveness of a 2 doses schedule of HPV vaccine. The Swiss Federal Vaccination Committee

CF) end the Swiss Federal Public Health Office (OFSP) recommend 2 doses at an interval of 4 to 6 months
fargirls 11 to 14 years of age. A third dose could be used for a subsequent dose if this should prove
necessary. The Joint Committee on Vaccination and Immunisation (JCVI, UK) requested that HPV vaccine
manufacturers provide available data and perspectives regarding 2-dose schedules and discussed this topic.
On a global basis, there are indications that the World Health Organization Strategic Advisory Group of
Experts (WHO SAGE) may also discuss this topic. Furthermore there is interest from public health authorities
in Latin America.

Investigations of reduced dosing regimens began just as the long term follow-up studies of young
adolescents and sexually active women who received 3 doses of the gHPV vaccine were getting underway.
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Data from these studies are becoming available at this time and show that 3 doses of vaccine provide
durable protection against high grade disease and genital warts over 6 to 8 years following vaccination.
Serological evidence also shows seropositivity against the HPV types in the vaccine at 8 and 9 years following
vaccination in young adolescents and sexually active young women, respectively. These studies are
ongoing.

This variation application is supported by a clinical study entitled: A Randomized Clinical Trial to Assess the
Immunogenicity of a 2-Dose Schedule of the Quadrivalent Human Papillomavirus Vaccine in Younger
Adolescents compared to a 3-Dose Schedule in Young Women. In addition, reference is made to publishel!
studies with different vaccination schedules of qHPV vaccine and the bivalent HPV vaccine.

As a consequence of this data, the MAH proposed the update of the SmPC sections 4.2 and 5.1¢0iths
Summary of Product Characteristics (SmPC) to include an alternative 2-dose vaccination schedu!e in
children aged from 9 to 13 years.

2.2. Clinical Efficacy aspects

2.2.1. Methods — analysis of data submitted

Study objectives:

Primary Objective Part 1: To determine if antibody responses to(1P\itypes 16 and 18 are non-inferior
after a 2-dose paediatric regimen as compared to a 3-dose adulf regirnei of gHPV vaccination, with
responses measured at Month 7.

Primary Objective Part 2: To compare the serum antibodyyresponses to HPV 6, 11, 16 and 18 at months
18, 24 and 36 after a 2-dose adolescent, 3-dose adol{:scent or 3-dose adult regimen of gHPV vaccine.

Secondary Objectives Part 1: (1) To demonstrate tiiat 2-doses of qHPV vaccine administered to 9 to 13
year old females produced a serum antibody reanonse to HPV 6 and 11 that was similar to the response seen
in 16 to 26 year old females; (2) To evalua e tite antibody response to HPV 16 and 18 in 9 to 13 year old
females after a 2-dose versus a 3-deseqgHrV regimen; (3) To evaluate seroconversion rates to HPV 6, 11,
16 and 18 at 7 months; (4) To evaluateythie memory B cell and T helper cell mediated immune response to
gHPV vaccine in the 2-dose adolescarie’3-dose adolescent and 3-dose adult arms.

Secondary Objectives Part 2: To evaluate the memory B cell and T helper cell mediated immune
response to qHPV vaccine 1.3 th2 2-dose adolescent, 3-dose adolescent and 3-dose adult arms.

Study design:

Post licensure, rZnaaniized, controlled, multi-centre study with 3 parallel groups in 2 age strata receiving
open label gERVawveaccine. There were 3 study centres with approximately 1/3 of the total number of subjects
enrolled at eact site.

Subjec's aiyed 9 to 13 were randomly assigned to receive either 2 or 3 doses of gHPV vaccine and subjects
2ge J7L0 to 26 received 3 doses of qHPV vaccine. During Part 1 subjects in all groups had two 10 mL blood
saroles collected. Subjects at Centre 01 provided an additional 10 mL blood sample collected to facilitate
auditional immunoassay in that subset of participants. At the study visits on Month 0, Month 2 and Month 6
all examinations and specimen collections took place prior to vaccination.

Diagnosis/Inclusion criteria: Subjects who the investigator believed could and would comply with the

requirements of the protocol may have enrolled in the study; females between, and including, 9 to 13 years
(before 14th birthday) and 16 to 26 years of age (before 27th birthday) at the time of the first vaccination;
ability to provide written informed consent (and assent where applicable); Healthy (stable chronic conditions
acceptable) at Visit 1 (Month 0); Not pregnant (as determined by negative urine pregnancy test); Four or
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fewer sexual partners over lifetime as reported by subject (sexual intercourse defined as penetrative vaginal
intercourse).

Evaluation criteria: The primary immunogenicity endpoints are serum antibody concentrations to HPV
(Types 16 and 18) at Month 7. The per-protocol immunogenicity (PPI) population will serve as the primary
population for the analysis of serum antibody concentrations to the 4 HPV types (6, 11, 16, and 18). To be
included in this population, subjects must: (1) Have seronegative (below the serostatus cut-off) results to
each HPV type at study enrolment (according to the cLIA) and for women, have PCR negative results to each
HPV type at study enrolment. Individuals who, at study enrolment, are positive for antibodies to any of HP\!
6, 11, 16, or 18 (according to the cLIA) or women who are PCR positive to HPV 6, 11, 16 or 18 will be
excluded from the per-protocol analysis of vaccine response for the same antigen; (2) Have no qtixei
protocol violations at study enrolment or at specific visits. Generally, the protocol violators inclu¢ 2d 2ubjects
who did not receive all injections with the correct dose of the correct clinical material and/or diag\not adhere
to all study procedures.

Statistical planning and analysis: The primary endpoint analysis is an Analysis onVeariance (ANOVA) to
test differences in the Geometric Mean Titers (GMTs) of HPV 16 and 18 at Monthy7 \\un-inferiority of any
treatment arm was declared if lower bounds of the multiplicity-adjusted 95% CI5 ¢r GMT ratios (study
arm/control arm) for HPV16 and 18 were greater than 0.5.

