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LYyRICA
PREGABALIN

ﬂ:ﬂESGRIBIHG SUMMARY
A
PATIENT SELECTION GRITERIA

THERAPEUTIC CLASSIFICATION
Analgesic Agent

INDICATIONS AND CLINICAL USE

LYRICA (pregabalin) is indicated for the management
of neuropathic pain associated with diabetic peripheral
neuropathy, postherpetic neuralgia and spinal cord
injury. LYRICA is indicated for the management of pain
associated with fibromyalgia. The efficacy of LYRICA in
the management of pain associated with fibromyalgia
for up to 6 months was demonstrated in a placebo-
controlled trial in patients who had initially responded to
LYRICA during a 6-week open-label phase.

Use in Special Populations

Geriatrics (>65 years of age): Pregabalin oral
clearance tended to decrease with increasing age. This
decrease in pregabalin oral clearance is consistent with
age-related decreases in creatinine clearance. Reduction
of pregabalin dose may be required in patients who have
age-related compromised renal function (see WARNINGS
AND PRECAUTIONS, Geriatrics [>65 years of age]).
Pediatrics (<18 years of age): The safety and efficacy
of pregabalin in pediatric patients (<18 years of age)
have not been established.

Renal: There have been reports of patients, with
or without previous history, experiencing renal failure
while receiving pregabalin alone or in combination
with other medications. Discontinuation of pregab
alin showed reversibility of this event in some cases (see
Product Monograph, WARNINGS AND PRECAUTIONS;
ADVERSE REACTIONS, Post-Marketing Adverse Dnig
Reactions; and DOSAGE AND ADMINISTRATION).
Because pregabalin is eliminated primarily by renal
excretion, the dose of pregabalin should be adjusted as
noted for elderly patients or those with renal impairment
{see Product Monograph, ACTION AND CLNICAL
PHARMACOLOGY and DOSAGE AND ADMINISTRATION).
Pregnant Women: There are no adequate and well-
controlled studies in pregnant women. Pregabalin should
be used during pregnancy only if the potential benefit
justifies the potential risk to the fetus.

Labour and Delivery: The effects of pregabalin on
fabour and defivery in pregnant women are unknown.
Nursing Women: It is not known if pregabalin is excreted
in human breast milk; however, it is present in the milk
of rats. Because of the potential for adverse reactions
in nursing infants from pregabalin, a decision should be
made whether to discontinue nursing or to discontinue

the drug, taking into account the importance of the drug
to the mother.

CONTRAINDICATIONS

Patients who are hypersensitive to pregabalin or to
any ingredient in the formulation or component of the
container.

SAFETY INFORMATION
C

WARNINGS AND PRECAUTIONS

Angioedema: There have been post-marketing reports
of angicedema in patients, some without reported
previous history/episode(s), during initial/acute and
chronic treatment with LYRICA. Specific symptoms
included swelling of the face, mouth (tongue, lips, and
qums), neck, throat, and larynx/upper airway. There
have been reports of life-threatening angioedema with
respiratory compromise requiring emergency treatment.
Some of these patients did not have reported previous
history/episode(s) of angioedema. LYRICA should
be immediately discontinued in patients with these
symptoms. During the pre-marketing assessment of
pregabalin in clinical trials, angicedema was reported
as a rare reaction (see Product Monograph, ADVERSE
REACTIONS, Less Common Clinical Trial Adverse
Reactions and Post-Marketing Adverse Drug Reactions).

Caution should be exercised when prescribing LYRICA to
patients with previous history/episode(s) of angioedema
and related events. In addition, patients who are taking other
drugs associated with angioedema (eg, ACE-inhibitors) may
be at increased risk of developing this condition.

HF@M!' ivity: There have been post-marketing reports
of hypersensitivity reactions (e.g. skin redness, blisters,

hives, rash, dyspnea, and wheezing). Pregabalin should
be discontinued immediately if such symptoms occur
(see Product Monograph, Post-Marketing Adverse Drug
Reactions).
Renal Failure: In both clinical trials of various indications
post- ing database, there are reports of patients,
with or without previous history, experiencing renal failure
while receiving pregabalin alone or in combination with
other medications. Discontinuation of pregabalin should
be considered as it has shown reversibility of this event
in some cases. Caution is advised when prescribing
pregabalin fo the elderly or those with any degree of renal
impairment (see Product Monograph, Special Populations,
Renal; Abrupt or Rapid Discontinuation, ADVERSE
REACTIONS, Post-Marketing Adverse Drug Reactions; and
DOSAGE AND ADMINISTRATION).
Tumorigenic Potential: In standard preclinical in vivo
lifetime carcinogenicity studies of pregabalin, a high
incidence of hemangiosarcoma was identified in two
different strains of mice. The clinical significance of this
finding is uncertain. Clinical experience during pregabalin's
premarketing development provides no direct means to
assess its potential for inducing tumors in humans.
Ophthalmological Effects: In controlled studies, pregabalin
treatment was associated with vision-related adverse
events such as blurred vision (amblyopia) (6% pregabalin
and 2% placebo) and diplopia (2% pregabalin and
0.5% placebo). Approximately 1% of pregabalin-treated
patients discontinued treatment due to vision-related
adverse events (primarily blurred vision). Of the patients who
did not withdraw, the blurred vision resolved with continued
dosing in approximately half of the cases (see Product
Monograph, Post-Marketing Acverse Drug Reactions).
Patients should be informed that if changes in vision
occur, they should notify their physician.
Peripheral Edema: LYRICA may cause peripheral
edema. In controlled peripheral neuropathic pain and
fibromyalgia clinical trials, pregabalin treatment caused
peripheral edema in 9% of patients compared with
3% of patients in the placebo group. In these studies,
0.7% of pregabalin patients and 0.3% of placebo
patients withdrew due to peripheral edema (see Product
Monograph, ADVERSE REACTIONS, Peripheral Edema).
In controlled clinical trials of up to 13 weeks in duration of
patients without clinically significant heart or peripheral
vascular disease, there was no apparent association
between peripheral edema and cardiovascular
complications such as hypertension or congestive heart
failure. In the same trials, peripheral edema was not
associated with laboratory changes suggestive of
deterioration in renal or hepatic function.
Higher frequencies of weight gain and peripheral edema
were observed in patients taking both LYRICA and a
thiazolidinedione antidiabetic agent compared to patients
taking either drug alone. As the thiazolidinedione class
of antidiabetic drugs can cause weight gain and/or
fluid retention, possibly exacerbating or leading to heart
failure, care should be taken when co-administering
LYRICA and these agents.
Congestive Heart Failure: In controlled clinical studies,
events of congestive heart failure were reported at an
infrequent rate (between 0.1% and 1%; see Product
Monograph, ADVERSE REACTIONS, lLess Common
Clinical Trial Adverse Reactions).
There have been post-marketing reports of congestive
heart failure in some patients receiving pregabalin
(see Product Monograph, ADVERSE REACTIONS,
Post-marketing Adverse Drug Reactions). Although
this adverse reaction has mostly been observed in
elderly cardiovascular-compromised patients during
pregabalin treatment for a neuropathic pain indication,
some cases have occurred in patients without reported
edema or previous history of cardiovascular disease.
Pregabalin should be used with caution in these patients.
Discontinuation of pregabalin may resolve the reaction.
Gastrointestinal: There have been post-marketing
reports of events related to reduced lower gastrointestinal
tract function (eg. intestinal obstruction, paralytic ileus,
and constipation) in patients, some without reported
previous history/episode(s), during initial/acute and chronic
treatment with LYRICA, primarily in combination with other
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medications that have the potential to produce constipation.
Some of these events were considered serious and
required hospitalization. In a number of instances, patients
were taking opioid analgesics including tramadol.

Caution should be exercised when LYRICA and opioid
anaigesics are used in combination, and measures to
prevent constipation may be considered, especially in
female patients and elderly as they may be at increased
risk of experiencing lower gastrointestinal-related events
(see Product Monograph, ADVERSE REACTIONS, Post-
Marketing Adverse Orug Reactions).
WeightGain:LYRICAmaycauseweightgain. Inpregabalin-
controlled peripheral neuropathic pain and fibromyalgia
clinical trials with durations of up to 14 weeks, a gain of
7% or more over baseline weight was observed in 8%
of pregabalin-treated patients and 3% of placebo-
treated patients. Few patients treated with pregabalin
{0.6%) withdrew from controlled trials due to weight gain
{(see Product Monograph, ADVERSE REACTIONS,
Weight Gain).

Pregabalin-associated weight gain was related to dose
and duration of exposure. Pregabalin-associated weight
gain did not appear to be associated with baseline BMI,
gender, or age. Weight gain was not limited to patients
with edema and was not necessarily due to edema-
related events (see Product Monograph, WARNINGS
AND PRECAUTIONS, Peripheral Edema).

Although weight gain was not associated with clinically
important changes in blood pressure in short-term
controlled studies, the long-term cardiovascular effects
of pregabalin-associated weight gain are unknown.
While the effects of pregabalin-associated weight gain on
glycemic control have not been systematically assessed,
in controlled and longer-term open-label clinical trials
with diabetic patients, pregabalin treatment did not
appear to be associated with loss of glycemic control {as
measured by HbAc).

Dizziness _and Somnolence: LYRICA may cause
dizziness and somnolence. In controlled studies, pregabalin
caused dizziness in 32% of patients compared to 8%
in placebo. Somnolence was experienced by 17% and
4% of the patients treated with pregabalin and placebo,
respectively. These events begin shartly after the initiation
of therapy and generally occur more frequently at higher
doses. In these studies, dizziness and somnolence led
to withdrawal of 5% (placebo: 0.5%) and 3% (placebo:
0.1%) of the pregabalin-treated patients, respectively. For
the remaining patients who experienced these events,
dizziness and somnolence persisted until the last dose of
pregabalin in 35% and 49% of the patients, respectively
(see Product Monograph, ADVERSE REACTIONS,
Tables 2, 4, and 11, and Post-Marketing Adverse Drug
Reactions).

Abrupt or Rapid Discontinuation: Following
abrupt or rapid discontinuation of pregabalin, some
patients reported symptoms including insomnia,
nausea, headache, anxiety, hyperhidrosis and diarrhea.
Pregabalin should be tapered gradually over a minimum
of one week rather than discontinued abruptly (see
Product Monograph, ADVERSE REACTIONS, Adverse
Events Following Abrupt or Rapid Discontinuation).
ADVERSE REACTIONS

Because clinical tnals are conducted under very specific
conditions, the adverse reaction rates observed in clinical
trials may not reflect the rates observed in practice and
should not be compared to the rates in clinical trials of
another drug. Adverse drug reaction information from
clinical tials is useful for identifying drug-related adverse
events and for approximating rates.

Clinical Trial Adverse Drug Reactions

Most Common Adverse Events in All Pre-marketi
Controlled Clinical Studies of Neuropathic Pain: The
most commonly observed adverse events (5% and
twice the rate of that seen in placebo) in pregabalin-
treated patients were: dizziness, somnolence, peripheral
edema, and dry mouth. Adverse events were usually mild
to moderate in intensity.

Adverse Events from a Controlled Clinical Stud
in_Neuropathic Pain Associated with Spinal Cord
njury: The most commonly observed treatment-
related adverse events (=5% and twice the rate of
that seen in placebo} in pregabalin-treated patients
were: somnolence, dizziness, asthenia, dry mouth,
edema, myasthenia, constipation, thinking abnormal,
amblyopia, and amnesia. Adverse events were usually
mild to moderate in intensity.
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Most Common Adverse Events in Controlled Clinical
Studies in Fibromyalgia: The most commonly observed
treatment-related adverse events (=5% and twice the rate
of that seen in placebo) in pregabalin-treated patients
were: dizziness (37.5%), somnolence (18.6%), weight
gain (10.6%), dry mouth (7.9%), blurred vision (6.7%),
peripheral edema (6.1%), constipation (5.8%), and
disturbance in attention (5.3%). Adverse events were
usually mild to moderate in intensity.

To monitor drug safety, Health Canada collects infor-
mation on serious and unexpected effects of drugs. If
you suspect a patient has had a serious or unexpected
reaction to this drug, you may notify Health Canada by
telephone: 1-866-234-2345,

ADMINISTHATION

DOSING CONSIDERATIONS

Patients with Impaired Renal Function

Pregabalin is primarily eliminated from the systemic
circulation by renal excretion as unchanged drug.
in some elderly patients and those with a medical
history of significant renal insufficiency, daily
dosages should be reduced accordingly (see Table in
Supplemental Product information).

Adults

Neuropathic pain associated with diabetic peripheral
neuropathy and postherpetic neuralgia: The recom-
mended starting dose for LYRICA is 150 mg/day, given
in two or three divided doses (75 mg BID or 50 mg TD),
with or without food in patients with a creatinine clearance
rate of at least 60 mL/min. Efficacy of LYRICA has been
demonstrated within the first week. Based on individual
patient response and tolerability, the dose may be increased
to 150 mg BID (300 mg/day) after one week.

For patients who experience significant and ongoing pain
and can folerate pregabalin 300 mg/day well, maximum
daily dose of 600 mg (300 mg twice a day, BID) can be
used. However, in clinical trials, LYRICA 600 mg/day did not
provide additional significant efficacy and patients treated
with this dose experienced markedly higher rates of
adverse events and discontinued the trial more frequently
{see Product Monograph, ADVERSE REACTIONS, Tables
1 and 5). Doses above 600 mg/day have not been
studied and are not recommended.

Neuropathic pain associated with spinal cord injury:
The recommended starting dose for LYRICA is
150 mg/day, given in two divided doses (75 mg BID),
with or without food in patients with a creatinine clearance
rate of at least 60 mL/min. Efficacy of LYRICA has been
demonstrated within the first week. Based on individual
patient response and tolerability, the dose may be
increased to 150 mg BID (300 mg/day) after one week.
For patients who experience significant and ongoing
pain and can tolerate pregabalin 300 mg/day well, a
maximum daily dose of 600 mg (300 mg twice a day,
BID) may be considered. Doses above 600 mg/day have
not been studied and are not recommended.

