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1.0 TRIAL SUMMARY

Abbreviated Title A Japanese Phase III, Open-label, Noncomparative Trial of MK-
7625A in Japanese patients with uncomplicated pyelonephritis and
complicated urinary tract infection

Sponsor Product Identifiers MK-7625A

Trial Phase Phase III

Clinical Indication Uncomplicated pyelonephritis and complicated urinary tract infection
Trial Type Interventional

Type of control No treatment control

Route of administration Intravenous

Trial Blinding Unblinded Open-label

Treatment Groups MK-7625A

Number of trial subjects Approximately 115 subjects will be enrolled.

Estimated duration of trial The Sponsor estimates that the trial will require approximately

13 months from the time the first subject signs the informed consent
until the last subject’s last study-related phone call or visit.

Duration of Participation Each subject will participate in the trial for approximately 6 weeks
from the time the subject signs the Informed Consent Form (ICF)
through the final contact. After a screening phase, each subject will
receive MK-7625A for 7 days. After the end of treatment, each
subject will be followed for 4 to 5 weeks.

2.0 TRIAL DESIGN
2.1 Trial Design

This is a nonrandomized, multi-site, open-label trial of MK-7625A in Japanese subjects with
uncomplicated pyelonephritis and complicated urinary tract infection (cUTI) to be conducted
in conformance with Good Clinical Practices.

Approximately 115 subjects with a diagnosis of cUTI including pyelonephritis
(uncomplicated or complicated pyelonephritis, and complicated lower UTI) will be enrolled
in this trial. The enrollment of the patients with CrCl 30-50 mL/min at screening will be
restrained from exceeding 15% (18 patients) of the total enrollment due to the rationale
described in 4.2.1. For patients with a diagnosis of pyelonephritis at screening, the
enrollment will be restrained from exceeding 80% (92 patients) of the total enrollment. All
subjects will receive MK-7625A 1.5 g (ceftolozane 1 g/tazobactam 0.5 g) intravenously (IV)
every 8 hours under unblinded conditions. An adjusted dose [MK-7625A 750 mg
(ceftolozane 500 mg/tazobactam 250 mg)] will be administered to subjects with creatinine
clearance (CrCl) 30-50 mL/min. Each subject will be receiving MK-7625A for 7 days.
Efficacy assessments (microbiological response and clinical response) will be conducted at
the End of Therapy visit (EOT; within 1 day after the completion of study drug
administration) and the Test of Cure visit (TOC; 7 days £2 days after completion of study
drug administration). Subjects will be followed for Efficacy and Safety evaluations until Late
Follow-up (LFU; 28 to 35 days after completion of study drug administration).
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Specific procedures to be performed during the trial, as well as their prescribed times and
associated visit windows, are outlined in the Trial Flow Chart - Section 6.0. Details of each

procedure are provided in Section 7.0 — Trial Procedures.

2.2 Trial Diagram

The trial design is depicted in Figure 1 .

ME-T623A(1.3 g) ntravenously
every & howrs

Visit 17 Wisit 2 Wisit 3 Visit 4 Wisit 3-8 Wisit § WVisit 10 Visit 11
within 1 day 7 days (£2 28 to 33 days
after days) after after
) ) - - I completion of completion of completion of
Bischiue Bay 1 i o B study drug study drug study drug
administration admiistration  admimnistration
(EOTH) (TOCH) (LFU)
Screening Treatmernt follow-up

" Informed consent could be obtained within 2 days before the study drug initiation.
- End of Therzpy
§Test of Cure

Late Follow -up

Figure 1 Trial Design
3.0 OBJECTIVE(S) & HYPOTHESIS(ES)

3.1 Primary Objective(s) & Hypothesis(es)

1) Objective: To estimate the per-subject microbiological response of MK-7625A in
subjects with uncomplicated pyelonephritis and cUTI in the Microbiologically

Evaluable (ME) population at TOC.

2) Objective: To evaluate the safety and tolerability of MK-7625A in subjects with

uncomplicated pyelonephritis and cUTI.
3.2 Secondary Objective(s) & Hypothesis(es)

1) Objective: To estimate the per-subject microbiological response of MK-7625A in
subjects with uncomplicated pyelonephritis and cUTI in the ME population at EOT

and LFU.

2) Objective: To estimate the per-subject and per-pathogen microbiological response of
MK-7625A in subjects with uncomplicated pyelonephritis and cUTI in the
microbiological Modified Intent-to-treat (mMITT) population at EOT, TOC, and
LFU, and to estimate the per-pathogen microbiological response of MK-7625A in
subjects with uncomplicated pyelonephritis and cUTI in the ME population at EOT,

TOC and LFU”.
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3) Objective: To estimate the clinical response of MK-7625A in subjects with
uncomplicated pyelonephritis and cUTI in the mMITT and Clinically Evaluable (CE)
populations at EOT, TOC, and LFU.

4) Objective: To estimate the composite response (based on microbiological response
and clinical response) of MK-7625A in subjects with uncomplicated pyelonephritis
and cUTI in the ME and mMITT populations at TOC.

3.3 Exploratory Objectives
1) Objective: To summarize the proportion of subjects with superinfections or new
infections in the mMITT and ME population.

2) Objective: To summarize the proportion of subjects with relapse of clinical cure in
the mMITT and CE population and recurrence of per-subject and per-pathogen
microbiological eradication in the mMITT and ME population.

3) Objective: To provide the plasma concentrations of ceftolozane and tazobactam for
updating population pharmacokinetic (POP-PK) model.

4) Objective: To explore the relationship between genetic variation and response to the
treatment(s) administered. Variation across the human genome will be analyzed for
association with clinical data collected in this study.

4.0 BACKGROUND & RATIONALE
4.1 Background

Refer to the Investigator’s Brochure (IB) for detailed background information on MK -
7625A.

4.1.1 Pharmaceutical and Therapeutic Background

Summary of MK-7625A

MK-7625A is a fixed-dose combination of a novel antipseudomonal cephalosporin and a
well-established B-lactamase inhibitor (BLI) that has potent in vitro activity against most
extended spectrum [-lactamase (ESBL)—producing Enterobacteriaceae and drug-resistant
Pseudomonas aeruginosa.
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Ceftolozane shares the basic chemical and biological attributes and mechanism of action with
other B-lactam antibiotics [1] [2]. The primary mechanism of action is inhibition of the
transpeptidation step of bacterial peptidoglycan biosynthesis by inactivation of penicillin
binding proteins (PBPs). Ceftolozane is a member of the cephalosporin class of antibiotics,
which are well characterized in terms of their safety, efficacy, and general antimicrobial
profile. Cephalosporin antibiotics have been widely used in clinical practice for many years
for their broad antibacterial spectrum, bactericidal activity, and excellent safety profile. A
number of third and fourth generation parenteral cephalosporin antibiotics continue to be
widely used (e.g., ceftriaxone, cefepime, and ceftazidime), although expanding resistance
erodes their reliability. Ceftolozane exhibits time-dependent killing activity against various
Gram-negative organisms, including drug-resistant P. aeruginosa. Ceftolozane has been
shown to be potent against strains of P. aeruginosa that are resistant to carbapenems,
cephalosporins, fluoroquinolones, and/or aminoglycosides, including the majority of multiple
drug-resistant (MDR) isolates. Like most cephalosporins, ceftolozane is poorly active
against enterococci, ESBL-producing Enterobacteriaceae, and Gram-negative anaerobes.

Tazobactam is a potent inhibitor of chromosomal- and plasmid-mediated bacterial class A
and some class C B-lactamases that, by binding to the active site of these enzymes, protects
ceftolozane from hydrolysis, broadening its spectrum to include most ESBL-producing
Escherichia coli, Klebsiella pneumoniae, and other Enterobacteriaceae, as well as some
important anaerobic pathogens (i.e., Bacteroides fragilis).

MK-7625A does not adequately cover certain pathogens, such as Gram-positive pathogens
(Enterococci, Staphylococcus aureus), and anaerobes other than Bacteroides fragilis.

Epidemiology and Clinical Manifestations of cUTI

The prevalence of urinary tract infections (UTI) is increasing and its financial burden is
significant. According to a major epidemiological study conducted in the US, UTI accounts
for more than 100,000 hospital admissions annually and up to 40% of all hospital-acquired
infections. In addition, the elderly population is now increasing globally. A higher incidence
of bacteriuria and UTI is observed in elderly patients, both in long-term care facilities and at
home. The management of elderly patients with UTI is increasing in clinical significance.
Almost all of UTI in the elderly is cUTI. cUTI is a frequent cause of hospitalization and a
common health-care associated complication [3] [4].

cUTI is defined as a clinical syndrome in men or women characterized by the development
of systemic and local signs and symptoms of fever, chills, malaise, flank pain, back pain, and
costovertebral angle pain or tenderness, occurring in the presence of an abnormality of the
urinary tract or in the presence of catheterization. cUTI results from a wide variety of
abnormalities including anatomical, structural, or functional alterations of the urinary tract
(e.g., urolithiasis, indwelling urethral catheter, intermittent catheterization, stents, prostatic
hypertrophy), impaired renal function (e.g., acute renal failure from intra, or post-renal
nephropathies or heart failure), and immunocompromised status (e.g., diabetes mellitus,
cancer, renal transplant). Clinical presentation can vary, ranging from mild lower urinary
tract symptoms such as frequency and/or urgency to systemic symptoms associated with
bacteremia and sepsis.
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Pyelonephritis, a subset of UTI, is an infection of one or both kidneys that can occur in
patients with or without functional or anatomic abnormalities of the urinary tract.
Pyelonephritis often presents with both local and systemic signs of infection including flank
pain and/or tenderness, fever, and malaise. Both complicated (associated with functional
alterations of the urinary tract, impaired renal function or immunocompromised status) and
uncomplicated pyelonephritis requires antimicrobial treatment for a similar length of time as
other cUTL

In cUTI, E.coli remains the predominant organism, but other aerobic Gram-negative rods,
such as Klebsiella species, Proteus species, Citrobacter species, Acinetobacter species,
Morganella species, and P. aeruginosa, also are frequently isolated. Gram-positive bacteria
(e.g. Enterococci and Staphylococcus aureus), and yeasts are also important pathogens in
cUTI [5].

According to a Japanese nationwide epidemiological survey [6], a total of 688 bacterial
strains were isolated from patients diagnosed with cUTI. Among them, 216 patients were
hospitalized (31.4%) with preexisting diseases at the time of the study. The following
bacterial species were isolated from the hospitalized patients: Enterococcus faecalis, 36.4%
(51/140), E. coli, 22.0% (56/255), K. pneumoniae, 34.4% (32/93), Proteus mirabilis, 23.8%
(10/42), Serratia marcescens, 29.5% (13/44), and P. aeruginosa, 47.4% (54/114). The
proportions of fluoroquinolone-resistant E. faecalis, E.coli, P. mirabilis, and S. marcescens
strains were 35.7%, 29.3%, 18.3%, and 15.2%, respectively. The proportions of E. coli, P.
mirabilis, K. pneumoniae, and S. marcescens strains producing ESBL were 5.1%, 11.9%, 0%,
and 0%, respectively. The proportions of P. aeruginosa strains resistant to carbapenems,
aminoglycosides, and fluoroquinolones were 9.2%, 4.4%, and 34.8%, respectively; among
them, 2 strains (1.8%) were multidrug resistant.

Treatment of cUTI

Empiric antimicrobial therapy for cUTI should be sufficiently broad spectrum to cover the
most commonly isolated pathogens. Treatment should be individualized for the subject,
based on subject tolerance, clinical presentation, prior antimicrobial use and urine culture
reports, and known or suspected institutional susceptibilities.

The fluoroquinolones and cephalosporins classes have long been widely used for empiric
treatment of cUTI. According to Japan Nosocomial Infections Surveillance (JANIS), in five
years from 2009 (the number of medical institutions: 499) to 2013 (the number of medical
institutions: 745), the percentage of medical institutions that fluoroquinolone- or third
generation cephalosporin-resistant E. coli was isolated from increased approximately 10%.
The percentage of medical institutions that fluoroquinolone-resistant E. coli was isolated
from rose from 84.6% to 94.9%. The percentage of medical institutions that third generation
cephalosporin-resistant E. coli was isolated from rose from 81.2% to 89.9%. In 2013, the rate
of resistance of E. coli against levofloxacin was 35.5% (number of specimen: 155998), the
rate of resistance of E. coli against cefepime was 10.9% (number of specimen: 81456).
Increasing resistance to fluoroquinolone and cephalosporin antimicrobial drugs poses a major
medical problem [7].

Although a number of antimicrobial agents are approved for use in cUTI, the emergence of
resistance to these agents has created a large unmet medical need.
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4.1.2 Clinical Trial results

The prior global cUTI Phase 2 and 3 studies were conducted outside of Japan; hence, there is
a need for an additional trial in Japan for this indication.

Phase 1 Trial in Japanese Subjects (CXA-EB-13-05)

An open-label Phase 1 single ascending dose trial (CXA-EB-13-05) was conducted to
evaluate pharmacokinetics (PK), safety and tolerability of MK-7625A after a single 1 hr IV
infusion of MK-7625A at 1.5 g and 3 g doses. A total of 29 healthy subjects were enrolled
(Japanese: 10 subjects, Chinese: 9 subjects and Caucasian: 10 subjects).

The PK of ceftolozane and tazobactam were comparable between the 3 ethnic groups. After
dose normalization, the PK parameters were comparable between the 1.5 and 3 g doses for
each ethnic group. These findings suggest that the PK is dose independent and similar across
the three ethnic groups.

A total of 4 subjects experienced adverse events (AEs) with the single-dose administration of
MK-7625A 1.5 g and 1 AE (drug eruption) lead to discontinuation in a Chinese subject
[Chinese: 3 subjects (constipation: 2 subjects; faeces discoloured: 1 subject; headache: 1
subject: and drug eruption: 1 subject), Japanese: 1 subject (pharyngitis)].

A total of 3 subjects experienced AEs with the single-dose administration of MK-7625A 3 g
[Caucasian: 1 subject (dry mouth and dizziness), Chinese: 2 subjects (abdominal pain: 1
subject; decreased appetite: 1 subject, and yellow skin: 1 subject)]. All AEs in both dosing
groups were mild in severity.

Phase 2 Trial in Subjects with cUTI including pyelonephritis (CXA-101-03)

Phase 2 trial (CXA-101-03) evaluated the comparative efficacy and safety of IV ceftolozane
(1 g every 8 hours) versus IV ceftazidime (1 g every 8 hours) for 7 to 10 days in hospitalized
adult subjects with cUTI including pyelonephritis.

The microbiological response of ceftolozane at TOC (test-of-cure) was comparable to
ceftazidime in complicated lower UTI and pyelonephritis. Moreover, ce ftolozane was well-
tolerated and the incidence of AEs and drug related AEs of ceftolozane was comparable to
ceftazidime.

Phase 3 Trials in Subjects with cUTI including pyelonephritis (CXA-cUTI-10-04 and CXA-
cUTI-10-05)
In two Phase 3 trials (CXA-cUTI-10-04 and CXA-cUTI-10-05) for cUTI including

pyelonephritis, the efficacy and safety of MK-7625A (1.5 g every 8 hours) was compared
with levofloxacin (0.75 g once daily). The treatment period was 7 days.

MK-7625A achieved high composite microbiological and clinical cure rates at the TOC visit
in the primary (mMITT) and secondary (ME) efficacy populations. For both populations, the
lower bound of the 95% CI (2.31, 14.57) around the treatment difference (MK -7625A minus
levofloxacin) was greater than -10%, indicating noninferiority. Notably, the 2-sided 99% CI
around the treatment differences excluded zero in both primary and key secondary analysis
populations indicating superiority over levofloxacin.
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The microbiological response rate of MK-7625A at TOC in ME population was 86.2% and
95% CI was (82.2, 89.5). The difference of microbiological response (MK-7625A minus
levofloxacin) was 8.6% and 95% CI was (2.87, 14.26).

MK-7625A was well-tolerated. The type, incidence and degree of AEs were comparable
between MK-7625A and levofloxacin in the integrated Phase 3 analysis.

4.1.3 Ongoing Clinical Trials
The Phase 3 global trial (Protocol 008) for ventilated nosocomial pneumonia, the Phase 1 PK
trial (Protocol 007) for intensive care unit subjects, and the Phase 1 pediatric PK trial

(Protocol 010) are on-going. Additional details may be found in the accompanying
Investigators Brochure (IB).

4.2 Rationale
4.2.1 Rationale for the Trial and Selected Subject Population

This open-label trial is planned to estimate the efficacy and safety of MK-7625A for
uncomplicated pyelonephritis and cUTI in Japanese patients. The prior global cUTI Phase 2
and 3 studies were conducted outside of Japan; hence, there is a need for an additional trial in
Japan for this indication.

Rationale for trial design

The primary data that support the efficacy of MK-7625A in the cUTI indications were
derived from 2 large, identical, global, multicenter, randomized, double-blind, active-
controlled Phase 3 trials (CXA-cUTI-10-04 and CXA-cUTI-10-05) subsequently pooled to
form one submission dataset.

In the cUTT indication, subjects were randomized 1:1 to receive either MK-7625A (1.5g[1 g
of ceftolozane and 0.5 g tazobactam] every 8 hours) or levofloxacin (0.75 g once daily)
administered as IV infusions for 7 days. The results indicated MK-7625A was noninferior to
levofloxacin for the primary and key secondary efficacy variables. Additionally, the lower
bound of the 2-sided 99% CI excluded zero in both the primary and secondary analysis
populations, indicating superiority over levofloxacin.

The purpose of this trial is to further demonstrate the safety and efficacy of MK-7625A in
only Japanese patients with cUTI for Japanese registration. Therefore, the design of this trial
is open-label, non-comparative design for the purpose of collecting safety and efficacy data
without statistical verification and assess use of MK-7625A in Japanese patients with cUTI.

Rationale for sample size

A sample size of 74 evaluable patients in the microbiological evaluable (ME) population is
applied to the Japanese cUTI trial to achieve a similar microbiological response to that in two
global cUTI Phase 3 trials.

The estimated microbiological response rate at TOC for the Japanese subjects is 85.1% with
a 95% confidential interval (75.0%, 92.3%) in the ME population. The estimated upper and
lower limits of the interval are comparable with the microbiological response rate (86.2%)
observed in the global cUTI Phase 3 trials (CXA-cUTI-10-04 and CXA-cUTI-10-05).
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The estimation is based on the assumption that microbiological efficacy of MK-7625A is
similar between Japanese and non-Japanese subjects. The assumption is supported by the
similarity in the MIC distributions for MK-7625A between the clinical isolates collected in
Japan and the US & EU, the comparability in PK exposures, and the expected PK-PD
relationships between Japanese and non-Japanese subjects. Assuming there will have a 35%
dropout rate (from enrollment to who qualifies for the ME population), a total of 115 subjects
will be enrolled.