2.2.2. Results

Study Subjects/Patients and Data Sets Analysed

The number of subjects by treatment group and vaccination, ieinber is as follows:

- 2 dose girls: 259 subjects had their first vaccin{itioi); 253 subjects had their second vaccination.

- 3 dose girls: 261 subjects had their first anuiysecond vaccinations; 254 subjects had their third
vaccination.

- 3 dose women: 310 subjects had thannfi’st vaccination; 304 subjects have their second vaccination;

301 subjects had their third vaosiration.

The primary analysis of immunogeiiicity was based on the HPV type-specific Per- Protocol Immunogenicity
(PPI) population. HNRT (HPV haivasio the Relevant Type) immunogenicity population was used for
supportive analyses.

One exception to the PF\ is Patient 2113. Her planned randomization was the 2 Dose Girls group but she
received 3 doses solshie s included in the 3 Dose Girls group.

Exceptions wete inade to the protocol defined visit windows in order to match publication results (Dobson et
al., JAMA, 2(013)y The Month 18 visit window was changed relative to the study protocol from 504 + 56 days
to 547 23,58, aays, to more accurately reflect an 18 month interval.

Derficardphic and Other Subject Characteristics

Theytwo groups of girls were well balanced with respect to the demographic and sexual history
chiaracteristics (not shown in this AR).

Immunogenicity results
Primary Objectives: Anti-HPV 16 and 18 2-Dose Girls / 3-Dose Women at Month 7

In order to address the primary immunogenicity objectives of this study, anti-HPV 16 and 18 serum
Competitive Luminex immunoassay (cLIA) GMTs at Month 7 were compared between the 2-dose girls
vaccine group and the 3-dose women vaccine group. A one-sided test of non-inferiority was conducted.
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Table 2 presents the results of the per-protocol analysis. The estimated GMTs, fold-difference in GMTSs,
associated 95% confidence interval, and p-value for testing the null hypothesis of inferiority of anti-HPV 16
and 18 responses are shown. The statistical criterion for non-inferiority with respect to GMT required that the
lower bound of the 95% confidence interval for the fold difference in anti-HPV 16 and 18 GMTs (2-dose girls
/ 3-dose women) is greater than or equal to 0.5. The table shows that non-inferiority of the anti-HPV 16 and
18 GMT response in the 2-dose girls vaccine group, relative to 3-dose women vaccine group, is
demonstrated. In fact, the estimated Month 7 anti-HPV 16 and 18 GMTs were numerically higher in the
2-dose girls vaccine group, than the 3-dose women vaccine group. Results are similar after adjusting for
investigative site. Results are similar for the HPV Naive to the Relevant Type (HNRT) population. The garie
analysis was performed using the IgG assay; the fold-differences for types 16 and 18 were 2.13 (95% Ci:
1.81; 2.49) and 1.88 (95% CI: 1.58; 2.24) respectively. Conclusions do not change for the PPlrand«NRT
populations.

Table 1. Statistical Analysis of Non-Inferiority Comparing Month 7 HPV cLIA Geometriv. Mean Titers
(HPV-types 16 and 18) Between Subjects Who Received qHPV Vaccine (Per-Protocol «nwinogenicity
Population)t

Companson Group
2-Dose Gurls 3-Dose Women
(Comparnson Group) (Reference Group) Sstimated
(N =239 N =310) Feld Difference
Estimated Estimated | Comp Grp / Ref Grp p-Value for
GMT GMT

Assay (cLIA) n (mMU/mL) n (MU L) (93% CI) Non-Inferiority®
Anti-HPV 16 243 7.456.6 246 {5745 2.09 (1.68. 2.60) =0.001
Anti-HPV 18 243 1.2073 264 5614 1.83(1.52.2.19) =0.001
Overall conclusion: The non-inferiority criteria were met for Loth | HPV types.

T The per-protocol immunogenicity population includes ¢!l stipjects who were not general protocol violators, received all
vaccinations, were seronegative at enrolment and wemen yere PCR negative at enrolment for the relevant HPV type(s),
and had a Month 7 serum sample.

I Non-inferiority for GMTs is defined as the lowe( bownu of the 95% confidence interval greater than or equal to 0.5.
The estimated GMT, fold difference, associatea‘zonfidence intervals, and p-values are based on a statistical analysis
model that only includes treatment.

N = Number of subjects randomized to t/ie Waspective vaccination group who received at least 1 injection.

n = Number of subjects contributing ta,tiva 21alysis.

Cl = Confidence interval; GMT = Ge(:me\ric mean titer; mMU = Milli Merck units; cLIA = Competitive Luminex
immunoassay.

Secondary Objectives: Aati-APV 6 and 11 2-Dose Girls / 3-Dose Women at Month 7

In order to address fiig,sucondary immunogenicity objectives of this study, anti-HPV 6 and 11 serum cLIA
GMTs at Month 7gxer> compared between the 2-dose girls vaccine group and the 3-dose women vaccine
group. Table 3¢niesents the results of the per-protocol analysis. The estimated GMTSs, fold difference in
GMTs, ard &ssociated 95% confidence intervals for comparing the 2-dose girls vaccine group and the 3-dose
women_vaceine group for anti-HPV 6 and 11 responses are shown. The lower bound of the 95% confidence
interva), foy ‘the fold difference in anti-HPV 6 and 11GMTs (2-dose girls / 3-dose women) is greater than or
agu2ith 0.5. In fact, the estimated Month 7 anti-HPV 6 and11 GMTs were numerically higher in the 2-dose
ging vaccine group, than the 3-dose women vaccine group. Results are similar for the HPV Naive to the
Reievant Type (HNRT) population. The same analysis was performed using the 1gG assay; the
fold-differences for types 16 and 18 were 1.96 (95% ClI: 1.67; 2.31) and 2.08 (95% ClI: 1.79; 2.41)
respectively. Conclusions do not change for the PPl and HNRT populations.
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Table 2. Statistical Analysis Comparing Month 7 HPV cLIA Geometric Mean Titers (HPV-types 6 and 11)
Between Subjects Who Received qHPV Vaccine (Per-Protocol Immunogenicity Population)t

Comparison Group
2-Dose Gurls 3-Dose Women
(Companson Group) (Reference Group) Estimated
(N =259) (N=310) Fold Difference
Estimated Estimated Comp Grp / Ref Grp
GMT GMT

Assay (cLIA) n (mMU/mL) n (mMU/mL) (95% CIL)
Anti-HPV 6 241 2.186.1 256 9383 2.33(1.83,296) i
Anu-HPV 11 243 23481 269 1.277.5 1.84(1.56, 2.16w o]

T The per-protocol immunogenicity population includes all subjects who were not general protocol violators, seceived all
vaccinations, were seronegative at enrolment and women were PCR negative at enrolment for the relevant HP\itype(s),
and had a Month 7 serum sample.