Pain associated with fibromyalgia: The recommended
dosage is 300 to 450 mg/day, given in two divided doses.
The recommended starting dose for LYRICA is 150 mg/day,
given in two divided doses (75 mg BID), with or without
food in patients with a creatinine clearance rate of at least
60 mL/min. Based on individual response and tolerability,
the dose may be increased to 150 mg BID (300 mg/day)
after one week. Patients who do not experience sufficient
benefit with 300 mg/day may be further increased to
225 mg BID (450 mg/day). In some patients, efficacy of
LYRICA has been demonstrated within the first week.

For patients who experience significant and ongaing pain
and can tolerate pregabalin 300 mg/day well, maximum
daily dose of 600 mg (300 mg twice a day, BID) can
be used. However, in clinical trials of fibromyaigia,
LYRICA 600 mg/day did not provide additional significant
efficacy and patients treated with this dose experienced
significantly higher rates of adverse events and
discontinued the trial more frequently (see Product
Monograph, ADVERSE REACTIONS, Tables 7 and 10).
In view of the dose-refated adverse events, the decision
to treat patients with doses above 450 mg/day should
be based on clinical judgment of the treating physician.
Doses above 600 mg/day have not been studied and are
not recommended.

ADMINISTRATION
LYRICA is given orally with or without food.
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completed 26 weeks of treatment vs 19% on placebo. The primary
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SUPPLEMENTAL PRODUCT INFORMATION

Warnings and Precaution

See the Product Monograph for further information on the following:
tumarigenic potential, ophthalmological effects, peripheral edema, congestive
heart failure, weight gain, dizziness and somnolence, sexual function/
reproduction, and special populations.

Drug Interactions

Overview: Since pregabalin is predominately excreted unchanged in
the urine, undergoes negligible metabolism in humans (s2% of a dose
recovered in urine as metabolites), does not inhibit drug metabolism in
vitro, and is not bound to plasma proteins, LYRICA (pregabalin) is unlikely to
produce, or be subject to. pharmacokinetic interactions.

Drug Abuse and Dependence/Liability: Pregabalin is not known to be
active at receptor sites associated with drugs of abuse. As with any CNS
active drug, physicians should carefully evaluate patients for history of
drug abuse and observe them for signs of LYRICA misuse or abuse (e.g.,
development of tolerance, dose escalation, drug-seeking behaviour).
ADMINISTRATION

Dosage Adjustment Based on Renal Function: Dosing adjustment
should be based on creatinine clearance (CL), as indicated in Table 1.
Pregabalin is effectively removed from plasma by hemodialysis. Over a
4-hour hemodialysis treatment, plasma pregabalin concentrations are
reduced by approximately 50%. For patients receiving hemodialysis,
pregabalin daily dose should be adjusted based on renal function. In
addition to the daily dose adjustment, a suppfemental dose should
be given immediately following every 4-hour hemodialysis treatment
(see Table below).
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Table 1. Pregabalin Dasage Adjustment Based an Renal Function

Creatinine | Total Pregabalin Daily Dose (mg/day)* Dose
Clearance R ded Dose i Regi
(CLo)
{mL/min)
Starting § ——~=————"— ! Maximum
dose upto daily dose
>60 150 300 450 600 [BIDor TID
30-60 75 150 225 300 [BIDorTID
15-30 25-50 75 100-150 150 QD or BID
<15 25 25-50 | 50-75 75 Qo
Supplementary dosage g hemodialysis (mg)*

Patients on the 25 mg QD regimen: take one supplemental dose

of 25 mg or 50 mg

Patients on the 25-50 mg QD regimen: take one supplemental dose
of 50 mg or 75 mg

Patients on the 50-75 mg QD regimen: take one supplemental dose
of 75 mg or 100 mg

Patients on the 75 mg QD regimen: take one supplemental dose

of 100 mg or 150 mg

TI0 = Three divided doses; BID = Two divided doses; QD = Single daily dose.
* Based on individual patient response and tolerability.
* Total daily dose (mg/day) should be divided as indicated by dose regimen
to provide mg/dose.
® Supplementary dose is a single additional dose.
Overdosage
For management of a suspected drug overdose, contact your
regionat Poisen Contral Centre.
Signs, Symptoms and Laboratory Findings of Acute Overdosage in
Humans: The highest known dose of pregabalin received in the clinical
development program in which there was no fatal outcore was 15,000 mg
in 1 patient. The types of adverse events experienced by patients who
received an overdose were not clinically different from other patients
receiving recommended doses of pregabalin. In post-marketing experience,
fatal oulcomes in cases in which pregabalin has been taken in combination
with other medications have been reported with a pregabalin overdose
as low as 800 mg in a day. [n none of these cases has pregabalin been
established as the cause of death or in pregabalin monotherapy. The lowest
fatal dose with pregabalin alone has not yet been identified.
The most commonly reported adverse events observed when pregabalin
was taken in overdose (dose range from 800 mg/day up 1o 11,500 mg as
a single dose) included aftective disorder, somnolence, confusional state,
pression, agitation, and
Treatment or Management of Qverdose; There is no specific antidote
for overdose with pregabalin. If indicated, elimination of unabsorbed drug
may be attempted by emesis or gastric lavage; usual precautions should be
observed to maintain the airway. General supportive care of the patient i
indicated including monitoring of vital signs and observation of the clinical
status of the patient. A Certified Poisen Control Center should be contacted
for up-to-date information on the management of overdose with pregabalin,
Hemodialysis: Standard hemodialysis procedures result in significant
clearance of pregabalin (approximately 50% in 4 hours) and should be
i in cases of . Although is has not been
performed in the few known cases of overdose, it may be indicated by the
patient’s clinical state or in patients with significant renal impairment.
Availability of Dosage Forms

LYRICA is available in dosage strengths of 25 mg, 50 mg, 75 mg,
100 mg*, 150 mg, 200 mg*, 225 mg. and 300 mg capsules.

* Not commercially available in Canada

For a copy of the Product Monograph or fult Prescribing Information, please
contact: Pfizer Canada Medical Information at 1-800-463-6001 or visit
www.pfizer.ca.
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onabotulinumtaxinA for injection Ph. Eur.
(lostrdium botulinum type A newrotoxin complex (900kD)
Sterile vacuum-dried concentrate powder for solution for injection

onabotulinumtoxinA 5o, 100and 200 Allergan units per vial

Prescribing Summary

Patlent Selection Criteria

Patients or caregivers should be advised to seek immediate medical care if swallowing, speech or respiratory
disorders arise.

Patients with a history of underlying newrnlogical disorders, dysphagia and/or aspiration should be treated with extreme
caution. The botulinum toxin product should be used under specialist superision in these patients and should only be
used if the benefit of treatment is considered 1o outweigh the risk.

Injection spetific dosage and administration recommendations should be followed. In treating adult patients, including
when combining indications, the maximum cumulative dose should generally not exceed 360 Units, up to 8 maximum
of & Ufkg, in a 3 month interval, in Ireating pedialric patients, the maximum cumulative dose shauld generally not
exceed 6 Units/kg, up to a maximum of 200 Units, in.a 3 month interval.

The primary reiease procedure for BOTOX® uses 2 cell-based potency assay to determine the potency relative 1o 4 reference
standard. The assay is specific to Allergan’s product BOTOX®. One Allergan Unit (L) of BOTOX® conresponds to the calculated
megian intraperitoneal lethal dose (LD, in mice. Due 1o specific details of this assay such 4 the vehicle, dikution scheme
and labaratory protocols, Units of biological activity of BOTOX® cannot be compared to nor converted inko Units of any ather
botulinum toxin o any toxin assessed with any ather specific assay method. The specific activity of BOTOX™ is appeoximately

Neuromuscular Paralytic Agent
INDICATIONS
BOTOX* {onabotulinumtoxinA for injection) is indicared:

ot prophylams of headaches in adults with cheonic magraine {15 days per month with headache Lasting 4 houss a day
arlonget].

CONTRAINDICATIONS
BOTOK® s contraindicdled in:

+ patients who are hypersensitive to botulinum toxin type A of 1o any ingredient in the formulatien or component
of the container, For a complete listing of the ingredients, see the Dosage Forms, Composition and Packaging section
of the product manograph.

the presence of infex tion a1 the propased injection site(s),

USE IN SPECIAL POPULATIONS

Pregnant Women: There are no adequate and well- controlled studies of BOTOX™ administration in peegnant women.
Studies in animals have shown reproduc tive Toxicity. The potential risk for humans is unknown. BOTOX® should not be used
during pregnancy uniess chearly necessary. if this drug 15 used during pregnancy, or if the patient becomes pregnant while
taking this drug, the patient shou!d be apprised of the patential risks, including abortion ot fetal malformations, which have
been observed in rabbits

Nursing Women: It is not known whether this drug s excreted in human milk. Because many drugs are excreted in
human mitk, caution should be exercised when BOTOX® is administered 1o a nursing woman.

Pediatrics (2-18 years of age): There have been very rare spontaneous reports of death sometimes
associated with aspiration pneumonia in children with severe cerebral palsy after treatment with botulinum
toxin, A causal association to BOTOX® has not been established in these cases. Post-marketing reports of
possible distant spread of toxin have been very rarely reported in pediatric patients with co-morbidities,
predominantly with cerebral palsy, wh received >8 U/kg. Extreme caution should be exercised when treating
pediatric patients who have significant neurologic debility, dysphagia, or have a recent history of aspiration
pneumonia or lung disease.

The safety and effectveness of BOTON® in the prophylaxis of headaches in chronic migraine has not been investigated in
thidren and adolescents under 18 years of age.

Geriatrics (> 65 years of age): Studies specifically desigried to determine dose w: eldery patients have not been
pertormed. Dosages for the elderly are as for other adults. Initial desing should begin at the lowest recommended dose for
the specific indication,

The safety and effictiveness of BOTOX® in the prophylaxs of headaches in chronic migraine has not been investigated in
subjects aver 65 years of age.

WA  safety information

WARNINGS AND PRECAUTIONS

Seﬁamwnlngsm.muulhns

The term “Allergan unit”upon which dosing is based is 4 specific measurement of toxin activity that is unique to
Allergen's formulation of botulinum toxin type A. Thesefore, the “Allergan units” used 1o describe BOTOX® activity
are diffetent from those used to describe that of ather botulinum toxin preparations and the units representing
BOTOX® activity are not interchangeable with other products.

< BOICX™ should only be given by physicians with the appropriate qualifications and experience in the treatment
and the use of required equipment.

« Foliow the recommended dosage and frequency of administration for BOTOX®. (See WARNINGS AND
PRECAUTIONS, General, and DOSAGE AND ADMINISTRATHON)

L

General
Use BOTOX™ only as directed.

Do ot use dosage recommiendations and potenty Units applied to othes botulinum toin peoducts when sing BOTOX®,

The sale and effic tive use of BOTOK® (onabotulinumioxinA for injection) depends upon proper storage of the product,
seledtion of the comect dose, and proper reconstitution and administration technigues.

Physicians admunistering BOIOX® should be familiar with the relevant anatomy of the area involved and any alterations
tothe anatomy due 1o prior surgical procedures. An understanding of standard electromyographic technigues is also
required for treatment of strabismus, and may be useful for the treatment of cervical dystonia, and focal spasticity
associated with pediatnic cerebiral palsy and upper limb spasticity in adults.

Lautwn should be used when BOIOK® is used in the presence of inflammation at the proposed injection site(s} o when
excessive weakness of atrophy is present in the target muscle,

Mustle weakness remate 1o the site of injection and other serious adverse effects {e.g. dysphagia, aspiration
preumaonia) have been rarely reported in both pediatric and adult patients, in some cases associated with a
fatal outgome
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20Units/nanagram of neurotoxin protein complex.

This produc! contains human serum albumin, a detivative of human blood. Based on effective donor screening and
product manufacturing processes, it camies an extremely remate risk for transmission of viral diseases. A theoretical risk
for transmission of Creutzfeldt-Jakob disease (D) also is considered extremely remate. No cases of transmassion of viral
diseases ar (1D have ever been identified for albumin

Dynarmic equinys foot deformity due fo spasticity in pediatric cerebral patsy - BOTOX® is a treatment of spasticity that has
only been studied in association with usual standard of care regimens, and is not intended a5 4 replacement for these
treatment modalities. BOTOX® is not likely to be effective in improving range of motion 4t a joint affected by a fred
contracture,

No efficacy has been shown for BOTOX® in the prophylaxis of headaches in patients with episodic migraine
(< 15 headache days per monith).

Carcinogenesis and Mutagenesis
Studies in animals have not been performed 1o evaluate the carcinogenic potential of BOTOX®. BOTOM® was not
MUTAgenic in in vitro and in viva mutagenicity studies.

Cardiovascular

There have been rare reports following administration of botulinum taxin of adverse events involving the
cardiovascular system, including arthythmia and myocardial infarction, some with fatal outcomes. Some of these
patients had risk factors including pre-existing cardiovascular disease. The exact relationship of these events to
BOTOX®/BOTOX COSMETIC® is unkngwn,

Ear/Nose/Throat

Cervical Dystonia— Dysphagia is 4 commeonly reported adverse event following treatment of cenvical dystonia patients
with all types of batulinum taxins. Patients with cervical dystonia should be informed of the possibility of experiencing
dysphagia which may be mild, but could be severe, Consequent to the dysphagia there is the potential for aspiration,
dyspnea and occasionally the need fos tube feeding, In rare cases, dysphagia followed by aspiration pneumonia and
death has been reported.

Injections into the levator scapulae may be associated with an increased risk of upper respiratory infection
and dysphagia.

Dysphagia has conteibuted 1o decreased food and water intake resulting in weight loss and dehydration. Patients with
subclinica! dysphagia may be at increased risk of experiencing more severe dysphagia following a BOTOX® injection.

Limiting the dose injected into bath stemocleidomastoid muscles to less than 100 units may decrease the
occurrence of dysphagia. Patients with smaller neck muscle mass, or patients wha recewe bilateral injections into the
stemaocleidomastoid muscle, have been reparted to be at greater risk of dysphagia. Dysphagia is anributable to the
localized diffusion of the toxin 1o the oesophageal musculature.

Patients of caregivers should be advised to seek immediate medical care if swallowng, speech or respiratory
disorders arise.

