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1 Objectives

1.1  Primary Objective

To evaluate the efficacy of vortioxetine 10 mg/day and 20 mg/day versus placebo (PBO) after
8 weeks of treatment of depressive symptoms in adolescents with a DSM-5™ diagnosis of
Major depression disorder (MDD).

1.2 Secondary Objectives

To evaluate the efficacy of vortioxetine 10 mg/day and 20 mg/day versus placebo during the 8
weeks of treatment on:

e cognitive performance
 global clinical impression

o functionality

e health-related quality of life

To assess pharmacokinetics of vortioxetine in paediatric patients aged 12 to 17 years using
population pharmacokinetic approach.

1.3  Exploratory Objective

To explore the efficacy of vortioxetine 10 mg/day and 20 mg/day versus placebo on co-
morbid symptoms.

1.4  Safety Objective

To evaluate the safety and tolerability of vortioxetine 10 mg/day and 20 mg/day versus
placebo in adolescents with a DSM-5™ diagnosis of MDD.

2 Study Design
This study has been designed in accordance with the Declaration of Helsinki.'

This is an interventional, multi-national, multi-site, randomised, two-Phase, single- and
double-blind, parallel-group, placebo-controlled, active reference (fluoxetine), fixed-dose
study.

An overview of the study is presented in Panel 1.

The study consists of a screening period of 5-15 days and consists of two Phases (Phase A
and Phase B) after this screening period.

Page 9 of 52



H. Lundbeck A/S
Confidential

Phase A is a single-blind 4-weeks period where patients (and parents) are blinded and receive
placebo + Brief Psychosocial Intervention (BPI). In case of incomplete improvement to
BPI/placebo then patients are randomised into Phase B.

Phase B is a double-blind 8-weeks period where patients and investigators are blinded. In this
Phase all patients continue to receive BPI and in addition either placebo, vortioxetine 10 mg,
vortioxetine 20 mg, or fluoxetine 20 mg.

The patient is a boy or a girl, aged >12 and <18 years at Screening Visit with a diagnosis of
MDD according to DSM-5"™ Criteria and a CDRS-R score >45 and a Clinical Global
Impression — Severity of Illness (CGI-S) score >4 at the Screening Visit and the Baseline A
Visit (Week 0).

Approximately 750 patients are planned for enrolment to the 4-week treatment with
standardised BPI and single-blind placebo period (Phase A). At the end of Phase A (Baseline
B) a total of 600 patients with incomplete improvement are to be randomised to the 8 week
double-blind Phase B in a 1:1:1:1 ratio to vortioxetine 10 mg, vortioxetine 20 mg, fluoxetine
20 mg, or placebo. Incomplete improvement in depressive symptoms is defined as a <40%
reduction from Baseline A on the Children depression rating scale revised version (CDRS-R),
and with a CDRS-R >40 total score and confirmed by a Parent Global Assessment- Global
Improvement (PGA) value of >2.

Patients who do not fulfil the criteria of incomplete improvement in Phase A at Week 3 will
be withdrawn from the study before Week 4. Patients who do not fulfil the criteria of
incomplete improvement at week 4 will be withdrawn from the study and not participate in
the double-blind Phase B of the study. No specific study related follow-up is required for
these patients. However as rescue procedure, they may receive up to 4 outpatient visits to the
study site for consultations over a two-month period.

Patients will receive 5 sessions of standardised BPI at Week 1, 2, 3, 5, and 8.

Patients randomised to the 10 mg/day vortioxetine group will receive a lower initial dose (5
mg/day for 2 days) prior to receiving 10 mg/day. Patients randomised to the 20 mg/day
vortioxetine group will receive a lower initial dose (5 mg/day for 2 days followed by 10
mg/day for 2 days and 15 mg/day for 2 days) prior to receiving 20 mg/day. Patients
randomised to the fluoxetine 20 mg/day group will receive a lower initial dose (10 mg/day for
6 days) prior to receiving 20 mg/day.

Based on tolerability the dose may be reduced at Week 8 (Visit 10 = Week 4 of Phase B). For
patients randomised to vortioxetine the reduction will be by 5 mg/day and for fluoxetine 10
mg/day. No dose increase will be allowed.

An independent Data Monitoring Committee is established in order to review the safety and
tolerability data throughout the study.
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Panel1  Study Design
5to1sdays|  Fhase A Phase B
Single-blind Treatment, Double-Blind Treatment
Placebo + BPI : - — -
Patients with incomplete improvement +
(Randomised in 1:1:1:1)
10 mg Vortioxetine + BPI i
L]
20 mg Vortioxetine + BPI ~
Patients 4-week | »
12-17 years » R Follow-up visit
with MDD l 20 mg Fluoxetine + BPI o with potential
CDRS-R 245 ! > Enrolment into
CGI-S =24 extension study
Placebo + BPI .
>
wQ w3 w4 W12 W16
Screening Baseline A Baseline B Primary Endpoint

l = Patients improving significantly at Week 3 (Phase A) will be excluded before Week 4
(Phase A); patients improving at week 4 (Phase A) will not be randomized to the double-blind
Phase B of the study. These patients may receive up to 4 outpatientvisits to the study site
for consultations over a two-month period.

@ = Randomization BPI = Brief Psychosocial Intervention

3 Endpoints

3.1 Primary Endpoint

Depressive symptoms:
e change from Baseline B in the CDRS-R total score after 8 weeks of treatment

3.2  Secondary Endpoints

Depressive symptoms:
e change from Baseline B in the CDRS-R total score during the 8 weeks of treatment

e change from Baseline B in the CDRS-R sub scores Mood (4 items), Somatic (6 items),
Subjective (4 items), and Behaviour (3 items) during the 8 weeks of treatment
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CDRS-R response (defined as >50% reduction (calculated as change from baseline divided
by (baseline value-17)) in the CDRS-R total score from Baseline B) during the 8-week
treatment period

e remission over the 8-week treatment period (defined as CDRS-R < 28), at each visit
assessed

change from Baseline B in the General Behaviour Inventory (GBI) depression total score,
using the 10-item depression subscale, assessed by parent (PGBI-10D) and child (GBI-
10D), during the 8 weeks of treatment

Score in PGA from two weeks after baseline B during the 8-week treatment period

Cognitive performance:
o change from Baseline B in the Symbol Digit Modalities Test (SDMT) (number of correct
numbers) during the 8 weeks treatment period

Global Clinical Impression:
e change from Baseline B in the CGI-S score during the 8-week treatment period

 score in the Clinical Global Impression — Global Improvement (CGI-I) from one week
after Baseline B during the 8-week treatment period

e remission in the CGI-S score (defined as a CGI-S score of 1 or 2) during the 8 week
treatment period, at each visit assessed

Functionality:

e change from Baseline B in the Children’s Global Assessment Scale (CGAS) score during
the 8-week treatment period

e change from Baseline B in the Pediatric Quality of Life Inventory (PedsQL) VAS score in
each of the 6 domains during the 8-week treatment period

¢ change from Baseline B in the PedsQL average score over the 6 domains during the 8-
week treatment period

e change from Baseline B in the PedsQL emotional distress summary score during the 8-
week treatment period

Health-related quality of life:

e change from Baseline B in the Paediatric Quality of Life Enjoyment and Satisfaction
Questionnaire (PQ-LES-Q) total score of item 1-14 during the 8 weeks treatment period

e change from Baseline B in the PQ-LES-Q overall evaluation score (item 15) during the 8-
week treatment period

Pharmacokinetics:
e pharmacokinetic parameters for vortioxetine

All pharmacokinetic analyses will be addressed in a separate PK analysis plan.
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3.3  Exploratory Endpoint

Depressive symptoms:
e change from Baseline B in each CDRS-R item scores during the 8 weeks of treatment

Co-morbid symptoms:

e change from Baseline B in the Multidimensional Anxiety Scale for Children short version
(MASC-10) total score during the 8-week treatment period

3.4  Safety Endpoints

o adverse events (AEs)

« tolerability will also be assessed using the Paediatric Adverse Event Rating Scale (PAERS)

» absolute values and changes from baseline in clinical safety laboratory tests, vital signs,
weight, height and Electrocardiogram (ECG) parameters

» potentially clinically significant clinical safety laboratory test values, vital signs, weight,
and ECG parameter values

e (C-SSRS categorisation (suicidal ideation/suicidal behaviour)

e change from Baseline B in the General Behaviour Inventory (GBI) mania total score, using
the 10-item mania subscale, assessed by parent (PGBI-10M) and child (CGBI-10M)
during the 8 weeks of treatment

4  Analysis Sets

The following analysis sets will be used to analyse and present the data:

o All-patients-enrolled (APES) - all patients enrolled to the 4-week Single-blind period
(Phase A)

all-patients-treated set Phase A (APTS_A) — all patients in APES who received at least
one dose of investigational medicinal product (IMP)

all-patients-randomised set Phase B (APRS) — all patients randomised to the double-blind,
8-week treatment period (Phase B)

all-patients-treated set Phase B (APTS) — all patients randomised to the double-blind, 8-
week treatment period (Phase B) who took at least one dose of double-blind IMP

full-analysis set Phase B (FAS) — all patients in the APTS who had a valid Baseline B
assessment and at least one valid post-Baseline B assessment of the CDRS-R total score.