The estimated GMT, fold difference, associated confidence intervals, and p-values are based on a static tical analysis
model that only includes treatment.

N = Number of subjects randomized to the respective vaccination group who received at least s {njaction.

n = Number of subjects contributing to the analysis.

Cl = Confidence interval; GMT = Geometric mean titer; mMU = Milli Merck units; cLIA = Compe|itive Luminex
immunoassay.

Summary of GMTs

Table 4 presents a summary by vaccination group of the serum cLIA geo/métric mean titers (GMTs) for the
immune responses to HPV 6, 11, 16, and 18 at Day 1, Month 7, MoHith18, Month 24, and Month 36, with
associated 95% Cls. The table shows that GMTs for HPV Types 6,13, I6./and 18 peaked following the 2" or
3" vaccine administrations in all vaccine groups at Month 7. 7iia, &MTs declined, as expected, during
follow-up (Month 18, Month 24, and Month 36).

Table 3. Summary of Anti-HPV cLIA Geometric Mear
Immunogenicity Population)t

Tityrs by Vaccination Group (Per-Protocol

2 Dose Gurls 3 Dose Gurls 3 Dose Women
Assay (cLIA) (N=239) (N=261) (N=310)
Time GMT GMT GMT
Point n (mMU/mL) _‘5“& 1 (mMU/mL) 95% CI 1 (mMU/mL) 95% (I
Anti-HPV 6
Day 1 239 <7 051, <T) 245 <7 (=7.<7) 255 <7 (=7.=7)
Month 07 241 21861 1184632588 4) 248 1.836.1 (15714.21925) 236 0383 (796.5,1,105.4)
Month 18 96 3473 (2912, 4142) 97 350.6 (294.2,41738) 93 200.5 (167.6,239.8)
Month 24 193 736 (2425.3133) 186 359.1 (315.2.409.1) 195 196.9 (1734.2237)
Month 36 84 o 1 (195.3,292 4) 43 ini (303.8,455.8) 922 175.7 (1449,213.0)
Anti-HPV 11
Day 1 241 =8 (<8, <§) 246 =8 (=8, =8) 268 <§ (<8, <8)
Month 07 N 23481 (2.090.3,2,637.7) 251 2,095.7 (1.869.1, 2.349.8) 269 12773 (1.143.8,1426.8)
Month 18 96 4307 (380.1, 534.6) 99 4242 (358.6,501.8) 28 2813 (2376.333.1)
Month 24 [N, 195 3685 (323.6,419.6) 186 4220 (369.4, 482.0) 206 266.6 (235.0,302.6)
Monthd6 | 86 2979 (244.1,363.6) 82 4102 (334.5.503.1) 97 207.7 (172.2.250.6)
Anti-HPVA L
Dav 1 241 <11 (<11,<11) 246 <11 (=11, <11) 245 <11 (=11, =11)
Vipdihd)7 243 74366 (6.387.6,8.704.5) 251 76398 (6.560.8. 8.896.2) 246 35745 (3.0649.4.168.7)
Mowdi 18 9 15981 (1,332.8,1,916.3) 98 1.8044 (1,507.6,2.159.7) 9 8371 (695.4,1,007.7)
‘ Month 24 195 14137 (1.2349.1.6183) 186 1.7393 (1.5145,1.997 5) 189 8133 (708.9.933.0)
| ™ Month 36 86 11511 (917.6,1.443.9) 43 14134 (1,122.2,1,780.2) 86 6778 (540.3,850.3)
Anti-HPV 18
Day 1 241 <10 (<10, <10) 247 <10 (=10, <10) 263 <10 (=10, <10)
Month 07 243 12073 (1,053.5,1,383.6) 252 1.702.6 (1,489.3,1,946.3) 264 6614 (5804, 753.8)
Month 18 9% 1369 (106.1,176.6) 99 236.2 (183.8.303.6) 95 736 (57.0,95.1)
Month 24 195 1319 (109.1, 159.6) 187 266.7 (219.6,323.9) 202 915 (75.9,1103)
Month 36 86 104.0 (76.6.141.2) 43 2391 (175.1,326.6) 9 713 (534.933)
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TThe per-protocol immunogenicity population includes all subjects who were not general protocol violators, received all
vaccinations, were seronegative at enrolment and women were PCR negative at enrolment for the relevant HPV type(s),
and had a Month 7 serum sample.

N = Number of subjects randomized to the respective vaccination group who received at least 1 injection.

n = Number of subjects contributing to the analysis.

Cl = Confidence interval; GMT = Geometric mean titer; mMU = Milli Merck units; cLIA = Competitive Luminex
immunoassay.