Immune

Formation of neutralizing antibodies 1o botulinum toxin type A may reduce the effectiveness of BOTOX® treatment by
inactivating the binfogical activity of the toxin, The critical factors for neutralizing antibody formation have not been
well characterized. The results from some studies suggest that BOTOX® injections at more frequent intesvals or at higher
doses may lead to greater incidence of antibody formation. When appropriate, the potential for antibody formation may
be minimized by injecting with the lowest effective dose given at the longest feasible intervals between injections.

As with ll biologic products, an anaphylactic reaction may occur, Negessary precautions should be taken and
epinephrine should be available.

Serious and/or immediate hypersensitivity reactions such as anaphylaxis and serum sickness have been rarely reported,
a5 well as other manifestations of hypersensitivity including urticana, soft tissue edema, and dyspnea. Some of these
reactions have been reported following the use of BOTOX® either alone or in conjunction with other products associated
wiith similr reactions, One fatal case of anaphylaxis has been reported in which lidocaine was used as the diluent for
BOTOK® and consequently the causal agent cannal be reliably determined. If such 8 reaction occurs, further injection
should be discontinued and appropriate medical therapy immediately.

Neurologic

Extreme caution should be exercised when administering BOTOX® to individuals with peripheral motor neuropathic
diseases (e.0. amyotrophic lateral sclerosis, or motor neuropathy} or neuromuscular junction disorders {e.g. myasthenia
gravis of Lambert-Eaton syndrome). Patients with neuromuscular junction disorders may be at increased risk of clinically
significant systemic effects including severe dysphagia and respiralory compromise from typical doses of BOTOX®. There
have been rare cases of administration of botulinum toxin o patients with known o unrecognized newromuscular
junction disorders where the patients have shown extreme sensitivity Io the systemic effects of typical clinical doses.

In some of these cases, dysphagia has lasted several months and required placement of a gastric feeding Tube.

When exposed to very high doses, patients with neurologic disorders, e.g. pediatric cerebral palsy or adult
spasticity, may also be at increased risk of clinically significant systemic effects.

New onset or recurrent seizures have been reported, typically in patients who are predisposed to experiencing these
events. The reparts in children were reports predominantly from cerebral palsy patients treated for spasticity. The exact
relationship of these events 1o the botulinum toxin injection has not been established.
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Skin

As is expected for any injection procedure, tocalized pain, inflammation, paresthesia, hypoaesthesia, tenderness,
swelling/edema, erythema, localized infection, bleeding and/or bruising have been associated with the injection.
Needle-related pain and/or anxiety have resulted in vasovagal responses, including transient symptomatic
hypotension and syncope. Care should be taken when injecting near vuinerable anatomic structures.

Primary hyperhidrosis of the axiiae— Medical history and physical examination, along with specific additional investigations
as required, should be performed to exclude potential causes of secondary hyperhidrosis (e.g. hyperthyroidism or
phaeochromocytomay). This will avoid symptomatic treatment of hyperhidrosis without the diagnosis and/or treatment of
underlying disease.

ADVERSE REACTIONS

Adverse Events Reaction Overview
In general, adverse reactions occur within Yhe first few days following injection and while generally transient may have
duration of several months o, in rare cases, Jonger.

Local muscle weakness represents the expected pharmacological action of botulinum toxin in muscle tissue. However,
weakness of adjacent muscles associated with local diffusion and/or injection technique has been reported. Muscle
weakness femote to the site of injection and other serious adverse effects (e.. dysphagia, aspiration pneumonia) have been
rarely reported in both pediatric and adult patients, some associated with a fatal outcome,

Asis expegted for any injection procedure, localized pain, inflammation, paresthesia, hypoaesthesia, tenderness, swelling/
oedema, erythema, localized infection, bleeding and/or bruising have been associated with the injection. Needle-related
pain and/or anxiety have resulted in vasovagal responses, including transient symptomatic hypotension and syncope.

Because clinical trials are conducted under very specific conditions the adverse reaction rates observed in the dlinical trials
may not reflect the rates observed in practice and should not be compared to the rates in the clinicol trigls of another drug.
Adverse drug reaction information from clinical trials s useful for identifying drug-related adverse events and for
approximating rates.

BOTOX® and BOTOX COSMETIC® contain the same active ingredient in the same formulation. Therefore, adverse events
observed with the use of BOTOX COSMETIC® also have the potential to be associated with the use of BOTOX®.

Adverse events after treatment with botulinum toxin include rare spontaneous reports of death, sometimes associated

with anaphylaxis, dysphagia, fespiratary compramise, preumania, and/or other significant debility. There have also been
1are reports of adverse events involving the cardiovascular system, including arrhythmia and myocardial infarction, some
with fatal outcomes. Some of these patients had risk factors including pre-existing cardiovascular disease. New onset or
recurrent seizures have also been reported, typically in patients who are predisposed to experiencing these events. The exact
relationship of these events to the botulinum toxin injection has not been established.

The following other adverse events have been reported since the drug has been marketed: abdominal pain; diarmea;
vomiting; pyrexia; anorexia; vision blurred; visual disturbance, hiypoacusis; tinnitus; vertigo; facial palsy, facial paresis;
brachial plexapathy; radiculopathy; syncope; hypoaesthesia; malaise; myalgia; myasthenia gravis; paraesthesia; aflergic
reaction, skin ash {including erythema muliforme, urticaria and psoriasiforme eruption); pruritus; hyperhidrosis; alopecia,
including madarosis.

Angle closure glaucoma has been reported very rarely following BOTOX® treatment for blepharospasm.

These reactions are reported voluntarily from a population of uncertain size. The exact relationship of these events to
botufinum toxin is unknown.

DRUG INTERACTIONS
Qrerview
No specific interactions have been reported.
Drug-Drug Interactions
Table 1: Established or Potential Drug-Drug Interactions
Proper name of drug Ref | Effect Clinical comment
+
Aminoglycoside antibiotics or T Theoretically, The effect of botulinum toxin may be
spectinomycin, o other medicinal the effect of potentiated by aminoglycoside antibiotics or
products that interfere with botulinum toxin | spectinamycin, or other drugs that interfere
neuromuscular transmission typeAmaybe | with neuromuscular transmission {e.g.
{e.g. neuromuscular blocking potentiated tubocuraine-type muscle relaxants). Caution
agents, both depolarizing should be exercised when BOTOX® is used
(succinylcholing) and nn- with aminoglycosides (e.g. streptomycin,
depolarizing {tubocurasine tobramycin, neorycin, gentamygin,
derivatives), lincosamides, netilmicin, kanamycin, amikacin),
polymyxins, quinidine, spectinamycin, polymyxins, tetracyclines,
magnesium sulfate, and lincomycin or any other drugs that interfere
anticholinesterases). with neuromuscular transmission.
Different botulinum neusotoxin T Unknown The effect of administering different botulinum
sefotypes neurotoxin serotypes at the same time or within
several months of each other is unknown.
Excessive weakness may be exacerbated by
administration of another botulinum toxin prior
to the tesolution of the effects of a previously
administered botulinum toxin,

Legend: T = Theoretical
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-Food | ion:
Interactions with food have not been established.

-Herb Int
Interactions with herbal products have not been established.

-Laboratory | ion;

Interactions with laboratory tests have not been established.

To report an adverse effect to Allergan Inc., please cali 1-800-433-8871,

m Administration

Dosing Considerations

- Intramuscular Use for All Indications except Hyperhidrosis
Intradermal Use for Hyperhidrosis only

« BOTOX® {onabotulinumioxin for injection) should only be given by physicians with the appropriate qualifications and experience in
the treatment and the use of requited equipment.

« The term “Allergan unit”upon which dosing is based is a specific measurement of toxin activity that is unique to Allergan’s formulation
of botulinum toxin type A. Therefare, the “Allergan units“used to describe BOTOX® activity are different from those used to describe
that of other botulinum toxin preparations and the unirs representing BOTOX® activity are not interchangeable with other products,

« The use of one vial for more than ane patient is not recommended because the product and diluent do not contain a preservative.

+ Foliow the recommended dosage and frequency of administration for each indication.

= Generally, optimum dose levels and the number of injection sites per muscie have not been established for all indications. Treatment
should be initiated at the lowest effective dose. This dose can be gradually increased in subsequent treatments to the maximum
recommended dose, if needed.

« Injection intervals of BOTOX® shoutd be accarding to the specific indication. In treating adult patients, when combining indications,
the maximum cumulative dose should generally not exceed 6 Units/kg, up to & maximunm of 360 Units, ina 3 month interval.
ntreating pediatric patients, the maximum cumulative dose should genesally not exceed 6 Units/kg, up to a maxicum of
200 Unis, in a 3 month interval.

men Adj t

The recommended dilution is 200 U/4 mL or 100 U/2 mL, with a final concentration of 5 U per 0.1 mL (see Dilution Table 5).
The recommended dose for treating chronic migraine is 155 U administered intramuscularfy (IM) as 0.1 mi (5 Uj injections
1o 31 sites using 2 30-gauge, 0.3 inch needle. Injections should be divided across 7 specific head/neck muscle areas as
specified in Table 2 below. A 1-inch needle may be needed in the neck region for patients with extremely thick neck muscles.
With the exception of the procerus muscle, which should be injected at 1 site {midline), ail muscies should be injected
bilaterally with the minimum dose per muscle as indicated below, with half the number of injections sites administered

10 the left, and half to the right side of the head and neck. f there is a predominant pain location(s), optional additional
injections to one or both sides may be administered in up to 3 specific muscte groups (occipitals, temporalis, and trapezius),
up to the maximum dose per muscle (Table 2). This represents a total maximum dose for chronic migraine

0f 195 U (39 sites).

The recommended retreatment schedule is every 12 weeks.

Table 2: BOTOX® Dosing By Muscle for Chronic Migraine

Recommended Dose
Head/Neck Area Total Number of Units (U) {(number of IM injection sites’)
Frontalis® 20U {4sites)
Corrugator® 10U (2 sites)
Procerus 5U{Tsite}
Occipitalis® 30U (6sites) up t0 40 U (up to 8 sites)
Temporalis® 40U (8 sites) up to 50 U {up to 10 sites)
Trapezius® 30U (6sites) up 10 50 U (up to 10 sites)
Cervical paraspinal group® 20U (4sites)
Total Dose: 155 U110 195 {31 10 39 sites)

“1IM injection site = 0.1 mL = 5 U BOTOX®.
® Dose distributed bilaterally for minimum dose.

Lack of Response:

There are several potential explanations for a lack of or diminished response to an individual treatment with BOTOX®. These
may include inadequate dose selection, selection of inappropriate muscles for injection, muscles inaccessible to injection,
underlying structural abnormaiities such as muscle contractures or bone disorders, change in pattern of muscle involvement,
patient perception of benefit compared with initial resuits, inappropriate storage of reconstitution, as well as neutralizing
antibodies to botulinum toxin. A neutralizing antibody is defined as an antibody that inactivates the biological activity of the
taxin. However, there have been patients who continued to respond to therapy and demonstrated presence of neutralizing
antibodies; the proportion of patients which lose their response to botulinum toxin therapy and have demonstrable levels of
neutralizing antigodies is smalf.

Ta reduce the potential for neutralizing antibody formation, it is secommended that injection intervals should be no more
frequent than two months. In general, the dose should not exceed 360 U in any two month period. No patients among 496
chronic migraine patients with analyzed specimens shawed the presence of neutralizing antibodies.
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A suggested course of action when patients do not respond to BOTOX® injections is:

1) wait the usual treatment interval;

2) consider reasons for tack of response listed above;

3) more than one treatment course shoutd be considered before classification of a patient as a non-responder;
4) test patient serum for neutralizing antibody presence.

Missed Dose

Missed doses may be administered as soon as is practical.

Administiation

An injection of BOTOX® s prepared by drawing into a sterile 1.0 mL tuberculin syringe an amount of the properly diluted
toxin slightly greater than the intended dose. Air bubbles in the syringe barrel are expelled and the syringe may be attached
1o the electromyographic injection needle, preferably a 1.5 inch, 27 gauge needle. Injection volume in excess of the intended
dose s expelled through the needle into an appropriate waste container to assure patency of the needle and to confirm that
there is no syringe-needle leakage. A new sterile needle and syringe should be used to enter the vial on each occasion for
dilution or removal of BOTOX®.

Reconstitution:

To reconstitute vacuum-dried BOTOX®, use sterile normal saline without a preservative; 0.9% Sodium Chloride Injection
is the only recommended diluent. Draw up the proper amount of diluent in the appropriate size syringe. Since BOTOX® is
denatured by bubbling of similar violent agitation, inject the diluent into the vial gently. Discard the vial if a vacuum does
not pull the diluent into the vial. Record the date and time of reconstitution on the space on the label. BOTOX® should be
administered within twenty-four hours after reconstitution.

During this time period, reconstituted BOTOX® should be stored in a refrigerator (2° to 8C). Reconstituted BOTOX® should
be clear, colorless and free of particulate matter. Parenteral drug products should be inspected visually for particulate matter
and discoloration prior to administration and whenever the solution and the container permit.

Table 5: Dilution
Quantity of Diluent Added Resulting dose Units per 0.1 mL
{0.9% Sodium Chlovide Injection) 50Uvial 100UVial 2000vial
1.0mL 50U 100U 200U
20mL 25U 50U 100U
40mL 125U 250 50U
80mi - 1250 250

Note: These dilutions are calcutated for an injection volume of 0.1 mL. A decrease or increase in the BOTOX® dose is also
possible by administering a smaller o larger injection volume (i.e., 0.05 ml [50% decrease i dose] to 0.15 mL (50%
increase in dose)).

Study References

1. BOTOX® Product Monograph. Allergan Inc, October 18, 2011.
Supplemental Product information
Adverse Reactions:

For each indication the frequency of adverse reactions documented during clinicat trials is given. The following lists events
that occurred in 19 of subjects. The frequency is defined as follows: Very Common (1/10); Common (217100, <1/10).

Safety data compited from two chronic migraine double-blind, placebo controlied phase 3 linical trials involving
687 patients treated with BOTOX®. The following adverse reactions were reported.