Rationale for Selected Subject Population

The activity of ceftolozane alone and MK-7625A has been well characterized in a
comprehensive series of in vivo and in vitro microbiology studies. MK-7625A displays
potent time-dependent antibacterial activity against select Gram-positive pathogens,
especially streptococci, and common Gram-negative aerobic pathogens commonly involved
in cUTI, such as E. coli, other Enterobacteriaceae, and P. aeruginosa. The BLI activity of
tazobactam protects ceftolozane from the majority of common ESBL-producing
Enterobacteriaceae, an increasing problem in patients with cUTI that is associated with
poorer microbiological outcomes compared with patients with ESBL-negative isolates. In
addition, MK-7625A is active against strains of P. aeruginosa that are resistant to
carbapenems, cephalosporins, fluoroquinolones, and aminoglycosides, including isolates
exhibiting multidrug resistance.

The primary data that support the safety and efficacy of MK-7625A in cUTI including
pyelonephritis indications were derived from 2 large, identical, multicenter, randomized,
double-blind, active-controlled Phase 3 trials (CXA-cUTI-10-04 and CXA-cUTI-10-05),
subsequently pooled to form 1 submission dataset. The efficacy (composite response based
on microbiological response and clinical response) of MK-7625A was non-inferior to
levofloxacin which is a comparator drug.

From the above, MK-7625A shows antimicrobial activity against main offending bacterium
of cUTI, and the efficacy of MK-7625A in subjects with cUTI including pyelonephritis was
shown in overseas trials.

To keep the comparability of safety and efficacy assessment of MK-7625A in Japanese
patients to the non-Japanese patients in the global trials, the proportion of patients with
moderate renal insufficiency (CrCl 30-50 mL/min) will be capped at 15%. In a subgroup
analysis of the Phase 3 cUTI trials (CXA-cUTI-10-04 and CXA-cUTI-10-05), clinical cure
rates were lower in patients with baseline creatinine clearance (CrCl) of 30 to <50 mL/min
(61.8%, 21/34 subjects) compared to those with CrCl >50 mL/min (78.5%, 285/363 subjects).
Patients with moderate renal insufficiency are expected to be at worse baseline health and
require dose adjustment of MK-7625A. Therefore, the enrollment of the patients with CrCl
30-50 mL/min is limited to 15% (18 patients) of the total enrollment in this study to keep the
similar proportion of these patients as the global studies. Similarly, for patients with a
diagnosis of pyelonephritis at screening, the enrollment will be restrained from exceeding
80% (92 subjects) of the total enrollment to be comparable to the global trial data
[pyelonephritis: 82.4% (328/398 subjects)].
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Rationale for the Trial

MIC distributions for MK-7625A against Enterobacteriaceae and P. aeruginosa, which
represent the target pathogens of MK-7625A, were compared between the clinical isolates
collected in Japan (cryopreservation stock strain of the epidemiological purpose) and North
America/EU (Clinical Isolates from US, EU, British and Canadian Surveillance Programs
showed in IB). The result shows similar MIC distribution among the tested clinical isolates
both in Japan and in North America/EU [E. coli: MICsy and MICyy are 0.12 pg/mL and
0.5pg/mL in the clinical isolates in Japan (N=100), 0.25 pg/mL and 0.5pg/mL in the clinical
isolates in North America/EU (N=9429) respectively. P. aeruginosa: MICsy, and MICy are
0.5 pg/mL and 2 pg/mL in the clinical isolates in Japan (N=100), 0.5 pg/mL and 4pg/mL in
the clinical isolates in North America/EU (N=6316) respectively].

A single-dose, open-label, parallel-group trial (CXA-EB-13-05) to evaluate the
pharmacokinetics, safety and tolerability of MK-7625A after single intravenous infusion to
adult Japanese, Chinese and Caucasian healthy subjects, was conducted. After dose and/or
weight normalization, AUC and C,x values were similar between ethnic groups. Thus, it can
be concluded that no clinically relevant difference in PK behavior is observed for ceftolozane,
tazobactam and tazobactam M1 in all the healthy subjects investigated.

From the above, it was thought possible to use overseas study results as reference data. In
Japan, the Japanese Phase 3 trial (Protocol 014) is planned to examine and confirm the
efficacy (microbiological response and clinical effect) and safety of the overseas Phase 3
studies for cUTI including pyelonephritis.

4.2.2 Rationale for Dose Selection/Regimen/Modification

In this Japanese Phase 3 trial (Protocol 014), subjects with CrCl > 50 mL/min will receive
MK-7625A 1.5 g (ceftolozane 1 g/tazobactam 0.5 g) and subjects with CrCl 30 - 50 mL/min
will receive MK-7625A 750 mg (ceftolozane 500 mg/tazobactam 250 mg).

The dose selection of the ceftolozane component of MK-7625A was mainly based on the PK
of ceftolozane and all known relevant pharmacokinetic/pharmacodynamic (PK/PD)
principles for cephalosporins. The dose of tazobactam was based on prior experience with
BLIs and aimed to achieve a dose known to be well-tolerated. Based on the combined plasma
concentration-time data from Phase 1 and 2 trials, a population PK analysis was conducted to
characterize the PK of ceftolozane, and using these data, Monte Carlo simulations were
conducted to evaluate the expected efficacy of different dosing regimens of ceftolozane. Like
other B-lactam antibiotics, the PK/PD parameter that most closely correlates with efficacy is
the time, as a percentage of the dosing interval, that the plasma concentration of ceftolozane
exceeds the minimum inhibitory concentration (MIC) of the infecting organism (%T>MIC).
Monte Carlo simulation analysis of clinical PK data revealed that using 30% T>MIC, an IV
1-hour infusion of 1.5 g MK-7625A administered every 8 hours would provide sufficient
drug concentrations to cover target pathogens, with a probability of target attainment (PTA)
of 100% for pathogens with an MIC of up to 8 pug/mL.
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MK-7625A 1.5 g every 8 hours intravenously demonstrated non-inferiority of efficacy to
levofloxacin 0.75 g once daily intravenously in Phase 3 trials (CXA-cUTI-10-04 and CXA-
cUTI-10-05) for cUTI including pyelonephritis. Additionally, MK-7625A 1.5 g every 8
hours intravenously demonstrated non-inferiority of efficacy to meropenem 1 g every 8 hours
intravenously in Phase 3 trials (CXA-cIAI-10-08 and CXA-cIAI-10-09) for complicated
intra-abdominal infectious. MK-7625A 1.5 g every 8 hours intravenously was generally well-
tolerated.

The PK of MK-7625A has also been evaluated in subjects with mild, moderate, and severe
renal impairment, as well as subjects with end-stage renal disease on hemodialysis (CXA-
101-02, CXA-201-02, and CXA-REN-11-01). Each trial evaluated a single-dose based on the
linear and time independent PK profile of MK-7625A.

Relative to MK-7625A exposures in subjects with normal renal function (CrCl >90 mL/min),
no clinically relevant differences in exposure were observed in subjects with mild renal
impairment, whereas exposures increased approximately 2-fold in subjects with moderate
renal impairment.

Based on these results, no dose adjustment is recommended for subjects with mild renal
impairment (CrCl >50 to 89 mL/min). However the MK-7625A dose in subjects with
moderate renal impairment (CrCl >30 to 50 mL/min) is recommended to be reduced by 2-
fold (i.e., 750 mg MK-7625A every 8 hours).

The results of the PK/PD target attainment analyses for MK-7625A 1.5 g (ceftolozane 1
g/tazobactam 0.5 g) and dosing regimens adjusted for renal function described below, which
are based on non-clinical PK/PD targets for ceftolozane alone and as appropriate, in
combination with those for tazobactam, against Enterobacteriaceae from the clinical trial
program, support in vitro susceptibility test interpretive criteria for MK-7625A against
Enterobacteriaceae of 2-4 pg/mL:

For patients with normal renal function administered MK-7625A 1.5 g (ceftolozane
1 g/tazobactam 0.5 g) q8h, a PK/PD MIC cutoff value of as high as 4 pg/mL was
identified;

For patients with mild renal impairment administered MK-7625A 1.5 g (ceftolozane
1 g/tazobactam 0.5 g) q8h, a PK/PD MIC cutoff value of as high as 8§ pg/mL was
identified; and

For patients with moderate renal impairment administered MK-7625A 750 mg
(ceftolozane 500 mg/tazobactam 250 mg) q8h, a PK/PD MIC cutoff value of as high
as 8 ug/mL was identified.

The treatment period of MK-7625A for this Japanese Phase 3 trial (Protocol 014) is 7 days,
based on 2 overseas Phase 3 studies (CXA-cUTI-10-04 and CXA-cUTI-10-05) for cUTI
including pyelonephritis and the US package insert.
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4.2.3 Rationale for Endpoints
4.2.3.1 Efficacy Endpoints

In this Japanese Phase 3 trial (Protocol 014), microbiological response (primary endpoint)
and clinical response are set as efficacy endpoints. Clinical response and microbiological
response are the efficacy endpoints that will be used to estimate the efficacy of MK -7625A
based on the clinical signs and symptoms (Section 7.1.2.3), microbiological outcome
(Section 7.1.3.3), and clinical outcome (Section 7.1.2.4).

In order to estimate the efficacy of MK-7625A to the uropathogen isolated from subjects
with uncomplicated pyelonephritis and cUTI which are target diseases of this clinical trial,
the evaluation criteria of the microbiological response is set as the index of bacterial colony
forming unit by urine culture. Moreover, in this clinical trial, in order to observe change of
clinical signs and symptoms for uncomplicated pyelonephritis and cUTI, the evaluation
criteria of clinical response are set.

In addition, there is also the condition of asymptomatic bacteriuria without clinical
signs/symptom of infection in cUTI. Therefore, microbiological response is set as primary
endpoint for efficacy.

Based on the Japanese guideline (the 1st edition) for urinary tract/genital infection, TOC is
set as primary time point for efficacy. Moreover, in order to estimate the efficacy at the end
of treatment of MK-7625A, EOT is set as secondary time point for efficacy. The analysis
populations in the study objectives are comparable to those of global cUTI studies (CXA -
cUTI-10-04 and CXA- cUTI-10-05). The same mMITT, CE and ME population definitions
included in both the global trial and this trial are used for the analysis of clinical
response/microbiological response.

4.2.3.1.1 Definition of Efficacy Endpoints
Refer to Table 1 for efficacy endpoints by timing and analysis population. Details of the
endpoints are presented in the referenced sections.

Table 1 Summary of Efficacy Endpoints

S . - . . Reft
Objective Endpoint Timing Analysis Population (esjcf:ir;i(;s
Prima Per-subject
v er-subject TOC ME 7.133
Microbiological response
Secondary | Per-subject EOT, LFU ME
microbiological response | EOT, TOC and LFU | mMITT 7133
Per-pathogen EOT, TOC and LFU | ME o
microbiological response | EOT, TOC and LFU | mMITT
EOT, TOC and LFU | CE
Clinical R : 7.1.2.4
fical Besponse EOT, TOC, and LFU | mMITT
Composite ME
(microbiological and TOC 7.1.3.5
clinical) response mMITT
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4.2.3.2 Safety Endpoints

In this Japanese Phase 3 trial (Protocol 014), vital signs, AEs (clinical AEs and laboratory
AEs) and laboratory test (hematology test, coagulation test, blood biochemistry test and urine
test) are set as safety endpoints in order to evaluate the safety and tolerability of MK-7625A.

The broad clinical and laboratory AE categories consisting of the percentage of patients with
any AE, a drug-related AE, a serious AE, and an AE which is both drug-related and serious,
and who discontinued the study drug due to an AE will be considered key safety endpoints.

4.2.3.3 Pharmacokinetic Endpoints

Plasma samples for pharmacokinetic analyses will be drawn from all patients that receive
MK-7625A. The Plasma concentrations of ceftolozane, tazobactam and its metabolite,
tazobactam M1 will be summarized and the plasma concentration data of ceftolozane and
tazobactam will be used for POP-PK analysis. All available data for the POP-PK analysis
will be used for the analysis. The parameters to be evaluated for the POP-PK analysis will be
specified in a separate POP-PK protocol.

4.2.3.4 Pharmacodynamic Endpoints

The pharmacokinetic/pharmacodynamic analyses will be specified in a separate protocol.

4.2.3.5 Planned Exploratory Biomarker Research

Planned Genetic Analysis

Understanding genetic determinants of drug response is an important endeavor during
medical research. This research will evaluate whether genetic variation within a clinical trial
population correlates with response to the treatment(s) under evaluation. If genetic variation
is found to predict efficacy or adverse events, the data might inform optimal use of therapies
in the patient population. This research contributes to understanding genetic determinants of
efficacy and safety associated with the treatments in this study.

4.2.3.6 Future Biomedical Research

The Sponsor will conduct Future Biomedical Research on DNA specimens collected for
future biomedical research during this clinical trial.

Such research is for biomarker testing to address emergent questions not described elsewhere
in the protocol (as part of the main trial) and will only be conducted on specimens from
appropriately consented subjects. The objective of collecting specimens for Future
Biomedical Research is to explore and identify biomarkers that inform the scientific
understanding of diseases and/or their therapeutic treatments. The overarching goal is to use
such information to develop safer, more effective drugs/vaccines, and/or to ensure that
subjects receive the correct dose of the correct drug/vaccine at the correct time. The details
of this Future Biomedical Research sub-trial are presented in Section 12.2 - Collection and
Management of Specimens for Future Biomedical Research. Additional informational
material for institutional review boards/ethics committees (IRBs/ERCs) and investigational
site staff is provided in Section 12.3.
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4.3 Benefit/Risk

Subjects in clinical trials generally cannot expect to receive direct benefit from treatment
during participation, as clinical trials are designed to provide information about the safety
and effectiveness of an investigational medicine.

Additional details regarding specific benefits and risks for subjects participating in this
clinical trial may be found in the accompanying Investigators Brochure (IB) and Informed
Consent documents.

5.0 METHODOLOGY

5.1 Entry Criteria

5.1.1 Diagnosis/Condition for Entry into the Trial

Japanese Male/Female subjects with uncomplicated pyelonephritis or cUTI of at least 18

years will be enrolled in this trial.

5.1.2 Subject Inclusion Criteria

In order to be eligible for participation in this trial, the subject must:

1. Provided written informed consent prior to any study-related procedure not part of
normal medical care (a legally acceptable representative may provide consent if the
subject is unable to do so, provided this is approved by local country and institution
specific guidelines). The subject may also provide consent for Future Biomedical
Research.  However, the subject may participate in the main trial without
participating in Future Biomedical Research. The written informed consent should
also be obtained from a legally acceptable representative if the subject is < 20 years
of age.

2. Be Japanese males or females > 18 years of age who needs hospitalization.

3. Pyuria (white blood cell [WBC] count > 10/uL in unspun urine or > 10 per high
power field in spun urine) at screening visit.

4. Clinical signs and/or symptoms of UTI at screening visit, either of 1) or 2):

1) Pyelonephritis (uncomplicated or complicated), as indicated by at least 2 of
the following:

a. Documented fever (oral temperature > 38°C or axillary temperature
>37.5°C) accompanied by patient symptoms of rigors, chills, or
warmth

b. Flank pain

c. Costovertebral angle tenderness or suprapubic tenderness on physical
exam

d. Nausea or vomiting
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2) Complicated lower UTI, as indicated by the following 2 symptoms and 1
complicating factor:

a. At least 2 of the following new or worsening symptoms of
complicated lower UTTI:

1. Dysuria; urinary frequency or urinary urgency
ii.  Documented fever (oral temperature > 38.0°C or axillary
temperature >37.5°C) accompanied by patient symptoms of
rigors, chills, or warmth
iii.  Suprapubic pain or flank pain
iv.  Costovertebral angle tenderness or suprapubic tenderness on
physical exam
v.  Nausea or vomiting
b. And at least 1 of the following complicating factors:
1. Males with documented history of urinary retention

ii.  Indwelling urinary catheter that is scheduled to be removed
during IV study therapy and before the EOT

iii.  Current obstructive uropathy that is scheduled to be medically
or surgically relieved during IV study therapy and before the
EOT

iv.  Any functional or anatomical abnormality of the urogenital
tract (including anatomic malformations or neurogenic bladder)
with voiding disturbance resulting in at least 100 mL residual
urine.

5. Have a pretreatment baseline urine culture specimen obtained within 24 hours before
the start of administration of the first dose of study drug.

NOTE: Subjects may be enrolled in this study and start IV study drug therapy before
the Investigator knows the results of the baseline urine culture.

6. Require IV antibacterial therapy for the treatment of the presumed UTI.
7. If female, subject is either:

1) Not of childbearing potential, defined as postmenopausal for at least 1 year or
surgically sterile due to bilateral tubal ligation, bilateral oophorectomy, or
hysterectomy, no possibility of pregnancy based on pregnancy tests (urine
hCG, etc.) or lactating.
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5.1.3

2) Of childbearing potential and is practicing a barrier method of birth control
[e.g., a diaphragm or contraceptive sponge (unapproved in Japan)] along with
1 of the following methods: oral or parenteral (unapproved in Japan)
contraceptives (for 3 months prior to study drug administration), or a
vasectomized partner. Or, the subject is practicing abstinence from sexual
intercourse. Subjects must be willing to practice these methods for the
duration of the trial and for at least 35 days after last dose of study medication.

Males are required to practice reliable birth control methods (practicing abstinence
from sexual intercourse, condom or other barrier device) during the conduct of the
study and for at least 75 days after last dose of study medication.

Subject Exclusion Criteria

The subject must be excluded from participating in the trial if the subject:

1.

10.

Subject with history of recent or recurrent Gram-positive organism UTI suggesting
colonization, or subject with UTI that shows or suspects the presence of a Gram-
positive organism only.

Have a documented history of any moderate or severe hypersensitivity or allergic
reaction to any [B-lactam antibacterial including cephalosporins, carbapenems and
penicillins, or tazobactam.

Have a concomitant infection at the time of randomization, which requires non -study
systemic antibacterial therapy in addition to IV study drug therapy [vancomycin,
linezolid, daptomycin and teicoplanin (i.e. drugs with only Gram-positive activity)
are allowed].

Subject who are currently receiving probenecid.