Table 4. Statistical Summary and Comparison of Month 7- HPV cLIA Geometric Titers (HPV-Types 6, 11, 1t
18) Between Subjects Who Received qHPV Vaccine (Per-Protocol Immunogenicity Populationt)

Est e

Comparison Group Reference Group Told Rifterence
Comparison Group vs. Estimated GMT Estimated GMT SompGdp / Ref Grp

Assay (cLIA) Reference Group N i (mMU/mL) N n (mMU/mL) 5, 93%CT)
Anti-HPV 6 2 Dose Gurls vs. 3 Dose Girls 259 241 2,186.1 261 248 1,856.1 ‘ 1.18 (0.93. 1.50)
2 Dose Gurls vs. 3 Dose Women 259 241 2,186.1 310 256 2 233(1.83,2.96)
3 Dose Gurls vs. 3 Dose Women 261 248 1,856.1 310 256 2383 198 (1.58.2.48)
Anti-HPV 11 2 Dose Gutls vs. 3 Dose Gurls 259 243 23481 261 251 2,095.7 1.12(095.1.32)
2 Dose Gurls vs. 3 Dose Women 259 243 23481 310 709 12715 1.84 (1.56,2.16)
3 Dose Grls vs. 3 Dose Women 261 231 2095.7 310 709 12775 1.64(1.40.1.92)
Anti-HPV 16 2 Dose Gurls vs. 3 Dose Gurls 259 243 7436.6 261 251 7.639.8 0.98(0.77,1.23)
2 Dose Gurls vs. 3 Dose Women 259 243 7.436.6 30 246 35745 2.09(1.68,2.60)
3 Dose Gurls vs. 3 Dose Women 261 231 7,639.9 1 310 246 33745 2.14(1.75,2.61)
Anti-HPV 18 2 Dose Gurls vs. 3 Dose Grls 239 243 02073 | 261 252 1,702.6 0.71(0.39,0.86)
2 Dose Gurls vs. 3 Dose Women 259 243 82073 310 264 6614 183(1.52.2.19)
3 Dose Gurls vs. 3 Dose Women 261 2528, | 27026 310 264 6614 257(2.12,3.12)

|

T The per-protocol immunogenicity population includes all st bjects who were not general protocol violators, received all
vaccinations, were seronegative at enrolment and womepfwere>*CR negative at enrolment for the relevant HPV type(s),
and had a Month 7 serum sample.

¥ The estimated GMT, fold difference, and associatus confidence intervals are based on a statistical analysis model that
only includes treatment.

N = Number of subjects randomized to the respectivi vaccination group who received at least 1 injection.

n = Number of subjects contributing to the anaiysis:

Cl = Confidence interval; GMT = Geometiic 1pean titer; mMU = Milli Merck units; cLIA = Competitive Luminex
immunoassay.

Table 5. Statistical Summary and Comparison of Month 18-HPV cLIA Geometric Titers (HPV-Types 6, 11,
16, 18) Between Subjects< Vhc) keceived gHPV Vaccine (Per-Protocol Immunogenicity Populationt)

Estimated

Companson Group Reference Group Fold Difference
ey asdon Group vs Estimated GMT Estimated GMT Comp Grp / Ref Grp

Assay (cLIA) ‘ Retelence Group N n (mMU/mL) N 1 (mMU/mL) (95%CD)
Anti-HPV 6 N 2 Dose Gurls vs. 3 Dose Gurls 259 96 3473 261 97 350.6 0.99(0.76. 1.29)
2 Dose Gurls vs. 3 Dose Women 259 9% 3473 310 93 2005 1.73(1.34.223)
3 Dose Gurls vs. 3 Dose Women 261 97 3506 310 93 2005 1.75(1.39.2.20)
AnttHET 11 2 Dose Girls vs. 3 Dose Girls 259 9% 4507 261 99 242 1.06 (0.83. 1.36)
2 Dose Gurls vs. 3 Dose Women 259 9% 4507 310 98 2813 1.60(1.27.2.03)
3 Dose Gurls vs. 3 Dose Women 261 99 242 310 98 2813 1.51(1.19.1.92)
l Anti- HPV 16 2 Dose Girls vs. 3 Dose Girls 259 9% 1,598.1 261 98 1.804.4 0.89 (0.68. 1.16)
2 Dose Gurls vs. 3 Dose Women 259 9% 1,598.1 310 92 8371 1.91(1.46.249)
3 Dose Gurls vs. 3 Dose Women 261 98 1.804.4 310 92 8371 2.16(1.70.2.73)
Anti- HPV 18 2 Dose Girls vs. 3 Dose Girls 259 9% 1369 261 99 236.2 0.58(0.41.0.83)
2 Dose Gurls vs. 3 Dose Women 259 9% 1369 310 95 73.6 1.86(1.30. 2.66)
3 Dose Gurls vs. 3 Dose Women 261 99 2362 310 95 73.6 321(223.463)
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T The per-protocol immunogenicity population includes all subjects who were not general protocol violators, received all
vaccinations, were seronegative at enrolment and women were PCR negative at enrolment for the relevant HPV type(s),
and had a Month 7 serum sample.

F The estimated GMT, fold difference, and associated confidence intervals are based on a statistical analysis model that
only includes treatment.

N = Number of subjects randomized to the respective vaccination group who received at least 1 injection.

n = Number of subjects contributing to the analysis.

Cl = Confidence interval; GMT = Geometric mean titer; mMU = Milli Merck units; cLIA = Competitive Luminex
immunoassay.

Table 6. Statistical Summary and Comparison of Month 24- HPV cLIA Geometric Titers (HPV-Types 6, 17,
16, 18) Between Subjects Who Received gHPV Vaccine (Per-Protocol Immunogenicity Populationt)