Adverse Events Reported by > 29 of BOTOX®-Treated Patients and More Frequent than in Placebo-treated Patients in Two
Phase 3 Chronic Migraine Double-biind, Placebo-controlled Clinical Trials

System Organ Cass/ BOTOX® Placebo
Prefemed Term (N=687) (N=692)
Overall 429 (62.4%) 358 {51.7%)
Eye Disorders

Eyelid ptosis 25(3.6%) 2(83%)

General Disorders &
Administration Site Conditions

Injection site pain 23(3.3%) 14(2.0%)
Infections & Infestations

Sinusitis 28 (4.1%) 27 (3.9%)
Bronchitis 17{2.5%) 11{1.6%)
Musculoskeletal & Connective Tissue

Disorders

Neck pain 60 (8.7%) 19(2.7%)
Musculoskeletal stiffness 25 (3.6%) 6 (0.9%)
Muscular weakness 24 (3.5%) 2{0.3%)
Myalgia 211(3.1%) 61{0.9%)
Musculoskeletal pain 18 (2.6%) 10{1.4%)
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Nervous System Disorders
Headache 32 (47%) 2 (32%)
Facial paresis 15(2.2%) 0(0.0%)

The discontinuation rate due to adverse events in these phase 3 trials was 3.8% for BOTOX® vs. 1.2% for placebo. The most
frequently reported adverse events leading to discontinuation in the BOTOX® group were neck pain {0.6%), muscular
weakness (0.4%), headache (0.4%), and migraine (0.4%).

MANAGEMENT OF OVERDOSE
For the management of a suspected drug overdose, contact your Regional Poison Control (enﬂ

In the event of overdosage or injection error, additional information may be obtained by contacting Allergan Inc.
at 1-800-433-8871.

QOverdose of BOTOX® is a refative term and depends upon dose, site of injection, and undertying tissue properties. Signs

and symptoms of overdose are not apparent immediately post-injection. Should accidental injection or aral ingestion

occur, or overdose be suspected, the person shotld be medically menitored for up to several weeks for progressive signs or
symptoms of muscular weakness distant from the site of injection that may include ptosis, diplopia, swallowing and speech
disorders, generalized weakness or respiratory failure. These patients should be considered for further medical evaluation and
appropriate medical therapy immediately instituted, which may include hospitalization.

ACTION AND CLINICAL PHARMACOLOGY
Pharmacodynamics

When used for prophylaxis of headaches in adults with chronic migraine BOTOX® may act as an inhibitor of
neurotransmitters associated with the genesis of pain. The presumed mechanism for headache prophylaxis is by blocking
peripheral signals to the central nervous system, which inhibits central sensitization, as suggested by pre-clinical studies.

STORAGE AND STABILITY
Store the vacuum-dried product either in a refrigerator at 2° 10 8°C, or in a freezer at or below -5°C.
Administe BOTOX® within 24 hours after the vial is removed from the freezer and reconstituted.
During these 24 hours, recanstituted BOTOX® should be stored in a refrigerator {2° to 8°C).
« Reconstituted BOTOX® should be clear, colosless and free of particulate matter.
Do not freeze reconstituted BOTOX®.
+ Atthe time of use, product acceptability should be confirmed refative to the expiration date indicated on the product vial

and outer box.
SPECIAL HANDLING INSTRUCTIONS

All vials, including expired vials, or equipment used with the drug should be disposed of carefully as is done with all
medical waste.

DOSAGE FORMS, COMPOSITION AND PACKAGING

BOTOX® s available in 50, 100 and 200 unit (Ui} sterile vials of Clostridium botulinum toxin type A in a vacuum-dried
form without a preservative. One Allergan unit (U) corresponds to the calculated median lethal dose (LD,} in mice
using reconstituted BOTOX® and injected intraperitoneally.

The quantities of the ingredients in each vial are listed below:

INGREDIENTS 50 Allergan U vial 100 Allergan U Vial 200 Allergan U Vial
Clostridivm botulinum 50U 100U 200V

toxin type A neurotoxin

complex {300kD)

Human Serum Albumin  [0.25 mg 0.5mg 1.0mg

Sodium Chloride 0.45mg 09mg 1.8mg

Complete product monograph available on request:

Allergan Inc.

85 Enterprise Blvd., Suite 500
Markham, Gntario L6G 0B5
1-800-668-6424

o visit www.allergan.ca

© 2011 Alfergan Inc., 85 Enterprise Blvd,, Suite 500, Markham ON L6G 0BS
® Registered Trademark of Ailergan Inc.
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Prescribing Summary

L/ Patient Selection Criteria
THERAPEUTIC CLASSIFICATION: Antiepileptic Agent
INDICATIONS AND CLINICAL USE

Adults (218 years of age): VIMPAT {lacosamide) is indicated as
adjunctive therapy in the management of partial-onset seizures
in adult patients with epilepsy who are not satisfactorily
controlled with conventional therapy. VIMPAT (lacosamide)
solution for injection for intravenous use is an alternative when
oral administration is temporarily not feasible.
Geriatrics (265 years of age):The clinical experience with
VIMPAT in elderly patients with epilepsy is limited (n=18).
Caution should be exercised during dose titration and age-
associated decreased renal clearance should be considered in
elderly patients (see WARNINGS AND PRECAUTIONS, Special
Populations, Geriatrics, DOSAGE AND ADMINISTRATION
and ACTION AND CLINICAL PHARMACOLOGY, Special
Populations and Conditions, Geriatrics).
Pediatrics (<18 years of age): The safety and efficacy
of VIMPAT in pediatric patients {<18 years of age) have not
been established and its use in this patient population is
not indicated (see WARNINGS AND PRECAUTIONS,
Special Populations, Pediatrics). Only ten pediatric patients
(16 to 17 years of age) participated in controlled trials of
partial-onset seizures.
CONTRAINDICATIONS
* Patients who are hypersensitive to the active substance
or to any of the excipients. For a complete listing, see the
DOSAGE FORMS, COMPOSITION AND PACKAGING section
of the product monograph.
o Patients with a history of, or presence of, second-or
third-degree atrioventricular (AV) block.

Safety Information

WARNINGS AND PRECAUTIONS

General Withdrawal of Antiepileptic Drugs (AEDs)

As with all AEDs, VIMPAT (lacosamide) should be withdrawn
gradually (over a minimum of 1 week) to minimize the potential
of increased seizure frequency. (see DOSAGE AND
ADMINISTRATION, Recommended Dose and Bosaga
Adjustment). Card i Abnormalities
PR Interval Pmlongstlon Seound degree or h:gher AV btock
has been reported in post-marketing experience. Patients
should be made aware of the symptoms of second-degree or
higher AV block (e.g. slow or irregular pulse, feeling of
lightheadedness and fainting), and told to contact their
physician should any of these symptoms occur. VIMPAT should
be used with caution in patients with known conduction
problems {e.g. marked first-degree atrioventricular (AV) block,
sick sinus syndrome without pacemaker), or with a history of
severe cardiac disease such as myocardial ischemia or heart
failure. In such patients, obtaining an ECG before beginning
VIMPAT, and after VIMPAT is fitrated to steady-state, is
recommended. Caution should especially be exerted when
treating elderly patients as they may be at increased risk of
cardiac disorder or when VIMPAT is given with other drugs that
prolong the PR interval (e.g. carbamazepine, pregabalin,
lamotrigine or beta-blockers), as further PR prolongation is
possible (see DRUG INTERACTIONS). In clinical trials of healthy
subjects and patients with epilepsy, VIMPAT treatment was
associated with PR interval prolongation in a dose-dependent
manner (see ACTION AND CLINICAL PHARMACOLOGY,
Pharmacodynamics), Patients with significant
electrocardiographic (ECG) abnormalities were systematically
excluded from these trials. The mean PR interval increase (at
{,..J in a clinical pharmacology ECG trial of healthy subjects was

13.6ms for the 400 mg/day VIMPAT group, 18.2ms for the
800 mg/day VIMPAT group, and 6.3ms for the placebo group.
The mean increase in PR interval at the end of 12 weeks
maintenance treatment for patients with partial-onset seizures
who participated in the controlled trials was 1.4ms, 4.4ms,
and 6.6ms for the VIMPAT 200, 400, and 600 mg/day groups,
respectively, and -0.3ms for the placebo group. The mean
maximum increase in PR interval in these controlled trials was
12.7ms, 14.3ms, and 15.7ms in the VIMPAT 200, 400, and
600 ma/day groups and 11.2ms in the placebo group. Among
patients who participated in these controlled trials,
asymptomatic first-degree atrioventricular (AV) block was
detected on ECG and reported as an adverse reaction for 0.4%
(4/944 patients) in the VIMPAT group and 0% (0/364 patients) in
the placebo group (see ADVERSE REACTIONS). Atrial
Fibrillation and Atrial Flutter VIMPAT administration may
predispose to atrial arrhythmias (atrial fibrillation or flutter),
especially in patients with diabetic neuropathy andfor
cardiovascular disease. Patients should be made aware of the
symptoms of atrial fibrillation and flutter (e.g. palpitations, rapid
or irregular pulse, shortness of breath) and told to contact their
physician should any of these symptoms occur. Atrial fibrillation
and flutter have been reported in open-label epilepsy trials and
in post-marketing experience. No cases occurred in the
short-term investigational trials of VIMPAT in epitepsy patients.
In patients with diabetic neuropathy, 0.6% of patients treated
with VIMPAT experienced an adverse reaction of atrial fibrillation
or atrial flutter, compared to 0% of placebo treated patients.
Syncope In the short-term controlled trials of VIMPAT in
epilepsy patients with no significant system illnesses, there was
no increase in syncope compared to placebo. In the shori-term
controlled trials of VIMPAT in patients with diabetic neuropathy,
1.0% of patients who were treated with VIMPAT reported an
adverse reaction of syncope or loss of consciousness, compared
to 0% of placebo-treated patients with diabetic neuropathy.
Most of the cases of syncope were observed in patients
receiving doses above 400 mg/day. The cause of syncope was
not determined in most cases. However, several were
associated with either changes in orthostatic blood pressure,
atrial flutterffibrillation (and associated tachycardia), or
bradycardia (see ADVERSE REACTIONS, Intravenous Adverse
Reactions). Carcinogenesis and Mutagenesis See Product
Monograph Part I TOXICOLOGY, Carcinogenicity and
Mutagenicity for discussion on animal data. Hypersensitivity
Multiorgan hypersensitivity reactions (also known as Drug Rash
with Eosinophilia and Systemic Symptoms, or DRESS), Stevens-
Johnson Syndrome (SJS) and Toxic Epidermal Necrolysis (TEN)
have been reported with anticonvulsants. Typically, although not
exclusively, DRESS presents with fever and rash associated
with other organ system involvement, that may or may not
include eosinophilia, hepatitis, nephritis, lymphadenopathy,
and/or myocarditis. Because these disorders are variable in
their expression, other organ system signs and symptoms not
noted here may also occur. If any of these hypersensitivity
reactions are suspected, VIMPAT should be discontinued and
alternative treatment started. One case of symptomatic
hepatitis and nephritis was observed among 4011 subjects
exposed to VIMPAT during clinical development. The event
occurred in a healthy volunteer, 10 days after stopping VIMPAT
treatment. The subject was not taking any concomitant
medication and potential known viral etiologies for hepatitis
were ruled out. The subject fully recovered within a month,
without specific treatment. The case is consistent with a
delayed multiorgan hypersensitivity reaction. Additional
potential cases included 2 with rash and elevated liver enzymes
and 1 with myocarditis and hepatitis of uncertain etiology. One
case of SJS was reported in post-marketing experience during
treatment with VIMPAT in combination with other antiepileptic
drugs, but this case was not considered to be related to VIMPAT
by the reporter. SJS was not reported during clinical
development. No cases of TEN were reported during clinical
development, and none have been reported in post-marketing
experience. Neurologic Dizziness and Ataxia Treatment with
VIMPAT has been associated with dizziness and ataxia which
could increase the occurrence of accidental injury or falls. In
controlled clinical trials, dizziness was experienced by 25% of
patients with partial-onset seizures taking 1 to 3 concomitant AEDs
randomized 1o the recommended doses (200 to 400 mg/day} of
VIMPAT (compared with 8% of placebo patients) and was the
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adverse event most frequently leading to discontinuation (3%).
Ataxia was experienced by 6% of patients randomized to the
recommended doses (200 to 400 mg/day) of VIMPAT {compared
to 2% of placebo patients) (see ADVERSE REACTIONS, Clinical
Trial Adverse Drug Reactions). There was a substantial
increase in the frequency of occurrence of these events when
patients received VIMPAT doses greater than 400 mg/day.
Accordingly, patients should be advised not to drive a car or to
operate other complex machinery or perform hazardous tasks
until they are familiar with the effects of VIMPAT on their ability
to perform such activities (see Part Ill: CONSUMER
INFORMATION). Ophthalmological Effects In controlled trials
in patients with partial-onset seizures, VIMPAT treatment was
associated with vision-related adverse events such as blurred
vision (VIMPAT, 8%; placebo, 3%) and diplopia (VIMPAT, 11%;
placebo, 2%}. Three percent of patients randomized to VIMPAT
discontinued treatment due to vision-related adverse events
(primarily diplopia) (see ADVERSE REACTIONS). Patients
should be informed that if visual disturbances occur, they
should notify their physician promptly. If visual disturbance
persists, further assessment, including dose reduction and
possible discontinuation of VIMPAT, should be considered. More
frequent assessments should be considered for patients with
known vision-related issues or those who are already routinely
monitored for ocular conditions. Psychiatric Suicidal Ideation
and Behaviour Suicidal ideation and behaviour have been
reported in patients treated with antiepileptic agents in several
indications. All patients treated with antiepileptic drugs,
irrespective of indication, should be monitored for signs of
suicidal ideation and behaviour and appropriate treatment
should be considered. Patients {and caregivers of patients)
should be advised to seek medical advice should signs of
suicidal ideation or behaviour emerge. An FDA meta-analysis of
randomized placebo controlled trials, in which antiepileptic
drugs were used for various indications, has shown a small
increased risk of suicidal ideation and behaviour in patients
treated with these drugs. The mechanism of this risk is not
known. There were 43892 patients treated in the placebo
controlled clinical trials that were included in the meta-analysis.
Approximately 75% of patients in these clinical trials were
treated for indications other than epilepsy and, for the majority
of non-epilepsy indications the treatment {antiepileptic drug or
placebo} was administered as monotherapy. Patients with
epilepsy represented approximately 25% of the total number of
patients treated in the placebo controlled clinical trials and, for
the majority of epilepsy patients, treatment (antiepileptic drug
or placebo) was administered as adjunct to other antiepileptic
agents (i.e., patients in both treatment arms were being treated
with one or more antiepileptic drug). Therefore, the small
increased risk of suicidal ideation and behaviour reported from
the meta-analysis (0.43% for patients on antiepileptic drugs
compared to 0.24% for patients on placebo) is based largely on
patients that received monotherapy treatment (antiepileptic
drug or placebo) for non-epilepsy indications. The study design
does not allow an estimation of the risk of suicidal ideation and
behaviour for patients with epilepsy that are taking antiepileptic
drugs, due both to this population being the minority in the
study, and the drug-placebo comparison in this population
being confounded by the presence of adjunct antiepileptic drug
freatment in both arms. Special Populations Women of
Childbearing Potential / Contraception: There was no
clinically relevant interaction between lacosamide and oral
contraceptives (ethinylestradiol and levonorgestrel) in clinical
studies (see DRUG INTERACTIONS, Drug-Drug Interactions,
Oral Contraceptives). Pregnant Women: There are no studies
with lacosamide in pregnant women. Studies in animals did not
indicate any teratogenic effects in rats or rabbits, but
embyrotoxicity was observed in rats and rabbits at maternal
toxic doses (see TOXICOLOGY, Reproduction Studies). Since
the potential risk for humans is unknown, VIMPAT should not be
used during pregnancy unless the benefit to the mother clearly
outweighs the potential risk to the foetus. If women decide to
become pregnant while taking VIMPAT, the use of this product
should be carefully re-evaluated. Pregnancy Registry:
Physicians are advised to recommend that pregnant patients
taking VIMPAT enroll in the North American Antiepileptic Drug
Pregnancy Registry. This can be done by calling the toll free
number 1-888-233-2334, and must be done by patients
themselves. Information on the registry can also be found at the
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following ~ website:  hitp://www.aedpregnancyregistry.org/.
Nursing Women: It is unknown whether lacosamide is excreted
in human breast milk. Animal studies have shown excretion of
lacosamide in breast milk. Because many drugs are excreted

