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Abstract
Advancements in pharmacogenomics have introduced an increasing number of opportunities to
bring personalized medicine into clinical practice. Understanding how and when to use this
technology to help guide pharmacotherapy used to treat neuropsychiatric conditions remains a
challenge for many clinicians. Currently, guidelines exist to assist clinicians in the use of genetic
information for drug selection and/or dosing for the tricyclic antidepressants, carbamazepine, and
phenytoin. Additional language in the product labeling suggests that genetic information may also
be useful for assessing the starting and target doses, as well as drug interaction potential, for a
number of other medications used to treat psychiatric and neurological conditions. In this review,
we outline the current status of pharmacogenomic testing for neuropsychiatric drugs as it pertains
to information contained in drug labeling, consensus guidelines, and test panels, as well as
considerations related to obtaining tests for patients.
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Advances in pharmacogenomics have introduced an increasing number of opportunities to
bring personalized medicine into clinical practice. Personalized medicine may be defined as
“a comprehensive, prospective approach to preventing, diagnosing, treating and monitoring
disease in ways that achieve optimal individual health care decisions.”1 One way that
providers may personalize certain treatments is through pharmacogenomic testing for
individual genetic variants that may influence response, tolerability, or safety of
medications. Over 100 medications now contain United States Food and Drug
Administration (FDA) labeling related to potentially applicable pharmacogenomic
biomarkers.2 Consortia are now in place to systematically evaluate the literature and data for
specific drugs or groups of drugs with the overarching goal of creating guidelines for testing
and how to clinically implement genetic tests. At the time of this publication, the top three
therapeutic areas represented by drugs with the FDA labeling are oncology (32 drugs),
psychiatry/neurology (32 drugs; Table 1) and cardiovascular medicine (10 drugs).2
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Understanding and applying pharmacogenomic testing in psychiatry and neurology has been
complex. Genetic variables influencing the pharmacokinetics and pharmacodynamics of
some of these medications have been described; however, currently lacking are large and
controlled studies specifically designed to assess whether using this information to inform
drug selection and/or dosing is better than clinical care.3 These types of studies are difficult
to design and execute because of multidimensional biological causes of psychiatric diseases
and limited knowledge of the mechanisms of action of neuropsychiatric medications.4

However, inadequately choosing and dosing neuropsychiatric medications can have serious
consequences. Thus, any added knowledge that can help clinicians optimize the risk:benefit
ratios of our available treatments has tremendous potential for improving the lives of
patients. Despite these barriers, drug labeling and consensus guidelines now provide
language regarding the potential clinical utility of pharmacogenomic testing. Additionally,
available test panels and laboratory services now include assays to assess gene variants
mentioned in product labeling as well as other markers. How clinicians may decide to
recommend, order, and use this information has not been well studied, and not all clinicians
are familiar with the interpretation of genetic tests or how to explain results to their patients.
Thus, the purpose of this review is to outline the current status of pharmacogenomic testing
for neuropsychiatric medications as it pertains to drug labeling, guidelines, and testing
panels, as well as considerations related to actually obtaining tests for patients. It is our
expectation that shedding some light on the consensus and controversies surrounding the
application of pharmacogenomic testing for neuropsychiatric medications will help
clinicians understand and apply current knowledge as well as provide a foundation on which
new information can be built to evolve testing guidelines and recommendations.

Historical Perspectives
The 1950s marked the beginning of our modern conceptualization of pharmacogenetics as a
distinct discipline. In 1959, the German human geneticist Friedrich Vogel first introduced
the term “pharmacogenetics.”5 Since then, many researchers have used genetic techniques to
examine variability in drug response across patients and populations. One of the first known
studies in psychiatry identifying a potential inherited basis of drug response summarized an
investigation of 41 first-degree relative pairs treated with tricyclic antidepressants (TCAs).6