The patients and data will be classified into the analysis sets during a Classification Meeting
according to the definitions above after the study database has been released but before the
blind has been broken.
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5 Descriptive Statistics

Unless otherwise specified, summary statistics (n, arithmetic mean, standard deviation [SD],
median, lower and upper quartiles, minimum and maximum values) will be presented for
continuous variables, and counts and, if relevant, percentages will be presented for categorical
variables.

Unless otherwise specified, data listings will include site, study Phase, treatment group,
patient screening number, sex, age, race, and Baseline A weight.

6 Patient Disposition

6.1 Summary of Patient Disposition

Patient disposition will be summarised by study Phase and by treatment group (in Phase B
only) and include the number of patients in each analysis set defined in chapter 4, and the
number of patients in Phase A (based on APES) and in Phase B (based on APRS) who
completed or withdrew from study.

6.2 Withdrawal

The number of patients who withdrew from study will be summarised in Phase A and by
treatment group in Phase B. A summary of primary reason for withdrawal will be prepared for
Phase A and summarised by treatment group in Phase B. A summary of all reasons for
withdrawal will be prepared for Phase A and by treatment group in Phase B.

Patients who withdrew from study in each study Phase will be listed and the listings will
include the number of days in the study until withdrawal, the number of days on IMP, the
primary reason for withdrawal, and all reasons for withdrawal.

Kaplan-Meier plots of time to withdrawal from study for any reason will be presented by
treatment group in Phase B. The time will be calculated from the date of first dose of IMP in
the Phase B to the date of completion or withdrawal from study. Patients who completed the
study Phase B will be regarded as censored.

All tables, graphs, and listings will be based on the APTS A and APTS depending on the
study Phase.

All tables and graphs will be repeated for the FAS for Phase B if relevant.

7 Demographics and Other Baseline Characteristics

Demographics (sex, age, and race), baseline characteristics (height, weight, and BMI), disease
characteristics (MDE history: MDD history, including number of MDEs, year and duration of
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current episode, treatment type for MDD, and outcome/response and tolerability), Tanner
score, and baseline efficacy variables, based on FAS, will be summarised in Phase A and by
treatment group in Phase B using the relevant baselines.

Demographics and selected disease characteristics will be summarised in the APTS A and
APTS for patients who completed the study and for patients who withdrew from the study.

The medical, neurological, psychiatric, and social histories as well as the concurrent medical,
neurological, and psychiatric disorders will be coded using the Medical Dictionary for
Regulatory Activities (MedDRA) and summarised.

A medical, neurological, or psychiatric history is a disorder that ended prior to the Screening
Visit. A concurrent medical, neurological, or psychiatric disorder is a disorder that is ongoing
at the Screening Visit.

Demographics and baseline characteristics will be summarised based on the APTS A and the
APTS depending on the study Phase.

8 Recent and Concomitant Medication

Recent and concomitant medication will be coded using the WHO Drug Dictionary
(WHO-DDE).

For Phase A medications will be classified according to the start and stop time for the period
and summarised by anatomical therapeutic chemical (ATC) code and generic drug name, and
treatment group:

¢ medication discontinued prior to first dose of IMP
e concomitant medication continued after first dose of IMP

e concomitant medication started at or after first dose of IMP and before first dose of IMP in
Phase B

For Phase B medications will be classified according to the start and stop time for the period
and summarised by ATC code, and generic drug name, and treatment group:

» medication discontinued prior to first dose of IMP in Phase B for randomized patients
e concomitant medication continued after first dose of IMP in Phase B
e concomitant medication started at or after first dose of IMP in Phase B

The tables will be based on the APTS A and APTS unless otherwise mentioned.

For assigning medications to an analysis phase, please see Data Handling Plan.
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9 Exposure and Compliance

Exposure to IMP will be defined as:
date of last dose of IMP — date of first dose of IMP + 1

Exposure to IMP will be summarised by treatment group in Phase B using descriptive
statistics, and include the patient years of exposure (PYE). PYE will be calculated as the sum
of the number of days of exposure to IMP for each patient, divided by 365.25 days.

In addition, exposure to IMP will be categorised in intervals for Phase A (1 — 7 days, 8§ — 14
days, 15 - 21 days, 22 — days) and for Phase B (1 - 7 days, 8 — 14 days, 15 — 21 days, 22 — 28
days, 29 - 42 days, 43- days) and summarised by treatment group (only Phase B) in each
study Phase. Missing values of exposure will not be imputed.

The number of patients who had at least one dose reduction due to poor tolerability will be
summarised by treatment group.

Non-compliance days are days on which no IMP has been taken, less than the full dose of
IMP has been taken, or more than the full dose of IMP has been taken.

Compliance with IMP for an interval between two visits will be defined as:
{date of end of visit interval — date of beginning of visit interval + 1 — number of days
of non-compliance in the visit interval} / {date of end of visit interval — date of
beginning of visit interval + 1} x 100%

The visit interval will start on the day after the first visit of the interval and end on the day of
the last visit, to reflect the interval in which compliance is captured.

Compliance with IMP for the entire study will be defined as the compliance for the interval
between the Baseline A Visit and the Completion/Withdrawal Visit:
{date of Completion/Withdrawal Visit — date of Baseline A Visit + 1 — number of days
of non-compliance between Baseline A Visit and Completion/Withdrawal Visit} /
{date of Completion/Withdrawal Visit — date of Baseline A Visit + 1} x 100%

Compliance with IMP for Phase A will be defined as the compliance for the interval between
the Baseline A Visit and the Baseline B Visit:
{date of Baseline B Visit — date of Baseline A Visit + 1 — number of days of non-
compliance between Baseline A Visit and Baseline B Visit} / {date of Baseline B Visit
— date of Baseline A Visit + 1} x 100%

Compliance with IMP for Phase B will be defined as the compliance for the interval between
the Baseline B Visit and the Completion/Withdrawal Visit:

{date of Completion/Withdrawal Visit — date of Baseline B Visit + 1 — number of days

of non-compliance between Baseline B Visit and Completion/Withdrawal Visit} /

{date of Completion/Withdrawal Visit — date of Baseline B Visit+ 1} x 100%
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Compliance with IMP will be categorised as “<80% compliant” or “>80% compliant”. The
number and percentage of patients in each category will be summarised in Phase A and by
treatment group in Phase B, both by visit interval and for the entire study.

Exposure and compliance will be summarised based on the APTS A for Phase A and APTS
for Phase B, and repeated for the FAS for Phase B.

10 Efficacy

10.1 General Efficacy Analysis Methodology
Unless otherwise specified, all the efficacy analyses will be based on the FAS.
All the tables and graphs will be presented by treatment group in Phase B.

Unless otherwise stated, all the p-values will be based on two-sided tests; the confidence
intervals (Cls) will be two-sided. P-values will be displayed with 4 decimal points in all
relevant outputs.

For endpoints not included in multiplicity adjustment, nominal p-values will be presented
together with nominal 95% Cls.

All efficacy assessments will be summarised using descriptive statistics by visit for Phase A
based on the APTS A and by treatment group in Phase B based on the APTS.

10.2 Testing Strategy
The testing strategy is applied on the model in section 10.3.1 and is as follows:

Step 1: Test the average dose effects of the two vortioxetine doses against placebo at final
analysis based on a two-sided 5% significance level.

Step 2: If significance is achieved in step 1, the two pairwise comparisons of the of the two
vortioxetine doses (i.e., 10 mg/day or 20 mg/day) versus placebo will be performed separately
based on a two-sided 5% significance level.

See Appendix II for further details.
10.3 Analysis Methodology for the Primary Endpoint

10.3.1 Analysis of the Primary Endpoint

Change from Baseline B in the CDRS-R total in Phase B, will be analyzed using a restricted
maximum likelihood (REML)-based Mixed Model Repeated Measurements (MMRM)
approach with freely varying mean and covariance structure and with country, treatment

Page 17 of 52



H. Lundbeck A/S
Confidential

(vortioxetine 10 mg/day, vortioxetine 20 mg/day, fluoxetine, and placebo), and Week as fixed
factors and Baseline B CDRS-R total score as a continuous covariate, the treatment-by-week
interaction, and Baseline B CDRS-R-by-Week interaction. The Kenward-Roger
approximation will be used to estimate denominator degrees of freedom. The analysis will be
based on the missing-at-random (MAR) assumption and performed using all available
observations (observed cases [OC] data) in Phase B.

The testing strategy is described in section 10.2, where the comparisons will be based on the
least squares means for the treatment-by-visit interaction effect. The primary comparison will
be the average effect with weights 0.5 and 0.5 of the two vortioxetine doses compared to
placebo at Week 8 in Phase B based on the SAS LSMESTIMATE statement. The testing
strategy also includes the comparisons of the individual vortioxetine doses to placebo.