into human milk, a decision shouid be made whether to
discontinue nursing or to discontinue lacosamide, taking into
account the importance of the drug to the mother. Fertility: No
adverse effects on male or female fertility or reproduction were | [Nasopharyngitis 4
observed in rats at doses producing plasma exposures (AUC) | |Bronchitis 1
up to approximately 2 times the plasma AUC in humans at the |Rninitis 1
maximum recommended human dose (MRHD) of 400 mg/day. | |Ear infection <1 1 0
Geriatrics (265 years of age): The experience withVIMPAT in | |Cystitis <1 1 <1 1
elderly patients with epilepsy is limited (n=18). Although no | |Gastroenteritis 0 1 <t 0
dose reduction is necessary in elderlypatients, caution should | |iniury. poisoning and procedural complications
be exercised during dose titration and age-associated ;nh::m " g ? ; :
decreased renal clearance with an increase in AUC levels should | E-CEct = - - :
be considered in elderly patients (see DOSAGE AND Head iy = 2 3 1
ADMINISTRATION  and ~ ACTION ~ AND  CLINICAL | 77 oo 0 1 1 2
PHARMACOLOGY, Special Populations and Conditions, | linyestigations
Geriatrics). Pediatrics (<18 years of age): VIMPAT is not Positive rombergism 0 1 1 2
indicated for use in pediatrics (<18 years of age) as there is | [Gamma-
insufficient data on safety and efficacy of the drug in this | [glutamyltransierase =l At = !
population (see  INDICATIONS and DOSAGE AND | [white biood cell count < 0 ] 2
ADMINISTRATION). Monitoring and Laboratory Tests See M 2
WARNINGS AND PRECAUTIONS, Cardiac Rhythm and | fMelabolim a;;‘:ﬁ';“"‘“"“““:"” —T 5T
Sondncion lthmnna!l‘lles 3 D i _ tew | Hypercholesterolaemia <1 1 1 1
In controlled clinical trials in patients with partial-onset seizures, | [ysculoskeletal and connective tissue disorders
924 patients received VIMPAT (lacosamide). Some of the most | [Muscle spasms [ < 1 1 | 2
frequently reported adverse reactions in controlled clinical trials | [Neck pain [« 1 T [ 1
with lacosamide treatment were dizziness, nausea, and vision- | |Nervous system disorders
related events (e.g. diplopia, blurred vision). They were dose-related | [Dizziness [ 16 30 53
and usually mild to moderate in intensity. Clinical Trial Adverse | |Headache 9 n 14 12
Drug Reactions Because clinical trials are conducted under | |Ataxia 2 4 7 15
very specific conditions, the adverse reaction rates observed in | {Somnol 5 5 8 8
the clinical trials may not reflect the rates observed in practice | [remor 4 4 L] 12
and should not be compared to the rates in the clinical trals of | [Nystagmus L - -
another drug. Adverse drug reaction information from clinical ::;n"“ ‘I’;"r‘_’fn:em g : g :
trialsis useful for identifying drug-related adverse events and for mg“;ga di";'m s = : 2
approximating rates. Table 1 gives the incidence of treatment- Hypoaesthesia 1 2 2 2
emergent adverse events that occurred in >1% of adult patients Dysarthria =1 1 1 3
with parlial-_onset seizures in the total VIMPAT group m=94i_1} Disturbance in attention 1 0 1 2
and for which the frequency was greater than placebo, in | |psychiatric disorders
controlled clinical trials. The majority of adverse events were | [Depression 1 2 2 2
reported with a maximum intensity of ‘mild’ or ‘moderate’. |insomnia 1 2 2 1
|Confusional state 1 0 2 3
|Mood atered <1 1 1 2
Respiratory, thoracic and mediastinal disorders
| Dysproea <t | o [ 1 1
Epistaxis o | 1 [ q 0
mg/day Skin and subcutaneous tissue disorders
g [Pruritus 1 3 2 3
gy thidrosis <1 0 1 2
Vertigo 1 5 3 4
Tinnitus 1 0 2 2
Eye disorders
Diplopia 2. 6 10 16
Vision blurred 3 2 9 16 MedDRA
Conjunctivitis <1 2 <1 0 Preferred Term m “.g‘—' u.:_:' “.:.P
Gastrointestinal disorders % % % %
Nausea 4 7 1 17 Diplopia 2 B 10 16
Vomiting 3 6 9 16 Vision blurred 3 2 9 16
Diarrhoea 3 3 5 4 |Nausea 4 7 " 17
Constipation 1 1 2 4 Vomiting 3 6 9 16
Flatulence 0 3 2 1 Dizziness 8 16 30 53
Dyspepsia 1 1 2 2 Alaxia 2 4 7 15
Toothache 1 2 2 1 Tremor 4 4 6 12
Dry Mouth 1 1 1 & Nystagmus 4 2 5 10
Hposestheets aral : g ‘ L_|' Less Common Clinical Trial Adverse
:::'u:' dsorders and adminisraton st condiions 1| prug Reactions (<19%): Other adverse events rerted by
Gail disturbance per = 2 3 <1% of patients with partial-onset seizures in the total VIMPAT
Asthenia 1 2 2 4 group in placebo-controlled clinical trials that occurred more
irritabilty ] ] 2 2 frequently than in the placebo group were:
Chest pain 1 2 1 2 Eye disorders: eye irritation
Pyrexia 1 2 1 1 Nervous system disorders: hypokinesia
Feeling drunk 0 0 1 3 Vascular disorders: hot flush
Oedema peripheral g 1 L 2 Cardiac Dose-dependent prolongations in PR interval with
Foeling abiormal 2l D ] 2 VIMPAT have been observed in clinical studies in patients

and in healthy subjects (see ACTION AND CLINICAL
PHARMACOLOGY). In clinical trials in patients with partial-
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onset seizures, asymptomatic first-degree AV block was
observed as an adverse reaction in 0.4% (4/944) of patients
randomized to receive VIMPAT and 0% (0/364) of patients
randomized to receive placebo. In clinical trials in patients with
diabetic neuropathy, asymptomatic first-degree AV block was
observed as an adverse reaction in 0.6% (8/1393) of patients
receiving VIMPAT and 0% (0/470) of patients receiving placebo.
No second or higher degree AV block was seen in lacosamide
treated epilepsy patients in controlled clinical trials. In clinical
frials in patients with diabetic neuropathic pain, second-degree
AV block has been rarely reported (<0.1%) (see WARNINGS
AND PRECAUTIONS). However, cases with second and third
degree AV block associated with lacosamide treatment have
been reported in post-marketing experience (see Post-Market
Adverse Drug Reactions). Other Adverse Reactions in
Patients with Partial-Onset Seizures The following is
a list of treatment-emergent adverse events reported by
patients treated with VIMPAT in all clinical trials in patients
with partial-onset seizures, including controlled trials and
long-term open-label extension frials. Events addressed in other
tables or sections are not listed here. Events included in this
list from the controlled trials occurred more frequently on drug
than on placebo and were based on consideration of VIMPAT
pharmacology, frequency above that expected in the population,
seriousness, and likelihood of a relationship to VIMPAT.
Events are further classified within system organ class.

Blood and lymphatic system disorders: neutropenia, anemia
Cardiac disorders: palpitations

Nervous system disorders: paresthesia, cerebellar syndrome

Intravenous Adverse Reactions Adverse reactions with
intravenous administration generally appeared similar to
those observed with the oral formulation, although intravenous
administration was associated with local adverse events such
as injection site pain or discomfort (2.5%), irritation (1%), and
erythema (0.5%). One case of profound bradycardia (26 bpm:
BP 100/60 mmHg) was observed in a patient during a
15 minute infusion of 150 mg VIMPAT. This patient was
on a beta-blocker. Infusion was discontinued and the patient
recovered. Discontinuation Due to Adverse Events in
Pre-marketing Controlled Clinical Studies In controlled
clinical trials in patients with partial-onset seizures, the rate of
discontinuation as a result of an adverse event was 8% and
17% in patients randomized to receive VIMPAT at doses of
200 and 400 mg/day, respectively (placebo: 5%). At VIMPAT
doses of 600 mg/day, 29% of the patients discontinued the trials
due to adverse events. The adverse events most commonly
(21% in the VIMPAT total group and greater than placebo) leading
to discontinuation were dizziness, coordination abnormal,
vomiting, diplopia, nausea, vertigo, and vision blurred. Other
adverse events that led to discontinuation (<1% in the VIMPAT
total group and greater than placebo) were typically CNS related
and included tremor, nystagmus, fatigue, balance disorder, and
disturbance in attention. Comparison of Gender and Race:
The overall adverse event rate was similar in male and female
patients, Although there were few non-Caucasian patients, no
differences in the incidences of adverse events compared to
Caucasian patients were observed. Abnormal Hematologic
and Clinical Chemistry Findings: Abnormalities in liver
function tests have been observed in controlled frials with
VIMPAT in adult patients with partial-onset seizures who were
taking 1 to 3 concomitant anti-epileptic drugs. Elevations of ALT
to 23x ULN (upper limit of normal) accurred in 0.7% (7/935) of
VIMPAT patients and 0% (0/356) of placebo patients. One case
of hepatitis with transaminases >20x ULN was observed in one
healthy subject 10 days after VIMPAT treatment completion,
along with nephritis (proteinuria and urine casts). Serologic
studies were negative for viral hepalitis. Transaminases
returned to normal within one month without specific treatment.
At the time of this event, bilirubin was normal. The hepatitis/
nephritis was interpreted as a delayed hypersensitivity
reaction to VIMPAT. Drug Abuse and Dependence/Liability
Lacosamide showed no signs of abuse potential in three rat
models. After prolonged administration to rats and dogs, there
was no folerance to lacosamide's pharmacological actions
and abrupt cessation of treatment did not produce symptoms
of psychological or physical dependence. In a human abuse
potential study, single doses of 200 mg and 800 mg lacosamide
produced euphoria-type subjective responses that differentiated
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statistically from placebo; at 800 ma, these euphoria-type
responses were statistically indistinguishable from those
produced by alprazolam. The duration of the euphoria-type
responses following lacosamide was less than that following
alprazolam. A high rate of euphoria was also reported as an
adverse event in the human abuse potential study following
single doses of 800 mg lacosamide (15% [5/34]) compared
fo placebo (0%) and in two pharmacokinetic studies following
single and multiple doses of 300-800 mg lacosamide (ranging
from 6% [2/33] to 25% [3/12]) compared to placebo (0%).
However, the rate of euphoria reported as an adverse event
in the VIMPAT development program at therapeutic doses was
less than 1%. Abrupt termination of lacosamide in clinical trials
with diabetic neuropathic pain patients produced no signs or
symptoms that are associated with a withdrawal syndrome
indicative of physical dependence. However, psychological
dependence cannot be excluded due to the ability of lacosamide
tu producs euphuna type adverse events in humans

)st-Ma g Drug Reactions Since the first global
apm)vai u!w.'PATm 29 August 2008 through 31 August 2011,
there are approximately 123,654 patient-years of exposure to VIMPAT.
In addition to the adverse events reported during clinical studies and
listed above, the following adverse events have been reported in post-
marketing experience. Table 3 is based on post-market spontaneous
adverse event reports. The percentages shown are calculated by
dividing the number of adverse events reported to the company by
the estimated number of patient years exposed to VIMPAT. Because
these adverse events are reported spontaneousty from a population
of uncertain size, it is not possible to refiably estimate their frequency.
Furthermore, a causal relationship between VIMPAT and the
emergence of these events has not been clearly established.

|Bradycardia X

Atrioventricular block X
Atrial fibrillation
Atrial flutter
Cardiac arrest
Cardiac failure

2| € | 3 | 3 |

|Myocardial infarction

|Hepatobiliary disorders
Liver function ‘ |
test abnormal

mwmmwonmm

I' 1l ] I X I

Nervous system disorders

Ataxia [ x |

>

[Syncope |

disorders

Euphoric mood X

|Suicide attempt
|Suicide ideation

| Aggression
Agitation
Psychotic disorder
Insomnia
Hallucination
{Skin and subcutaneous skin disorders
Rash X
Angioedema X
Urticaria X

€ 2 {3 | € | € | € |

Stevens-Johnson 5
Syndrome

Cardiac disorders: Second and third degree AV block, and
atrial fibrillation and atrial flutter associated with lacosamide
treatment have been reported in post-marketing experience

(see WARNINGS AND PRECAUTIONS, Cardiac Rhythm and
Conduction Abnormalities).