Fginated
Comparison Group Reference Group Fold Ditference
Comparnison Group vs Estimated GMT Estimated GMT |, Com.p Grp / Ref Grp
Assay (cLIA) Reference Group N n (mMU/mL) N il (mMU/m] )“» (95%CD)
Anti-HPV 6 2 Dose Gurls vs. 3 Dose Gurls 259 103 2756 261 186 R 0.77(0.63,0.93)
2 Dose Girls vs. 3 Dose Women 259 193 2756 310 195 2269 140(1.17,1.68)
3 Dose Girls vs. 3 Dose Women 261 186 3391 310 195 ‘ 1969 182(1.53,2.17)
Anti-HPV 11 2 Dose Gurls vs. 3 Dose Gurls 259 195 3685 261 a0 ‘ 4220 0.87(0.72,1.05)
2 Dose Girls vs. 3 Dose Women 259 193 3683 310 16 266.6 138(1.15,1.66)
3 Dose Girls vs. 3 Dose Women 261 186 4220 30 206 266.6 158 (1.32,1.90)
Anti-HPV 16 2 Dose Gurls vs. 3 Dose Gurls 259 195 14137 | 28 186 17393 0.81(0.67,0.99)
2 Dose Girls vs. 3 Dose Women 259 193 14137 310 189 8133 1.74(143,2.11)
3 Dose Girls vs. 3 Dose Women 261 186 17203 : 310 189 8133 2.14(1.78,2.58)
Anti-HPV 18 2 Dose Gurls vs. 3 Dose Gurls 259 195 1319 261 187 266.7 049 (0.38,0.65)
2 Dose Girls vs. 3 Dose Women 259 1959, 319 310 202 915 144(1.10,188)
3 Dose Girls vs. 3 Dose Women 261 187 266.7 310 202 915 292(2.22,383)
|

T The per-protocol immunogenicity population includes a/i"2y;eCts who were not general protocol violators, received all
vaccinations, were seronegative at enrolment and wome.j, weve PCR negative at enrolment for the relevant HPV type(s),
and had a Month 7 serum sample.

 The estimated GMT, fold difference, and associatzazonfidence intervals are based on a statistical analysis model that
only includes treatment.

N = Number of subjects randomized to the respacuve vaccination group who received at least 1 injection.

n = Number of subjects contributing to thg analvsis.

Cl = Confidence interval; GMT = Geome/ric \mean titer; mMU = Milli Merck units; cLIA = Competitive Luminex
immunoassay.
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Table 7. Statistical Summary and Comparison of Month 36- HPV cLIA Geometric Titers (HPV-Types 6, 11,
16, 18) Between Subjects Who Received gHPV Vaccine (Per-Protocol Immunogenicity Populationt)

Estimated

Comparison Group Reference Group Fold Difference
Comparison Group vs. Estimated GMT Estimated GMT Comp Grp / Ref Grp

Assay (cLIA) Reference Group N 1 (mMU/mL) N 1 (mMU/mL) (93% CI)
Ao HPV 6 2 Dose Guls vs. 3 Dose Gurls 259 84 2390 261 8 3Nt 0.64 (0.48, 0.86)
2 Dose Gutls vs. 3 Dose Women 259 84 2390 310 2 1757 136 (1.02. 1.6
3 Dose Guls vs. 3 Dose Women 261 83 31 310 2 1757 212(1.61,2£9)
Anti-HPV 11 2 Dose Gutls vs. 3 Dose Gitls 259 86 2979 261 82 4102 073,056, 0.53)
2 Dose Gurls vs. 3 Dose Women 259 86 2979 310 97 2077 W19, 1.89)
3 Dose Guls vs. 3 Dose Women 261 82 4102 310 97 2077 | 2977149, 2.62)
Ant-HPV 16 2 Dose Guls vs. 3 Dose Gurls 259 86 L1511 261 83 14134 ’ 0.81(0.58,1.14)
2 Dose Guls vs. 3 Dose Women 259 86 L1511 310 86 178 1.70(1.24,233)
3 Dose Guls vs. 3 Dose Women 261 83 14134 310 86 6108 209(1.51.2.87)
An HPV 18 2 Dose Gurls vs. 3 Dose Gurls 239 86 104.0 261 o 2391 0.43(0.29, 0.66)
2 Dose Grls vs. 3 Dose Women 239 86 104.0 310 fo 713 146(095.2.24)
3 Dose Gurls vs. 3 Dose Women 261 83 2391 3 Yo 13 335(217,518)

T The per-protocol immunogenicity population includes all subjects who were nowge!ieral protocol violators, received all
vaccinations, were seronegative at enrollment and women were PCR negatiye a:

enrollment for the relevant HPV type(s), and had a Month 7 serum samp'e

I The estimated GMT, fold difference, and associated confidence interva's are bi&sed on a statistical analysis model that
only includes treatment.

N = Number of subjects randomized to the respective vaccinatioragiaup who received at least 1 injection.

n = Number of subjects contributing to the analysis.

Cl = Confidence interval; GMT = Geometric mean titer; mMU“=Milli Merck units; cLIA = Competitive Luminex
immunoassay.

Longitudinal plots are presented in Figure 1. Resulteyare similar for the HPV Naive to the Relevant Type
(HNRT) population. The same analysis was gertaymed using the 1gG assay for the per-protocol
immunogenicity population and HNRT pojuiations.
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Figure 1. Longitudinal Anti-HPV 6, 11, 16, and 18 cLIA Geometric Mean Titers (Per-Protocol
Immunogenicity Population)
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The current variation intended to irivestigate the possibility to use a two-dose vaccination schedule in
children aged from9 to 13¢‘eais of age instead of the current 3-dose schedule.

The scientific basis ceasist of a comparison of immune responses in terms of cLIA titers between girls 9-13
years of age receivirig'2/doses a 0, 6 months to women 16-26 years receiving 3 doses. The comparison is in
principle the ¢ari = asithe basis for using a 3-dose schedule in girls 9-15 years, since efficacy studies are not
considered féasiwle in the younger population. The immune responses at month 7 are clearly non-inferior in
both ydyngewsiudy groups (i.e. 2-dose and 3-dose) compared to women, which support the possibility to
use a 2Z-dope schedule among girls 9-13 years of age. The duration of immune responses were studied up to
36 (nenths after dose 1. The decline of antibody titers was possibly slightly more rapid in 2-dose recipients
compared to 3-dose recipients of the same age, but the clinical relevance of these relatively small

Giferences is unknown. The numerical values were consistently higher in 2-dose girls compared to 3-dose
women for all genotypes at all time-points. In contrast, the 0, 12 months schedule has not been compared
within the same study to adult women, or 3-dose recipients of the same age.