The country contributing the largest number of patients will be specified as reference group in
the SAS CLASS statement country (ref="XXX"), with XXX as the corresponding country
code in order to ensure convergence. Should non-convergence appear despite this, the
following sequence of steps will be used, continuing to the next step only if non-convergence
persists:

1. Grouped country will be used in the model instead of country (see section 17.5)

2.  Maximum likelihood (ML) method will be used instead of the restricted maximum
likelihood (REML) method

3. Ifnon-convergence still persist, the sequence of steps (REML — ML) will be repeated
with the following different covariance structures until convergence is reached:
a. First-order Ante Dependence
b. Heterogenous Toeplitz
c. Heterogenous Compound Symmetry
d. Compound Symmetry

See SAS code for the primary endpoint in Appendix III.

10.3.2 Rationale for Selected Analysis Method for the Primary Endpoint

The MMRM analysis uses all available data measured repeatedly over time and allows for
evaluation of the treatment-by-time interaction. The MMRM analysis provides an unbiased
estimate of the treatment effect under the assumption that missing data are MAR. The use of
an analysis assuming missing not at random (MNAR) is more suitable as a sensitivity analysis
to address the impact of clinically plausible deviations from MAR.?,?

Published data support the robustness of the MMRM analysis regarding protection against
type I error and against bias, also in situations with a non-negligible proportion of missing
data. Using extensive simulations, it has been demonstrated that the type I error is only
affected to a limited extent and that the bias is small under the assumption that 1/3 of the
missing data are missing-not-at-random, even when there is a severe imbalance between the
treatment groups in the proportion of withdrawals.*
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The chosen MMRM follows logically from the design of the study. The explanatory part of
the model consists of the variables country, baseline CDRS-R score, visit and treatment. In
this study stratification by site is done, and therefore including site as an explanatory variable
is recommended in guidelines.’ In this case, country is used instead as the number of sites are
very high. If needed, small countries may be grouped; the strategy for grouping countries is
described in Section 17.5. The baseline CDRS-R total score is included in the model to
account for any imbalances in the CDRS-R total score between treatment groups at baseline
and because of the importance of baseline as a predictor of the endpoint. This is in accordance
with the recommendations in guidelines.’ The baseline CDRS-R total score by-visit
interaction is included in the model to allow for different dependence of the baseline CDRS-R
score at different visits, and the treatment-by-visit interaction allows for estimation of the
treatment effect at all visit, based on all available data.

The unstructured covariance is feasible in this study because of the relative low number of
visits, and allows for maximum flexibility in estimation. An unstructured modelling of time
and the treatment-by-time interaction provides an assumption-free approach, does not require
estimation of an inordinate number of parameters, and can be depended upon to yield a useful
result - attributes well suited to the primary analysis.

In case of non-convergence the hierarchy of the chosen covariance structures was made so
incremental model assumptions was added, meaning that the numbers of degrees of freedom
was chosen as conservatively as possible.

10.3.3 Model Assumptions for Analysis of the Primary Endpoint

The assumption of normality will be investigated on an exploratory basis by inspection of a
QQ-plot of the residuals.

The assumption of homoscedastic residuals will be investigated on an exploratory basis by
inspection of a scatter-plot of the residuals versus the fitted values and by treatment group.

The influence of the fitted covariance structure will be investigated. The following covariance
structures will be fitted as well, if the estimation can converge, and compared to the model for
the primary analysis on the basis of AIC: First-order Ante Dependence, Heterogenous
Toeplitz, Heterogeneous Compound Symmetry and Compound Symmetry.

10.3.4 Sensitivity Analyses of the Primary Endpoint

Sensitivity analyses will be performed to evaluate how different assumptions affect the
estimates of the treatment effect.

Sensitivity analysis using a pattern mixture model (PMM) for missing (valid) values, where it
is assumed that the trajectory of patients with missing values in the vortioxetine groups is the
same as that of the patients in the placebo group. The model will impute an outcome almost
certainly worse than that assumed by MAR if vortioxetine is more efficacious than placebo.
Thus, this approach is likely to provide a conservative estimate of the treatment effect if there
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is a beneficial treatment effect for vortioxetine since it both penalises high withdrawal rates as
well as higher withdrawal rates in the vortioxetine groups compared to placebo. Monotone
missing values (missing values after last observed valid value) will be imputed using a
sequential regression-based multiple imputation method, based on the imputation models
established from the placebo group.’

The procedure for the PMM method will include the following steps:

1. To prepare data for the PMM, non-monotone missing values (missing values before last
valid observation), will be imputed using a Monte Carlo Markov Chain (MCMC)
methodology assuming non-monotone missing values are missing at random. The
imputation will be done by treatment group, and the model will include Baseline B
CDRS-R total score, and change from baseline B in CDRS-R total score at week 2, 4, 6,
and 8 (Phase B). The SAS® procedure SAS® PROC MI will be used, using
seed=1969035, and 200 imputations (nimpute=200).

2. Perform PMM on the monotone missing data created in step 1, where the monotone
missing values are assumed to follow a MNAR pattern. The distribution for patients in
the vortioxetine treatment groups at time t with last observation at time t-1, will be
assumed to be equal to the conditional distribution for the placebo group with the
corresponding past. The regression model will include CDRS-R total score at Baseline B
and changes from Baseline B in CDRS-R total scores, by using SAS® PROC MI using
seed=195388 and the MONOTON REG () option. A simpler model may be used, if the
categories become too small.

3. Assemble a dataset containing data for all patients, including the imputed data from time t
to serve as predictors for the imputation of missing data at the next week

4. Repeat steps 2) to 3) sequentially over all weeks (t+1, t+2, ...)

5. Each of the 200 complete datasets will be analysed using the same MMRM model as
described in section 10.3.1.

6. The estimated treatment effects for average effect of the two vortioxetine doses and the
individual treatment groups obtained for the imputed datasets in step 5 will be combined
to produce a unique point estimate and confidence interval using Rubin’s rule to form a
unique point estimate and standard error (SE), taking into account the uncertainty of the
imputation®, using SAS® PROC MIANALYZE.

A sensitivity analysis of the primary endpoint will also be performed using an analysis of
covariance (ANCOVA) model by visit using both the last observation carried forward

(LOCF) and observed data (OC), including country and treatment (placebo, vortioxetine 10
mg/day, vortioxetine 20 mg/day and fluoxetine 20 mg/day) as factors, and baseline B CDRS-
R Total Score as a continuous covariate. The mean difference between the averaged doses of
vortioxetine and placebo will be estimated from the model at Week 8 in Phase B (Study Week
12). The estimates will be presented with p-values and 95% Cls.

The influence of other covariates such as age, sex, weight, height, race, baseline severity, and
puberty as a covariate will be investigated with an MMRM similar to the model for the
primary analysis with the use of appropriate interactions and main terms. The influence of
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quadratic terms of the covariates might be investigated similarly. This may lead to detailed

subgroup analysis.

Evaluation of impact of compliance by PK concentration will be done: after removing patients
where PK indicates that they have not taken IMP, an analysis based on an MMRM model
similar to the one used in the primary analysis will be conducted.

10.4 Analysis of the Secondary Endpoints

Panel 2  Secondary Endpoints

Endpoint Description Type
Change from Baseline B in the CDRS-R score during the At each visit assessed after Baseline 1
8 weeks of treatment B
Change from Baseline B in the CDRS sub scores Mood, At each visit assessed after Baseline 1
Somatic, Subjective, and Behaviour during the 8 weeks of B
treatment
CDRS-R response during the 8 weeks treatment period At each visit assessed after Baseline 2
B; defined as >50% reduction
(calculated as change from baseline
divided by (baseline-17)) in the
CDRS-R total score from Baseline
B) during the 8 weeks treatment
period
Remission over the 8 week treatment period, at each visit  defined as CDRS-R <28 2
assessed
Change from Baseline B in the GBI depression total score, At each visit assessed after Baseline 1
both parent and child versions, using the 10-item B
depression subscale, during the 8 weeks of treatment
Change from Baseline B in the GBI mania total score, At each visit assessed after Baseline 1
both parent and child versions, using the 10-item mania B
subscale, during the 8 weeks of treatment®*
Score in PGA from two weeks after baseline B during the At each visit assessed after Baseline 1
8 weeks treatment period B
Change from Baseline B in the CGI-S score during the 8 At each visit assessed after Baseline 1
weeks treatment period B
Score in the CGI-I from one week after Baseline B during At each visit assessed after Baseline 1
the 8 weeks treatment period B
Remission in the CGI-S score during the 8 weeks At each visit assessed after Baseline 2
treatment period, at each visit assessed B; defined as a CGI-S score of lor 2
Change from Baseline B in the CGAS score during the 8 At each visit assessed after Baseline 1
weeks treatment period B
Change from Baseline B in the PedsQL VAS score in the ~ VAS score for each domain 1

6 domains during the 8 weeks treatment period

separately at each visit assessed after
Baseline B

Change from Baseline B in the PedsQL average score
over the 6 domains during the 8 weeks treatment period

At each visit assessed after Baseline
B
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Endpoint Description Type
Change from Baseline B in the PedsQL emotional distress At each visit assessed after Baseline 1
summary score during the 8 weeks treatment period B; defined as the average score of

domains anxiety, sadness, anger, and

worry
Change from Baseline B in the PQ-LES-Q total score At each visit assessed after Baseline 1
during the 8 weeks treatment period B
Change from Baseline B in the PQ-LES-Q overall At each visit assessed after Baseline 1
evaluation scores during the 8 weeks treatment period B
Change from Baseline B in the SDMT (number of correct At each visit assessed after Baseline 1
numbers) during the 8 weeks treatment period B

1 = continuous; 2 = binary;
**: this is a safety endpoint treated like an efficacy endpoint with a continuous outcome

Continuous secondary endpoints in Panel 2, type 1, will be analysed with an MMRM similar
to the model specified for the primary endpoint with comparisons from the same model used
for all time points. In addition, ANCOVA (OC and LOCF) will be performed per visit with
treatment and country as factors and baseline B score as a covariate.