DRUG INTERACTIONS VIMPAT (lacosamide) should be used
with caution in patients treated with medicinal products known
to be associated with PR prolongation (e.g. carbamazepine,
lamotrigine, pregabalin, beta- blockers) and in patients
treated with class | antiarrhythmic drugs (see WARNINGS
AND PRECAUTIONS, Cardiac Rhythm and Conduction
Abnormalities). In Vitro Assessment of Drug Interactions
In vitro metabolism studies indicate that lacosamide does not
induce the enzyme activity of drug metabolizing cytochrome P450
isoforms CYP1A2, 286, 2C9, 2C19 and 3A4 at concentrations
(12,5 pg/ml) close to the human peak plasma concentration
{10.9yg/mL, C., steady state at maximum recommended human
dose (MRHD) of 400 mg/day). At concentrations 10 times higher
(125 pg/mL), enzyme activities were less than 2-fold increased.
Lacosamide did not inhibit CYP 1A1, 1A2, 246, 2B6, 2C8, 2C9, 206,
2E1, 3A4/5 at concentrations up to 1000-fold greater than the C.,
for 400 mg/day. The inhibitory concentrations (IC.;) of CYP3A4, 3A5,
209 and 1A1 by lacosamide are at least 70-fold higher than the
C,, for 400 ma/day. In vitro data suggest that lacosamide has
the potential to inhibit CYP2C19 at therapeutic concentrations
{60% inhibition at 25 pg/mL). However, an in vivo evaluation
in healthy subjects showed no inhibitory effect of lacosamide
(600 mg/day administered as 300 mg BID dosing) on the single
dose pharmacokinetics of omeprazole (40 mg). Lacosamide is
a CYP2C19 substrate. The relative contribution of other CYP
isoforms or non-CYP enzymes in the metabolism of lacosamide
is not clear. Lacosamide was not a substrate or inhibitor for
P-glycoprotein. Since <15% of lacosamide is bound to plasma
proteins, a clinically relevant interaction with other drugs
through competition for protein binding sites is unlikely. In Vivo
Assessment of Drug Interactions Drug-drug interaction studies
inhealthy subjects showed no pharmacokineticinteractions between
VIMPAT and carbamazepine, valproic acid, digoxin, metformin,
omeprazole, midazolam, or an oral contraceptive containing
ethinylestradiol and levonorgestrel. There was no evidence for
any relevant drug-drug interaction of VIMPAT with common AEDs
in the placebo-controlled clinical trials in patients with partial-onset
seizures. The lack of pharmacokinetic interaction does not rule
out the possibility of pharmacodynamic interactions, particularly
among drugs that affect the heart conduction system.
Drug - Drug Interactions Drug- Interaction Studieswith AEDs:
Effect of VIMPAT on concomitant AEDs: VIMPAT 400 mg/day
had no influence on the pharmacokinetics of 600 mg/day
valproic acid and 400 mg/day carbamazepine in healthy subjects.
The placebo-controlled clinical studies in patients with
partial-onset seizures showed that steady-state plasma
concentrations of levetiracetam, carbamazepine, carbamazepine
epoxide, lamotrigine, topiramate, oxcarbazepine monohydroxy
derivative (MHD), phenytoin, valproic acid, phenobarbital,
gabapentin, clonazepam, and zonisamide were not affected
by concomitant intake of VIMPAT at 200 to 600 mg/day. Effect
of concomitant AEDs on VIMPAT: Drug-drug interaction studies
in healthy subjects showed that 600 mg/day valproic acid had
no influence on the pharmacokinetics of 400 mg/day VIMPAT.
Likewise, 400 mg/day carbamazepine had no influence on the
pharmacokinetics of VIMPAT (400 mg/day) in a healthy subject
study. Population pharmacokinetics results in patients with
partial-onset seizures showed small reductions (approximately
25% lower) in lacosamide plasma concentrations when VIMPAT
(200 to 600 mg/day) was coadministered with carbamazepine,
phenobarbital or phenytoin. Drug-Drug Interaction Studies
with Other Drugs: Digoxin VIMPAT (400 mg/day) did not
affect pharmacokinetics of digoxin (0.5 mg once daily) in
a study in healthy subjects. There was no effect of digoxin
on the pharmacokinetics of VIMPAT. Metformin There were
no clinically relevant changes in metformin levels following
co-administration of VIMPAT (400 mg/day). Metformin (500 mg
three times a day) had no effect on the pharmacokinetics of VIMPAT
(400 mg/day) in healthy subjects. Omeprazole Omeprazole is
a CYP2C19 substrate and inhibitor. Omeprazole (40 mg once
daily) increased the AUC of lacosamide by 19% (300 mg, single
dose), which is unlikely to be clinically significant. Lacosamide
(600 mg/day) did not affect the single-dose pharmacokinetics of
omeprazole (40 mg) in healthy subjects. Midazolam Midazolam
is a 3A4 substrate. VIMPAT administered as a single 200 mg dose
or repeated doses of 400 mg/day (200 mg BID) to healthy subjects
had no clinically relevant effect on the AUC of midazolam, but
slightly increased the C_, over time (30% after 13 days). Oral
Contraceptives In an interaction trial in healthy subjects, there
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was no clinically relevant interaction between lacosamide
(400 mg/day) and the oral contraceptives ethinylestradiol (0.03 mg)
and levonorgestrel (0.15 mg). Progesterone concentrations were
not affected when the medicinal products were co-administered
{see WARNINGS AND PRECAUTIONS, Women of Childbearing
Potential/Contraception). Drug-Food Interactions VIMPAT is
completely absorbed after oral administration. Food does not
affect the rate or extent of absorption. Drug-Herb Interactions
Interactions with herbal products have not been evaluated.
Drug-Laboratory Interactions Interactions with laboratory
tests have not been observed. REPORTING SUSPECTED SIDE
EFFECTS You can report any suspected adverse reactions
associated with the use of health products to the Canada
Vigilance Program by one of the following 3 ways:
* Report online at www.healthcanada.gc.ca/medeffect
* Call toll-free at 1-866-234-2345
* Complete a Canada Vigilance Reporting Form and:
- Fau toll-free to 1-866-678-6789, or
- Mail to: Canada Vigilance Program

Health Canada

Postal Locator 0701D

Ottawa, ON K1A 0K9

Administration

DOSAGE AND ADMINISTRATION

General Considerations VIMPAT (lacosamide) may be taken
with or without food, Film-coated tablets On the first day of
treatment the patient starts with VIMPAT 50 mg tablets twice
a day. During the second week, the patient takes VIMPAT
100 mg tablets twice a day. Depending on response and
tolerability, VIMPAT 150 mg tablets may be taken twice a day
during the third week and VIMPAT 200 mg tablets twice a day
during the fourth week. Solution for injection The solution for
injection is infused over a period of 30 o 60 minutes twice daily.
VIMPAT solution for injection can be administered intravenously
(IV) without further dilution. Conversion to or from oral and IV
administration can be done directly without titration. The total
daily dose and twice daily administration should be maintained.
There is experience with twice daily infusions of VIMPAT up to
5 days (n=53). Compatibility and Stability VIMPAT solution
for injection can be administered intravenously without further
dilution or may be mixed with diluents. VIMPAT solution for
injection was found to be physically compatible and chemically
stable when mixed with the following diluents for at least
24 hours and stored in glass or polyvinyl chloride (PVC) bags at
room temperature (15-30°C).

Diluents:

Sodium Chloride Injection 0.9% (w/v)

Dextrose Injection 5% (w/v)

Lactated Ringer’s Injection

The stability of VIMPAT solution for injection in other infusion
solutions has not been evaluated. Product with particulate
matter or discoloration should not be used. Any unused portion
of VIMPAT solution for injection should be discarded. Do not use
if solution shuws haziness partll:ulale matter, dlscomrahun
or leakage. Recc B 5 Adjus
Adults The recnmmen@ed starung dose for ‘.‘IMPAT is 50 mg
twice a day, with or without food, which should be increased
to an initial therapeutic dose of 100 mg twice a day after one
week. Depending on patient response and tolerability, the
maintenance dose can be further increased by 50 mg twice
a day every week, to a maximum recommended daily dose of
400 mg (200 mg twice a day). Doses above 400 mg/day do
not confer additional benefit, are associated with more severe
and substantially higher frequency of adverse reactions and are
not recommended. In accordance with current clinical practice,
if VIMPAT has to be discontinued, it is recommended this be
done gradually (e.g. taper the daily dose by 200 mg/week).
VIMPAT therapy can be initiated with either oral or intravenous
(V) administration. Patients with Renal Impairment No dose
adjustment is necessary in patients with mild or moderate
renal impairment (creatinine clearance [CL.] >30 mL/min), A
maximum dose of 300 mg/day is recommended for patients
with severe renal impairment (CLy, <30 mL/min) and in patients
with end-stage renal disease. In all patients with any degree of
renal impairment, the dose titration should be performed with
caution (see ACTION AND GLINICAL PHARMACOLOGY, Special
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Populations and Conditions, Renal Impalrment). Following a 4-hour hemodialysis treatment, AUC of VIMPAT
was reduced by approximately 50%. Thus, dosage supplementation of up to 50% following hemodialysis may be
considered. Treatment of patients with end-stage renal disease should be made with caution as there is limited
clinical experience in subjects (n=8) and no experience in patients, and there is accumulation of a metabolite (with
no known pharmacological activity). Patients with Hepatic Impaimment The dose titration should be performed
with caution in patients with mild to moderate hepatic impairment. A maximum dose of 300 mg/day is recommended
for patients with mild or moderate hepatic impairment. The pharmacokinetics of VIMPAT have not been evaluated in
severe hepatic impairment. VIMPAT is not recommended in patients with severe hepatic impairment (see ACTION
AND CLINICAL PHARMACOLOGY, Speclal Populations and Conditions, Hepatic Impalrment).

Gerlatrics (265 years of age) Clinical experience with VIMPAT in eiderly patients with epilepsy is limited (n=18).
Aithough no dose reduction is necessary in eiderty patients, caution should be exercised during dose fitration and

CANADIAN
NEUROLOGICAL
SCIENCES
FEDERATION g
FEDERATION
DES SCIENCES
NEUROLOGIQUES
DU CANADA

e e b

age-associated decreased renal clearance with an increase in AUC levels should be considered in eldery patients :
(see ACTION AND CLINICAL PHARMACOLOGY, Special Populations and Conditions, Geriatrics). Pediatrics 3

(<18 years of age) The safety and effectiveness of VIMPAT in pediatric patients <18 years has not been JOIN US IN MONTREAL
established, and therefore its use in this patient population is not indicated (see INDICATIONS and WARNINGS FOR THE

AND PRECAUTIONS, Special Populations, Pedlatrics). Missed Dosa !f the patient misses a dose by a few hours,
they should be instructed to take VIMPAT as soon as they remember. If it is close fo their next dose, they should be

R

instructed to take their medication at the next regular time. Patients should not take two doses at the same time. . 4STH ANNUAL CONGRESS
OVERDOSAGE OF THE
| For management of a suspected drug overdoss, contact your regional Poison Control Centre. | . CANADIAN NEUROLOGICAL

Signs, Symptoms, and Laboratory Findings of Acute Overdose in Humans There is limited clinical experience i

with VIMPAT (lacosamide) overdose in humans. Clinical symptoms (dizziness and nausea) following doses of i SCIENCES FEDERATION
1200 mg/day were mainly refated to the central nervous system and the gastrointestinal system. There has
been a single case of intentional overdose by a patient who seif-administered 12 grams VIMPAT along with large i

doses of zonisamide, topiramate, and gabapentin. The patient presented in a coma and was hospitalized. An b JUNE 12THTO 1 4“"’ 2013
EEG revealed epileptic waveforms. The patient recovered 2 days later. During pre-marketing controlled clinical ngre

studies, no intentional overdose of VIMPAT resulted in death. preco ss June 11th
Treatment or Management of Overdose There is no specific antidote for overdose with VIMPAT. Standard
decontamination procedures should be followed. General supportive care of the patient is indicated including
monitoring of vital signs and observation of the clinical status of patient. A Poison Control Centre should be
contacted for up to date information on the management of overdose with VIMPAT. Standard hemodialysis
procedures result in significant clearance of VIMPAT (reduction of systemic exposure by 50% in 4 hours).
Hemodialysis has not been performed in the few known cases of overdose, but may be helpful based on the
patient's clinical state or in patients with significant renal impairment.

SUPPLEMENTAL PRODUCT INFORMATION

STORAGE AND STABILITY

Store at room temperature (15 - 30°C).

DOSAGE FORMS, COMPOSITION AND PACKAGING

VIMPAT (lacosamide) tablets

VIMPAT film-coated tablets are supplied as follows:

50 mg tablet: VIMPAT tablets 50 mg lacosamide are pink, oval, film-coated tablets debossed with “SP" on one
side and “50" on the other. They are supplied in high density polyethylene (HDPE) botties of 60 tablets. Call for Abstracts
100 mg tablet: VIMPAT tablets 100 mg lacosamide are dark yellow, oval, film-coated tablets debossed with “SP”

on one side and “100” on the other. They are supplied in HDPE botties of 60 tablets. Now Open

150 mg tablet: VIMPAT tablets 150 mg lacosamide are salmon, oval, film-coated tablets debossed with “SP” on
one side and “150" on the other. They are supplied in HDPE bottles of 60 tablets.