Subject who are currently receiving bladder infusions with topical urinary antiseptics
or antibacterial agents.

Receipt of any dose of a potentially therapeutic systemic antibacterial agent for the
treatment of the current UTI within 48 hours before the study-qualifying pretreatment
baseline urine is obtained.

(exceptions: subjects with an active UTI who have received prior systemic antibiotics
may be enrolled provided a minimum of 48 hours have elapsed between the last dose
of the prior systemic antibiotic and the time of obtaining the baseline urine specimen).

Receipt of any amount of potentially therapeutic systemic antibacterial therapy after
collection of the pretreatment baseline urine culture and before administration of the
first dose of study drug.

Intractable urinary infection at baseline that the Investigator anticipates would require
more than 7 days of study drug therapy.

Complete, permanent obstruction of the urinary tract.

Confirmed fungal urinary tract infection at time of randomization (with > 10° fungal
CFU/mL).
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11.
12.
13.
14.
15.

16.

17.

18.
19.

20.

21.

22.

23.
24.

Permanent indwelling bladder catheter or urinary stent including nephrostomy.
Suspected or confirmed perinephric or intrarenal abscess.

Suspected or confirmed prostatitis, urethritis or epididymitis.

Ileal loop or known vesico-ureteral reflux.

Severe impairment of renal function including an estimated CrCl < 30 mL/min,
requirement for peritoneal dialysis, hemodialysis or hemofiltration, or oliguria (<
20 mL/h urine output over 24 hours) at screening visit. (Refer to Section 5.2.1.1,
where the formula for the calculation of CrCl can be found).

Current urinary catheter that is not scheduled to be removed before the EOT
(intermittent straight catheterization during the IV study drug administration period is
acceptable).

Any condition or circumstance that, in the opinion of the Investigator, would
compromise the safety of the subject or the quality of study data.

Subject is judged inappropriate for study by the investigator or sub-investigator.

Any rapidly progressing disease or immediately life-threatening illness including
acute hepatic failure, respiratory failure, and septic shock.

Immunocompromising condition, including established AIDS, hematological
malignancy, or bone marrow transplantation, or immunosuppressive therapy
including cancer chemotherapy, medications for prevention of organ transplantation
rejection, or the administration of corticosteroids equivalent to or greater than 40 mg
of prednisone per day administered continuously for more than 14 days preceding
randomization.

One or more of the following laboratory abnormalities at screening visit:

1) aspartate aminotransferase (AST [SGOT]), alanine aminotransferase (ALT
[SGPTY), alkaline phosphatase, or total bilirubin level greater than 3 times the
upper limit of normal (ULN)

2) ALT (SGPT) or AST (SGOT) =3 X ULN and total bilirubin >2 X ULN and,
at the same time, Alkaline phosphatase (ALP) <2 X ULN

3) Absolute neutrophil count less than 500/uL
4) Platelet count less than 40,000/pL
5) Hematocrit less than 20%.

Participation in any clinical study of an investigational product within 30 days prior
to the proposed first day of study drug.

Previous participation in any study of ceftolozane or MK-7625A.

Is or has an immediate family member (e.g., spouse, parent/legal guardian, sibling or
child) who is investigational site or sponsor staff directly involved with this trial.
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5.2 Trial Treatment(s)

The treatment to be used in this trial is outlined below in Table 2.

Table 2 Trial Treatment

Dose Route of Regimen/Treatment
Drug Dose/Potency Freque | Administrat & . Use
. Period
ncy ion
MK- | 1.5 g (ceftolozane 1 g/tazobactam 0.5 g) Every 8 Intravenous 6i(1)1t(rj\1/21)1(§r11115n Experimental
7625A | 750 mg'(ceftolozane 500 mg/tazobactam 250 mg)|  hours . . p
infusion/7 days

T For subjects with CrCl1:30-50 mL/min.

The investigator shall take responsibility for and shall take all steps to maintain appropriate
records and ensure appropriate supply, storage, handling, distribution and usage of trial
treatments in accordance with the protocol and any applicable laws and regulations.

5.2.1 Dose Selection/Modification
5.2.1.1 Dose Selection (Preparation)

For the subject to whom the renal function decreased, it is necessary to adjust dosage based
on the grade of a renal function (creatinine clearance: CrCl). Estimate the subject’s CrCl
using the subject’s serum creatinine value, actual body weight, and the appropriate Cockroft-
Gault formula below. For patients with changing renal function (creatinine clearance is either
close to 30 or close to 50 mL/min), monitor CrCl at least daily and adjust the dosage of MK-
7625A accordingly (dose reduction or dose increase after dose reduction).

For serum creatinine reported in mg/dL:

140 — age in years) x weight (k
Males:  CrCl (mL/min) = ( ge in years) ght (kg)

72 x serum creatinine (mg/dL)

(140 — age in years) x weight (kg)

Females: CrCl (mL/min) = () 85 x _
72 x serum creatinine (mg/dL)

The dosage of MK-7625A for each creatinine clearance category is shown in Table 3.

Table 3 The dosage of MK-7625A for every creatinine clearance

Creatinine clearance Dosage of MK-7625A
CrCl > 50 mL/min 1.5 g (ceftolozane 1 g/tazobactam 0.5 g) IV q8h
CrCl1 30 — 50 mL/min Decrease dose to 750 mg (ceftolozane 500 mg/tazobactam 250 mg) IV q8h
CrCl <30 mL/min Discontinue study drug
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5.2.2 Timing of Dose Administration

After all the study procedures at visit 1 (baseline) are completed, MK-7625A 1.5¢g
(ceftolozane 1 g/tazobactam 0.5 g) is administered intravenously every 8 hours starting on
visit 2 (Day 1). The dosage of MK-7625A is adjusted for subjects with creatinine clearance
30 - 50 mL/min. Preparation of MK-7625A is referred to in a separate manual.

In this trial, MK-7625A 1.5 g is administered intravenously over 60 (+£10) minutes. The
second dose is administrated at interval of 8 hour (=4 hours) following the initial dose of
study drug. The 3rd dose or subsequent ones are administrated at interval of 8 hour (£2
hours) following the previous infusion. Allowance of administration interval is permitted to
facilitate adjustment of the q8h dosing schedule to be carried out throughout the dosing
period.

Study drug should be administered daily for exactly 7 full days. This translates to 21 doses of
MK-7625A for every 8 hour (q8h) dosing. In addition, a switch to another oral antimicrobial
drug during MK-7625A treatment period is not allowed.

5.2.3 Trial Blinding/Masking

This is an open-label trial; therefore, the Sponsor, investigator and subject will know the
treatment administered.

5.3 Randomization or Treatment Allocation

Subjects participating in this trial will be allocated by non-random assignment. Assignment
of treatment/randomization number (see Section 7.1.1.7) will occur centrally using an
interactive voice response system/integrated web response system (IVRS/IWRS). In addition,
the enrollment of the patients with CrCl 30-50 mL/min at screening will be restrained from
exceeding 15% (18 patients) of the total enrollment. For patients with a diagnosis of
pyelonephritis at screening, the enrollment will be restrained from exceeding 80% (92
patients) of the total enrollment.

5.4 Stratification

No stratification based on age, sex or other characteristics will be used in this trial.

5.5 Concomitant Medications/Vaccinations (Allowed & Prohibited)
5.5.1 Prohibited medicine

Medications or vaccinations specifically prohibited in the exclusion criteria are not allowed
during the ongoing trial. If there is a clinical indication for any medication or vaccination
specifically prohibited during the trial, discontinuation from trial therapy or vaccination may
be required. The investigator should discuss any questions regarding this with the Sponsor.
The final decision on any supportive therapy or vaccination rests with the investigator and/or
the subject's primary physician. However, the decision to continue the subject on trial
therapy or vaccination schedule requires the mutual agreement of the investigator, the
Sponsor and the subject.
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Concomitant use of the following medicines is prohibited.

1) Systemic antimicrobial (except for MK-7625A): from the time that the pretreatment
baseline urine culture is obtained to LFU visit. (Exception: subjects with clinical or
microbiological failure can receive systemic antimicrobial drugs).

2) Other investigational drugs (except for MK-7625A): from 30 days prior to the
proposed first day of study drug to LFU visit.

3) Bladder infusions with topical urinary antiseptics or antibacterial agents: from initial
dose of study drug to LFU visit.

4) Probenecid: from initial dose of study drug to EOT visit.
5.5.2 Allowed medicine

Systemic medicines (IV or PO) with only Gram-positive activity (i.e., vancomycin, linezolid,
daptomycin and teicoplanin) are allowed as concomitant drug: from the pretreatment baseline
urine culture to LFU visit.

5.6 Rescue Medications & Supportive Care

No rescue or supportive medications are specified to be used in this trial.

5.7 Diet/Activity/Other Considerations

Special care won't be needed for diet and activity.

5.8 Subject Withdrawal/Discontinuation Criteria

Subjects may withdraw consent at any time for any reason or be dropped from the trial at the
discretion of the investigator should any untoward effect occur. In addition, a subject may be
withdrawn by the investigator or the Sponsor if enrollment into the trial is inappropriate, the
trial plan is violated, or for administrative and/or other safety reasons. Specific details
regarding discontinuation or withdrawal procedures; including specific details regarding
withdrawal from Future Biomedical Research, are provided in Section 7.1.4 — Other
Procedures.

In this trial, a subject may discontinue from treatment but continue to participate in the
regularly scheduled activities, as long as the subject does not withdraw consent.

A subject must be discontinued from the trial for any of the following reasons:

e The subject or legal representative (such as a parent or legal guardian) withdraws
consent.

A subject must be discontinued from treatment (but may continue to be monitored in the
trial) for any of the following reasons:

e Lack of a qualifying baseline urine culture, as defined in Section 7.1.3.2 (e.g.
bacterial counts in urine are < 10° CFU/mL or coagulase-negative staphylococci is
isolated).
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e Lack of qualifying baseline uropathogen: The subject with Gram-positive organism
only at baseline urine culture

e Development of severe impairment of renal function (estimated CrCl <30 mL/min),
oliguria (<20 mL/h wurine output over 24 hours) or requirement for
hemodialysis/hemofiltration.

e Lack of efficacy: New signs and symptoms that develop after 48 hours of study
therapy and require additional or alternative antimicrobial therapy [excluding
medicines with only Gram-positive activity (i.e., vancomycin, linezolid, daptomycin
and teicoplanin)] for the current UT]I.

e The case that subject experiences significant adverse event(s) (clinical signs &
symptoms or abnormal clinical laboratory test) that is considered study drug-related
by investigators and precludes the continuation of study therapy.

e Others (i.e., the subject become pregnant)

5.9 Subject Replacement Strategy

A subject who discontinues from the trial will not be replaced.

5.10 Beginning and End of the Trial

The overall trial begins when the first subject signs the informed consent form. The overall
trial ends when the last subject completes the last study-related phone-call or visit,
discontinues from the trial or is lost to follow-up (i.e. the subject is unable to be contacted by
the investigator).

5.11 Clinical Criteria for Early Trial Termination

The clinical trial may be terminated early if the extent (incidence and/or severity) of
emerging effects/clinical endpoints is such that the risk/benefit ratio to the trial population as
a whole is unacceptable. In addition, further recruitment in the trial or at (a) particular trial
site(s) may be stopped due to insufficient compliance with the protocol, GCP and/or other
applicable regulatory requirements, procedure-related problems or the number of
discontinuations for administrative reasons is too high.
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6.0 TRIAL FLOW CHART

30

Screening Treatment Follow-up
Visit 1 2 3 4 5-8 9 10 11
7 days after 28-35 days after
End of completion of | completion of
Scheduled Day Baseline Day 1 Day 2! Day3' | Day4~7'| Therapy study drug study drug
(EOT) administration | administration
(TOC) (LFU)
Allowance Day |-1 to the first dose i i i i 11 ) )
of study drug
Administrative Procedures
Informed Consent’ X
Informed Consent for Future Biomedical
Research’ X
Inclusion/Exclusion Criteria X
Subject Identification Card X
Height and body weight X
Medical history X
Prior and concomitant medication X X X X X X X X
Allocation of treatment assignment X
Administration of MK-7625A° X X X X X
Monitor compliance with Trial Medication X X X X X
Clinical Procedures/Assessments
Vital sign (oral or axillary body
temperature, blood pressure, pulse rate and X X X X X X X X
respiratory rate)
Physical examination X (X) (X) (X) (X) X X) X)
Clinical sign/symptom assessment for UTI X X X X X X X X
Assess clinical outcome X X X
Assess for adverse events X X X X X X X X
Laboratory Procedures/Assessments
Urine culture and assess pathogen X X! (X) X X X
Blood culture and assess pathogen X’ (X) (X) (X) (X) (X) (X) (X)
Urine test for pyuria X
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Hematology test, blood biochemistry test
and urine test

Coombs test (direct) X X

Assessment of CrCl and Daily Adjustment
of Study Therapy Dose as Needed

(X)’ (X)’

Collect the blood sample for PK® X X

Urine pregnancy test (females for child
bearing potential)’

X

Blood for Genetic Analysis'’ X

X: must be done. X in the Day 4-7 (Visits 5-8) signifies that the procedure should be performed daily.

(X): may be done in case of clinically necessary by primary or sub investigator, and items should be recorded in the source document and eCRF.

Assessment or test result done in ‘Day -1 to pre-treatment’ can be used as screening result/baseline data even if those are done before informed consent is obtained.

If the Visit 1 and 2 occur on the same day, the procedures required in both Visit 1 and 2 do not need to be repeated.

1.

2.
3.
4

10.

For study Day 2 through 7 all study assessments are to be performed at a consistent time of day for the study patient for each calendar day.

It can be done within 2 days prior to study drug initiation.

Study drug should be administered daily for 7 full days. This translates to 21 doses of MK-7625A for every 8 hour (q8h) dosing.

In case that bacterial count is >10* CFU/mL in urine culture at Day 3 [allowance: +2 days (Day 4 or Day 5)], the urine specimens for culture will be collected and urine culture will be performed.
The same procedure is repeated at the following visit if bacterial count is >10* CFU/mL in urine culture during treatment period.

Culture for blood sample at screening is conducted as indicated in subjects who present with clinical signs and/or symptoms of pyelonephritis or bacteremia (OR subjects with indwelling catheters
whose baseline urine specimen are obtained through the catheter). Two sets (from two separate blood draws) of blood cultures (each set consisting of an aerobic bottle) are conducted. Blood culture
is conducted at appropriate frequency until negative if the previous blood culture was positive. In addition, if signs of sepsis appear at any time on study, a blood culture should be taken. When
blood cultures are indicated, two sets (each set consisting of an aerobic bottle) should be obtained for a total of two aerobic bottles.

Local laboratory data is used for enrollment criteria of laboratory test. The samples for laboratory tests of baseline are collected separately, and a sample is sent to a central laboratory. The sampling
on Day 3 has allowance: +2 days (Day 4 or Day 5).

During this study period, serum creatinine value to determine dose adjustment will be collected in local laboratory. CrCl assessments are set on Day 1 to 3 for all subjects and dose adjustment
should be done as appropriate. In addition, for patients with changing renal function (creatinine clearance is either close to 30 or close to 50 mL/min) during the period of Day 4 to 7, obtain serum
creatinine value and monitor CrCl at least daily and adjust the dosage of MK-7625A accordingly based on local laboratory results.

Blood sample for pharmacokinetics is collected at Day 1 (prior to first dose of study drug) and Day 3 [allowance: +2 days (Day 4 or Day 5)]. 6 samples in total are collected [Day 1: pre-treatment,
Day 3: pre-treatment (15 minutes prior to infusion), just before the completion of infusion, 30-90 minutes after the completion of infusion, 2.5-3.5 hours after the completion of infusion and 5.5-7
hours after the completion of infusion]. At least 3 samples must be collected in total if it is difficult to collect all blood samples at Day 3 [Any one of 30-90 minutes after the completion of infusion,
2.5-3.5 hours after the completion of infusion or 5.5-7 hours after the completion of infusion will be collected in addition to pre-treatment (15 minutes prior to infusion) and just before the
completion of infusion]

A urine pregnancy test (urine hCG) is performed in each investigational institution in female subjects. After checking the urine hCG negative, a subject may be enrolled in this trial.

This sample should be drawn for planned analysis of the association between genetic variants in DNA and drug response. If there is either a documented law or regulation prohibiting collection, or
if the IRB/IEC does not approve the collection of the sample for these purposes, then this sample will not be collected at that site. If the sample is collected, leftover extracted DNA will be stored for
future biomedical research if the subject signs the FBR consent. If the planned genetic analysis is not approved, but FBR is approved and consent is given, this sample will be collected for the
purpose of FBR.
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7.0 TRIAL PROCEDURES
7.1 Trial Procedures

The Trial Flow Chart - Section 6.0 summarizes the trial procedures to be performed at each
visit. Individual trial procedures are described in detail below. It may be necessary to
perform these procedures at unscheduled time points if deemed clinically necessary by the
investigator.

Furthermore, additional evaluations/testing may be deemed necessary by the investigator and
or the Sponsor for reasons related to subject safety. In some cases, such evaluation/testing
may be potentially sensitive in nature (e.g., HIV, Hepatitis C, etc.), and thus local regulations
may require that additional informed consent be obtained from the subject. In these cases,
such evaluations/testing will be performed in accordance with those regulations.

7.1.1 Administrative Procedures
7.1.1.1 Informed Consent

The investigator or qualified designee must obtain documented consent from each potential
subject or each subject’s legally acceptable representative prior to participating in a clinical
trial or Future Biomedical Research. If there are changes to the subject’s status during the
trial (e.g., health or age of majority requirements), the investigator or qualified designee must
ensure the appropriate consent is in place.

7.1.1.1.1 General Informed Consent

Consent must be documented by the subject’s dated signature or by the subject’s legally
acceptable representative’s dated signature on a consent form along with the dated signature
of the person conducting the consent discussion.

A copy of the signed and dated consent form should be given to the subject before
participation in the trial.

The initial informed consent form, any subsequent revised written informed consent form
and any written information provided to the subject must receive the IRB/ERC’s
approval/favorable opinion in advance of use. The subject or his/her legally acceptable
representative should be informed in a timely manner if new information becomes available
that may be relevant to the subject’s willingness to continue participation in the trial. The
communication of this information will be provided and documented via a revised consent
form or addendum to the original consent form that captures the subject’s dated signature or
by the subject’s legally acceptable representative’s dated signature.

Specifics about a trial and the trial population will be added to the consent form template at
the protocol level.