For analyses of the CGI-I score and PGA score, the CGI-I score and PGA score at Baseline B
will be used as covariate.

For dichotomous outcomes, such as response and remission in Panel 2, type 2, the primary
methodology for analysis at each week during Phase B (FAS, LOCF) will be logistic
regression with treatment as factor and baseline B CDRS-R Total Score as a covariate, where
the p-values and confidence intervals will be based on a Wald calculation. This will be
supplemented by a similar analysis based on OC. In additional sensitivity analyses, patients
having a missing value at the week analysed will be classified as a non-responder/non-
remitter, and the same logistic regression will be applied for both classifications.

For dichotomous outcomes the average effect of the two vortioxetine doses will be based on a
SAS LSMESTIMATE statement using SAS PROC LOGISTIC.

All secondary analyses will present results for both the average effect of vortioxetine against
placebo as well as the individual doses of vortioxetine and fluoxetine against placebo.

All comparisons will be presented with 95% CI and p-values.

10.4.1 Treatment effect on cognitive dysfunction

A comparison between ANCOVA (OC) on change from Randomization in the SDMT Score
and an ANCOVA (OC) on change from Randomization in the SDMT Score adjusted with the
change from Randomization in CDRS-R Total Score will be performed.
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10.5 Analysis of the Exploratory Endpoint

Comparisons between the averaged vortioxetine doses and placebo, as well as 10 and 20
mg/day vortioxetine and placebo, for change from Baseline B in the CDRS-R item scores to
week 8 in Phase B will be made using estimates from a MMRM model similar to the model
specified for the primary endpoint.

Comparisons between the averaged vortioxetine doses and placebo, as well as 10 and 20
mg/day vortioxetine and placebo, for change from Baseline B in the MASC-10 total score to
week 8 in Phase B will be made using estimates from a MMRM model similar to the model
specified for the primary endpoint. In addition, ANCOVA (OC and LOCF) will be performed
with treatment and country as factors and baseline score as a covariate.

11 Safety
11.1 Adverse Events

11.1.1 General Methodology for Adverse Events

Unless otherwise specified, tables, graphs, and listings will be based on the APTS A and the
APTS depending on the study Phase.

All the tables and graphs will be presented in Phase A and by treatment group in Phase B.

Tables by preferred term and tables by system organ class (SOC) and preferred term will be
sorted in descending order by the percentage of patients in the highest dose group of
vortioxetine and then by the percentage of patients in lowest dose group of vortioxetine then
by the percentage of patients in the fluoxetine 20 mg/day group and the placebo group.

Unless otherwise specified, the summaries of adverse events will include the total number and
percentage of patients with an adverse event, and the total number of events. For sex-specific
preferred terms, the denominator in the % calculations will be the number of patients of that
sex. Sex-specific preferred terms will be marked in the summaries.

In summaries of adverse events presented by intensity, the maximum intensity of the adverse
event will be used for patients who have more than one intensity of that event within each
study Phase. Adverse events for which information on intensity is missing will be classified
as severe.

Listings of adverse events will be sorted by patient, study Phase, site, treatment group,
screening number, and adverse event start date and include preferred term, investigator term,
adverse event start Phase and date, days since first dose of IMP in the study Phase, duration of
the adverse event, action taken, causality, intensity, seriousness, and outcome. For adverse
events that change in intensity, each intensity will be included.
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11.1.2 Handling of Adverse Events

11.1.2.1 Adverse Events Changing in Intensity or Seriousness

In ADaM data, changes in intensity are included as additional records (rows) to the originally
reported adverse event. For instance, an adverse event that changes from mild to moderate
will have two records, one with intensity mild and one with intensity moderate.

If an adverse event changes from non-serious to serious, in addition to the originally reported
adverse event start date, the start date for the seriousness is reported. In ADaM data, adverse
events that change from non-serious to serious will be included as two records, one with
seriousness non-serious and one with seriousness serious.

11.1.2.2 Coding of Adverse Events

Adverse events will be coded using MedDRA version 21.0.

11.1.2.3 Assigning Treatment Emergent Status to Adverse Events Records

Treatment Emergent status will be assigned to adverse event records based on the time of
onset of the adverse event or worsening of the adverse event (increase in intensity compared
to the preceding intensity or change from non-serious to serious) compared to first dose of
IMP (for handling of change in intensity or seriousness are described in section 11.1.2.1, and
handling of incomplete dates are described in section 17.4.4):

treatment-emergent adverse event (TEAE) records -
e All records for an adverse event that starts at or after the first dose of single-blind IMP

e The record for the first worsening and all records that follow the first worsening for an
adverse event that starts before first single-blind IMP, and where the worsening occurs at
or after the first IMP

Adverse event records are considered causally related to the IMP when the causality
assessment by the investigator is probable or possible.

For further details, see Data Handling Plan.

11.1.2.4 Assigning Adverse Event Records to an Analysis Phase

All records for an adverse event will be assigned to an analysis phase. The analysis phase will
determine in which analysis phase an adverse event record is reported, and an adverse event
may be reported in more than one analysis phase but only if it worsens.

TEAE records will be assigned to an analysis phase according to (handling of incomplete
dates are described in 17.4.4).

For further details, see Data Handling Plan.

Page 24 of 52



H. Lundbeck A/S
Confidential

11.1.3 All Adverse Events
All adverse events will be listed for the APES.

Overview of the PYE, numbers, and percentages of patients with TEAEs, serious adverse
events (SAEs), adverse events leading to withdrawal, or who died will be provided based on
the APTS_A and the APTS. For TEAEs, SAEs, and adverse events leading to withdrawal, the
total number of events will be included.

11.1.4 Non-TEAE Records

Non-TEAE adverse events will be summarised by preferred term based on the APES.

11.1.5 Treatment-emergent Adverse Event Records

The following summaries will be presented in Phase A and by treatment group in Phase B:
e TEAEs by SOC and preferred term

e TEAEs by preferred term

e TEAEs with an incidence >=2% and >=5% in any treatment group by preferred term

o causally related TEAEs by SOC and preferred term

o TEAEs by intensity (mild/moderate/severe) and preferred term

 causally related TEAESs by intensity and preferred term

11.1.6 Deaths

All adverse events for patients who died will be listed for the APES.

11.1.7 Serious Adverse Events

All SAE records will be listed for Phase A (APTS A) and Phase B (APRS) separately. For
patients not entering the planned extension study new SAEs will be collected during the
safety/follow up visit.

Treatment-emergent SAE records will be summarised in Phase A and by treatment group in
Phase B:

e SOC and preferred term
o preferred term

11.1.8 Adverse Events Leading to Withdrawal

All adverse events leading to withdrawal will be listed for Phase A (APTS A) and Phase B
(APRS) separately.
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TEAEs leading to withdrawal will be summarised in Phase A and by treatment group in Phase
B:

e SOC and preferred term

o preferred term

11.1.9 Adverse Events Related to Tolerability

Incidence and prevalence rates in every two-week interval during Phase B will be presented
for nausea based on the APTS for events with complete start and stop dates.

Incidence will be defined as the number of patients with a new event in the specified time
interval. The denominator in each interval will be the number of patients without the event at
the start of the interval plus the number of patients with an ongoing event at the start of the
interval for which the event stops before the end of the interval.

Prevalence will be defined as the number of patients with the event at the start of the interval
or who have the event during the interval. The denominator will be the number of patients at
the start of the interval.

11.1.10 Adverse Events of Special Interest

Treatment-emergent nausea (preferred term), vomiting (preferred term), insomnia (defined
below), and sexual dysfunction (defined below) will be summarised by treatment group in
Phase B.

Insomnia related adverse events and sexual dysfunction related adverse events are defined in
Panel 3 and Panel 4.

