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Background
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e Despite use of long-acting stimulants, many patients experience inadequate symptom control across the day.>* These
gaps in symptom control may lead to crash/rebound effects, requiring the need for “booster” doses to ensure continued Primary endpoint Secondary outcomes e Across the three doses, the 37.5 mg CTx-1301
efficacys’ dose significantly reduced ADHD symptoms
e Booster doses are immediate release (IR) stimulants, that bring an increased risk for non-compliance, missed doses, and ADHD-RS-5 score* at week 5 CGI-S score ' CGI-l score* versus placebo, with a clinically meaningful
i i i 89 . . . .
abuse, misuse, and diversion CTx-1301 effect size, given the fixed-dose study design
e There remains a need for treatment approaches that provide consistent, full-day symptom control while minimizing CTx-1301 o
reliance on booster medications blacebo (1 22 ‘ ‘ ‘ | 100 - e On a clinician-rated responder measure (CGI-I),
e (CTx-1301 is a trimodal extended-release dexmethylphenidate (d-MPH) tablet using Precision Timed Release™ (PTR™) 0 acebo (n = 1875 mg (n=21) 25mg (n=22) 37.5 mg (n = 20) Placebo (n=22) 1875me (n=21) 25me(n=22) 375 me (n=20) over 60% of CTx-1301 patients were “much” or
technology, with a built-in booster dose o 00 1 _ & 571% $74% 684% "very much" improved versus 18% with
e PTR™ delivers three distinct pulses across the day: £ s X @ e vg‘;cr::c'h placebo
£ <] > - = ) EEE] EEE] improved
@ -05 368 . . .
35% of daily dose 45% of daily 20% of daily dose g \ 8 £ ‘gf ‘;_—: ¢ In spite of small sample size, meaningful effect
Immediate dose Sustained Immediate N g < -10 4 1 &= B 4 size and statistically significant findings were
Release Release Release N Ew g g 10 & G 258 avidans
- - - ORELEASE g-'n g 15 c - 20 364 158
- - - . .
PIR PanR PLR MoreLEASE 59 £2 s =B — e CTx-1301 was well tolerated with withdrawal
1% Release 2" Release 3 Release L J £ ot ol mwrem 143 t T g | bo: AE istent
0 30min 3h 7h 14 — 0 E 20 4 2 é LS mean difference Pl cebo 1875 mg 25 mg 375 mg ra. es similar to p .ace o, S were .COHSIS en
B : ) I - ) - 2 LS mean difference (95% Cl) | [CAT 959% Cl (n=22) (n=21) (n=21) (n=19) with the known stimulant class profile
This unique pulsatile delivery profile is intended for active day coverage, reducing the need for afternoon booster dosing i O w -20 | (95% C) o . .
g 25 -8.81 (-16.09 to —1.53); p = 0.018; Effect size™: 0.737 R ~0.69 (~1.44 to 0.07); p = 0.073 ‘ pewrr] | e No clinically meaningful increase was observed
[=] : ! s : a - . . .
< 25 074 (143 t0 001) 005 in insomnia or appetite-related AEs, associated
_ _ _ = . ate A —1. 0 0.01); p = 0. Very much Improved M Much Improwed B Minimally improwed . . L. ..
Objective 30 J 9:34 (-1651 to -2.17); p = 0011; Effect size: 0.782 P Nor‘ihmge ’ n M\mmaH: worse M worse with afternoon dosing. In addition, no clinically
-14.16 (-21.42 to —6.90); p < 0.001; Effect size': 1.185 -1.35 (-2.11 to —0.59); p < 0.001 ‘ | very much worse meaningful trends were observed in vital signs
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