The informed consent will adhere to IRB/ERC requirements, applicable laws and regulations
and Sponsor requirements.
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7.1.1.1.2 Consent and Collection of Specimens for Future Biomedical Research

The investigator or qualified designee will explain the Future Biomedical Research consent
to the subject, answer all of his/her questions, and obtain written informed consent before
performing any procedure related to the Future Biomedical Research sub-trial. A copy of the
informed consent will be given to the subject.

7.1.1.2 Inclusion/Exclusion Criteria

All inclusion and exclusion criteria will be reviewed by the investigator or qualified designee
to ensure that the subject qualifies for the trial.

7.1.1.3 Subject Identification Card

All subjects will be given a Subject Identification Card identifying them as participants in a
research trial. The card will contain trial site contact information (including direct telephone
numbers) to be utilized in the event of an emergency. The investigator or qualified designee
will provide the subject with a Subject Identification Card immediately after the subject
provides written informed consent.

The subject identification card also contains contact information for the emergency
unblinding call center so that a health care provider can obtain information about trial
medication/vaccination in emergency situations where the investigator is not available.

7.1.1.4 Medical History

At baseline, medical history will be obtained by the investigator or qualified designee. Obtain
recent (within past 5 years) medical history.

7.1.1.5 Prior and Concomitant Medications Review
7.1.1.5.1 Prior Medications

At baseline, the investigator or qualified designee will review prior medication use, and
record prior medication taken by the subject within 7 days before first dose of trial
medication (for all antibacterial agents within 14 days before the first dose of trial medication,
other investigational drugs from 30 days before the first dose of trial medication).

7.1.1.5.2 Concomitant Medications

The investigator or qualified designee will record medication, if any, taken by the subject
during the trial (from the first dose of trial medication to LFU).

7.1.1.6 Assignment of Screening Number

All consented subjects will be given a unique screening number that will be used to identify
the subject for all procedures that occur prior to randomization or treatment allocation. Each
subject will be assigned only one screening number. Screening numbers must not be re-used
for different subjects.
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7.1.1.7 Assignment of Treatment/Randomization Number

All eligible subjects will be allocated, by non-random assignment, and will receive a
treatment/randomization number. The treatment/randomization number identifies the subject
for all procedures occurring after treatment allocation/randomization. Once a
treatment/randomization number is assigned to a subject, it can never be re-assigned to
another subject.

A single subject cannot be assigned more than 1 treatment/randomization number.

7.1.1.8 Trial Compliance (Medication)

Interruptions from the protocol specified treatment plan for compliance <80% require
consultation between the investigator and the Sponsor and written documentation of the
collaborative decision on subject management.

Administration of trial medication will be witnessed by the investigator and/or trial staff.
7.1.1.9 Height and Body Weight

The investigator or qualified designee will record height and body weight. Body weight (kg)
will be measured without shoes or jacket.

7.1.2 Clinical Procedures/Assessments

In order to minimize variability, it is preferred that the same individual(s) perform the same
procedure(s)/evaluation(s) for all subjects at each trial site.

7.1.2.1 Physical Examination

The investigator or qualified designee will perform a physical examination. The screening
physical examination will be complete; the EOT visit physical examination may be targeted.
At other times, the investigator or qualified designee always can perform a complete or
targeted physical examination if they suspect an AE or abnormality. A complete physical
examination includes examination of body systems (including, but not limited to, general
appearance, skin, neck, eyes, ears, nose, throat, breast, lungs, heart, abdomen, back, lymph
nodes, extremities, and nervous system). The targeted physical examination should be
focused, at the investigator’s discretion, based on the subject’s condition and circumstances.
The targeted physical examination should note any changes in the subject’s condition (body
systems) since the last assessment and does not preclude examination of any of the body
systems as clinically indicated. Clinically significant changes, in the judgment of the
Investigator, in physical examination findings (abnormalities) will be recorded as AEs.

7.1.2.2 Vital Sign

The investigator or qualified designee will record vital sign (body temperature (oral or
axillary), blood pressure, pulse rate and respiratory rate). Systolic and diastolic blood
pressure will be measured on the same arm. Pulse will be recorded simultaneously with
blood pressure measurements.
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7.1.2.3 Assessment of Clinical Sign/Symptom for UTI

The clinical sign/symptoms of uncomplicated pyelonephritis and cUTI (dysuria, frequency,
urgency, flank pain, suprapubic pain/tenderness, chills or rigors, costovertebral angle
tenderness, nausea or vomiting) will be evaluated and graded as none, mild, moderate, or
severe at the visits specified in the flowchart (Section 6.0).

The definition of grade

1) None: sign or symptom absent
2) Mild: awareness of sign or symptom, but easily tolerated
3) Moderate: sign or symptom of enough intensity to cause interference with usual activity

4) Severe: sign or symptom of enough intensity to incapacitate

7.1.2.4 Assessment for Clinical Outcome

7.1.2.4.1 Clinical Response at the EOT, TOC and LFU Visits

Clinical outcomes will be assessed at both the EOT, TOC and LFU visits. The definition of

clinical response is shown in Table 4.

The Investigator will classify clinical outcome as “clinical cure”, “clinical failure”, or
“indeterminate”. A favorable clinical response is “clinical cure”.

Relapse of clinical cure is defined as a response of clinical failure at LFU for subjects who
have a response of clinical cure at TOC.

Table 4 Clinical Response Definitions at the EOT, TOC and LFU Visits

Outcome Definition

Clinical Cure Complete resolution of, marked improvement in (where clinical improvement was
defined as a reduction in severity of all baseline signs and symptoms with
worsening of none and with no requirement for additional antibiotic therapy after
EOT), or return to pre-infection signs and symptoms and no use of additional or
nonstudy antimicrobial therapy for the treatment of the current UTI.

Clinical Failure Persistence of 1 or more sign or symptom of infection or reappearance of or new
signs and symptoms that requires additional or alternative antimicrobial therapy
for the current UTI

OR

Adverse event leading to study drug discontinuation and the subject required
nonstudy antimicrobial therapy for the current UTIL.

Indeterminate Study data were not available for the evaluation of clinical outcome for any reason
or the outcome assessment was confounded.

7.1.3 Laboratory Procedures/Assessments

Details regarding specific laboratory procedures/assessments to be performed in this trial are
provided below.
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7.1.3.1 Urine Test for Pyuria

Urine test for pyuria will be conducted and pyuria (white blood cell [WBC] count >10/uL in
unspun urine > 10 per high power field in spun urine) will be checked in each investigational
institution.

7.1.3.2 Culture (Urine and Blood)
7.1.3.2.1 Urine Culture

A study-qualifying pretreatment baseline urine culture specimen must be obtained within 1
day before the start of administration of the first dose of study drug and at least 48 hours after
the last dose of a potentially therapeutic antibacterial agent administered for treatment of the
current UTIL. If more than 1 appropriately collected urine culture specimen is obtained before
the initiation of study drug therapy, the specimen obtained closest to the time of the
administration of the first dose of study drug will be considered the baseline specimen.

Urine must be collected either by an adequate midstream clean catch, by catheterization, or
by suprapubic aspiration. Urine specimens obtained from Foley bags are not allowed. A
study-qualifying pretreatment baseline urine culture must grow at least 1 and not more than 2
bacterial isolates at >10° CFU/mL each, as follows:

e For non-catheterized subjects, if more than 2 bacterial isolates are identified from a
single urine specimen, the culture will be suspected contaminated. Reconfirm the
appropriateness of a urine specimen and make an effort to specify a causative
uropathogen. If a pathogen of >10° CFU/mL at baseline urine culture is isolated also
from the blood culture at baseline, that pathogen will be considered as a causative
pathogen.

e For catheterized subjects, if more than 1 bacterial isolates are identified from a single
urine specimen, the culture will be suspected contaminated. Reconfirm the
appropriateness of a urine specimen and make an effort to specify a causative
uropathogen. If a pathogen of >10° CFU/mL at baseline urine culture is isolated also
from the blood culture at baseline, that pathogen will be considered as a causative
pathogen.

e The following pathogens will not be considered causative pathogens of cUTI in this trial.
Coagulase-negative Staphylococci
non-Group D Streptococci
Note: The Lancefield® category is shown below as reference.
Group A: Streptococcus pyogenes
Group B: S. agalactiae
Group C and G: S. equi, S. canis
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Urine culture, isolation of uropathogen(s), initial identification of pathogen(s) and bacterial
counts in urine will be conducted in local laboratory. The result of culture, initial
identification of pathogen(s) and bacterial counts at local laboratory should be recorded in
the source document and eCRF. The sites should ship the isolated pathogen(s) to the central
laboratory because re-identification of uropathogen(s) and MIC test will be performed by
central laboratory. Further details of the procedures to be followed for sample collection,
storage, and shipment will be documented in the Laboratory Manual.

7.1.3.2.2 Blood Culture

Culture for blood sample at screening is conducted as indicated in subjects with indwelling
catheters whose baseline urine specimen are obtained through the catheter or in subjects who
present with clinical signs and/or symptoms of pyelonephritis or bacteremia. In addition, if
signs of sepsis appear at any time on study, a blood culture should be taken. Blood culture is
conducted at appropriate frequency until negative if the previous blood culture was positive.

Blood specimen will be obtained from 2 separate sites, and will be added to each aerobic
bottle (a total of 2 aerobic bottles). Culture of the blood specimen, isolation of pathogen(s)
and initial identification of pathogen(s) will be conducted in local laboratory. The result of
culture and initial identification of pathogen(s) at local laboratory should be recorded in the
source document and eCRF. The sites should ship the isolated pathogen(s) to the central
laboratory because re-identification and MIC test of pathogen(s) will be performed by central
laboratory. Further details of the procedures to be followed for sample collection, storage,
and shipment will be documented in a Laboratory Manual.

7.1.3.3 Assessment for Microbiological Outcome
7.1.3.3.1 Microbiological Response at the EOT, TOC and LFU Visits

Microbiological outcomes will be assessed at both the EOT, TOC and LFU visits. The
definition of microbiological response is shown in Table 5.

The per-pathogen microbiological outcome will be determined for each uropathogen isolated
at baseline from a pretreatment study-qualifying culture. Microbiological outcome is
classified as "Eradication", "Persistence" or "Indeterminate." A favorable microbiological
response is "Eradication".

The per-subject microbiological response will be determined based on individual outcomes
for each baseline uropathogen. In order for a subject to have an overall outcome of
microbiological eradication, the outcome for each baseline uropathogen must be eradication.
If the outcome for any uropathogen is persistence, the subject will be considered to have an
overall microbiological response of persistence.

Recurrence of per-pathogen microbiological eradication is defined as a response of
persistence at LFU for subjects who have a response of eradication at TOC. Recurrence of
per-subject microbiological eradication is defined as a response of persistence at LFU for
subjects who have a response of eradication at TOC.
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Table 5 Microbiological Response Definitions at the EOT, TOC and LFU Visits

Outcome Definition
Eradication A urine culture shows all uropathogens found at baseline at >10° CFU/mL were
reduced to <10* CFU/mL.
Persistence A urine culture, taken any time after the completion of therapy, grows >10°

CFU/mL of the uropathogen found at baseline.

Indeterminate No interpretable urine culture available.

7.1.3.4 Emergent Infection

Emergent infections (uropathogens other than the baseline uropathogens) will be evaluated at
TOC and LFU visit. Uropathogens other than the baseline uropathogens will be classified as
“superinfection” or “new infection”. The definition of emergent infection is shown in Table 6.

Table 6 Emergent Infection Definitions at the TOC and LFU Visits

Outcome

Definition

Superinfection

A urine culture that grew >10° CFU/mL of a bacterial uropathogen other than the
baseline uropathogen(s) during the course of study drug therapy

New infection

A urine culture that grew >10° CFU/mL of a bacterial uropathogen other than the
baseline uropathogen(s) at any time between the last administration of the last
dose of study drug therapy and the LFU visit.

7.1.3.5 Composite Microbiological and Clinical Response

Composite response (based on microbiological response and clinical response) will be
assessed at TOC. The definition of microbiological response is shown in Table 7.

The composite response will be classified as “cure”, “failure”, or “indeterminate”. A
favorable clinical response is “cure”.

Table 7 Composite Microbiological and Clinical Response Definitions at the TOC Visit

Outcome Definition
Cure By-subject microbiological response was microbiological success and the clinical
response was clinical cure.
Failure By-subject microbiological response was microbiological failure or the clinical
response was clinical failure.
Indeterminate By-subject microbiological response was indeterminate and/or the clinical

response was indeterminate.
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7.1.3.6 Blood sampling for Hematology, Coagulation Chemistry, and Urine sampling
for urinalysis

Obtain blood samples for hematology, coagulation and chemistry, and urine samples for
urinalysis listed in Table 8 at the visits specified in the flow chart (Section 6.0) and send the
samples to the central laboratory designated by the Sponsor. Serum creatinine (for the
monitoring of CrCl) and urine hCG (ensure negative before randomization in females of
child bearing potential) test are performed in each investigational institution but not in the
central laboratory. At screening, local laboratory data is used for enrollment criteria of
laboratory test but the blood/urine samples for Hematology, Coagulation and Chemistry test,
and urinalysis of baseline are collected separately, and sent to a central laboratory.

Table 8 The List of Laboratory Tests

Hematology Chemistry Urinalysis
Red blood cell count (RBC) Total protein Nitrite
Hemoglobin Albumin Leukocyte esterase
Hematocrit Total bilirubin Urine pregnancy test (urine hCG) '
White blood cell count (WBC) Aspartate aminotransferase (AST)

WBC  differential  (neutrophil, | Alanine aminotransferase (ALT)

eosinophil, basophil, lymphocyte, | Alkaline phosphatase

monocyte) Blood urea nitrogen
Platelet count Sodium

Prothrombin time Potassium

Direct Coombs test non-fasting serum glucose

Serum creatinine’

C-reactive protein (CRP)

T Test is performed locally in each investigational institution.

7.1.3.7 Assessment of creatinine clearance

During this study period, serum creatinine value to determine dose adjustment will be
collected in the local laboratory. Obtain serum creatinine value and estimate the subject’s
CrCl using the subject’s serum creatinine value, actual body weight, and the appropriate
Cockroft-Gault formula described in Section 5.2.1.1. For patients with changing renal
function (creatinine clearance is either close to 30 or close to 50 mL/min) while on study
therapy, obtain serum creatinine value and monitor CrCl at least daily and adjust the dosage
of MK-7625A accordingly. Obtained serum creatinine value should be recorded in the eCRF.

7.1.3.8 Urine pregnancy test (females of child bearing potential)

Obtain urine sample for serum pregnancy test (women of child bearing potential and those
who are less than 1 years postmenopausal only) to be assessed at the study sites (ensure that
the test is negative before randomization).

MK-7625A-014-00 Final Protocol 21-Dec-2015

Confidential
048108




Product: MK-7625A 40
Protocol/Amendment No.: 014-00

7.1.3.9 Pharmacokinetic Evaluations

The decision as to which plasma samples collected will be assayed for evaluation of
pharmacokinetics will be collaboratively determined by the Departments of Drug
Metabolism and the other appropriate department. The collected sparse pharmacokinetic
samples will be included in a future cross study POP-PK analysis.

7.1.3.9.1 Blood Collection for Pharmacokinetics
Blood for pharmacokinetic analysis will be collected from all subjects who received MK-
7625A (approximately 115). Table 9 shows the time points of blood collection.

Sample collection, storage and shipment instructions for plasma samples will be provided in
a separate Operation/Laboratory Manual.

Table 9 Blood Sampling Points for PK

pre-treatment st before the 30-90 minutes | 2.5-3.5 hours 5.5-7 hours
(15 minutes Jcom letion of after the after the after the
prior to in%usion completion of | completion of | completion of
infusion) infusion infusion infusion
Day | X'
Day 3
[allowance: +2 1
days (Day 4 or X X X X X
Day 5)]

X: Collection of specimen

T A sample will be collected before initial administration of study drug.

* When sample collection of five points will be difficult, the sample of at least one point will be collected among the latter
three points.

7.1.3.10 Planned Genetic Analysis Sample Collection
Sample collection, storage and shipment instructions for Planned Genetic Analysis samples
will be provided in the Laboratory Manual.

7.1.3.11 Future Biomedical Research Sample Collection

The following specimens are to be obtained as part of Future Biomedical Research:
e DNA for future research.
7.1.4 Other Procedures

7.1.4.1 Withdrawal/Discontinuation

When a subject discontinues/withdraws from participation in the trial, all applicable activities
scheduled for the final trial visit should be performed at the time of discontinuation. Any
adverse events which are present at the time of discontinuation/withdrawal should be
followed in accordance with the safety requirements outlined in Section 7.2 - Assessing and
Recording Adverse Events.
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7.1.4.1.1 Withdrawal From Future Biomedical Research

Subjects may withdraw their consent for Future Biomedical Research and have their
specimens and all derivatives destroyed. Subjects may withdraw consent at any time by
contacting the principal investigator for the main trial. If medical records for the main trial
are still available, the investigator will contact the Sponsor using the designated mailbox
(clinical.specimen.management@merck.com), and a form will be provided by the Sponsor to
obtain appropriate information to complete specimen withdrawal. Subsequently, the
subject's specimens will be removed from the biorepository and be destroyed. A letter will
be sent from the Sponsor to the investigator confirming the destruction. It is the
responsibility of the investigator to inform the subject of completion of destruction. Any
analyses in progress at the time of request for destruction or already performed prior to the
request being received by the Sponsor will continue to be used as part of the overall research
trial data and results. No new analyses would be generated after the request is received.

In the event that the medical records for the main trial are no longer available (e.g., if the
investigator is no longer required by regulatory authorities to retain the main trial records) or
the specimens have been completely anonymized, there will no longer be a link between the
subject’s personal information and their specimens. In this situation, the request for
specimen destruction cannot be processed.

7.1.4.2 Blinding/Unblinding

This is an open label trial; there is no blinding for this trial.

7.1.4.3 Calibration of Critical Equipment

The investigator or qualified designee has the responsibility to ensure that any critical device
or instrument used for a clinical evaluation/test during a clinical trial that provides important
information about inclusion/exclusion criteria and/or safety or efficacy parameters shall be
suitably calibrated and maintained to ensure that the data obtained is reliable and/or
reproducible.  Documentation of equipment calibration must be retained as source
documentation at the trial site.

Critical Equipment for this trial includes:
e C(linical testing equipment relevant to inclusion/exclusion criteria and clinical evaluation.