The immunogenicity follow-up in girls receiving 2 doses of gHPV vaccine is ongoing as part of the presented
study, however clarifications were requested regarding the plans for immunogenicity follow-up. The
follow-up studies of the cohort of girls who received a 2 dose (0, 6 months) in the “Randomized Clinical Trial
to Assess the Immunogenicity of a 2-Dose schedule of the qHPV in Younger Adolescents compared to a
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3-Dose Schedule in Young Women” are in progress. Young girls who were vaccinated with 2 doses of
Gardasil in the original non-inferiority immunogenicity study will be contacted and asked to provide 5-year
follow-up and serological samples for antibody testing. The MAH, in collaboration with the Principal
Investigator commits to submitting a descriptive summary of these serology data when available, expected
in June 2016. Further serological testing at Year 10 in this cohort of girls is expected, but will be highly
dependent on the degree of loss to follow-up that occurs and future local HPV vaccine recommendations for
this age group.

Based on the available data, the CHMP endorsed the introduction of a 2-dose schedule (0, 6 months) in
individuals 9 to and including 13 years of age. The CHMP recommended that the posology description
(section 4.2 of the SmPC) should be done by age group with the 2-dose schedule presented first, aad 1he
3-dose schedule presented as an alternative for the age group 9-13 years.

During the assessment the CHMP highlighted the importance of a careful follow-up of girls.reveiving 2 doses
of Gardasil and requested the MAH to provide the follow-up plans in the population that i'xcelved the 2 dose
scheduled. The MAH has been exploring options to assess the effectiveness of a 2-doss Cardasil schedule in
girls 9 -13 years of age (the expected age indication for 2 doses in the EU) thro=arnobservational vaccine

effectiveness or vaccine impact studies.

The MAH proposed to identify a country or region where these conditionssau be met, with a preference for
a European country. If a true vaccine effectiveness study (directly comaauing the incidence of genital disease
outcomes in vaccinated and unvaccinated girls) cannot be performed, firx example because high vaccine
uptake prevents having a valid concurrent unvaccinated comparit on grodp, then an impact study, assessing
the effectiveness of a 2-dose vaccine program on cervicakdigeas? outcomes at the population level, will be
proposed. Regardless of whether a vaccine effectiveness or impact study will be conducted, priority will be
given to using vaccination and outcome data that can /be iinked at an individual level. It is also important to
note that countries/regions meeting the conditionsfiay &Z-dose schedule assessment in girls may have
started their HPV program with a 3-dose schedule 1», this age group, which may affect the baseline level of
HPV disease burden at the time of implementaticn of a 2-dose schedule, as well as HPV disease transmission
at the population level.

The CHMP considered the proposed Post-Adthorization Efficacy Study (PAES) acceptable; however it does
not seem to be possible to predict=a wavntry that will continue to use qHPV vaccine for the entire study
period. There may be periods x3@whan «..g. other HPV vaccine will be used depending on the national policies.
It is expected that a 2-dose/Gurdasil schedule will be implemented. The vaccination registries should include
the dates of vaccinatien so tva¢ number and timing of doses is available.

In addition, if possikie/ @ secondary objective could be the effectiveness against condyloma, as this is likely
to be feasible to Gtudy»at an earlier time point. The proposed primary outcome, CIN2+, is considered
appropriate. A fulinassessment of the study synopsis will be made when the updated RMP is submitted.

The MAM canwiits to regularly update the CHMP with the feasibility assessment of options for such a PAES
within 5 manths after EU approval of the 2-dose schedule variation in adolescents and then annually. The
MAH yvill provide a preliminary synopsis of a proposed 2-dose PAES in an updated RMP at the time of the next
RSk submission. The full synopsis will be provided once a country/region is identified where such a PAES is
cenfirmed to be feasible.

2.3. Clinical Safety aspects

2.3.1. Methods — analysis of data submitted

All subjects enrolled in Protocol 167 were to have received the full dose formulation of the gqHPV vaccine
administered at Day 1 and Month 6 or at Day 1, Month 2, and Month 6. All subjects were to be followed for
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serious adverse experiences that occurred within 30 days of each vaccination. This information was to be
collected at the next visit or if the subject called with concerns.

2.3.2. Results

Brief Summary of Adverse Experiences
No SAEs have been reported in the context of the study.
New Medical History

Table 11 displays the number and percentage of subject who reported new medical conditions with _as
incidence of 21% in one or more vaccination groups. The most common new medical conditior’s raported
were eczema, asthma, and nearsighted vision.

Table 8. Subject Medical History Conditions (Incidence =1% in One or More Vaccinatica Gioups)

2 Dose girls 3 Dose girl? 3 Dose Women
N % N 94 \ %

Subjects in population 259 261 310

With one or more conditions 136 (52.5) 149 57.1) 220 (71.0)
With no conditions 123 (47.5) 112 (42.9) 90 (29.0)
Blood and Lymphatic disorders 4 (1.5) 1 (0.4) 6 (1.9

Cardiac Disorders 6 (2.3) 5 (1.9) 9 (2.9)

Congenital, familial and genetic disorders 1 (0.4) 2 (0.8) 3 (1.0)

Ear and labyrinth disorders 8 (3.3, 5 (1.9) 4 (.3)

Endocrine disorders 3 (1.2) 2 (0.8) 8 (2.6)

Eye disorders 23 (8.v) 31 (11.9) 48 (15.5)
Astigmatism 0 0) 1 (0.4) 4 (1.3)

Farsighted 3 1.2) 4 (1.5) 5 (1.6)

Myopia ¥ | (1.2) 7 (2.7) 9 (2.9

Nearsighted < (3.5) 13 (5.0) 23 (7.4)

Gastrointestinal disorders S (3.5) 9 (3.4) 20 (6.5)

Irritable bowel syndrome 0 (0.00 0 (0.0) 5 (1.6)

Reflux 0 (0.0) 0 (0.0) 3 (1.0)

Immune system disorders 61 (23.6) 42 (16.1) 55 17.7)
Allergy to penicillin 2 (0.8) 5 1.9 5 (1.6)