Panel 3 Insomnia related adverse events searches

Preferred term

Hyposomnia
Initial Insomnia
Insomnia

Middle Insomnia
Poor Quality Sleep
Sleep Disorder
Terminal Insomnia

Dyssomnia

Panel 4  Sexual dysfunction related adverse events searches

Preferred term
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Anorgasmia

Ejaculation delayed
Ejaculation failure

Female orgasmic disorder
Female sexual arousal disorder
Libido decreased

Loss of libido

Male orgasmic disorder
Orgasm abnormal

Orgasmic sensation decreased
Premature ejaculation
Vulvovaginal dryness
Disturbance in sexual arousal
Dyspareunia

Ejaculation disorder

Erectile dysfunction

Female sexual dysfunction

Genito-pelvic pain/penetration
disorder
Inadequate lubrication

Libido disorder

Male sexual dysfunction
Organic erectile dysfunction
Psychogenic erectile dysfunction
Sexual aversion disorder

Sexual dysfunction

Sexual inhibition

Genital hypoaesthesia

Persistent genital arousal
disorder

Adrenal androgen
deficiency

Adrenal androgen excess

Adrenogenital syndrome
Albright's disease

Compulsive sexual
behaviour
Delayed puberty

Erection increased
Excessive masturbation
Excessive sexual fantasies
Exhibitionism

Fertility increased
Fetishism

Follicle stimulating
hormone deficiency
Frotteurism

Gender dysphoria
HAIR-AN syndrome
Hyperandrogenism
Hypergonadism
Hyperoestrogenism
Hyperprogesteronism
Hypersexuality
Hypogonadism
Hypoprogesteronism

Incomplete precocious
puberty

Kluver-Bucy syndrome
Libido increased
Luteinising hormone deficiency
Masochism

Mauriac syndrome
Nocturnal emission
Painful ejaculation
Painful erection
Paraphilia

Precocious puberty
Priapism

Primary ciliary dyskinesia
Primary hypogonadism
Pseudoprecocious puberty
Psychosexual disorder
Pubertal failure
Retrograde ejaculation
Sadism

Spontaneous ejaculation
Spontaneous penile erection
Transvestism

Voyeurism

Paedophilia
Post-sterilisation regret

The second and third column represents the preferred terms that has been added on request by EMA as a post-

marketing request

11.2  General Methodology for Other Safety Data

Unless otherwise specified, tables, graphs, and listings will be based on the APTS A and the

APTS.

Baseline will refer to either Baseline A or Baseline B depending on the study Phase.

All the tables and graphs will be presented for Phase A and by treatment group in Phase B

unless otherwise stated.

The denominators for the summaries of a given variable will be based on the number of
patients with non-missing values at a given visit or during the assessment period.
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Descriptive statistics for the safety variables, both absolute values and changes from baseline
in Phase B, will be presented by visit and the last assessment. All available assessments will
be included in the identification of the last assessment (scheduled, re-assessments, and
unscheduled).

For variables for which potentially clinically significant (PCS) values are defined based on a
relative change from baseline summary statistics for the relative change from baseline will be
presented. For children (7-17 years of age) other PCS values for diastolic and systolic blood
pressure have been used than those for adults.

The number and percentage of patients with at least one PCS value at any post-baseline
assessment time point will be summarised by variable. All available assessments will be
included in the evaluation of PCS values (scheduled, re-assessments, and unscheduled).

For patients with post-baseline PCS values, listings will be provided including all available
values for the variable, with flagging of PCS values and out-of-reference-range values.

The PCS definitions will be provided by H. Lundbeck and are stated in Appendix I'V.
11.3 Clinical Safety Laboratory Test Data

11.3.1 Data Presentation

All the clinical safety laboratory test values will be presented in conventional and/or Systéme
International (SI) units.

Shift tables for all clinical lab parameters displaying shifts from normal to out-of-the-
reference range from Baseline B to withdrawal/completion will be provided by Phase B
treatment and include the numbers and percentages of patients.

11.3.2 Urinalysis

For urine dipsticks, for which the results are categorical values (for example, negative, trace,
1+, 2+), the number and percentage of patients will be summarised for each test by visit.

The microscopy results will be listed for patients with findings by assessment time point.

11.3.3 Potential Drug-induced Liver Injury (DILI)
Summaries will be presented by treatment group for Phase B.

Signals of DILI will be assessed according to the FDA guideline’ using the following criteria:
¢ alanine aminotransferase (ALT) or AST >2x-, >3x-, 5x-, 10x-, or 20xULN

e total bilirubin (BILI) >2xULN

 alkaline phosphatase (ALP) >1.5xULN
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e ALT or AST >3xULN AND BILI >1.5x or >2xULN

In addition, assessment time points for patients for whom Hy’s Law is potentially fulfilled
will also be flagged in the listing (pHYL):

e ALT or AST >3xULN AND
e BILI>2xULN AND
e ALP<2xULN

In the summaries, each patient should be counted only once using the maximum assessment,
or the most severe for the combined criteria.

Patients fulfilling any of the individual criteria in Phase B (ALT/AST, ALP, or BILI) will be
listed, and the listing will include all available ALT, AST, BILI, and ALP, BILI, GGT, and
EOSEL values (absolute and normalised), sorted by assessment date in ascending order.

Evaluation of potential Drug-Induced Serious Hepatotoxicity (eDISH) will also be done by
plots. Scatter plots of maximum ALT/AST versus maximum BILI will be presented for Phase
B. The criteria for the individual tests will be considered separately (this means that the
maximum of ALT/AST and the maximum BILI may not occur at the same assessment
timepoint). The values will be normalised by the ULN (unit xXULN) and the X-and Y-axes
will be on the log scale. The plot will include a reference line for ALT/AST values >3xULN,
and a reference line for BILI values>2xULN. Four quadrants are defined by the reference
lines, where the right upper quadrant being the most specific indicator for a drug’s potential
for causing serious liver injury (Hy’s law quadrant). The plot will include number of patients
in each quadrant for each treatment group.

Subject line plots with values-by-time for ALT, AST, ALP, BILI, GGT and EOSLE (overlaid
in the same plot) will be generated for patients with ALT/AST > 3xULN in Phase B. The test
values will be normalised by the ULN (unit xULN) and the Y-axis will be on the log scale.
All assessments at Visit 6 or in Phase B will be included, and the time will be days since first
IMP in Phase B. Reference lines for the day of first-and last IMP in Phase B will be included.
If there is more than one assessment at the same time point for a test, the maximum value will
be used.

For further details, see Data Handling Plan.

11.3.4 Changes in Fasting and non-fasting Lipid and Glucose Concentrations

Shift tables displaying the change in classification for fasting and non-fasting lipids and
fasting and non-fasting glucose from Baseline B to any visit in Phase B will be provided for
each test and include the numbers and percentages of patients.
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11.4 Vital Signs, Height, and Weight

11.4.1 Data Presentation

Descriptive statistics for the vital signs parameters in Phase A and Phase B will be presented
by day and the last assessment in the Period.

11.5 ECGs

11.5.1 Data Presentation

Shift tables displaying shifts from normal to out-of-the-reference range ECG findings from
Baseline B to the Withdrawal/Completion Visit will be provided and include the numbers and
percentages of patients.

11.6 Other Safety Endpoints

11.6.1 Columbia-Suicide Severity Rating Scale (C-SSRS)

The C-SSRS was assessed:

o for lifetime (using the Baseline Version) — the C-SSRS assessment obtained at
screening/baseline A that collects a lifetime recall

o for the past 12 months (using the Baseline Version) — the C-SSRS assessment obtained at
screening/baseline A that collects a recall of the past 12 months

¢ at baseline (using the Since Last Visit Version) — the C-SSRS assessment obtained at
baseline A that collects information for a pre-specified, limited period, for example, from
screening to baseline

e post-baseline A (using the Since Last Visit Version) — the C-SSRS assessments obtained
after baseline A

Note, all assessments will be regarded as valid for C-SSRS (that is, the criteria that the
assessment date-date of last IMP must be <7 days in Phase B will not be applied).

For lifetime, past 12 months, Baseline A, and Phase A and Phase B, patients will be counted
as having No suicidal ideation or behavior (patients that answered no to all items in Panel 5),
or for the most severe suicidal ideation or behavior (severity is given by the ascending order
of the items in Panel 5). Number and percentage of patients in each category will be
presented. In the tables, number and percentage of patients with any non-suicidal self-injury
behavior will also be included.

Lifetime, past 12 months, Baseline A will be presented for both APTS A and APTS. Phase A
and Phase B will be summarised for APTS A, and APTS, respectively.
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Panel 5  C-SSRS Scores
C-SSRS Score Related to:

1 Wish to be dead Suicidal ideation

2 Non-specific active suicidal thoughts

3 Active suicidal ideation with any methods (not plan) without intent to act

4 Active suicidal ideation with some intent to act, without specific plan

5 Active suicidal ideation with specific plan and intent

6 Preparatory acts or behaviour Suicidal behaviour

7 Aborted attempt

8 Interrupted attempt

9 Non-fatal suicide attempt

10 Completed suicide (only applicable for the post-baseline assessments)

For patients with any post-baseline A suicidal behaviour (see Panel 5), listings will be
prepared including all original C-SSRS items; C-SSRS scores related to suicidal behaviour
will be flagged. The listing will be based on APES.

11.6.2 Paediatric Adverse Event Rating Scale (PAERS)

Note, all assessments will be regarded as valid for PAERS (that is, the criteria that assessment
date-date of last IMP must be <7 days in Phase B will not be applied).

For each item, a severity score will be derived where the analysis value is defined as:
o If Recently Present=No, the analysis value will be Absent.