200 mg tablet: VIMPAT tablets 200 mg lacosamide are blue, oval, film-coated tablets debossed with “SP” on one

side and “200" on the other. They are supplied in HDPE bottles of 60 tablets. Visit our website for details
VIMPAT tablets contain the following nonmedicinal ingredients: colloidal silicon dioxide, crospovidone,
hydroxypropylceliulose, nypmm[bser.'gmagmium stearate, microcrystalline cellulose, polyethylene glycol, www.cnsfederation.org
potyvinyl alcohol, talc, titanium dioxide, and dye pigments as specified below:

VIMPAT tablets are supplied as debossed tablets and contain the following coloring agents:

50 mg tablets: red iron oxide, black iron oxide, FD&C Blue #2/indigo carmine aluminum lake

100 mg tablets: yetlow iron oxide

150 mg tablets: yellow iron oxide, red iron oxide, black iron oxide

200 myg tablets: FD&C Blue #2/indigo carmine aluminum lake

VIMPAT solution for injection

VIMPAT solution for injection is a clear, colorless, sterile solution containing 20 mL of 10 mg lacosamide per mL
for intravenous infusion. The nonmedicinal ingredients are sodium chioride and water for injection. Hydrochloric
acid is used for pH adjustment. VIMPAT solution for injection has a pH of 3.8 to 5.0.

VIMPAT solution for injection 10 mg/mL is supplied in 20 mL colorless single-use glass vials, 10 mg/mL vial.
Product Monograph avallable on request.

VIMPAT® is a registered trademark used under license from Harris FRC Corporation.

VIMPAT logo™ is a trademark used under license from Haris FRC Corporation.

UCB The Epilepsy Company® is a registered trademark of the UCB Group of Companies.

© 2012, UCB Canada Inc. Al rights reserved.

Date of preparation: June 2012

UCB Canada Inc.

Oakville, Ontario
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Neuroscience reagents
at your fingertips

abcam’

discover more

Highly characterized,
extensively documented
protein research tools

A wide variety of products:

» Primary and secondary antibodies
« Biochemicals

= Proteins, peptides & lysates

« ELISA kits

« Enzymatic activity kits

« Cytoplasmic & nuclear dyes

...for all your neuroscience research needs:
« Neuronal and glial cell markers

« Neurogenesis, differentiation and apoptosis
= Neurotransmitters and synaptic receptors

« Disease markers
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KING MEDICAL
THE CANADIAN ELECTRODE PLACE

ALPINE BIOMED Mono/Conc. Needles
AMBU Blue Sensor * Neuroline
CHALGREN Needles + Bar/Ring/Clip
KENDALL Adhesive * NuTab
MAVIDON Lemon Skin Prep
NIKOMED USA Adhesive Electrodes
PARKER LAB. Electrode Paste
TECHNOMED Corkscrew * Mono/Conc.
3M CANADA Micropore * Transpore
VERMED Adhesive Electrodes

D.O. WEAVER Ten20 * NuPrep

* & » & & & = & & = =

Clavis™ + MyoGuide™ < Chalgren + Inoject™
Large stock of Hypodermic Needles

Tel 905-833-3545 Fax 905-833-3543
E-mail: soren@kingmedical.com
Web Site: www.kingmedical.com

King Medical Ltd.
145 Kingsworth Road
King City + Ontario L7B 1K1

ERRATUM

The CJNS would like to make the following
change to article:

5-Fluorouracil Induced Hyperammonemic
Encephalophathy: Etiopathologic Correlation

Can J Neurol Sci. 2012 Jul;39(4):553-4. No abstract available.
PMID: 22896877 [PubMed - in process]

The authors were incorrectly listed on the article.
They should be listed as:

Martinez-Lapiscina EH, Erro ME, Cabada T, Tufién T.

The Canadian Journal of Neurological Sciences
is published six times a year, and produces
supplemental publications on selected topics.

Supplements can be Disease and Disorder
specific, Clinical Practice Guidelines,
Meeting Abstracts, or other.

Contact the Journal office for details.
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"COPAXONE
(glatiramer acetate injection)

Treat from the start. Treat for the long run.

/f Prescribing Summary

@ Patient Selection Criteria

THERAPEUTIC CLASSIFICATION: [mmunomodulator

INDICATIONS AND CLINICAL USE

(OPAXONE® is indicated for: the heatment of ambulatory patients with Relapsing Remitting Muliple Sclerosis
(RRMS), to decrease the frequency of dinical exacerbations, to reduce the number and volume of active brain lesions
identfied on Magnetic Resonance Imaging (MRE) scans; for the reatment of patients who have experienced o
single demyelinating event, accomponied by abnormal MRI scans and are considered to be at risk of developing
Clnically Definite MS (CDMS), after altermative diagnases are excluded, to deloy the onset of definite MS, to
decrease the number and volume of active brain lesions and overall disease burden (as identified by MRI scans).

The sofety and efficacy of COPAXONE® in chronic progressive MS have not been established.

CONTRAINDICATIONS

(OPAXONE® (glatiromer acefate) is contigindicated in patients with known hypersensifvity to glafiramer acetate
or mannitol,

Safety Information

WARNINGS AND PRECAUTIONS

The only recommended route of administration of COPAXONE® (glofiramer acetofe) injection is the subcutaneous
route. COPAYONE® should not be administered by the infravenous route.

Cardiovascular; Symptoms of Potentially Cordiae Origin: Approximately 13% of COPAXONE® patients in the
multicenter contvolled tials (compared to 5% of placebo patients) experienced at least one episods of what was
described os transient chest pain (see ADVERSE REACTIONS: Chest Pain). While some of these episodes occurred
in the context of the Immediate Postnjection Reaction (see ADVERSE REACTIONS: Immediate Postnjection
Reaction), many did not, The pathogenesis of this symptom is unknown, Patients in controlled clinical rials were
free of significant cardiovoscular problems (New York Heort Association Class | and I1) and thus the risks essock
ated with COPAXONE® treatment for Multiple Sclerosis patients with comorbid cordiovasculr disease are unknown.

COPAXONE® hos been associated with an Immediate Postnjection Reaction consisfing of a constellation of
symptoms appearing immediately after injection that could incude Alushing, chest pain, polpitations, anxiety,
dyspnea, constriction of the throot and urficaria (see ADVERSE REACTIONS: Immediate PosHniection Reaction).
(OPAXONE® has not been studied in patients with  history of severe anaphylactoid reactions, obstructive put
monory disease or osthma, nor in patients under reatment for either of these two latter conditions. Parficulor
caution is therefore advised regording the use of COPAXONE® in such patients.

Anaphylactoid reactions associated with the use of COPAXONE® have been reported in rare intances (<1,/1000)
during the postmarketing period. Some cases required eatment with epinephrine and other appropriote
medical treatment.

General: Patients should be instructed in aseptic reconsfitution and selfinjgction techniques fo assure the safe
odministration of COPAXONE® (glatiramer acefate), including a careful review of the Part Ill — Consumer
Information. The first injection should be performed under the supervision of an appropriotely qualfied health
cone professional. Patient understanding and use of aseptic selfinjection techniques ond procedures should be
periodically re-evaluated. Patients should be coutioned against the re-use of needles or syringes and instructed
in safe disposal procedures. A puncture-esistant container for dispasal of used needles and syringes should be
used by the patient. Patients should be instructed on the safe disposal of full containers.

Localized Adverse Reactions Associated with Subcutaneous Use: Al injection sites, localized lipoatrophy and,
rarely, injectionsite skin necrosis hove been reported during dlinical trials and postmarkefing experience.
Lipoatrophy may occur after treatment onset (sometimes as early os several months) and may be permanent.
There s no kniown therapy for lipoatraphy. To ossist in possibly minimizing these events, the pafient should be
odvised to follow proper injection technique and to rotate injection areas and sites on a daily basis (see Part Il —
Consumer Information).

Immune: Considerations Involving the Use of a Product Capable of Modifying Immune Responses:
(OPAXONE® is an antigenic substance and thus it is possible that detrimental host responses can occur
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with its use. Whether COPAXONE® can alter normal human immune responses, such as the recognifion
of foreign onfigens is unknown, Itis therefore possible that treatment with COPAXONE® may undermine
the body's defenses against infections and tumor surveillance. Systematic assessments of these risks
have not been done. Continued alteration of cellular immunity due to chronic freatment with ghtiramer
acetate might resulf in untoward effeds.

Glatizamer ocetateeactive ontibodies are formed in practically all patients exposed to daily reatment with the
recommended dose. Studies in both the rat and monkey hove suggested that immune complexes are deposited
in the renal glomeruli. Furthermore, in  controlled dinical rial of 125 RRMS patients given glafiramer acetate
20 mg for 2 years, serum IgG levels reached of least 3 fimes baseling values in 80% of patients by 3 months
of initition of treatment, By 12 months of treatment, however, 30% of patients still had IgG levels at least
3 fimes baseline volues, and 90% had levels above boseline by 12 months. The antibodies are exclusively
of the lg6 subtype — and predominantly of the 161 subtype. No IgE type anfibodies could be detected in any
of the 94 sera tested. Nevertheless, anaphyloxis can be associated with the administration of olmest any
foreign substance and, therefore, this risk cannot be excluded.

Corcinogenesis and Mutagenesis: Preciinical studies fo assess the cordnogenic potential of glafiramer
acetate in mice ond rots do not suggest any evidence of carcinogenic potential related to glafiramer acetate
administered subcutaneously at dose levels of up 1o 30 mg,/kg/day in rats and 60 mg/kg/doy in mice (see
TOXICOLOGY: Corcinogenicity). The relevance of these findings for humans is unknown (see PRECAUTIONS —
Considerations Involving the Use of a Product Capable of Modifying Immune Responses).

Renal: The phormacokinetics of COPAXONE® in patients with impaired renol function have niot been determined.
Spedial Populations: Pregnant Women: There are no odequate and welcontrolled studies in pregnont
women. No evidence of reproductive toxicity was observed in preciinical studies (see TOXICOLOGY: Reproduction
and Teratology). Because animel reproduction studies are not always predictive of human response, this drug
should be used during pregnancy only if clearly needed. During pre-morketing clinicol trials with COPAXONE®,
seven women conceived while being freated with the active drug. One case was lost to follow-up. Thies of the
patients electively disconfinued pregnancy. Three patients stopped ireatment 1, 1.5 and 2 months after leaming
they were pregnant; oll delivered healthy babies.

Nursing Women: [t is not known whether this drug is excreted in human milk. Becouse many drugs ore
excreted in human milk, treating a nursing woman with COPAXONE® should only be considered ater coreful
risk /benefit assessment and be used with coution.

Pediatrics (< 18 years of age): The safety ond effectiveness of COPAXONE® have nat been estoblished
in individuals below 18 years of age.

Geriatrics (> 65 years of age): COPAXONE® hos not been studied in the elderly (> 65 vears old).

Monitoring and Luboratory Tests: Data collected pre- and postmarker do nat suggest the need for
toufing laboratory monitoring.

ADVERSE REACTIONS

Adverse Drug Reaction Overview: In the 4 plocebo-ontrlled dinical friels, the most commonly observed
adverse events associated with the use of COPAXONE® occurring ot an incidence of ot least 10% ond at leost
1.5 times higher than in plocebo-treated potients were: injection-site reactions, vasodilatation, rash, dyspnea
and chest pain.

In the placebo-controlled clinical trioks approximately 5% disconfinued iregtment due fo an adverse event conr
pored to 1% for plocebo-reated patients. The adverse events most commonly associated with disconfinuation
were (in order of descending frequency): injection-site reacfions, dyspneg, urticaria, vasodilatation and hyper-
sensifivity. Treatment discontinuation due to a serious adverse event considered by investigators fo be related
o COPAXONE® treatment included a case of ffe-fhreatening serum sickness.

Immediate Post-Injection Reaction: Approximately 14% of Mutiple Scerosis pafients exposed to COPAXONE®
in the 4 placebo-controlled studies reported @ postinjection reaction immediotely following subcutaneous
injection of COPAXONE® compared to 2% for placebo-treated potients. An immediate post-njection reaction is
a constellation of symptoms occurring immediately ofter injection that indudes ot least two of the following:
flushing, chest pain, polpitations, anxiety, dyspned, constriction of the Hroat and urticaria (individual symptoms
ore listed separately in Table 1). These symptoms were invriably transient, setfimited, did not require spediic
freatment and in generol, arose several months affer inifiotion of treatment, although they may occur earier
in the course of treatment. A given patient may experience one or severl episodes of these symptoms during
reatment with COPAXONE®. Whether these episodes are mediated by an immunologic or non immunologic
mechanism, and whether several similar episodes seen in o given patient have identicol mechanisms is unknown.
In fact, whether or not this constellation of symptoms actually represents o specific syndrome is unknown,
During the postmarkefing period, there have been reports of patients with similar symptoms who received
emergency medical care (see WARNINGS AND PRECAUTIONS: Symptoms of Potentially Cardiac Origin).

Chest Pain: Approximately 13% of glatiramer acetate patients in the 4 placebo-controlled studies (compared
to 5% of placebo potients) experienced at least one episode of what was described as fransient chest pain.
While some of these episodes occurred in the context of the Immediate PostInjection Reoction described
chove, many did not. The temporal relationship of the chest pain to an injection of glotiramer acefate was
not always known, although the pain was transient {usually losting only o few minutes), often unassociated
with other symptoms, and appeared fo have no important dinical sequelae. Some patients experienced more
than one such episode, and episodes usually began of least 1 month after the inifiation of freatment. The
pathogenesis of this symptom is unknown. Pafients in dinical rils were free of significant cordiovosculor disease
(New York Heart Association Class | or Il); therefore, the risks associated with glafiromer acetate reaiment
for Multiple Scterosis patients with comorbid cardiovasculor disease are unknown (see WARNINGS AND
PRECAUTIONS: Symptoms of Potentially Cardiac Origin). For adverse event reporting, please contact Health
(anada by phone at: 1-866-234-2345, or Teva Canada Innovation at: 1-800-283-0034.
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AYS]  ADMINISTRATION

DOSAGE AND ADMINISTRATION

COPAXONE* should only be presciibed by (or following consultation with) clinicians who ore experienced
in the diagnosis ond management of Multiple Sclerosis. The only recommended route of odminishation of
COPAXONE~ (glatiromer ocetate) injection is the subcutaneous route. COPAXONE™ should not he administered
by the intravenous route.