Allergy to Sulpha drugs 3 (1.2) 4 (1.50 0 (0.0)

Environmental allergies 4 (1.5) 3 (1.1 1 (0.3)

Penicillin allergy 3 (1.2) 1 (0.40 2 (0.6)

Seasonal allergies 6 (2.3) 7 2.7) 7 2.3)

Infections and infestations (0} (0.0) 2 (0.8) 6 (1.9)

Investigations (0} (0.0) 3 (1.1 3 (1.0)

Metabolism and nutrition dicor lers 1 (0.4) 1 (0.4) 3 (1.0)
Musculoskeletal and conectiv2 tissue disorders 7 2.7) 15 (5.7) 21 (6.8)
Scoliosis 0 (0.0) 0 (0.0) 4 (1.3)

Nervous system disorJders 23 (8.9) 26 (10.0) 25 (8.1)
Attention deficit dicorcar 5 1.9 6 2.3) 4 (1.3)

Fainting episodec 1 (0.4) 3 (1.1) 1 (0.3)

Headaches 3 1.2) 1 (0.4) 2 (0.6)

Migraines 4 (1.5) 3 (1.1) 3 (1.00

Occasioriamirraines 0 (0.0) 1 (0.4) 3 (1.0)

Psychictric disorders 3 1.2) 3 (1.1) 18 (5.8)
Anx ety 0 (0.0) 0 (0.0) 3 (1.0)

/201 2ss0n 0 (0.0) 0 (0.0) 8 (2.6)

Kkzaral and urinary disorders 5 (1.9) 6 (2.3) 22 (7.1)
Ly smenorrhoea 1 (0.4) 2 (0.8) 14 (4.5)

rReproductive system and breast disorders (0} (0.0) (0} (0.0) 9 (2.9)
Respiratory and mediastinal disorders 33 (12.7) 23 (8.8) 55 @arz.7)
Asthma 15 (5.8) 14 (5.4) 25 (8.1)

Nasal congestion 3 (1.2) 0 (0.0) 1 (0.3)

Respiratory allergy 3 1.2) 1 (0.4) 16 (5.2)

Skin and subcutaneous tissue disorders 48 (18.5) 53 (20.3) 70 (22.6)
Acne 5 (1.9) 1 (0.4) 14 (4.5)

Acne —intermittent 0 (0.0) 0 (0.0) 3 (1.0)

Allergy (penicillium) 1 (0.4) 3 1.0 3 (1.0)
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2 Dose girls 3 Dose girls 3 Dose Women

N % N % N %
Eczema 14 (5.4) 15 (5.7) 20 (6.5)
Facial Acne 2 (0.8) 2 (0.8) 3 (1.0)
Psoriasis 2 (0.8) 1 (0.4) 3 (1.0)
Surgical and medical procedures 6 (2.3) 10 (3.8) 9 (2.9)
Tonsillectomy and adenoidectomy 1 (0.40 3 (1.1) 0 (0.0)

Every subject is counted a single time for each applicable specific condition. A subject with multiple conditions within a
system organ class is counted a single time for that system organ class.

A system organ class or specific condition appears only if its incidence in one or more of the columns is greater than oi
equal to the percent incidence specified in the report title, after rounding.

2.4. Risk management plan

The MAH did not submit an updated Risk Management Plan within this variation procedure and thisswas
deemed acceptable.

2.5. Changes to the Product Information

Changes to the Product Information are presented as new text underlined ariu)deicted text marked as
strikethrough.

During the procedure, the CHMP requested further amendments to th¢ i as described in section 2.2.3:
4.2 Posology and method of administration
Posology

Individuals 9 to and including 13 years of age

Gardasil can be administered according to a 2-dose (schedule (0.5 ml at 0, 6 months) (see section 5.1).

If the second vaccine dose is administered earlier'than 6 months after the first dose, a third dose should
always be administered.

Alternatively, Gardasil can be administeiaaa<cording to a 3-dose (0.5 ml at 0, 2, 6 months) schedule.

The second dose should be administerad at least one month after the first dose and the third dose should
be administered at least 3 montihstaieer the second dose. All three doses should be given within a 1-year
period.

Individuals 14 years_ of ag: a'id older

Gardasil should be&cministered according to a 3-dose (0.5 ml at 0, 2, 6 months) schedule.

The second dog2 siould be administered at least one month after the first dose and the third dose should
be administared at least 3 months after the second dose. All three doses should be given within a 1-year
perioc

The uze ¢v Gardasil should be in accordance with official recommendations.
nacvdiatric population

rhe safety and efficacy of Gardasil in children below 9 years of age have not been established. No data are
available (see section 5.1).

It is recommended that individuals who receive a first dose of Gardasil complete the vaccination course
with Gardasil (see section 4.4).

The need for a booster dose has not been established.

5.1 Pharmacodynamic properties
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Clinical studies

Immune Responses to Gardasil using a 2-dose schedule in individuals 9-13 years of age

A clinical trial showed that among girls who received 2 doses of HPV vaccine 6 months apart, antibody
responses to the 4 HPV types, one month after the last dose were non-inferior to those among young
women who received 3 doses of the vaccine within 6 months.

At Month 7, in the Per Protocol population, the immune response in girls aged 9-13 years (n=241) who
received 2 doses of Gardasil (at 0, 6 months) was non-inferior and numerically higher to the immune.
response in women aged 16-26 years (n=246) who received 3 doses of Gardasil (at 0, 2, 6 months).

At 36 month follow-up, the GMT in girls (2 doses, n=86) remained non-inferior to the GMT in wamea# (3
doses, n=86) for all 4 HPV types.

In the same study, in girls aged 9-13 years, the immune response after a 2-dose schia{uiz was
numerically lower than after a 3-dose schedule (n=248 at Month 7; n=82 at Month‘25) AThe clinical
relevance of these findings is unknown.