Otherwise, the analysis value will be the reported Severity (Mild, Moderate, Severe, or
Extreme)

The assessments for the PAERS will be prepared according to the description in the Data
Handling Plan and all assessments will be assigned to an analysis phase, please see Data
Handling Plan. For each item 1 to 43, the following parameters will be derived for each
analysis phase following a baseline (all assessments within a phase will be included in the
evaluation):

o Worst severity score:
Worst severity score of the item (analysis value will be the worst severity)

o Worsening of severity score compared to baseline:
Worsening of the item compared to the baseline (analysis value will be ‘Yes’ or ‘No”)

If a patient had a worsening of an item in a phase (Phase A or Phase B), all original
assessments at the baseline (Baseline A for Phase A and Baseline B for Phase B) and in the
phase will be listed.

For phase A, tables will be based on APTS_ A, and listing will be based on APES.
For phase B, tables will be based on APTS, and listing will be based on APRS.
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Item 44 and 45 will only be listed, based on APES.

For further details, see Data Handling Plan.

11.6.3 General Behavior Inventory (GBI) 10-Item Mania Scale

The GBI total score and change from baseline will be summarised by visit in Phase A and by
visit and treatment group in Phase B.

12 Pharmacokinetic/Pharmacodynamic Analyses

A separate analysis plan for pharmacokinetic/pharmacodynamic analyses will be prepared by
the Department of Quantitative Pharmacology, H. Lundbeck A/S.

13 Interim Analyses
No interim analyses for efficacy are planned.

An independent Data Monitoring Committee is established in order to review the safety and
tolerability data throughout the study. The same Data Monitoring Committee (DMC) covers
all the clinical studies in the paediatric vortioxetine program.

DMC includes child and adolescent psychiatrists. The DMC ensures that the ethical principles
are observed and monitors the safety of the patients. The DMC will be informed to what
extent the data and analyses provided to them have been quality controlled. Members of the
DMC will not be involved in other study-related tasks. The details of the DMC procedures are
described in the Data Monitoring Committee Charter.

CRO is contracted to perform the analyses for the DMC.

To ensure that the study is sufficiently powered an estimate of the variability of the primary
endpoint and the withdrawal rate will be obtained. The analysis was performed after at least
75% of the initially planned randomised patients have either completed or withdrawn from the
study and was based on blinded and pooled data from all groups. The analysis resulted in a
sample size re-assessment.

14 Sample Size Considerations

The study was initially powered to find at least one of the Vortioxetine doses significant using
a Hochberg testing strategy:

Assuming a standard deviation (SD) of 11 on the treatment comparisons for the primary
endpoint and a withdrawal rate of 15-20%, then randomising 150 patients per group and
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applying Hochberg’s test procedure to keep the overall significance level at 5% will provide a
power of approximately 87% for finding at least one dose significant if both doses have an
effect of 4 points using a t-test comparison for the primary analysis at Week 8 in Phase B
(Week 12). Total N=600 randomised.

The study protocol was subsequently amended changing the primary analysis to a comparison
of the averaged effect of the two Vortioxetine doses versus placebo:

Assuming a standard deviation (SD) of 11 on the treatment comparisons for the primary
endpoint and a withdrawal rate of 15-20%, then randomising 120 patients per group and
applying a closed testing procedure to keep the overall significance level at 5% will provide a
power of at least 85% for claiming significance of the averaged effect of the two vortioxetine
doses if both doses have an effect of 4 points at Week 8 in Phase B (Week 12). Total N=480
randomised.

A blinded sample size reassessment was performed when 450 patients were randomized. This
revealed SD estimates at 12.5-12.7 and Withdrawal estimates at 10%-15%. Based on this it
was found that randomising 150 per group would provide a power of approximately 85% for
the primary analysis. Total N=600 randomised.

Since all analyses are done with blinded data, there is no inflation of the Type 1 error rate and
no alpha adjustment is necessary.

15 Statistical Software

The statistical software used will be SAS® Version 9.4 or later.

16 Changes to Analyses Specified in the Protocol

The following changes have been made as compared to the latest version of the protocol:
e (C-SSRS categorisation has been updated and will no longer include C-CASA

e CDRS-R subscores Mood, Somatic, Subjective, and Behaviour have been added as
secondary endpoints

e CDRS-R single items have been added as an exploratory endpoint

o response in the CGI-I score (defined as a CGI-I score of lor 2) during the 8 week treatment
period has been deleted

17 Details on Data Handling

17.1 Definition of Baseline and Periods

Unless otherwise specified, the baseline value for Phase A will the latest value captured at or
before Visit 2.
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Unless otherwise specified, the baseline value for Phase B will be defined as the value at Visit
6.

In the TFLs and CSR, Baseline A will be named Enrolment and Baseline B will be named
Randomization.

Classification of adverse events into periods is defined in section 11.1.2.3.

For other data, assessments from unscheduled laboratory and ecg assessments will be
assigned to an analysis phase according to Panel 6, while withdrawal visits and unscheduled
scale assessments will be assigned to the study phase where assessment was performed (Phase
A or Phase B). Scheduled visits will be assigned to an analysis phase based on the visit:
Screen (10 days) - Starts at the Screening Visit and continues up to, and including, Visit 2
Phase A (4 weeks) - Starts after Visit 2 and continues up to, and including, Visit 6
(including the withdrawal Visit for non-randomized patients)
Phase B (8 weeks) - Starts after Visit 6 and continues up to, and including, Visit 12
Follow-Up Period - Starts after last Visit in Phase A (non-randomized patients) or Phase B
(randomized patients)

In the TFLs and CSR, Phase A will be named Single-Blind Period, and Phase B will be
named Double-Blind Period.

Panel 6  Assigning Period to Unscheduled Laboratory and ECG Assessments

Analysis
Period
Assessment date <Visit 2 SCREEN
Visit 2<Assessment date < Visit 6 Phase A
Assessment date>Visit 6 (randomized patients) Phase B

17.2 Derived Variables

17.2.1 Children depression rating scale revised version (CDRS-R)

The CDRS-R is a clinician-rated scale to measure the severity of depression of children and
adolescents. The CDRS-R consists of 17 items out of which 3 items rate nonverbal
observations (listless speech, hypoactivity, and depressed affect). Fourteen items are rated on
a 7-point scale from 1 to 7 and three items (sleep disturbance, appetite disturbance, and
listless speech) are scored on a 5-point scale from 1 to 5. The total score ranges from 17
(normal) to 113 (severe depression). The CDRS-R can be administered by a clinician after a
training session. It takes approximately 20 to 30 minutes to administer and rate the CDRS-R.

Four subscores'’ are defined based on the CDRS-R:
e Mood: sum of items 8§, 11, 14, 15; score range 4 to 28
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e Somatic: sum of items 4, 5, 6, 7, 16, 17; score ranges from 6 to 36
e Subjective: sum of items 9, 10, 12, 13; score ranges from 4 to 28
e Behaviour: sum of items 1, 2, 3; score ranges from 3 to 21

17.2.2 Clinical Global Impression scales (CGI-S/I)

The CGI was developed to provide global measures of the severity of a patient’s clinical
condition and improvement or worsening during clinical studies.

The clinician will use the scale to assess depressive symptoms.

The CGI consists of two clinician-rated subscales: severity of illness (CGI-S) and global
improvement (CGI-I).

The CGI-S provides the clinician’s impression of the patient’s current state of mental illness.
The clinician uses his or her clinical experience of this patient population to rate the severity
of the patient’s current mental illness on a 7-point scale ranging from 1 (Normal - not at all
ill) to 7 (among the most extremely ill patients).

The CGI-I provides the clinician’s impression of the patient’s improvement (or worsening).
The clinician assesses the patient’s condition relative to baseline A on a 7-point scale ranging
from 1 (very much improved) to 7 (very much worse). In all cases, the assessment should be
made independent of whether the rater believes the improvement is drug-related or not.

An experienced clinician can use the CGI after a short training session. It takes 1 to 2 minutes
to score the CGI after a clinical interview.

17.2.3 Children’s Global Assessment Scale (CGAS)

The CGAS'' is a clinician-rated global scale to measure the lowest level of functioning for a
child (4 to 16 years) during a specified time period. The CGAS contains behaviourally-
oriented descriptors at each anchor point that depict behaviours and life situations applicable
to a child. The items range in value from 1 (most functionally impaired child) to 100 (the
healthiest). A score above 70 indicates normal function. The CGAS can be administered by a
clinician after a training session. It takes approximately 2 minutes to administer CGAS.

17.2.4 General Behavior Inventory (GBI) 10-Item Depression Scale

The GBI 10-item depression scale'? is a parent- and subject-rated scale designed to screen for
depressive symptoms in children and adolescents. The ten depression items are rated on a 4-
point scale from 0 (never or hardly ever) to 3 (very often or almost constantly). The total
score ranges from 0 to 30, with higher scores indicating greater pathology. It takes
approximately 5 minutes to complete the GBI 10-item depression scale.

Page 35 of 52



H. Lundbeck A/S
Confidential

17.2.5 Parent Global Assessment - Global Improvement (PGA)

The PGA " is a parent- rated variation of the CGI-I to evaluate the severity of the child’s
symptoms. The PGA reflects assessments of change from baseline A symptoms using a 7
point scale ranging from 1 (very much improved) to 7 (very much worse). It takes 1 to 2
minutes to score the PGA.