7.1.5 Visit Requirements

Visit requirements are outlined in Section 6.0 - Trial Flow Chart. Specific procedure-related
details are provided above in Section 7.1 - Trial Procedures.

7.1.5.1 Screening (Visit 1)

Baseline (screening) assessments are to be performed as close as possible to the start of study
therapy and at most within 1 day before the start of administration of the first dose of MK-
7625A. Potential subjects will be evaluated to determine that they fulfill the entry
requirements as set forth in Section 5.1. All baseline assessment results except the results of
the urine culture must be available before registration of this study.
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7.1.5.2 Treatment Period (Visit 2-9)

For study Day 2 through 7 all study assessments are recommended to be performed at a
approximately consistent time of day for the study patient (e.g. every morning) for each
calendar day. End-of-therapy assessments are to be performed within 1 day after completion
of administration of the last dose of study drug.

7.1.5.3 Follow-up Period (Visit 10 and 11)

Test-of-cure visit assessments are to be performed 7 days (£ 2 days) after completion of
administration of the last dose of study drug. Subjects will be required to return to the
investigational institution at 28 to 35 days after the last dose of MK-7625A for post-trial
visits.

7.2  Assessing and Recording Adverse Events

An adverse event is defined as any untoward medical occurrence in a patient or clinical
investigation subject administered a pharmaceutical product and which does not necessarily
have to have a causal relationship with this treatment. An adverse event can therefore be any
unfavourable and unintended sign (including an abnormal laboratory finding, for example),
symptom, or disease temporally associated with the use of a medicinal product or protocol -
specified procedure, whether or not considered related to the medicinal product or protocol-
specified procedure. Any worsening (i.e., any clinically significant adverse change in
frequency and/or intensity) of a preexisting condition that is temporally associated with the
use of the Sponsor’s product, is also an adverse event.

Changes resulting from normal growth and development that do not vary significantly in
frequency or severity from expected levels are not to be considered adverse events.
Examples of this may include, but are not limited to, teething, typical crying in infants and
children and onset of menses or menopause occurring at a physiologically appropriate time.

Sponsor's product includes any pharmaceutical product, biological product, device,
diagnostic agent or protocol-specified procedure, whether investigational (including placebo
or active comparator medication) or marketed, manufactured by, licensed by, provided by or
distributed by the Sponsor for human use.

Adverse events may occur during clinical trials, or as prescribed in clinical practice, from
overdose (whether accidental or intentional), from abuse and from withdrawal.

All adverse events that occur after the consent form is signed but before treatment
allocation/randomization must be reported by the investigator if they cause the subject to be
excluded from the trial, or are the result of a protocol-specified intervention, including but
not limited to washout or discontinuation of usual therapy, diet, placebo treatment or a
procedure. From the time of treatment allocation/randomization through LFU visit, all
adverse events must be reported by the investigator. Such events will be recorded at each
examination on the Adverse Event case report forms/worksheets. The reporting timeframe
for adverse events meeting any serious criteria is described in section 7.2.3.1. The
investigator will make every attempt to follow all subjects with non-serious adverse events
for outcome.
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Electronic reporting procedures can be found in the Electronic Data Capture (EDC) data
entry guidelines. Paper reporting procedures can be found in the Investigator Trial File
Binder (or equivalent).

7.2.1 Definition of an Overdose for This Protocol and Reporting of Overdose to the
Sponsor

In this trial, an overdose is any dose higher than MK-7625A 3 g/dose or 9 g/day.

If an adverse event(s) is associated with (“results from”) the overdose of Sponsor's product or
vaccine, the adverse event(s) is reported as a serious adverse event, even if no other
seriousness criteria are met.

If a dose of Sponsor's product or vaccine meeting the protocol definition of overdose is taken
without any associated clinical symptoms or abnormal laboratory results, the overdose is
reported as a non-serious Event of Clinical Interest (ECI), using the terminology “accidental
or intentional overdose without adverse effect.”

All reports of overdose with and without an adverse event must be reported by the
investigator within 24 hours to the Sponsor either by electronic media or paper. Electronic
reporting procedures can be found in the EDC data entry guidelines. Paper reporting
procedures can be found in the Investigator Trial File Binder (or equivalent).

7.2.2 Reporting of Pregnancy and Lactation to the Sponsor

Although pregnancy and lactation are not considered adverse events, it is the responsibility of
investigators or their designees to report any pregnancy or lactation in a subject
(spontaneously reported to them) that occurs during the trial.

Pregnancies and lactations that occur after the consent form is signed but before treatment
allocation/randomization must be reported by the investigator if they cause the subject to be
excluded from the trial, or are the result of a protocol-specified intervention, including but
not limited to washout or discontinuation of usual therapy, diet, placebo treatment or a
procedure. Pregnancies and lactations that occur from the time of treatment
allocation/randomization through LFU visit must be reported by the investigator. All
reported pregnancies must be followed to the completion/termination of the pregnancy.
Pregnancy outcomes of spontaneous abortion, missed abortion, benign hydatidiform mole,
blighted ovum, fetal death, intrauterine death, miscarriage and stillbirth must be reported as
serious events (Important Medical Events). If the pregnancy continues to term, the outcome
(health of infant) must also be reported.

Such events must be reported within 24 hours to the Sponsor either by electronic media or
paper. Electronic reporting procedures can be found in the EDC data entry guidelines. Paper
reporting procedures can be found in the Investigator Trial File Binder (or equivalent).
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7.2.3 Immediate Reporting of Adverse Events to the Sponsor
7.2.3.1 Serious Adverse Events

A serious adverse event is any adverse event occurring at any dose or during any use of
Sponsor's product that:

Results in death;

Is life threatening;

Results in persistent or significant disability/incapacity;
Results in or prolongs an existing inpatient hospitalization;
Is a congenital anomaly/birth defect;

Is an other important medical event.

Note: In addition to the above criteria, adverse events meeting either of the below criteria,
although not serious per ICH definition, are reportable to the Sponsor in the same timeframe
as SAEs to meet certain local requirements. Therefore, these events are considered serious by
the Sponsor for collection purposes.

e s a cancer;
e s associated with an overdose.

Refer to Table 10 for additional details regarding each of the above criteria.

For the time period beginning when the consent form is signed until treatment
allocation/randomization, any serious adverse event, or follow up to a serious adverse event,
including death due to any cause, that occurs to any subject must be reported within 24 hours
to the Sponsor if it causes the subject to be excluded from the trial, or is the result of a
protocol-specified intervention, including but not limited to washout or discontinuation of
usual therapy, diet, placebo treatment or a procedure.

For the time period beginning at treatment allocation/randomization through LFU visit, any
serious adverse event, or follow up to a serious adverse event, including death due to any
cause, whether or not related to the Sponsor's product, must be reported within 24 hours to
the Sponsor either by electronic media or paper. Electronic reporting procedures can be
found in the EDC data entry guidelines. Paper reporting procedures can be found in the
Investigator Trial File Binder (or equivalent).

Additionally, any serious adverse event, considered by an investigator who is a qualified
physician to be related to the Sponsor's product that is brought to the attention of the
investigator at any time outside of the time period specified in the previous paragraph also
must be reported immediately to the Sponsor.

All subjects with serious adverse events must be followed up for outcome.
7.2.3.2 Events of Clinical Interest

Selected non-serious and serious adverse events are also known as Events of Clinical Interest
(ECI) and must be reported to the Sponsor.
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For the time period beginning when the consent form is signed until treatment
allocation/randomization, any ECI, or follow up to an ECI, that occurs to any subject must be
reported within 24 hours to the Sponsor if it causes the subject to be excluded from the trial,
or is the result of a protocol-specified intervention, including but not limited to washout or
discontinuation of usual therapy, diet, placebo treatment or a procedure.

For the time period beginning at treatment allocation/randomization through LFU visit, any
ECI, or follow up to an ECI, whether or not related to the Sponsor’s product, must be
reported within 24 hours to the Sponsor, either by electronic media or paper. Electronic
reporting procedures can be found in the EDC data entry guidelines. Paper reporting
procedures can be found in the Investigator Trial File Binder (or equivalent).

Events of clinical interest for this trial include:

1. an overdose of Sponsor's product, as defined in Section 7.2.1 - Definition of an Overdose
for This Protocol and Reporting of Overdose to the Sponsor, that is not associated with
clinical symptoms or abnormal laboratory results.

2. an elevated AST or ALT lab value that is greater than or equal to 3X the upper limit of
normal and an elevated total bilirubin lab value that is greater than or equal to 2X the
upper limit of normal and, at the same time, an alkaline phosphatase lab value that is less
than 2X the upper limit of normal, as determined by way of protocol-specified laboratory
testing or unscheduled laboratory testing.*

*Note: These criteria are based upon available regulatory guidance documents. The
purpose of the criteria is to specify a threshold of abnormal hepatic tests that may require
an additional evaluation for an underlying etiology. The trial site guidance for assessment
and follow up of these criteria can be found in the Investigator Trial File Binder (or
equivalent).

7.2.4 Evaluating Adverse Events

An investigator who is a qualified physician will evaluate all adverse events with respect to
the elements outlined in Table 10. The investigator’s assessment of causality is required for
each adverse event. Refer to Table 10 for instructions in evaluating adverse events.
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Table 10 Evaluating Adverse Events

Maximum Mild awareness of sign or symptom, but easily tolerated (for pediatric trials, awareness of symptom, but easily tolerated)

Intensity Moderate discomfort enough to cause interference with usual activity (for pediatric trials, definitely acting like something is wrong)
Severe incapacitating with inability to work or do usual activity (for pediatric trials, extremely distressed or unable to do usual activities)

Seriousness A serious adverse event (AE) is any adverse event occurring at any dose or during any use of Sponsor's product that:
TResults in death; or
1Is life threatening; or places the subject, in the view of the investigator, at immediate risk of death from the event as it occurred [Note: This does not include an
adverse event that, had it occurred in a more severe form, might have caused death.]; or
tResults in a persistent or significant disability/incapacity (substantial disruption of one’s ability to conduct normal life functions); or
tResults in or prolongs an existing inpatient hospitalization (hospitalization is defined as an inpatient admission, regardless of length of stay, even if the
hospitalization is a precautionary measure for continued observation. (Note: Hospitalization for an elective procedure to treat a pre-existing condition that has not
worsened is not a serious adverse event. A pre-existing condition is a clinical condition that is diagnosed prior to the use of a Merck product and is documented in the
patient’s medical history.); or
+1Is a congenital anomaly/birth defect (in offspring of subject taking the product regardless of time to diagnosis); or
Is a cancer (although not serious per ICH definition, is reportable to the Sponsor within 24 hours to meet certain local requirements); or
Is associated with an overdose (whether accidental or intentional). Any adverse event associated with an overdose is considered a serious adverse event for
collection purposes. An overdose that is not associated with an adverse event is considered a non-serious event of clinical interest and must be reported within 24
hours.
Other important medical events that may not result in death, not be life threatening, or not require hospitalization may be considered a serious adverse event when,
based upon appropriate medical judgment, the event may jeopardize the subject and may require medical or surgical intervention to prevent one of the outcomes listed
previously (designated above by a 7).

Duration Record the start and stop dates of the adverse event. If less than 1 day, indicate the appropriate length of time and units

Action taken

Did the adverse event cause the Sponsor's product to be discontinued?

Relationship to
Sponsor's
Product

Did the Sponsor's product cause the adverse event? The determination of the likelihood that the Sponsor's product caused the adverse event will be provided by an
investigator who is a qualified physician. The investigator’s signed/dated initials on the source document or worksheet that supports the causality noted on the AE
form, ensures that a medically qualified assessment of causality was done. This initialed document must be retained for the required regulatory time frame. The
criteria below are intended as reference guidelines to assist the investigator in assessing the likelihood of a relationship between the test drug and the adverse event
based upon the available information

The following components are to be used to assess the relationship between the Sponsor's product and the AE; the greater the correlation with the components
and their respective elements (in number and/or intensity), the more likely the Sponsor's product caused the adverse event:

Exposure Is there evidence that the subject was actually exposed to the Sponsor's product such as: reliable history, acceptable compliance assessment (pill
count, diary, etc.), expected pharmacologic effect, or measurement of drug/metabolite in bodily specimen?

Time Course Did the AE follow in a reasonable temporal sequence from administration of the  Sponsor's  product?
Is the time of onset of the AE compatible with a drug-induced effect (applies to trials with investigational medicinal product)?

Likely Cause Is the AE not reasonably explained by another etiology such as underlying disease, other drug(s)/vaccine(s), or other host or environmental
factors
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Relationship The following components are to be used to assess the relationship between the Sponsor's product and the AE: (continued)
to Sponsor's Dechallenge Was the Sponsor's product discontinued or dose/exposure/frequency reduced?

Product If yes, did the AE resolve or improve?

(continued) If yes, this is a positive dechallenge. If no, this is a negative dechallenge.

(Note: This criterion is not applicable if: (1) the AE resulted in death or permanent disability; (2) the AE resolved/improved despite
continuation of the Sponsor's product; (3) the trial is a single-dose drug trial); or (4) Sponsor's product(s) is/are only used one time.)
Rechallenge Was the subject re-exposed to the Sponsor's product in this trial?

If yes, did the AE recur or worsen?

If yes, this is a positive rechallenge. If no, this is a negative rechallenge.

(Note: This criterion is not applicable if: (1) the initial AE resulted in death or permanent disability, or (2) the trial is a single-dose drug trial);
or (3) Sponsor's product(s) is/are used only one time.)
NOTE: IF A RECHALLENGE IS PLANNED FOR AN ADVERSE EVENT WHICH WAS SERIOUS AND WHICH MAY HAVE BEEN
CAUSED BY THE SPONSOR'S PRODUCT, OR IF RE-EXPOSURE TO THE SPONSOR'S PRODUCT POSES ADDITIONAL POTENTIAL
SIGNIFICANT RISK TO THE SUBJECT THEN THE RECHALLENGE MUST BE APPROVED IN ADVANCE BY THE SPONSOR
CLINICAL DIRECTOR AND THE INSTITUTIONAL REVIEW BOARD/INDEPENDENT ETHICS COMMITTEE.

Consistency Is the clinical/pathological presentation of the AE consistent with previous knowledge regarding the Sponsor's product or drug class
with Trial pharmacology or toxicology?

Treatment

Profile

The assessment of relationship will be reported on the case report forms /worksheets by an investigator who is a qualified physician according to his/her best clinical judgment, including
consideration of the above elements.

Record one of the following: Use the following scale of criteria as guidance (not all criteria must be present to be indicative of a Sponsor's product relationship).

Yes, there is a reasonable There is evidence of exposure to the Sponsor's product. The temporal sequence of the AE onset relative to the administration of the Sponsor's
possibility of Sponsor's product product is reasonable. The AE is more likely explained by the Sponsor's product than by another cause.

relationship.

No, there is not a reasonable Subject did not receive the Sponsor's product OR temporal sequence of the AE onset relative to administration of the Sponsor's product is not
possibility of Sponsor's product reasonable OR the AE is more likely explained by another cause than the Sponsor’s product. (Also entered for a subject with overdose without
relationship an associated AE.)
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7.2.5 Sponsor Responsibility for Reporting Adverse Events

All Adverse Events will be reported to regulatory authorities, IRB/IECs and investigators in
accordance with all applicable global laws and regulations, i.e., per ICH Topic E6 (R1)
Guidelines for Good Clinical Practice.

8.0 STATISTICAL ANALYSIS PLAN
This section outlines the statistical analysis strategy and procedures for the trial. Changes to

analyses made after the protocol has been finalized, but prior to data base lock, will be
documented in a supplemental SAP (sSAP) and referenced in the Clinical Study Report

(CSR) for the study. Post hoc exploratory analyses will be clearly identified in the CSR.

8.1 Statistical Analysis Plan Summary

Key elements of the statistical analysis plan are summarized below; the comprehensive plan
is provided in Sections 8.2-8.12.

Study Design Overview

A Multicenter, Open-label, Noncomparative, Japanese Phase III Study to
Assess the Efficacy and Safety of Ceftolozane/Tazobactam (MK-7625A)
in Japanese Patients with Uncomplicated Pyelonephritis and
Complicated Urinary Tract Infection

Treatment Assignment

Non-randomized, open-label and single arm

Analysis Populations

Efficacy: Microbiologically Evaluable (ME), Clinical Evaluable (CE)
and microbiological modified intent-to-treat (mMITT)
Safety: All Subjects as Treated (ASaT)

Primary Endpoint(s)

Per-subject microbiological response at TOC

Secondary Endpoints

Per-subject microbiological response at EOT and LFU
Per-pathogen microbiological response at EOT, TOC, and LFU
Clinical response at EOT, TOC, and LFU

Composite (clinical and microbiological) response at TOC

Statistical Methods for Key
Efficacy Analyses

For the primary and secondary efficacy endpoints, point estimate and
two-sided 95% confidence intervals of response rate will be calculated
using the Clopper-Pearson method.

Statistical Methods for Key
Safety Analyses

All adverse events will be tabulated. The 95% confidence interval will
be provided using the Clopper-Pearson method for key safety endpoints.
Summary statistics for baseline, on-treatment, and change from baseline
values will be provided for the continuous measures such as laboratory,
and vital signs parameters.

Interim Analyses

No interim analyses are planned for this trial.

Multiplicity

No multiplicity adjustment is planned for the trial.

Sample Size and Power

This trial will enroll 115 subjects to receive MK-7625A, and will allow
estimation of the microbiological response rate at TOC among subjects
receiving MK-7625A in the ME population with a 95% confidence
interval of (75.0%, 92.3%). This is based on the following assumptions:
1) an approximate 35% dropout and/or protocol deviation rate excluding
subjects from the ME population, and 2) an observed response rate of
85.1% in the MK-7625A group.
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8.2 Responsibility for Analyses/In-House Blinding

The statistical analysis of the data obtained from this trial will be the responsibility of the

Clinical Biostatistics department of the Sponsor.

This trial is being conducted as a non-randomized, open-label trial, i.e., subjects,
investigators, and Sponsor personnel will be aware of subject treatment assignments after
each subject is enrolled and treatment is assigned.

The Clinical Biostatistics department will generate the allocation schedule(s) for study
treatment assignment.

8.3 Hypotheses/Estimation

Objectives and hypotheses of the study are stated in Section 3.0.

8.4 Analysis Endpoints

Efficacy and safety endpoints that will be evaluated are listed below.

8.4.1 Efficacy Endpoints

The primary efficacy endpoint is microbiological response rate at TOC, defined as the
proportion of subjects in the analysis population who have an overall outcome of
microbiological eradication at TOC. For subjects with more than 1 uropathogen isolated at
baseline, an overall outcome of microbiological eradication will be based on eradication of
all baseline uropathogens.