Duration of protection of a 2-dose schedule of Gardasil has not been established.,

Package Leaflet
3. HOW-GARPASHIS-GHYEN How to use Gardasil

Gardasil is given as an injection by your doctor. Gardasil is intended far«dolescents and adults from 9 years

of age onwards. Fhepersonto-be-vacecinated-willrecebrcthice-desesoef thevaceine:

If you are from 9 to and including 13 years of age

Gardasil can be administered according to a 2-dose sene

- First injection: at chosen date

- Second injection: 6 months after first injectioi

If the second vaccine dose is administered eaxtier thian 6 months after the first dose, a third dose should
always be administered.

ule:

Alternatively, Gardasil can be administereayaccording to a 3-dose schedule:

- First injection: at chosen date

- Second injection: idealty 2 montas & iter first injection

- Third injection: ideally 6 molths\atter first injection

H-an-alternate-vaceination-seh dulaftis-recessary; The second dose should be administered at least one
month after the first dose ariuthevthird dose should be administered at least 3 months after the second dose.
All three doses should, be giver within a 1-year period. Please speak to your doctor for more information.

If you are from 14 yea.s of age

Gardasil should basad ministered according to a 3-dose schedule:

- First injectio.\: avchosen date

- Second imjedticn: 2 months after first injection

- Thirdinj=ction: 6 months after first injection

The seccnaslose should be administered at least one month after the first dose and the third dose should be
cdmmistered at least 3 months after the second dose. All three doses should be given within a 1-year
period. Please speak to your doctor for more information.

lvistrecommended that individuals who receive a first dose of Gardasil complete the vaccination course with

Gardasil.

Gardasil will be given as an injection through the skin into the muscle (preferably the muscle of the upper
arm or thigh).

The vaccine should not be mixed in the same syringe with any other vaccines and solutions.

If you forget one dose of te-take Gardasil:
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If you miss a scheduled injection, your doctor will decide when to give the missed dose.
It is important that you follow the instructions of your doctor or nurse regarding return visits for the
follow-up doses. If you forget or are not able to go back to your doctor at the scheduled time, ask your

doctor for advice. When Gardasil is given as your first dose, the completion of the feHewing-two-doses-to
eemplete—the—-3-dose vaccination course should alse be done with Gardasil, and not with another HPV

vaccine.
If you have any further questions on the use of this medicinepreduet, ask your doctor or pharmacist.

Changes were also made to the PI to bring it in line with the current QRD template, which were reviewed
and accepted by the CHMP. Minor linguistic changes were also endorsed.

In addition, it was accepted to express the quantity of aluminium salt in milligrams instead of micrcgiamns
in order to harmonise with the bivalent HPV vaccines in section 2 of the SmPC, PL and Labelliag.

3. Overall conclusion and impact on the benefit/risk hdalance

In the current variation the possibility to use a two-dose vaccination schedule in childron aged from 9 to 13
years of age instead of the current 3-dose schedule was evaluated. The scienti{ic wasis for the change
consists of a comparison of immune responses in terms of cLIA titers between gwis 9-13 years of age
receiving 2 doses a 0, 6 months vs. women 16-26 years receiving 3 doseanT e data presented indicate that
the immune responses to 2 doses of Gardasil given to girls 9-13 years ¢ ar,e are at least as good as those
in women 16-26 years old who were given 3 doses, which is the pojpuladons in which efficacy has been
demonstrated. The importance of a stringent and careful follow-t 0 oigivis receiving 2 doses of Gardasil has
been emphasised and is to be carried out in accordance with the)follow-up for the 3-dose schedule in the
same age group. In response to this CHMP request the MAHYaroposed a preliminary protocol synopsis for a
PAES, which was considered acceptable. The MAH confimits to update the CHMP with the feasibility
assessment of options for such a PAES within 6 meaiithssdter EU approval of the 2-dose schedule variation
in adolescents and then each year after that., The tull synopsis shall be provided once a country/region is
identified where such a PAES is confirmed to-bevfeasible. An updated RMP shall be submitted at the time of
the next PSUR submission.

Based on the available data, the CHMi%e=0rsed the introduction of a 2-dose schedule (0, 6 months) in
individuals 9 to and including 13 y2ais.ef age. The benefit-risk balance for qHPV vaccines remains positive.

4. Recommendzaiens

Based on the reviewsoiithe submitted data, the CHMP considers the following variation acceptable and
therefore recommends the variation to the terms of the Marketing Authorisation, concerning the following

change:

Variation((s) ffequested Type

C.l.4 C.1.4 - Change(s) in the SPC, Labelling or PL due to new quality, 11
|~ preclinical, clinical or pharmacovigilance data

snaite of sections 4.2 and 5.1 of the Summary of Product Characteristics (SmPC) to include an alternative
24duse vaccination schedule in children aged from 9 to 13 years. The Package leaflet is updated
accordingly.

In addition, the MAH took the opportunity to express the quantity of aluminium salt in milligrams instead
of micrograms in order to harmonise with the bivalent HPV vaccine in section 2 of the SmPC, PL and
Labelling.

Furthermore, the Pl is being brought in line with the latest QRD template version 9.0 and minor linguistic
changes were implemented.
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The requested variation worksharing procedure proposed amendments to the Summary of Product
Characteristics, Annex |1, Labelling and Package Leaflet.

Conditions and requirements of the marketing authorisation

The marketing authorisation holder shall submit periodic safety update reports for this product in
accordance with the requirements set out in the list of Union reference dates (EURD list) provided for
under Article 107¢(7) of Directive 2001/83/EC and published on the European medicines web-portal.

® Risk Management Plan (RMP)
The MAH shall perform the required pharmacovigilance activities and interventions detailed in theyagreed

RMP presented in Module 1.8.2 of the Marketing Authorisation and any agreed subsequent ygdawes of the
RMP.

An updated RMP should be submitted:
® At the request of the European Medicines Agency;

® \Whenever the risk management system is modified, especially asghe result of new information
being received that may lead to a significant change to the benefit/iisk profile or as the result of an
important (pharmacovigilance or risk minimisation) milestorne ‘eirig reached.

If the submission of a PSUR and the update of a RMP coincide, tasyacari be submitted at the same time.
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