Recommended Dose and Dosage Adjustment: The recommended dose of (OPAXONE" {glafiramer
acetate injection) for the treatment of Clinically Isolted Syndrome ond Relopsing Remitting MS s o daily
injection of 20 mg gven subcutanequsly. Please see the Part Ill — Consumer Information — pre-illed syringe for
instructions an the preparation and injection of COPAXONE" .

Missed Dose: If o dose is missed it should be taken os soon os possible. If, however, it is closer to the
time of the next dose, skip the missed dose and resume of the usual dosing schedule.

Avaid giving 2 injections in the some 12-hour period,

SUPPLEMENTAL PRODUCT INFORMATION

ADVERSE REACTIONS

Chmiced Triol Adverse Drog Reactions: Becouse chwal ok are condored under very specd conditions, e overss renchan ofes obsenved it
e cheweol moks may nof rellct the rates abserved i procica ond shovld not be compared to the mies in the chowal mols of anomber dg. Adverse dng
reocron mipemanion fom chacal tob s wefol for eanfymyg drogrelied adverse events ond for cppranmating rtes. The odverse reociion deta in s
sechon s deiived from 4 prvorl, doublerblind, plocebo-ontiolled dhawte! Mol which were onducted during premarkeBing ond postmarketing periods @
o foted of 517 patiens heated with ghotiomes ocetate and 509 patients teated with plocebio for up 10 36 monts. Theee taks were conducted in RRMS
The fourth tol wos in potieats presanning weth o first clicol event end MR fnahees soggestive of M5 ond included 743 patients peated with glotromer
ceenate ond 738 potieaty heoted with plocebo. Al odverse events were recovded by the dhricol ivesagotors, using terminobogy of *hes own thootng. ko
preide o mearinghul estenare of e peoparion of ménduchs hiving odverte even's, simildr fypes of events were giouped into standaidized cotegones
1) MedORA dichonacy terminchogy. The foowing toble kst heatmentemengent signs ond symotarns that ocoerted n af legst 2% of patiens negted
with glateomer sxetate in the phcebo<onholed mals. These sigrs ond symptoms were: numesicaly more comman in posients Beated with glaiomes
axetnte thon i patents heated with plocebo

Table 1: Controlled Triels — Incidence of Glotiromer Acatate Adverse Reactions

GA 20 mg Placebo
MedDRA Version 10.0 {n=512) (n=509)
" of Potients . of Patients

Nervous System Headoche 09 "1
Disorders Hypertonio 18 13
Tremar 41 18

Wigsaine 3T 14

Syraope )] 18

Psychiatric Disarders Depression 131 10
Anety 1. i

Nervpessness 23 10

Renal ond Michurition Uegency 51 43
Urinary Disorders Pollokiuro 47 45
Respiratory, Thoracic and Dyspreg 133 i8
Disorders (ough LY 53

Shin and Sebcutonsons Rosh 137 50
Tisswe Disorders Hyperhidrows 46 47
Froritus 51 43

Frehymosss 15 13

Urticeria | 16

Skin Disoider 19 08

Vasaular Disorders Vasodlottion 180 (%)

Dato on odverse everts occuming in the controlied chouol incks were analyzed In evoluare gendrseloted diferences. No chrucally sigrdicant dfferences were
derfed. In these dhnicol ik 94" of potients wese Coucosion. Ths ertentoge reflecrs the heghe ssgwesentution of (oucasion in the M5 pooukoton, even tough
it does ot refect the exoct workd rocial distriution emang M5 paients. In additon, the vost mojanty of patients heated with (OPAXONE™ wese between
P oges of 15 ond 45. Consequenty, nodeguate ot re ovisoble % peror on andfyss of the icdente of odverie events related to crwcaly reevont oge subr
giougs. Loboratory enolyses were performad on ol petients porcipating in the chnical progrom foe COPRXONE™ . Clinadty significont changes i loborstory
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PAIN FELLOWSHIP at WESTERN UNIVERSITY

The University of Western Ontario Pain Program is offering a 1-year Clinical Fellowship in Neuropathic Pain starting July 1, 2013.
Salary and benefits will be competitive at the fellowship level.

Fellows will participate in the evaluation and treatment of patients with a broad range of neuropathic pain syndromes including:
. Painful diabetic neuropathy
. Post-herpetic neuralgia
. Failed back syndrome
. Complex regional pain syndrome
. Cancer neuropathic pain

Fellows will learn or become familiar with diagnostic testing and different treatment modalities including:

. Quantitative sensory testing

. Evidence-based pharmacologic management
. Local anesthetic infusions

. Spinal cord stimulation

. Intrathecal therapy

. Motor cortex stimulation

Fellows are expected to be involved in clinical research projects, however there is no requirement to take call during the fellowship
program. Candidates must be eligible for an educational licence in Ontario. Interested candidates should send three letters of reference
along with their cover letter outlining why they wish to do a neuropathic pain fellowship.

Applications with CV should be sent to: Dwight Moulin, M.D., FRCP(C)
Earl Russell Chair UWO Pain Program
Victoria Hospital, 800 Commissioners Rd E, London, Ontario N6A 4G5
Tel: 519-685-8661 » Fax: 519-685-8636 ¢ E-mail: dwight.moulin@lhsc.on.ca

Applicants should have fluent written and oral communication skills in English. All qualified applicants are encouraged to apply. The
University of Western Ontario is committed to employment equity and welcomes applications from all qualified women and men,
including visible minorities, aboriginal people and persons with disabilities.

St.Michael’s Division of Neurology, Department of Medicine
Inspired Care. Multiple Sclerosis Clinic
Inspiring Science. St Michaels’ Hospital

University of Toronto

The Division of Neurology, Department of Medicine, at St Michael’s Hospital, Toronto is seeking to recruit a neurologist
with a focus on management of patients with Multiple Sclerosis.

This is an outstanding opportunity for an MS-oriented neurologist to work in a large clinical academic MS center with an
international reputation for clinical research and education. The ideal candidate will be an energetic individual who wishes
to build or enhance their existing career in the rapidly developing field of MS including patient care, education and clinical
research.

The successful applicant will have their MD and FRCPC (Neurology) or equivalent, have or be eligible for licensure in
Ontario, and also be eligible for a faculty appointment at the University of Toronto. Academic rank will be commensurate
with qualifications and experience. A competitive compensation package will be provided.

Interested candidates should submit a letter of application, together with a curriculum vitae and names and addresses of
three (3) referees by December 31, 2012 to:

Dr. T.G. Parker, Physician-in-Chief
St. Michael's Hospital, 30 Bond Street, Room 2-027 Bond Wing, Toronto, Ontario M5B 1W8

The University of Toronto and St. Michael's Hospital is strongly committed to diversity within its community and especially welcomes
applications from visible minority group members, women, Aboriginal persons, persons with disabilities, members of sexual minority
groups and others who may contribute to further diversification of ideas. All qualified candidates are encouraged to apply; however,
Canadians and permanent residents will be given priority.
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Toronto General
ﬁ\ Toronto Western

Princess Margaret

Toronto Rehab

Academic Neurosurgeons in the Fields of
Functional and Neurovascular
Neurosurgery

The Division of Neurosurgery at the Toronto Western Hospital,
University Health Network and University of Toronto, is
undergoing a major expansion, We therefore initially invite
applications for two full-time academic positions at the level of
Assistant Professor or higher by neurosurgeons having a clinical
subspecialty interests in one of: Cerebrovascular and/or
Endovascular or Functional Neurosurgery.

Each successful applicant will also fulfill the mandate of a
clinician-scientist, a clinician-investigator, or a clinician-
educator. Each position offers an extraordinary opportunity to
work in a leading Neurosciences center and collaborate in
excellent clinical and research programs at the Krembil
Neurosciences Center in a multidisciplinary clinical
environment. Duties will include patient care, teaching, trainee
supervision and research. Time for research will be protected.

The Division of Neurosurgery at the Krembil Neuroscience
Center, Toronto Western Hospital, University of Toronto, is one
of the largest academic neurosurgical units in the world.
Excellent facilities for clinical neuroscience supported by state-
of-the-art clinical, ICU and experimental imaging facilities
provide an environment conducive to leading-edge research. The
anticipated expansion in the number of neurosurgical faculty will
occur over the next three years, and parallels significant growth
in research facilities, renovations of OR infrastructure, increased
critical care resources and growth of the individual clinical
programs, namely neurovascular therapeutics, complex spine,
functional and epilepsy, and skull-base/oncology.

Qualifications include an MD, specialist certification in
neurosurgery and eligibility for licensure in the province of
Ontario. A postgraduate degree (MSc or PhD) in basic or clinical
research, fellowship training in the specific subspecialty area and
commitment to academic excellence as demonstrated by a
portfolio of significant scholarly works are key considerations.
Candidates must be eligible for certification with the Royal
College of Physicians and Surgeons of Canada and licensure
with the College of Physicians and Surgeons of Ontario. Salary
support and start-up funding commensurate with the successful
candidate’s research commitments will be available.

All qualified candidates are encouraged to apply, however,
Canadians and permanent residents will be given priority. The
University Health Network and the University of Toronto are
strongly committed to diversity within their communities and
especially welcome applications from visible minority group
members, women, Aboriginal persons, and persons with
disabilities, members of sexual minority groups, and others who
may contribute to the further diversification of ideas.

Please forward a curriculum vitae, statement of academic
interests and the names of three referees by November 30, 2012
to:

Dr. Michael Tymianski, Head, Division of Neurosurgery
Toronto Western Hospital, University Health Network,
399 Bathurst Street, WW 4-435,

Toronto, Ontario, Canada, M5T 258
Email: mike tymianski@uhn.ca

Neurologists

The Department of Internal
Medicine at University Hospital
of Northern BC (UHNBC) is
seeking two Neurologists to join
their current team. Experience
in neuroelectrophysiology, particularly EMG and

nerve conduction studies as well as expertise in
demyelinating disease would be an asset. Candidates
will be expected to participate in the on-call schedule
to a maximum of 1 in 4. Hospital consults in addition
to ambulatory care are also requirements. The
successful candidate can look forward to:

»  Well established Neuroelectrophysiology lab;

» State of the art CT and MRI facilities with 24 hour
availability;

+ Collaborative and cohesive team of Neurologists;

» Teaching opportunities with the Northern Medical
Program; and

+ Research opportunities within the University of
Northern BC;

Prince George is a resource based city of
approximately 80,000 people, located in north-
central BC., with a range of cultural educational, and
recreational amenities and affordable, high quality
housing. A wide range of outdoor activities including
exceptional skiing, canoeing, kayaking, fishing,

hiking and mountain biking are minutes from your
home. The city is home to a symphony orchestra,
professional theatre, a WHL hockey team, award
winning university and a community college. For more
information about living and working in our exciting
community of Prince George, please visit:
http://www.initiativespg.com/Live_Work_Play/index.php

To receive more information about this position,
please contact:

Dr. Abu Hamour, MBBS, MSc, DTM & H, MRCP (UK),
CCST (UK), FRCP (Edin), FRCPC

Consultant Physician & Clinical Assistant Professor,
UBC Department Head of Internal Medicine, UHNBC
Infectious Diseases, Tropical & International Medicine
abuobeida_hamour@yahoo.com

T+ -
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For patients suffering

from Chronic Migraine,
consider BOTOX".

BOTO

NEW INDICATION

For more information visit v 9)

BOTOX® is contraindicated in: patients who are hypersensitive to
botulinum toxin type A or to any ingredient in the formulation or component of
the container; the presence of infection at the proposed injection site(s).’

The term “Allergan unit” upon which dosing is based is a specific measurement
of toxin activity that is unique to Allergan’s formulation of botulinum toxin type A.
Therefore, the “Allergan units” used to describe BOTOX® activity are different
from those used to describe that of other botulinum toxin preparations
and the units representing BOTOX® activity are not interchangeable with
other products.’

The safety and effectiveness of BOTOX® in the prophylaxis of headaches
in Chronic Migraine has not been investigated in children and adolescents under
18 years of age or adults over 65 years of age.'

No efficacy has been shown for BOTOX® in the prophylaxis of headaches in
patients with Episodic Migraine (<15 headaches days per month).!

BOTOX® for Chronic Migraine has not been evaluated in clinical trials beyond
5 injection cycles.'

BOTOX* should only be given by physicians with the appropriate qualifications

and experience in the treatment and the use of required equipment. Follow the
recommended dosage and frequency of administration for BOTOX®.

Caution should be used when BOTOX® is used in the presence of inflammation at
the proposed injection site(s) or when excessive weakness or atrophy is present
in the target muscle.’

‘PAABY
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® [onabotulinumtoxinA] is NOW indicated for the prophylaxis of headaches in adults
with Chronic Migraine (=15 days per month with headache lasting 4 hours a day or longer).’

ca and enter the password C

Muscle weakness remote to the site of injection and other serious adverse effects
(e.g. dysphagia, aspiration pneumonia) have been rarely reported in both pediatric
and adult patients, in some cases associated with a fatal outcome.’

Patients or caregivers should be advised to seek immediate medical care if
swallowing, speech or respiratory disorders arise.’

As with all biologic products, an anaphylactic reaction may occur. Necessary
precautions should be taken and epinephrine should be available.’

There have been rare reports following administration of botulinum toxin of adverse
events involving the cardiovascular system, including arrhythmia and myocardial
infarction, some with fatal outcomes. Some of these patients had risk factors
including pre-existing cardiovascular disease. The exact relationship of these
events to BOTOX®*/BOTOX COSMETIC® is unknown.

There have been rare cases of administration of botulinum toxin to patients with
known or unrecognized neuromuscular junction disorders where the patients have
shown extreme sensitivity to the systemic effects of typical clinical doses. In some
of these cases, dysphagia has lasted several months and required placement of a
gastric feeding tube. When exposed to very high doses, patients with neurologic
disorders, e.g. pediatric cerebral palsy or adult spasticity, may also be at
increased risk of clinically significant systemic effects.’

The discontinuation rate due to adverse events in these phase 3 trials was
3.8% for BOTOX® vs. 1.2% for placebo. The most frequently reported adverse
events leading to discontinuation in the BOTOX® group were neck pain (0.6%),
muscular weakness (0.4%), headache (0.4%), and migraine (0.4%).

1. BOTOX® Product Monograph, October 18, 2011.

ﬂ see prescribing information on pages A-17 to 19
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