The secondary efficacy endpoints include:
e Per-subject microbiological response rate at EOT and LFU.

e Per-pathogen microbiological response rate at EOT, TOC and LFU, defined as the
proportion of subjects in the analysis population who have an outcome of
microbiological eradication for each uropathogen isolated at baseline.

e C(linical response rate at EOT, TOC and LFU, defined as the proportion of subjects in
the analysis population who have a response of clinical cure.

e Composite (clinical and microbiological) response at TOC, defined as the proportion
of subjects in the analysis who have an overall outcome of microbiological
eradication and the response of clinical cure at TOC.

8.4.2 Safety Endpoints

An initial description of the safety measures is included in Sections 4.2.3.2.
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8.5 Analysis Populations
8.5.1 Efficacy Analysis Populations

The microbiological modified intent-to-treat (mMITT) population consists of all allocated
subjects who receive at least one dose of study treatment and have at least 1 acceptable
causative uropathogen from a baseline urine specimen (> 10° CFU/mL).

The clinically evaluable (CE) population will be a subset of the mMITT population who
adhere to study procedures and have a clinical response at the visit interest within the
specified visit window. All subjects in the CE population have to have an evaluable clinical
outcome; an indeterminate response is excluded from this population.

The microbiologically evaluable (ME) population will be a subset of the CE population who
have an appropriately collected urine culture specimen and interpretable urine culture result
at the visit interest.

The ME population will serve as the primary population for the analysis of the
microbiological response and composite endpoints in this trial. In addition, the CE
population will serve as the primary population for the analysis of the clinical response
endpoints.

A supportive analysis using the mMITT population will be performed for the primary and
secondary endpoints.

The final determination on major protocol deviations, and thereby the composition of the
ME, CE and mMITT populations, will be made prior to the final database lock and will be
documented in a separate memo.

Details on the approach to handling missing data are provided in Section 8.6 Statistical
Methods.

8.5.2 Safety Analysis Populations

The All Subjects as Treated (ASaT) population will be used for the analysis o f safety data in
this trial. The ASaT population consists of all allocated subjects who received at least one
dose of study treatment.

At least one laboratory or vital sign measurement obtained subsequent to at least one dose of
study treatment is required for inclusion in the analysis of each specific parameter. To assess
change from baseline, a baseline measurement is also required.

Details on the approach to handling missing data for safety analyses are provided in Section
8.6 Statistical Methods.
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8.6 Statistical Methods

8.6.1

Statistical Methods for Efficacy Analyses

This section describes the statistical methods that address the primary and secondary
objectives. Methods related to exploratory objectives will be described in the sSSAP.

For the primary efficacy endpoint of per-subject microbiological response rate at TOC, the
point estimate and two-sided 95% confidence intervals of response rate will be calculated
using the Clopper-Pearson method.

For the secondary endpoints, the same method will be applied as primary endpoint.

For microbiological, clinical and composite responses, missing data will be primarily
handled with a treatment failure approach for the mMITT populations and a data-as-observed
approach for the ME or CE population which is defined as follows:

For analyses of clinical response and microbiological response, including the
composite response, in the mMITT population, the subjects with a missing clinical
response or microbiological response (e.g., indeterminate) will be categorized as
treatment failures.

For the analyses in the ME or CE population, the subjects with a missing clinical
response or microbiological response (e.g., including indeterminate) will be excluded
from the population.

A missing per-pathogen microbiological outcome at the TOC visit will be considered
an indeterminate outcome unless the per-pathogen microbiological outcome at EOT is
persistence. A per-pathogen microbiological outcome of persistence at EOT will be
carried forward to the TOC visit.

A missing per-pathogen microbiological outcome at the LFU visit will be considered
an indeterminate outcome unless the per-pathogen microbiological outcome at TOC
is persistence. A per-pathogen microbiological outcome of persistence at TOC will
be carried forward to the LFU visit.

A missing clinical outcome at the TOC visit will be considered an indeterminate
outcome unless the clinical outcome at EOT is failure. A clinical response of failure
at EOT will be carried forward to the TOC visit.

A missing clinical outcome at the LFU visit will be considered an indeterminate
outcome unless the clinical outcome at TOC is failure. A clinical response of failure
at TOC will be carried forward to the LFU visit.

Table 11 summarizes the key efficacy analyses.
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Table 11 Analysis Strategy for Key Efficacy Variables

microbiological) response rate at TOC

method

. ) Primary vs.
Endpoint/Variable Supportive Analysis Missing Data
(Description, Time Point) Approach’ Statistical Method Population Approach
Primary Endpoint
Per-subject microbiological response P Clopper-Pearson ME Data As Observed
rate at TOC method
Secondary Endpoints
Per-subject microbiological response S Clopper-Pearson mMITT Treatment Failure
rate at TOC method Approach
Per-subject microbiological response P Clopper-Pearson ME Data As Observed
rate at EOT and LFU method
Per-subject microbiological response S Clopper-Pearson mMITT Treatment Failure
rate at EOT and LFU method Approach
Per-pathogen microbiological response P Clopper-Pearson ME Data As Observed
rate at EOT, and TOC and LFU method
Per-pathogen microbiological response S Clopper-Pearson mMITT Treatment Failure
rate at EOT, TOC, and LFU method Approach
Clinical response rate at EOT, TOC P Clopper-Pearson CE Data As Observed
and LFU method
Clinical response rate at EOT, TOC, S Clopper-Pearson mMITT Treatment Failure
and LFU method Approach
Composite (clinical and P Clopper-Pearson ME Data As Observed
microbiological) response rate at TOC method
Composite (clinical and S Clopper-Pearson mMITT Treatment Failure

Approach

T

P=Primary approach; S=Supportive approach.

8.6.2 Statistical Methods for Safety Analyses

52

Safety and tolerability will be assessed by clinical review of all relevant parameters including
adverse events (AEs), laboratory tests and vital signs measurements.

To address the primary objective of safety and tolerability, all adverse events (preferred

terms as well as system organ class terms) will be tabulated.

In addition, the broad clinical and laboratory AE categories consisting of the percentage of
subjects with any AE, a drug related AE, a serious AE, and an AE which is both drug-related
and serious, and who discontinued the study drug due to an AE will be considered as key
safety endpoints. The 95% confidence interval will be provided using the Clopper-Pearson

method for key safety endpoints.

Summary statistics for baseline, on-treatment, and change from baseline values will be
provided for the continuous measures such as laboratory and vital signs parameters.
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8.6.3 Summaries of Baseline Characteristics, Demographics, and Other Analyses
8.6.3.1 Demographic and Baseline Characteristics

The number and percentage of subjects screened, enrolled, the primary reasons for screening
failure, and the primary reason for discontinuation will be displayed. Demographic
variables, baseline characteristics, primary and secondary diagnoses, and prior and
concomitant therapies will be summarized either by descriptive statistics or categorical
tables.

8.6.3.2 Population PK Analyses

For the plasma concentration data of ceftolozane, tazobactam and tazobactam M1, summary
statistics will be provided.

Based on the plasma concentration data obtained within this trial, a separate population
Pharmacokinetics (PK) analysis will be performed. The prospective details of this analysis
will be specified in a separate population PK analysis plan.

8.7 Interim Analyses

No interim analyses are planned for this trial.

8.8 Multiplicity

No multiplicity adjustment is planned for the trial.

8.9 Sample Size and Power Calculations
8.9.1 Sample Size and Power for Efficacy Analyses

This is an estimation study. This study will enroll 115 subjects to receive MK-7625A (the
rationale for the enrollment of 115 subject is referred to Section 4.2.1), and will allow
estimation of the per-subject microbiological response rate at TOC among subjects receiving
MK-7625A in the ME population with a 95% confidence interval of (75.0%, 92.3%). This is
based on the following assumptions: 1) an approximately 35% dropout and/or protocol
deviation rate excluding subjects from the ME population, 2) an observed response rate of
85.1% in the MK-7625A group based on the study results conducted outside of Japan (from
protocol CXA-cUTI-10-04 and CXA-cUTI-10-05). The calculation is based on the exact
binomial method proposed by Clopper and Pearson with 74 subjects in MK-7625A expected
to be included in the analysis, and is carried out using PASS2008. Table 12 summarizes
estimates of the confidence interval for the MK-7625A group under various assumptions.
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Table 12 Confidence Interval for MK-7625A Under Various Assumption With 74 Evaluable
Subjects in ME Population

Number of Subjects witha | Estimate of Response
eradication response Rate 95% Confidence Interval
55 74.3% (62.8%, 83.8%)
59 79.7% (68.8%, 88.2%)
63 85.1% (75.0%, 92.3%)
67 90.5% (81.5%, 96.1%)
71 95.9% (88.6%, 99.2%)

8.10 Subgroup Analyses and Effect of Baseline Factors

To determine whether the response rate is consistent across various subgroups, the response
rate in the ME at TOC population for the primary endpoints will be estimated within each
category of each subgroup. The following are classification variables:

e Baseline diagnosis (pyelonephritis vs. cLUTI)

e CrCl (<50 mL/min, >50 mL/min)

e Age categories (>18 to <45 years, >45 to <65 years, >65 years)
o ESBL status of Enterobacteriaceae

e Presence of bacteremia at baseline

e Subject with/without indwelling catheter

e Subject with/without complicated factors for pyelonephritis

e Number of uropathogens present at baseline

The consistency of the response rate will be assessed descriptively via summary statistics by
category for the classification variables listed above.

8.11 Compliance (Medication Adherence)

Drug accountability data for MK-7625A will be collected during the study. These results
will be used to calculate subject compliance.

For each subject, percent compliance will then be calculated using the following formula:

Compliance (%) = 100 times (Actual Number of Doses on Therapy) / (Total Number of
Expected Doses on Therapy).
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For a subject who is followed for the entire study period, the “Total Number of Expected
Doses on Therapy” is 21. For a subject who discontinued from the study permanently, the
“Total Number of Expected Doses on Therapy” is the total scheduled number of doses from
allocation to the date of the last dose of study medication. Compliance (%) will be
categorized as: < 80%, > 80% to < 120%, and > 120%.

Summaries of percent compliance and compliance (%) categories will be provided for the
ME at TOC population.

8.12 Extent of Exposure

The extent of exposure to study treatment will be evaluated by summary statistics (n, mean,
median, standard deviation, minimum, and maximum) and frequencies [l to 4 days, 5 to 6
days, 7 days and >7 days] for the “Number of Days on Therapy”, and frequencies [by 3
doses] for the “Number of Does on Therapy” for ASaT population.

9.0 LABELING, PACKAGING, STORAGE AND RETURN OF CLINICAL
SUPPLIES

9.1 Investigational Product

The investigator shall take responsibility for and shall take all steps to maintain appr opriate
records and ensure appropriate supply, storage, handling, distribution and usage of
investigational product in accordance with the protocol and any applicable laws and
regulations.

Clinical Supplies will be provided by the Sponsor as summarized in Table 13.

Clinical supplies will be packaged to support enrollment and replacement subjects as
required. When a replacement subject is required, the Sponsor or designee needs to be
contacted prior to dosing the replacement supplies.

Table 13 Product Descriptions

Product Name & Potency Dosage Form Source/Additional
Information
MK-7625A 1.5 g (ceftolozane | Lyophilized Powder for 1.V. Provided centrally by the
1 g/tazobactam 0.5 g) infusion Sponsor.

9.2 Packaging and Labeling Information

Clinical supplies will be affixed with a clinical label in accordance with regulatory
requirements.

Investigator will receive open label vials of MK-7625A.

9.3 Clinical Supplies Disclosure

This trial is open-label; therefore, the subject, the trial site personnel, the Sponsor and/or

designee are not blinded. Treatment (name, strength or potency) is included in the label text;
random code/disclosure envelopes or lists are not provided.
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9.4 Storage and Handling Requirements

Clinical supplies must be stored in a secure, limited-access location under the storage
conditions specified on the label.

Receipt and dispensing of trial medication must be recorded by an authorized person at the
trial site.

Clinical supplies may not be used for any purpose other than that stated in the protocol.

9.5 Discard/Destruction/Returns and Reconciliation

The investigator is responsible for keeping accurate records of the clinical supplies received
from the Sponsor or designee, the amount dispensed to and returned by the subjects and the
amount remaining at the conclusion of the trial. For all trial sites, the local country Sponsor
personnel or designee will provide appropriate documentation that must be completed for
drug accountability and return, or local discard and destruction if appropriate. Where local
discard and destruction is appropriate, the investigator is responsible for ensuring that a local
discard/destruction procedure is documented.

10.0 ADMINISTRATIVE AND REGULATORY DETAILS
10.1 Confidentiality
10.1.1 Confidentiality of Data

By signing this protocol, the investigator affirms to the Sponsor that information furnished to
the investigator by the Sponsor will be maintained in confidence, and such information will
be divulged to the institutional review board, ethics review committee (IRB/ERC) or similar
or expert committee; affiliated institution and employees, only under an appropriate
understanding of confidentiality with such board or committee, affiliated institution and
employees. Data generated by this trial will be considered confidential by the investigator,
except to the extent that it is included in a publication as provided in the Publications section
of this protocol.

10.1.2 Confidentiality of Subject Records

By signing this protocol, the investigator agrees that the Sponsor (or Sponsor representative),
IRB/ERC, or regulatory authority representatives may consult and/or copy trial documents in
order to verify worksheet/case report form data. By signing the consent form, the subject
agrees to this process. If trial documents will be photocopied during the process of verifying
worksheet/case report form information, the subject will be identified by unique code only;
full names/initials will be masked prior to transmission to the Sponsor.

By signing this protocol, the investigator agrees to treat all subject data used and disclosed in
connection with this trial in accordance with all applicable privacy laws, rules and
regulations.
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10.1.3 Confidentiality of Investigator Information

By signing this protocol, the investigator recognizes that certain personal identifying
information with respect to the investigator, and all subinvestigators and trial site personnel,
may be used and disclosed for trial management purposes, as part of a regulatory
submissions, and as required by law. This information may include:

1. name, address, telephone number and e-mail address;

2. hospital or clinic address and telephone number;

3. curriculum vitae or other summary of qualifications and credentials; and
4. other professional documentation.

Consistent with the purposes described above, this information may be transmitted to the
Sponsor, and subsidiaries, affiliates and agents of the Sponsor, in your country and other
countries, including countries that do not have laws protecting such information.
Additionally, the investigator’s name and business contact information may be included
when reporting certain serious adverse events to regulatory authorities or to other
investigators. By signing this protocol, the investigator expressly consents to these uses and
disclosures.

If this is a multicenter trial, in order to facilitate contact between investigators, the Sponsor
may share an investigator’s name and contact information with other participating
investigators upon request.

10.1.4 Confidentiality of IRB/IEC Information

The Sponsor is required to record the name and address of each IRB/IEC that reviews and
approves this trial. The Sponsor is also required to document that each IRB/IEC meets
regulatory and ICH GCP requirements by requesting and maintaining records of the names
and qualifications of the IRB/IEC members and to make these records available for
regulatory agency review upon request by those agencies.

10.2 Compliance with Financial Disclosure Requirements

Financial Disclosure requirements are outlined in the US Food and Drug Administration
Regulations, Financial Disclosure by Clinical Investigators (21 CFR Part 54). It is the
Sponsor's responsibility to determine, based on these regulations, whether a request for
Financial Disclosure information is required. It is the investigator's/subinvestigator's
responsibility to comply with any such request.

The investigator/subinvestigator(s) agree, if requested by the Sponsor in accordance with 21
CFR Part 54, to provide his/her financial interests in and/or arrangements with the Sponsor to
allow for the submission of complete and accurate certification and disclosure statements.
The investigator/subinvestigator(s) further agree to provide this information on a
Certification/Disclosure Form, commonly known as a financial disclosure form, provided by
the Sponsor. The investigator/subinvestigator(s) also consent to the transmission of this
information to the Sponsor in the United States for these purposes. This may involve the
transmission of information to countries that do not have laws protecting personal data.
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10.3 Compliance with Law, Audit and Debarment

By signing this protocol, the investigator agrees to conduct the trial in an efficient and
diligent manner and in conformance with this protocol; generally accepted standards of Good
Clinical Practice (e.g., International Conference on Harmonization of Technical
Requirements for Registration of Pharmaceuticals for Human Use Good Clinical Practice:
Consolidated Guideline and other generally accepted standards of good clinical practice); and
all applicable federal, state and local laws, rules and regulations relating to the conduct of the
clinical trial.

The Code of Conduct, a collection of goals and considerations that govern the ethical and
scientific conduct of clinical investigations sponsored by Merck, is provided in Section 12.1 -
Merck Code of Conduct for Clinical Trials.

The investigator also agrees to allow monitoring, audits, IRB/ERC review and regulatory
authority inspection of trial-related documents and procedures and provide for direct access
to all trial-related source data and documents.

The investigator agrees not to seek reimbursement from subjects, their insurance providers or
from government programs for procedures included as part of the trial reimbursed to the
investigator by the Sponsor.

The investigator shall prepare and maintain complete and accurate trial documentation in
compliance with Good Clinical Practice standards and applicable federal, state and local
laws, rules and regulations; and, for each subject participating in the trial, provide all data,
and, upon completion or termination of the clinical trial, submit any other reports to the
Sponsor as required by this protocol or as otherwise required pursuant to any agreement with
the Sponsor.

Trial documentation will be promptly and fully disclosed to the Sponsor by the investigator
upon request and also shall be made available at the trial site upon request for inspection,
copying, review and audit at reasonable times by representatives of the Sponsor or any
regulatory authorities. The investigator agrees to promptly take any reasonable steps that are
requested by the Sponsor as a result of an audit to cure deficiencies in the trial documentation
and worksheets/case report forms.
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The investigator must maintain copies of all documentation and records relating to the
conduct of the trial in compliance with all applicable legal and regulatory requirements. This
documentation includes, but is not limited to, the protocol, worksheets/case report forms,
advertising for subject participation, adverse event reports, subject source data,
correspondence with regulatory authorities and IRBs/ERCs, consent forms, investigator’s
curricula vitae, monitor visit logs, laboratory reference ranges, laboratory certification or
quality control procedures and laboratory director curriculum vitae. By signing this protocol,
the investigator agrees that documentation shall be retained until at least 2 years after the last
approval of a marketing application in an ICH region or until there are no pending or
contemplated marketing applications in an ICH region or until at least 2 years have elapsed
since the formal discontinuation of clinical development of the investigational product.
Because the clinical development and marketing application process is variable, it is
anticipated that the retention period can be up to 15 years or longer after protocol database
lock. The Sponsor will determine the minimum retention period and notify the investigator
when documents may be destroyed. The Sponsor will determine the minimum retention
period and upon request, will provide guidance to the investigator when documents no longer
need to be retained. The sponsor also recognizes that documents may need to be retained for
a longer period if required by local regulatory requirements. All trial documents shall be
made available if required by relevant regulatory authorities. The investigator must consult
with and obtain written approval by the Sponsor prior to destroying trial and/or subject files.