17.2.6 The PedsQL Present Functioning Visual Analogue Scales (PedsQL™ VAS)

The PedsQL™ VAS' is designed to measure at-that-moment functioning in children and
adolescents. The PedsQL VAS consists of 6 domains: anxiety, sadness, anger, worry, fatigue
and pain using visual analogue scales. The functionality for each domain is measured on a 10
cm line with a happy face at one end and a sad face at the other. The patients are asked to
mark on the line how they feel. The total score is the average of all 6 items, and the emotional
distress summary score is the mean of the anxiety, sadness, anger, and worry items. It takes 2
to 5 minutes to administer and rate the PedsQL VAS.

17.2.7 Paediatric Quality of Life Enjoyment and Satisfaction Questionnaire (PQ-LES-
Q)

The PQ-LES-Q15 is a patient-rated scale designed to assess satisfaction with life. It is an
adaptation of the Quality of Life Enjoyment and Satisfaction Questionnaire (Q-LES-Q),
which is used to measure quality of life in adults. The PQ LES Q consist of 15 items, item 1-
14 assess the degree of satisfaction experienced by subjects in various areas of daily
functioning and item 15 allows subjects to summarise their experience in a global rating
(overall evaluation). Each item is rated on a 5-point scale from 1 (very poor) to 5 (very good).
The total score range of item 1-14 is 14 to 70, with higher scores indicating greater
satisfaction. It takes 5 to 10 minutes to complete the scale.

17.2.8 Multidimensional Anxiety Scale for Children short version (MASC-10)

The MASC-10'® is designed to screen for anxiety in children, and is based on the 39-item
MASC. The MASC-10 consists of 10 items assessing physiological symptoms, social anxiety,
harm avoidance, and separation/panic. The anxiety symptoms are rated on a 4-point scale
from 0 (never true about me) to 3 (often true about me). Total score ranges from 0 to 30, with
higher scores indicating higher levels of anxiety. The MASC-10 takes approximately 5
minutes to administer and score.

17.2.9 Tanner evaluating

Tanner staging is a scale for assessing physical development and sexual maturity during onset
and progress of puberty.

The scale includes five stages of pubertal changes (called Tanner stages) separate for males
and for females.
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For female the 5 stages of maturation are recognized by assessing pubic hair and breast
development. For male the 5 stages of maturation are recognized by assessing pubic hair,
growth of penis and testicles. Post-puberty is defined as a Tanner stage = 5 in both of
observed criteria.

The evaluation of Tanner stage will be performed by physician or trained nurse - they will be
provided with figures depicting the somatic changes and tables describe these changes in
words to facilitate the staging.

17.2.10 Paediatric Adverse Event Rating Scale (PAERS)

The PAERS' is a clinician-rated scale designed and validated to assess adverse events
occurring in paediatric patients who are treated with psychotropic medication in clinical
studies.

The PAERS consists of 45 items: 43 specific signs and symptoms and two to be specified.
Each item specifies if the adverse event was present recently, if it was resolved (No, Yes),
related to drug (No, Study drug, Other drug, Drug-drug interaction), its severity (Mild,
Moderate, Severe, Extreme) and if it impaired function (No, Yes).

The PAERS can be administered by a clinician after a short training session. It takes
approximately 10 minutes to administer and score the PAERS.

The PAERS must be applied after the non-leading, open questions on any adverse events. As
this recording of adverse events should precede the use of the PAERS, the numbers of adverse
events captured by these two methods potentially differ.

17.2.11 General Behavior Inventory (GBI) 10-Item Mania Scale

The GBI 10-item mania scale'® is a parent- and subject-rated scale designed to screen for
manic symptoms in children and adolescents. The 10 items are rated on a scale from 0 (never
or hardly ever) to 3 (very often or almost constantly). The total score ranges from 0 to 30
points, with high scores indicating greater pathology. It takes approximately 5 minutes to
complete the GBI 10-item mania scale.

17.2.12 The Symbol Digit Modalities Test (SDMT)

The Symbol Digit Modalities Test (SDMT)" is a cognitive test designed to assess speed of
performance requiring visual perception, spatial decision-making and psychomotor skills. The
SDMT consists of 110 geometric symbols that the patient has to substitute with a
corresponding digit in a 90-second period. Each correct digit is counted, and the total score
ranges from 0O (less than normal functioning) to 110 (greater than normal functioning). The
written version of the test will be used in this study. It takes approximately 5 minutes to
complete and score the SDMT.
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17.3 Identifying rows for analyses for rating scales and safety variables

For lab, ecg, vs, and scales except PAERS and C-SSRS, assessments (scheduled, re-
assessments, and unscheduled) in Phase B obtained more than 7 days after the last dose of
IMP (assessment date — last dose date > 7) in the Phase or study will not be considered in
descriptive statistics or statistical analyses but will be included in listings of safety variables
(assessments<7 days since last IMP will be referred to as valid). If the date of last dose is
missing for a patient in Phase B, all assessments for the patient will be considered valid. Not
valid assessments will be assigned analysis Day 8888 and analysis Week 888.

For further details see Data Handling Plan.

Analysis day and week for assessments at scheduled visits (Withdrawal Visit not considered
part of scheduled visits) will be the protocol (nominal) day and week:

Assessments at the Withdrawal Visit will be assigned to an analysis day in the phase or study
from which the patient withdrew:

e Patients withdrawn in Phase A:

Analysis day will be assigned according to Panel 7, based on days since Visit 2
(assessment date-Visit 2 date)

e Patients withdrawn from Phase B:

Analysis day will be assigned according to Panel 8 based on days since Visit 6
(assessment date-Visit 6 date)

Panel 7 Visit Windows Patients Withdrawn from Phase A

CGAS PedsQL VAS CGLS
PQ-LES-Q MASC-10 Target Day
. CGI-1 .

CDRS-R GBI (depression) SDMT PAERS Analysis based on
PGA GBI (mania) Weight . Phase assessment

Laboratory Vital date-Visit 2

Signs
ECG
1to 10 Phase A 7

1to17 1to21 11to 17 Phase A 14
18 to 24 18 to 24 Phase A 21
>24 >21 >0 >24 Phase A 28

Panel 8 Visit Windows Patients Withdrawn from Phase B
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CGAS PedsQL VAS
PQ-LES-Q MASC-10 CGI-S Target Day
CDRS-R GBI (depression) SDMT CGI-1 Analysis based on
PGA GBI (mania) Weight PAERS Phase assessment
Laboratory Vital Signs date-Visit 6
ECG
1to 10 Phase B 7
1to21 1to21 11to 17 Phase B 14
18 to 24 Phase B 21
22 to 35 22 to 35 1to42 25to 35 Phase B 28
36 to 49 36 to 49 36 to 49 Phase B 42
>49 >49 >42 >49 Phase B 56

17.4 Handling of Missing or Incomplete Dates/Times

17.4.1 1IMP Start and Stop Dates by phase

In derivation of data for adverse events and concomitant medications, a missing IMP start
date in Phase A or Phase B will be imputed by:

e Patients in APTS A with a missing IMP start date in Phase A: Date of Visit 2
o Patients in APTS with a missing IMP start date in Phase B: Date of Visit 6

In evaluation of valid efficacy and safety assessments in Phase B (assessment is considered
valid if assessment date-date of last IMP <7 days), a missing date of last IMP in Phase B will
be imputed by the latest attended Visit in the study before the safety follow-up.

Exposure for patients in APTS A/APTS with missing IMP start or stop date will not be
calculated.

Exposure for patients not in APTS A/APTS will be set to 0.

17.4.2 Medical Disorder Start and Stop Dates

Incomplete dates will not be imputed. Classification of events into concurrent medical
disorders or past disorders will be based on the reported ongoing status.

17.4.3 Medication Start and Stop Dates

In order to assign all medications to an analysis start-and stop phase, missing or incomplete
start-or stop dates will be imputed by phase. Ongoing medications at the end of a study will
not be assigned a stop phase in that study.

No duration will be calculated for medications with imputed start-or stop date, or for ongoing
medications.
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For further details see Data Handling Plan.

17.4.4 Adverse Event Start Dates

In order to classify the treatment emergent status and assign all adverse event records to an
analysis, missing or incomplete start-or change in intensity dates will be imputed by phase.

Incomplete adverse start dates will be imputed before handling of incomplete dates for change
in intensity-or seriousness.

Please see Data Handling Plan for further details.

Incomplete adverse event stop dates will not be imputed.

17.5 Grouping of Small Countries

Countries with few patients in the FAS will be grouped for potential use in case of the
MMRM not converging. A country was considered small if it contained <4 patients in the
FAS.

The final grouping of countries will be done in a blinded manner at the classification meeting
and will be documented in the classification meeting minutes.
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Appendix I
Statistical Analysis Plan

Authentication and Authorisation
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Statistical Analysis Plan
Authentication and Authorisation
Study title: Interventional, randomised, double-blind, placebo-controlled, active

reference (fluoxetine), fixed-dose study of vortioxetine in paediatric
patients aged 12 to 17 years, with Major depressive disorder (MDD)

SAP date: 15 August 2019

This document has been signed electronically. The signatories are listed below.

Authentication

Biostatistician:

crs: E—

Authorisation

Head of Biostatistics:
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Appendix I1
Testing strategy
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Testing strategy

The reason why both tests in step 2 can be performed at full significance level without further
multiplicity adjustment follows from a formal closed testing argument.