Thirty-eight of the 41 relative pairs were concordant for response. In the 1960s and early
1970s, Pare et al. demonstrated that subgroups of relatives followed in assessments of
antidepressant treatment response exhibited striking similarities in their outcomes to
treatment.7, 8 In these rare instances where family members were assessed, all 12 first-
degree relative pairs receiving monoamine oxidase inhibitors (MAOIs) and 10 of 12 first-
degree relatives receiving TCAs were concordant for response. Around the same period,
Alexanderson et al. investigated steady-state plasma concentrations of nortriptyline in twins
and postulated that the variability observed in the data could be due to genetic differences in
ability to metabolize the drug.9 In 1994, O’Reilly et al. described eight family members
diagnosed with depression who showed a similar pattern of response to tranylcypromine and
lack of response to TCAs or various new-generation agents.10 Even though at that time the
biochemical mechanisms of familial response were unknown, genetic variations in the
metabolism of antidepressants were suspected. These hereditary studies provided the first
evidence that genetic factors may account for some of the variability seen in drug response
among patients with psychiatric conditions.

Early observations from pharmacokinetic studies in psychiatry paved the way for drug
metabolism and molecular genetic studies that began to more clearly identify and
characterize genetic mechanisms that may influence drug outcomes. As was the case with
many other therapeutic areas, differences in drug metabolism were initially identified. In the
mid-1970s, Smith et al. studied response to the antihypertensive drug debrisoquine11 and
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observed that subjects’ drug responses could be separated into two distinct populations,
extensive metabolizers and nonmetabolizers. The drug concentrations exhibited a binomial
distribution, and since this discovery, debrisoquine has commonly been used as a probe drug
for predicting cytochrome P450 (CYP) 2D6 enzyme activity. Subsequently, a number of
research groups have investigated gene variants related to the pharmacodynamics of
neuropsychiatric medications. Examples include serotonin2A receptor (HTR2A) and
dopamine2 receptor (DRD2) variants related to antipsychotic response12 and serotonin
transporter and antidepressant response,13 as well as others outlined in a recently published
review by the European Group for the Study of Resistant Depression (GSRD).14 Similar
studies were conducted to investigate adverse effects, where an association between a
common serotonin transporter polymorphism and antidepressant-induced mania was
described.15 Additionally, a significant concordance among first-degree relatives for
antipsychotic-induced tardive dyskinesia was described by Müller et al.16 and antipsychotic-
induced weight gain by Gebhardt et al.17

Translation of science to clinical practice in psychiatry has begun only recently. Limitations
have included lack of clear relationship between the serum concentrations of many
neuropsychiatric drugs and efficacy, a relatively wide therapeutic window for many of these
medications, lack of pharmacogenomic guidelines, and a limited number of trials
investigating pharmacogenomic testing in ways that can be translated to the clinical practice.
In addition, many psychiatric and neurological diseases are thought to be polygenetic and
multifactorial in etiology, with multiple medication classes commonly used to manage
symptoms. This further complicates our understanding of how and when to use testing in
clinical environments.

Current Status of Drug Labeling and Pharmacogenomic Testing Guidelines
Currently, there are 110 medications with pharmacogenomic biomarker information listed in
the product labeling.2 Examples of neuropsychiatric medications with this information are
listed in Table 1. Of the 32 neuropsychiatric medications listed, 27 (84%) have CYP2D6
metabolizer status listed as an important biomarker, 3 (9%) identify CYP2C19 metabolizer
status as an important biomarker, and 3 (9%) pertain to other genetic markers (e.g., major
histocompatibility complex human leukocyte antigen (HLA) allele HLA-B*1502 for
carbamazepine and phenytoin, carbamoyl phosphate synthetase 1 [CPS1] and ornithine
carbamoyltransferase [OTC] for valproic acid). Of the 32 neuropsychiatric medications
listed, 10 have information related to dosing, precautions, or warnings (Table 1). Dosage
changes for known poor metabolizers (PMs) for CYP2D6 or CYP2C19 are outlined for
aripiprazole, atomoxetine, citalopram, clobazam, iloperidone, pimozide, and tetrabenazine.
At the time of this review, carbamazepine had genetic information listed in the black-box
warning section of the label, which was limited to the patients of Asian ancestry.