ICH Good Clinical Practice guidelines recommend that the investigator inform the subject’s
primary physician about the subject’s participation in the trial if the subject has a primary
physician and if the subject agrees to the primary physician being informed.

The investigator will promptly inform the Sponsor of any regulatory authority inspection
conducted for this trial.

Persons debarred from conducting or working on clinical trials by any court or regulatory
authority will not be allowed to conduct or work on this Sponsor’s trials. The investigator
will immediately disclose in writing to the Sponsor if any person who is involved in
conducting the trial is debarred or if any proceeding for debarment is pending or, to the best
of the investigator’s knowledge, threatened.

In the event the Sponsor prematurely terminates a particular trial site, the Sponsor will
promptly notify that trial site’s IRB/IEC.
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According to European legislation, a Sponsor must designate an overall coordinating
investigator for a multi-center trial (including multinational). When more than one trial site
is open in an EU country, Merck, as the Sponsor, will designate, per country, a national
principal coordinator (Protocol CI), responsible for coordinating the work of the principal
investigators at the different trial sites in that Member State, according to national
regulations. For a single-center trial, the Protocol CI is the principal investigator. In
addition, the Sponsor must designate a principal or coordinating investigator to review the
trial report that summarizes the trial results and confirm that, to the best of his/her
knowledge, the report accurately describes the conduct and results of the trial [Clinical Study
Report (CSR) CI]. The Sponsor may consider one or more factors in the selection of the
individual to serve as the Protocol CI and or CSR CI (e.g., availability of the CI during the
anticipated review process, thorough understanding of clinical trial methods, appropriate
enrollment of subject cohort, timely achievement of trial milestones). The Protocol CI must
be a participating trial investigator.

10.4 Compliance with Trial Registration and Results Posting Requirements

Under the terms of the Food and Drug Administration Modernization Act (FDAMA) and the
Food and Drug Administration Amendments Act (FDAAA), the Sponsor of the trial is solely
responsible for determining whether the trial and its results are subject to the requirements
for submission to the Clinical Trials Data Bank, http://www.clinicaltrials.gov. Merck, as
Sponsor of this trial, will review this protocol and submit the information necessary to fulfill
these requirements. Merck entries are not limited to FDAMA/FDAAA mandated trials.
Information posted will allow subjects to identify potentially appropriate trials for their
disease conditions and pursue participation by calling a central contact number for further
information on appropriate trial locations and trial site contact information.

By signing this protocol, the investigator acknowledges that the statutory obligations under
FDAMA/FDAAA are that of the Sponsor and agrees not to submit any information about this
trial or its results to the Clinical Trials Data Bank.

10.5 Quality Management System

By signing this protocol, the Sponsor agrees to be responsible for implementing and
maintaining a quality management system with written development procedures and
functional area standard operating procedures (SOPs) to ensure that trials are conducted and
data are generated, documented, and reported in compliance with the protocol, accepted
standards of Good Clinical Practice, and all applicable federal, state, and local laws, rules and
regulations relating to the conduct of the clinical trial.

10.6 Data Management

The investigator or qualified designee is responsible for recording and verifying the accuracy
of subject data. By signing this protocol, the investigator acknowledges that his/her
electronic signature is the legally binding equivalent of a written signature. By entering
his/her electronic signature, the investigator confirms that all recorded data have been
verified as accurate.

Detailed information regarding Data Management procedures for this protocol will be
provided separately.
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10.7 Publications

This trial is intended for publication, even if terminated prematurely. Publication may include
any or all of the following: posting of a synopsis online, abstract and/or presentation at a
scientific conference, or publication of a full manuscript. The Sponsor will work with the
authors to submit a manuscript describing trial results within 12 months after the last data
become available, which may take up to several months after the last subject visit in some
cases such as vaccine trials. However, manuscript submission timelines may be extended on
OTC trials. For trials intended for pediatric-related regulatory filings, the investigator agrees
to delay publication of the trial results until the Sponsor notifies the investigator that all
relevant regulatory authority decisions on the trial drug have been made with regard to
pediatric-related regulatory filings. Merck will post a synopsis of trial results for approved
products on www.clinicaltrials.gov by 12 months after the last subject's last visit for the
primary outcome, 12 months after the decision to discontinue development, or product
marketing (dispensed, administered, delivered or promoted), whichever is later.

These timelines may be extended for products that are not yet marketed, if additional time is
needed for analysis, to protect intellectual property, or to comply with confidentiality
agreements with other parties. Authors of the primary results manuscript will be provided
the complete results from the Clinical Study Report, subject to the confidentiality agreement.
When a manuscript is submitted to a biomedical journal, the Sponsor's policy is to also
include the protocol and statistical analysis plan to facilitate the peer and editorial review of
the manuscript. If the manuscript is subsequently accepted for publication, the Sponsor will
allow the journal, if it so desires, to post on its website the key sections of the protocol that
are relevant to evaluating the trial, specifically those sections describing the trial objectives
and hypotheses, the subject inclusion and exclusion criteria, the trial design and procedures,
the efficacy and safety measures, the statistical analysis plan, and any amendments relating to
those sections. The Sponsor reserves the right to redact proprietary information.

For multicenter trials, subsequent to the multicenter publication (or after public disclosure of
the results online at www.clinicaltrials.gov if a multicenter manuscript is not planned), an
investigator and his/her colleagues may publish their data independently. In most cases,
publication of individual trial site data does not add value to complete multicenter results,
due to statistical concerns. In rare cases, publication of single trial site data prior to the main
paper may be of value. Limitations of single trial site observations in a multicenter trial
should always be described in such a manuscript.

Authorship credit should be based on 1) substantial contributions to conception and design,
or acquisition of data, or analysis and interpretation of data; 2) drafting the article or revising
it critically for important intellectual content; and 3) final approval of the version to be
published. Authors must meet conditions 1, 2 and 3. Significant contributions to trial
execution may also be taken into account to determine authorship, provided that
contributions have also been made to all three of the preceding authorship criteria. Although
publication planning may begin before conducting the trial, final decisions on authorship and
the order of authors’ names will be made based on participation and actual contributions to
the trial and writing, as discussed above. The first author is responsible for defending the
integrity of the data, method(s) of data analysis and the scientific content of the manuscript.
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The Sponsor must have the opportunity to review all proposed abstracts, manuscripts or
presentations regarding this trial 45 days prior to submission for publication/presentation.
Any information identified by the Sponsor as confidential must be deleted prior to
submission; this confidentiality does not include efficacy and safety results. Sponsor review
can be expedited to meet publication timelines.
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12.0 APPENDICES

12.1 Merck Code of Conduct for Clinical Trials

Merck*
Code of Conduct for Clinical Trials

1. Introduction

A. Purpose

Merck, through its subsidiaries, conducts clinical trials worldwide to evaluate the safety and effectiveness of our
products. As such, we are committed to designing, implementing, conducting, analyzing and reporting these trials in
compliance with the highest ethical and scientific standards. Protection of subject safety is the overriding concern in
the design of clinical trials. In all cases, Merck clinical trials will be conducted in compliance with local and/or
national regulations and in accordance with the ethical principles that have their origin in the Declaration of Helsinki.

B. Scope

Such standards shall be endorsed for all clinical interventional investigations sponsored by Merck irrespective of the
party (parties) employed for their execution (e.g., contract research organizations, collaborative research efforts). This
Code is not intended to apply to trials which are observational in nature, or which are retrospective. Further, this Code
does not apply to investigator-initiated trials which are not under the control of Merck.

II. Scientific Issues

A. Trial Conduct

1. Trial Design

Except for pilot or estimation trials, clinical trial protocols will be hypothesis-driven to assess safety, efficacy
and/or pharmacokinetic or pharmacodynamic indices of Merck or comparator products. Alternatively, Merck may
conduct outcomes research trials, trials to assess or validate various endpoint measures, or trials to determine
subject preferences, etc.

The design (i.e., subject population, duration, statistical power) must be adequate to address the specific purpose
of the trial. Research subjects must meet protocol entry criteria to be enrolled in the trial.

. _Site Selection

Merck selects investigative sites based on medical expertise, access to appropriate subjects, adequacy of facilities
and staff, previous performance in Merck trials, as well as budgetary considerations. Prior to trial initiation, sites
are evaluated by Merck personnel to assess the ability to successfully conduct the trial.

Site Monitoring/Scientific Integrity

Trial sites are monitored to assess compliance with the trial protocol and general principles of Good Clinical
Practice. Merck reviews clinical data for accuracy, completeness and consistency. Data are verified versus source
documentation according to standard operating procedures. Per Merck policies and procedures, if fraud,
misconduct or serious GCP-non-Compliance are suspected, the issues are promptly investigated. When necessary,
the clinical site will be closed, the responsible regulatory authorities and ethics review committees notified and
data disclosed accordingly.

B. Publication and Authorship

To the extent scientifically appropriate, Merck seeks to publish the results of trials it conducts. Some early phase or
pilot trials are intended to be hypothesis-generating rather than hypothesis testing. In such cases, publication of
results may not be appropriate since the trial may be underpowered and the analyses complicated by statistical issues
of multiplicity.

Merck’s policy on authorship is consistent with the requirements outlined in the ICH-Good Clinical Practice
guidelines. In summary, authorship should reflect significant contribution to the design and conduct of the trial,
performance or interpretation of the analysis, and/or writing of the manuscript. All named authors must be able to
defend the trial results and conclusions. Merck funding of a trial will be acknowledged in publications.
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II1. Subject Protection
A. IRB/ERC review

All clinical trials will be reviewed and approved by an independent IRB/ERC before being initiated at each site.
Significant changes or revisions to the protocol will be approved by the IRB/ERC prior to implementation, except that
changes required urgently to protect subject safety and well-being may be enacted in anticipation of IRB/ERC
approval. For each site, the IRB/ERC and Merck will approve the subject informed consent form.

B. Safety

The guiding principle in decision-making in clinical trials is that subject welfare is of primary importance. Potential
subjects will be informed of the risks and benefits of, as well as alternatives to, trial participation. At a minimum, trial
designs will take into account the local standard of care. Subjects are never denied access to appropriate medical care
based on participation in a Merck clinical trial.

All participation in Merck clinical trials is voluntary. Subjects are enrolled only after providing informed consent for
participation. Subjects may withdraw from a Merck trial at any time, without any influence on their access to, or
receipt of, medical care that may otherwise be available to them.

C. Confidentiality

Merck is committed to safeguarding subject confidentiality, to the greatest extent possible. Unless required by law,
only the investigator, sponsor (or representative) and/or regulatory authorities will have access to confidential medical
records that might identify the research subject by name.

D. Genomic Research

Genomic Research will only be conducted in accordance with informed consent and/or as specifically authorized by
an Ethics Committee.

IV. Financial Considerations

A. Payments to Investigators

Clinical trials are time- and labor-intensive. It is Merck’s policy to compensate investigators (or the sponsoring
institution) in a fair manner for the work performed in support of Merck trials. Merck does not pay incentives to
enroll subjects in its trials. However, when enrollment is particularly challenging, additional payments may be made
to compensate for the time spent in extra recruiting efforts.

Merck does not pay for subject referrals. However, Merck may compensate referring physicians for time spent on
chart review to identify potentially eligible subjects.

B. Clinical Research Funding

Informed consent forms will disclose that the trial is sponsored by Merck, and that the investigator or sponsoring
institution is being paid or provided a grant for performing the trial. However, the local IRB/ERC may wish to alter
the wording of the disclosure statement to be consistent with financial practices at that institution. As noted above,
publications resulting from Merck trials will indicate Merck as a source of funding.

C. Funding for Travel and Other Requests

Funding of travel by investigators and support staff (e.g., to scientific meetings, investigator meetings, etc.) will be
consistent with local guidelines and practices including, in the U.S., those established by the American Medical
Association (AMA).

V. Investigator Commitment

Investigators will be expected to review Merck’s Code of Conduct as an appendix to the trial protocol, and in signing
the protocol, agree to support these ethical and scientific standards.

* In this document, "Merck" refers to Merck Sharp & Dohme Corp. and Schering Corporation, each of which is a
subsidiary of Merck & Co., Inc. Merck is known as MSD outside of the United States and Canada. As warranted by
context, Merck also includes affiliates and subsidiaries of Merck & Co., Inc."
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12.2 Collection and Management of Specimens for Future Biomedical Research

1.

a.

Definitions

Biomarker: A biological molecule found in blood, other body fluids, or tissues that is a
sign of a normal or abnormal process or of a condition or disease. A biomarker may be
used to see how well the body responds to a treatment for a disease or condition. '

Pharmacogenomics: The investigation of variations of DNA and RNA characteristics as
related to drug/vaccine response.”

Pharmacogenetics: A subset of pharmacogenomics, pharmacogenetics is the influence of
variations in DNA sequence on drug/vaccine response.

DNA: Deoxyribonucleic acid.
RNA: Ribonucleic acid.
Scope of Future Biomedical Research

The specimens collected in this trial as outlined in Section 7.1.3.11 — Future Biomedical
Research Sample Collection will be used to study various causes for how subjects may
respond to a drug/vaccine. Future biomedical research specimen(s) will be stored to
provide a resource for future trials conducted by the Sponsor focused on the study of
biomarkers responsible for how a drug/vaccine enters and is removed by the body, how a
drug/vaccine works, other pathways a drug/vaccine may interact with, or other aspects of
disease. The specimen(s) may be used for future assay development and/or drug/vaccine
development.

It is now well recognized that information obtained from studying and testing clinical
specimens offers unique opportunities to enhance our understanding of how individuals
respond to drugs/vaccines, enhance our understanding of human disease and ultimately
improve public health through development of novel treatments targeted to populations
with the greatest need. All specimens will be used by the Sponsor or those working for
or with the Sponsor.

Summary of Procedures for Future Biomedical Research
Subjects for Enrollment

All subjects enrolled in the clinical trial will be considered for enrollment in the
Future Biomedical Research sub-trial.

Informed Consent

Informed consent for specimens (i.e., DNA, RNA, protein, etc.) will be obtained
during screening for protocol enrollment from all subjects or legal guardians, at a trial
visit by the investigator or his or her designate. Informed consent for Future
Biomedical Research should be presented to the subjects on Visit 1. If delayed,
present consent at next possible Subject Visit. Informed consent must be obtained
prior to collection of all Future Biomedical Research specimens. Consent forms
signed by the subject will be kept at the clinical trial site under secure storage for
regulatory reasons.
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C.

A template of each trial site’s approved informed consent will be stored in the
Sponsor’s clinical document repository. Each consent will be assessed for appropriate
specimen permissions.

eCRF Documentation for Future Biomedical Research Specimens

Documentation of subject consent for Future Biomedical Research will be captured in
the electronic Case Report Forms (eCRFs). Any specimens for which such an
informed consent cannot be verified will be destroyed.

d. Future Biomedical Research Specimen Collections

Collection of specimens for Future Biomedical Research will be performed as
outlined in the trial flow chart. In general, if additional blood specimens are being
collected for Future Biomedical Research, these will usually be obtained at a time
when the subject is having blood drawn for other trial purposes.

4. Confidential Subject Information for Future Biomedical Research

In order to optimize the research that can be conducted with Future Biomedical Research
specimens, it is critical to link subject’ clinical information with future test results. In fact
little or no research can be conducted without connecting the clinical trial data to the
specimen. The clinical data allow specific analyses to be conducted. Knowing subject
characteristics like gender, age, medical history and treatment outcomes are critical to
understanding clinical context of analytical results.

To maintain privacy of information collected from specimens obtained for Future
Biomedical Research, the Sponsor has developed secure policies and procedures. All
specimens will be single-coded per ICH E15 guidelines as described below.

At the clinical trial site, unique codes will be placed on the Future Biomedical Research
specimens for transfer to the storage facility. This first code is a random number which
does not contain any personally identifying information embedded within it. The link (or
key) between subject identifiers and this first unique code will be held at the trial site. No
personal identifiers will appear on the specimen tube.

Biorepository Specimen Usage

Specimens obtained for the Merck Biorepository will be used for analyses using good
scientific practices. Analyses utilizing the Future Biomedical Research specimens may
be performed by the Sponsor, or an additional third party (e.g., a university investigator)
designated by the Sponsor. The investigator conducting the analysis will follow the
Sponsor’s privacy and confidentiality requirements. Any contracted third party analyses
will conform to the specific scope of analysis outlined in this sub-trial. Future Biomedical
Research specimens remaining with the third party after specific analysis is performed
will be reported to the Sponsor.
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6. Withdrawal From Future Biomedical Research

Subjects may withdraw their consent for Future Biomedical Research and have their
specimens and all derivatives destroyed. Subjects may withdraw consent at any time by
contacting the principal investigator for the main trial. If medical records for the main
trial are still available, the investigator will contact the Sponsor using the designated
mailbox (clinical.specimen.management@merck.com) and a form will be provided to
obtain appropriate information to complete specimen withdrawal. Subsequently, the
subject's specimens will be removed from the biorepository and be destroyed.
Documentation will be sent to the investigator confirming the destruction. It is the
responsibility of the investigator to inform the subject of completion of destruction. Any
analyses in progress at the time of request for destruction or already performed prior to
the request being received by the Sponsor will continue to be used as part of the overall
research trial data and results. No new analyses would be generated after the request is
received.

In the event that the medical records for the main trial are no longer available (e.g., if the
investigator is no longer required by regulatory authorities to retain the main trial
records) or the specimens have been completely anonymized, there will no longer be a
link between the subject’s personal information and their specimens. In this situation, the
request for specimen destruction can not be processed.

7. Retention of Specimens

Future Biomedical Research specimens will be stored in the biorepository for potential
analysis for up to 20 years from the end of the main study. Specimens may be stored for
longer if a regulatory or governmental authority has active questions that are being
answered. In this special circumstance, specimens will be stored until these questions
have been adequately addressed.