A formal descriptions of the closed testing principle is as follows:

“Suppose there are k hypotheses H,,..., Hy to be tested and the overall type I error rate is o.
The closed testing principle allows the rejection of any one of these elementary hypotheses,
say H,, if all possible intersection hypotheses involving H; can be rejected by using valid local
level a tests. It controls the familywise error rate for all the k hypotheses at level a in the
strong sense.”

In this study, there are 3 hypotheses that we want to multiplicity control for:
— HI: 6:=0 (Low dose is in-efficacious)
— H2: 05 =0 (High dose is in-efficacious)
— H3: 0.5*% 0. + 0.5* 0 =0 (The mean of the high and low dose is in-efficacious)

As described above Step 1 is to test H3 at full allocated alpha level. If this is rejected the
procedure goes to Step 2 testing H1 and H2 also at full allocated alpha level. Following the
closed testing principle this (Step 2) would require a test of the intersection hypothesis first.

The intersection hypothesis H4 that needs to be tested is:
— H4: HINH2: 6. =0 A 8 =0 (Both doses are in-efficacious)

However, due to the testing strategy, it can be shown that H4 has already been tested:
Rejecting H3 in Step 1, gives that the average of the 2 comparisons is different from 0.
Therefore, it is impossible for both comparisons 0, and 0y to be be zero simultaneously which
means that H4 is rejected. So, rejection of H3 automatically leads to rejection of the
intersection hypothesis H4, mathematically since it is contained in H3, H4€H3. The closed
testing requirement concerning test of intersection hypotheses is therefore fulfilled and it is
valid to test both H1 and H2 separately at full allocated alpha level.
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Appendix I
SAS codes
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SAS codes

Primary endpoint:

proc mixed data=s12710A.adcdrsr (where =(paramcd="CDRSRBT" and basetype='Baseline
2" and 0<NOMWEEK<888 and anl01fI="Y" and fas02fI="Y")) method=REML,;

class usubjid country trt02p nomweek;
model chg = base country nomweek trt02p trt02p * nomweek base* nomweek /s ddfm=kr;
repeated nomweek /subject=usubjid type=un;
Ismeans trt02p * nomweek/diff;
Ismestimate trt02p*nomweek 'Average effect of VOR vs PBO at Week §'

[-2,2 4] [1,3 4] [1.,4 4]/divisor=2 c;
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Appendix IV
PCS
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PCS
Table1  Lundbeck PCS Criteria for Clinical Safety Laboratory Tests
ILaboratory Test CDISC Term Unit PCS LOW PCS HIGH
Haematology / Coagulation
B-haemoglobin HGB g/dL <9.5 (women); >16.5 (women);,
< 11.5 (men) > 18.5 (men)
B-erythrocytes (red cell count) RBC x 10E12/L <3.5 (women); > 6.0 (women);
< 3.8 (men) > 7.0 (men)
B-haematocrit (packed cell volume) HCT VIV <0.32 (women); >0.50 (women);
<0.37 (men) >0.55 (men)
B-MCYV (mean cell volume) MCV fL <0.8xLLN >1.2x ULN
B-total leucocyte (white cell count) WBC x 10E9/L <28 >16
B-neutrophils/leucocytes NEUTLE % <20 >85
B-eosinophils/leucocytes EOSLE % =10
B-basophils/leucocytes BASOLE % =10
B-lymphocytes/leucocytes LYMLE % <10 =75
B-monocytes/leucocytes MONOLE % =15
B-thrombocytes (platelet count) PLAT x 10E9/L <75 > 600
P-INR (prothrombin ratio) INR Ratio >2.0
B-prothrombin time PT Sec >18
Liver
S-aspartate aminotransferase AST IU/L >3 x ULN
S-alanine aminotransferase ALT IU/L >3 x ULN
S-bilirubin BILI pumol/L >34
S-bilirubin, direct BILDIR umol/L >12
S-bilirubin, indirect BILIND pmol/L >22
S-alkaline phosphatase ALP IU/L >3 x ULN
S-gamma glutamyl transferase GGT IU/L >200
S-alpha-glutathione S-transferase GSTAL pg/L >20
(alpha-GST)
Kidney
S-creatinine CREAT umol/L >1.5x ULN
B-urea nitrogen (BUN) BUN mmol/L >11
S-uric acid (urate) URATE pmol/L > 510 (women);
> 630 (men)
Electrolytes
S-sodium (natrium) SODIUM mmol/L <125 > 155
S-potassium (kalium) K mmol/L <3.0 >6.0
S-calcium CA mmol/L <18 >3.0
S-chloride CLMG mmol/L <90 >117
S-magnesium PHOS mmol/L <0.6 >13
S-phosphate (phosphorus, (inorganic) BICARB mmol/L <0.65 >1.95
S-bicarbonate mmol/L <12 >38
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Endocrine / Metabolic
B-glucose, non-fasting/unknown GLUC mmol/L <34 >94
B-glucose, fasting GLUC mmol/L <3.0 >6.0
S-glucose, non-fasting/unknown GLUC mmol/L <39 >11.1
S-glucose, fasting GLUC mmol/L <35 >7.0
B-glycosylated haemoglobin, fasting HBAIC % >6.5
S-prolactin PROLCTN mIU/L >1350
S-thyrotropin/TSH TSH mIU/L <03 >5.5
S-protein (total) PROT g/L <45 >95
S-albumin ALB g/L <27
Lipids
S-cholesterol total, non-fasting/unknown | CHOL mmol/L >7.8
S-cholesterol total, fasting CHOL mmol/L >6.2
S-triglycerides, non-fasting/unknown TRIG mmol/L >5.65
S-triglycerides, fasting TRIG mmol/L >42
S-LDL cholesterol, non-fasting/unknown | LDL mmol/L >53
S-LDL cholesterol, fasting LDL mmol/L >49
S-HDL cholesterol, non-fasting/unknown | HDL mmol/L <0.8
S-HDL cholesterol, fasting HDL mmol/L <09
Cardiac / Skeletal/Muscle
S-creatine kinase (total) CK IU/L > 400 (women);
> 750 (men)
S-creatine kinase MB isoenzyme CKMB ng/L >8.50r
CKMBCK % > 3.5% of total CK
S-lactate dehydrogenase (total) LDH IU/L >750
S-troponin 1 TROPONI ng/L >1.5
S-troponin T TROPONT ng/L >04
Infection
S-C-reactive protein CRP mg/L >25
S-globulin (total) GLOBUL g/L <15 >55
Urine
Urinary pH PH <4 >9

S=serum; B=whole blood; U=urine

Study 12710A — Statistical Analysis Plan

Page 51 of 52



H. Lundbeck A/S

Confidential
Table2 Lundbeck PCS Criteria for ECG Parameters
ECG Parameter CDISC Term Unit PCS LOW PCS HIGH
Absolute Time Interval
PR interval PRMEAN Msec > 260
QRS interval QRSDUR Msec >150
QT interval QTMEAN Msec > 500
Derived Time Interval
Heart rate HRMEAN beats/min <50and >120 and
decrease> 15 increase > 15
QTcB interval QTCB Msec <300 > 500 or
increase > 60
QTCcF interval QTCF Msec <300 > 500 or
increase > 60

Increase/decrease is relative to the baseline value

Table3  PCS Criteria for Vital Signs, Weight/BMI, and Waist Circumference
Parameter CDISC Term Unit PCSLOW PCS HIGH
Waist circumference WSTCIR Cm decrease > 7% increase > 7%
Weight WEIGHT Kg decrease > 7% increase > 7%
Body Mass Index BMI kg/m2 decrease > 7% increase > 7%
Pulse rate, supine/sitting/unknown PULSE beats/min < 50 and > 120 and

decrease> 15 increase > 15
Diastolic blood pressure, DIABP mmHg < 50 and > 105 and
supine/sitting/unknown decrease > 15 increase > 15
Systolic blood pressure, SYSBP mmHg < 90 and > 180 and
supine/sitting/unknown decrease > 20 increase > 20
Orthostatic systolic blood pressure® OBP mmHg <-30
Orthostatic pulse rate® OPR beats/min >20
Temperature” TEMP °C decrease > 2 >38.3 and
increase > 2

Increase/decrease is relative to the baseline value

*For definition of orthostatic blood pressure and pulse rate, see text after Table 3

"Note, the diurnal variation may affect the temperature. Morning temperature is lower

Normal Range (mm Hg) | PCS High (mm Hg) PCS Low (mm Hg)

Systolic blood pressure,
supine

7-9 years: 80-115

10-12 years: 85-120
13-17 years: 90-130
> 18 years: 110-140

> 140 and increase > 20
> 140 and increase > 20
> 140 and increase > 20
> 180 and increase > 20

<90 and decrease > 20

Diastolic blood pressure,
supine

7-9 years: 40-75
10-12 years: 40-80
13-17 years: 40-80
> 18 years: 51-85

> 90 and increase > 15
>90 and increase > 15
> 90 and increase > 15
> 105 and increase > 15

< 50 and decrease > 15

Study 12710A — Statistical Analysis Plan

Page 52 of 52