Specimens from the trial site will be shipped to a central laboratory and then shipped to
the Sponsor-designated biorepository. If a central laboratory is not utilized in a particular
trial, the trial site will ship directly to the Sponsor-designated biorepository. The
specimens will be stored under strict supervision in a limited access facility which
operates to assure the integrity of the specimens. Specimens will be destroyed according
to Sponsor policies and procedures and this destruction will be documented in the
biorepository database.

8. Data Security

Databases containing specimen information and test results are accessible only to the
authorized Sponsor representatives and the designated trial administrator research
personnel and/or collaborators. Database user authentication is highly secure, and is
accomplished using network security policies and practices based on international
standards (e.g., ISO17799) to protect against unauthorized access.
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9.

10.

11.

12.

13.

Reporting of Future Biomedical Research Data to Subjects

No information obtained from exploratory laboratory studies will be reported to the
subject, family, or physicians. Principle reasons not to inform or return results to the
subject include: Lack of relevance to subject health, limitations of predictive capability,
and concerns regarding misinterpretation.

If any exploratory results are definitively associated with clinical significance for subjects
while the clinical trial is still ongoing, investigators will be contacted with information.
After the clinical trial has completed, if any exploratory results are definitively associated
with clinical significance, the Sponsor will endeavor to make such results available
through appropriate mechanisms (e.g., scientific publications and/or presentations).
Subjects will not be identified by name in any published reports about this study or in any
other scientific publication or presentation.

Future Biomedical Research Study Population

Every effort will be made to recruit all subjects diagnosed and treated on Sponsor clinical
trials for Future Biomedical Research.

Risks Versus Benefits of Future Biomedical Research

For future biomedical research, risks to the subject have been minimized. No additional
risks to the subject have been identified as no additional specimens are being collected
for Future Biomedical Research (i.e., only leftover samples are being retained).

The Sponsor has developed strict security, policies and procedures to address subject data
privacy concerns. Data privacy risks are largely limited to rare situations involving
possible breach of confidentiality. In this highly unlikely situation there is risk that the
information, like all medical information, may be misused.

Questions

Any questions related to the future biomedical research should be e-mailed directly to
clinical.specimen.management@merck.com.

References
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12.3 Pharmacogenetics Informational Brochure for IRBS/IECs & Investigational Site Staff
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This Informational Brochure is intended for
IRBs/IECs & Investigational Site Staff The
brochure was developed to address issues
relevant to DNA collection and research in the
context of pharmaceutical drug development.

Developed by
The Industry Pharmacogenomics Working Group (I-PWG)
WWW.i-pwg.org

Whal is DNA and What is Pharmacegenomics?

The cells of the body contain deoxyribonucleic acid (DNA).
DNA is inherited, and carries a code (in the form of genes),
which determines physical appearance and other personal
features. In a process called gene transcription, DNA is cop-
ied into a related molecule, ribonucieic acid (RNA), before

ultimately being translated into proteins, which determine cel-
lular function. Naturally-occurring variation in DNA is a major
determinant of diff g people. This variation,

ferred to as ti ly hi occurs both within
mamm&dmmmmmmm
g This variation partly lains why some people

dewbpwmndlsemswwmsdonﬁ.whympeopde
respond better than others to certain drugs, and why some
people develop side effects while others do not.

Pharmacogenomics (PGx) is a branch of science that
uses genetic/genomic information to better understand
why people respond dlﬂ’erenuy to drugs. The terms phar-

and phar tics are often used
mterel'laﬂgeably. although pharmaoogenehcs generally
refers to the study of [:IN.A while pharmacogenomics is
a broader term enc g the study of both DNA and
RNA', and generally ona Iarger scale. Pharmacogenomic
research is different from genetic testing done for the

All patients recelving

purpose of diagnosing a person with a certain disease
or for risk for developing a certain di (e.g.. genetic
testing for Huntington’s Disease). PGx focuses on genet-
ic variability that affects response to drugs. This primar-
ily occurs through pathways related to drug metabolism,
drug mechanism of action, disease etiology or subtype,
and adverse events. PGx overlaps with disease genet-
ics research since different disease subtypes can respond
differently to drugs.
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Why is Pharmacogenomics Important?

PGx is one approach to explore whether a drug will be
useful or harmful in certain people. By identifying genet-
ic polymorphisms that are associated with drug efficacy
and safety, PGx is allowing for more individualized drug
therapies based on the genetic m.akeup of patnen!s This
is sometimes referred to as per ized By
better understanding di at the molecular level, PGx
is opening opportunities for the discovery of novel drugs.
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PGx has the overarching goal of developing safer, more
effective drugs. and ensuring that patients receive the cor-
rect dose of the correct drug at the correct time.

How is Pharmacogenomics Being Used in Drug
Development?

PGx is increasingly becoming a core component of drug
development programs. By using PGx to determine how
drugs work differently in subgroups of patients, drug
developers are making better decisions about which drugs
to develop and how best to develop them. Technologi
are now ilabl imult ly over 1 mil-
lion genetic polymorphi in the g This is
allowing for the identification of novel genetic markers
drug resp and of di in ab of pre-existi
K dedge of the involv t of specific pathways.

PGx research is currently being used in drug development
to:

I
Y

= Explain variability in response among subjects in
clinical trials

«  Address ging clinical i such as unex-
pected adverse events

« Determine eligibility for clinical trials (pre-screen-
ing) to optimize trial design

+ Develop drug-linked diagnostic tests to identify
patients who are more likely or less likely to benefit
from treatment or who may be at risk of adverse
events

« Better understand the mechanism of action or me-
tabolism of new and existing drugs

= Provide better understanding of disease mecha-
nisms

= Allow physicians to prescribe the right drugs at the
optimal dose for individual patients

Pharmacogenamics
Alpready a Reality in Drug Labels

A number of drugs now have instructions on their labels
either recommending or requiring a PGx test when pre-
scribing a drug or when making dosing decisions. A well-
known ple is the anti gulant drug farin. The
drug label for warfarin now includes a r ded PGx
test to minimize the risk of excessive bleeding (US label).
There are currently three categories of PGx information in
drug labels according to the FDA:

i) tests required for prescribing
ii) tests recommended when prescribing

iii) PGx information for inf tion only.

For a current list of examples of how PGx is impacting
drug labeling see:

| =

 DNA Samples from Clinical Trials
An Isvaiuabie Resoarce

Adequate sample sizes and high-quality clinical data are
key to advancements in the field of PGx. Drug develop-
ment programs are therefore an invaluable resource and a
unique opportunity for highly productive research in PGx.
Although PGx is a rapidly evolving branch of science, the
complexities of the genetic code are only beginning to be
understood. As scientific discoveries continue to be made,
samples collected today will become a valuable resource
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for future research. This may lead to the future develop-
ment of new drugs that are better targeted to certain indi-
viduals and to disease subtypes.

For these reasons, it is vital to systematically collect DNA
samples across all centers recruiting subjects into clinical
trials that include a PGx component (where local regula-
tions permit). Consent for storage of samples for future
research should also he obtained if maximum benefit is to
be derived from DNA samples donated by subjects. The
scope of the research that may be performed both during
the trial and in the future should be clearly defined in the
informed consent form.

P DR T Py Ty mad

icies and regulations for iegally effective info
on national, state, and Iocal levels. Theu

currently are no internationall d regulati
that dictate the basic elements of informed consent for
PGx rlunrch Thn I-PWG has published an article on the

its of i it to be considered in PGx
research studies’. These elements build upon exlstmo
basic elements of informed t for cli
on human subjects?.

Relurn of Genemic Research Resulls
to Study Subjects

Policies for the return of genomic results to study subjects
vary among phnnmcmmcnl enmpanlﬂ Them are many
considerati that phar “Inh
when determining their policy regarding the return of PGx
research results to study subjects. These include i) the

conditions under which genomic results were generated
(i.e.. research laboratory environment versus accredited
dlagnoshc Iabora!oty) i) whether the results will have
on p dical care, iii) whether genetic
g is ary, and iv) international. national,
and local guidelines, policies, legislation, and regula-
tions regarding subjects’ rights to access data generated
on them. These considerations are addressed in detail in
Renegar et al, 20084,

P

Privacy, Confidentialily, and Palient Rights

An issue that is generally perceived to be of relevance to
clinical genetic research is the risk associated with inad-
vertent or intentional disclosure and misuse of genetic
data. Although coded 5pec|rn|.-n: gernmuly fiave been con-
sldemd dequate to protect p it privacy in most clinical
de t ies and other institutions involved in
PG:: research have historically applied a variety of addi-
tional safeguards that can be used alone, or in combina-
tion, to further minimize the potential risk of discl e
and misuse of genetic data. These include:

i) Sample Labeling

DNA samples and comresponding clinical data can be labeled
in several ways to achieve different levels of patient privacy
and confidentiality. Definitions of labeling methods are pro-
vided in the gl y and are described in greater detail in the
|CHG|.|idaner15‘, It is important to recognize that there is
a trade-off between the level of patient privacy protection and
the ability to perform actions related to withdrawal of consent,
data retumn, clinical monitoring, subject follow-up, and addi-
tion of new data (see Table 1)'. The Identified and Anony-
mous labeling categories described in the table are generally
not applicable to pharmaceutical clinical trials.

I-PG
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Table adapted from ICH Guidance E15

- | Ability to
Link Between Subject's Personal e aauject. | Pertorm Chinios) | eygent of Subject?
Codi . i ( ’ 9 | Monitoring, Suect %
Sample Coding | 140 nvifiers and ¢.g.. Sample Withdrawal or Sobject Fliiow-up, | Confidentiality and
Calagoty Genomic Biomarker Data Return of Individual Genomic | YRS P | Privacy Protection
Results at Subject’s Request Data
Similar to General
- Yes (Direct) Heaalthcare
Kiaotified Allowrs for Subjects to be Identfied . Yo Confidentiality
and Privacy
Yes (Indirecty)
Single | Aliows for Subjects to be Identified Yes Yes mefuro"cal
(via Single. Specfic Coding Key)
Coded T
Yes (Very Indirectly) Added .
Double | Allows for Subjects to be Identfied Yes Yes ;‘m
(via the Two Specific Coding Keys)
No Genomic Data and
: Samples no Longer
Anonymized R ol A At e iFa No No Linked to Subject as
Been Deleted Cﬁ?“ﬁ!)hﬂ
No - ldentifiers Never Collected and Coding Genomic Data and
Anonymous Keys Never Applied. Does not Allow for No No Samples Never
Subjects 1o be dentifed Linked to Subject

ii) Separation of Data and Restricted Access

= Maintaining PGx-related documentation separate

from other medical records.

usually cannot be used to make clinically meaningful or

Foakis A

about a subject’s health or health risks.

+ Restricting access to data and samples by means
of p d-protected datab and locked
sample storage facilities.

PGx studies in pharmaceutical development are g Iy
ducted in h laboratories that are not accred-
ited diagnostic laboratories. Therefore, PGx research data

Furthermore, confidentiality protections described above
serve to guard against inappropriate disclosure of these
data. For these reasons, the potential risk to a subject's
employment or healthflife insurance is considered to be
minimal. The taken to protect subjects against
reasonably foreseeable risks should be addressed in the
informed consent form?.

1-PIG
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iii) Legislation on Genetic Discrimination

Many countries and regi have ted legislation to
protect tndmcuals against discrimination based on their
m!’tl@ infor For e ple, the USA Genetic Non-
discrimination Act (bINA}’ serves io be‘leﬂ pnumls
inst health i and ! t discr
based on an individual's gmllc rnnkpup Legislation
conhnunlly evolves based on social, ethu:al and leg.al
derati A list of ples is periodically up

on the I-PWG website: http:/lwww.i-pwg.org

Country-8pecific Laws and Regulations on
DNA Collection
DNA wpling in clinical trials is ightforward in most
jurisdictions. However, ‘some countries have specific laws
and regulati llection, labeling, storage,
export, return of resuﬂs andlor use of DNA samples Pro-
for the collection of DNA samples should always

adhere to the regulations of the country/region in which
those sarrlples are odlemd Eﬁorls are currently under-
way t P g ion and standardization
of lations and practi licable to collection of DNA
surplu However, itmybemnmtomahmbofm
there is consensus across nations. Because eountqr-spe«

cific local and regional laws and regulations
evolve, it is advisable to regularly verify these laws and
regulati for the jurisdiction in which app | for DNA

collection is being g‘rven_

Regulatory Authorities

The use of PGx information to improve the risk:benefit pro-
file of drugs is increasingly being encouraged by regula-
tory health authorities. Authorities such as the FDA (USA),

EMEA, (European Union), MHLW (Japan), and ICH (Inter-
national) are playing a key role in advancing this scientific
field as it applies to ph itical develog t Amgnrf-
icant ber of reg ul and pt papers
have already been lssued' 34 and are available through:
nitp:iiwww.i- pwg org. uﬁn Wpi tion has

a key P t of clinical develop t. It is anticipated
that regulatory authorities eventually may require relevant
PGx data with drug submissions™.

Where to Get More Informalion
Several expert izations are helping to ad the
adopmdPme linical develop t and in dical

care. Avast array of educational resources related to PGx
that cater to health care prufessimals IRBs/IECs, sci-
entists, and patients have been ted and are publicly
available. Many of these organizations and resources are
available through the I-PWG website:
http:/lwww.i-pwg.org.

Whal is the Industry Pharmacogenomics
Working Group (I-PWE)?
The Indus g ics Working Group (I-PWG)
(fi rl un. geneti Worlungﬁmm}nsnvol-

mﬂm .....
in PGx research. m&u.psncm“fmonﬂom
petitive educational, informational, ethical, legal, and reg-
ulatory topics. The Group provides information and expert
opinions on these topics nnd sponsors eduuhtmnb“nfu—
mational programs to p te better underst g of PGx
research for key stakeholders. The I-PWG interacts with
regulatory authorities and policy groups to ensure align-
ment. More information about the I-PWG is available at:
hitp: lfwww.i-pwg.org.
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Blossary

i0eniiNed Daia and Sampies: JOEMMAeq O3 ang SATPIES are l3Deed Win
personal Kientiers such as Name of idendnication NUMDens (e.g.. S0CkE securty
of national Insurance number). The use of Identifed data and SaMpies J0OWS
for clirical monitoring and subject foliow-up and are generally not considered
appropriale for purposes of clinical trais in drug cevelopment. (Not generally
appicatie to PGX In pharmaceutical clinical irlats).

Coded Data and Samples: Coded Cata and samples are labaied wiin at keast
one spectic code. and do not cary any personal identfiers.

Smgle-Coded Data and Sampies: are usualy abeled with 3 sngie
speciic code. | is possibie (o frace e data or sampies Dack 10 3 given
INMIoUa wilh e Lse of 3 single codng key.

Double-Coded (De-idenuNed) Data and Sampies: are Infialy labeled
WIN 3 ENgie SPRCcc COO0R AN 00 MOt CATY ANy PErsOnal igentmens. The
data and sampies are then relabaied Wi 3 52000 cOJ2, Which 15 Ined
10 the frst cose Via 2 5600nd COBNG key. 1 15 possibi 10 Yace e data of
samples back 10 the Indvioual by he Use of ot coding keys. The use of
the second cooe provices adamonal confientialty and prvacy protecton
for susjects over he use of a sngie code.

Anonymized Data and Sampies: Anorymized dala and sampies are inRaly
singe o double coded Dut the Ink Detween the subjects’ entilers and he
urique CO0R(S) 16 SUCEEQUENTy Oleted. COnoe T INA Nas been Oeieted N Is
1o longer possivie 10 frace the ata and sampies back 10 NAMAUA subjects.
through he coding key(s). Anonymization I inlended 0 prevent subject re-

Anonymous Data and Samples: ANONYMOUS 033 and SaMples are never
labeled W personal Kientmers when ongnally collected. nar is 3 coding ey
generated. Therefore, there s no polential to bace back genomic data and
sampies % Inavidual subjects. (Due 10 restrictions on Me ablity to comelate
cinkcal data with 5uch sampies. hey are generaly of Ie Use 10 PGX researcn.
(Not generally applicabie 10 PGX In pharmaceuscal cin'cal iials).
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12.4 Approximate Blood Volumes Drawn by Trial Visit and by Sample Types

Approximate blood volume is shown in the table below. There is a possibility to be different
volume by subject’s condition etc.

Screening Treatment Follow-up

Trial Visit: 1 2 | 3 ] 4 [ 58 ] 9 10 [ 11
Blood Parameter Approximate Blood Volume (mL)
Hematology 2.0 2.0 2.0 2.0 2.0
Coagulation 1.8 1.8 1.8 1.8 1.8
Serum Chemistry 3.0 3.0 3.0 3.0 3.0
Coombs 2.0 2.0
Glucose 2.0 2.0 2.0 2.0 2.0
Serum creatinine’ 1.0 1.0 1.0 1.0
Culture for blood sample’ 20.0°
Hematology' 2.0
Chemistry’ 2.0
Blood for Genetic Analysis 8.5
Collection of sample to measure
MK-7625A plasma concentration 2.0 10.0
Expected Total (mL) 35.8 11.5 1.0 19.8 10.8 8.8 8.8

T Test is performed locally in each investigational institution.

* Culture for blood sample is conducted as indicated in subjects who present with clinical signs and/or symptoms of
pyelonephritis or bacteremia (OR subjects with indwelling catheters whose baseline urine specimen are obtained through
the catheter).
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12.5 Clinical Study Conduct System

Clinical study conduct system is shown in attachment 1 and 2.
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13.0 SIGNATURES

13.1 Sponsor's Representative

TYPED NAME

TITLE

SIGNATURE

DATE SIGNED

13.2 Investigator

I agree to conduct this clinical trial in accordance with the design outlined in this protocol
and to abide by all provisions of this protocol (including other manuals and documents
referenced from this protocol). I agree to conduct the trial in accordance with generally
accepted standards of Good Clinical Practice. I also agree to report all information or data in
accordance with the protocol and, in particular, I agree to report any serious adverse events
as defined in Section 7.0 — TRIAL PROCEDURES (Assessing and Recording Adverse
Events). I also agree to handle all clinical supplies provided by the Sponsor and collect and
handle all clinical specimens in accordance with the protocol. I understand that information
that identifies me will be used and disclosed as described in the protocol, and that such
information may be transferred to countries that do not have laws protecting such
information.  Since the information in this protocol and the referenced Investigator’s
Brochure is confidential, I understand that its disclosure to any third parties, other than those
involved in approval, supervision, or conduct of the trial is prohibited. I will ensure that the
necessary precautions are taken to protect such information from loss, inadvertent disclosure
or access by third parties.

TYPED NAME

TITLE

SIGNATURE

DATE SIGNED
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