One challenge with clinically applying pharmacogenomic information relates to a lack of
guidance of how one should use this information, even though multiple approaches have
been taken to establish guidelines. In 2001, Kirchheiner et al. published a comprehensive
review of available pharmacogenomic studies of antidepressant drugs metabolized by
CYP2D6 and CYP2C19 enzymes.18 Based on these data (representing data published
between 1997 and 2003), the authors calculated a percentage dose adjustment recommended
for each metabolizer category. This publication was one of the first that aggregated
information to highlight and provide pharmacokinetic justification for dosage adjustments.
This information was provided in a way that suggested drug-specific dosage adjustments
based on changes in pharmacokinetic parameters known to result from differences in
metabolizer status (e.g., PMs of CYP2C19 should receive 60% of the average dose of
citalopram). In 2006, de Leon et al. published clinical guidelines for psychiatrists regarding
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pharmacogenomic testing for CYP2D6 and CYP2C19.19 The authors provided general
information about the availability of genetic testing, information about choice of appropriate
test, and dose recommendation for antidepressants and antipsychotic drugs metabolized by
CYP2D6 and CYP2C19. Their recommendations were designed as dosing or drug selections
suggestions based on the results of testing as well as other clinical factors.

Efforts to more formally develop testing guidelines were extended by the Evaluation of
Genomic Applications in Practice and Prevention (EGAPP) Working Group in 2007.20 This
initiative was established by the Centers for Disease Control (CDC) Office of Public Health
Genomics in 2004, with the goal of establishing and evaluating evidence for
pharmacogenomic testing in a systematic manner. To date, the only assessment of
neuropsychiatric medications conducted by this group was an examination in 2007 of
evidence for CYP2D6 testing in adults with nonpsychotic depression who were being
considered for treatment with a selective serotonin reuptake inhibitor (SSRI). 20 After
reviewing the available evidence, the panel concluded that pharmacogenomic testing in
adults initiating SSRI treatment for depression was not recommended at that time (2007).
Furthermore, the EGAPP initiative could not endorse the clinical utility of
pharmacogenomic testing for SSRIs and identified the need for additional prospective,
double-blind clinical trials to expand the evidence in support of pharmacogenomic testing.

The above recommendations were followed by a publication from the Royal Dutch
Association for the Advancement of Pharmacy. The Pharmacogenetic Working Group
(PWG), established by this association, developed guidelines that are available on the
Pharmacogenomics Knowledgebase (PharmGKB) Web site (www.pharmgkb.org).21 The
PWG publication includes 85 genotype and phenotype drug combinations for 25
medications. At this time, the drug-gene recommendations included on the PharmGKB site
provide information for 17 psychiatric drugs as they relate to variants in the CYP2D6 gene.
The number of guidelines for the CYP2C19 gene and neuropsychiatric medications is
significantly lower (only one guideline). The PWG guidelines translate the phenotype and
genotype information into therapeutic dose recommendations. In addition, information about
clinical relevance is provided with the clearly stated level of the evidence (e.g., strong,
moderate, and optional). PWG recommendations are designed to inform clinicians about
dosage adjustments or drug choices in situations when genetic results are available.

The Clinical Pharmacogenetics Implementation Consortium (CPIC) was established in 2009
and consists of members from the Pharmacogenomics Research Network (PGRN),
Pharmacogenomics Knowledge Base (PharmGKB) affiliates, and experts in the area of
pharmacogenomics.22 The consortium was formed in order to establish evidence-based
guidelines and to disseminate them to clinicians. These peer-reviewed guidelines are
published and are readily available on the PharmGKB Web site and represent
comprehensive and up-to-date assessments of this topic at this time. They are designed to
assist and guide drug therapy in situations when genetic information is available, but they do
not specifically advocate for if and for whom tests should be obtained. Currently, there are
10 published guidelines. With respect to neuropsychiatric medications, guidelines for TCAs,
SSRIs, carbamazepine, phenytoin, and valproic acid are either published or are in progress
(www.pharmgkb.org). The following sections in this review summarize initial guidelines for
neuropsychiatric medications as well as other selected agents with product labeling that has
incorporated actionable pharmacogenomic information (e.g., dosing recommendations) into
the warning or dosing sections with relevance to patient safety. For other drugs, a summary
of the labeling information is included in Table 1.
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Guidelines and Labeling for Tricyclic Antidepressants
Tricyclic antidepressants are used for a variety of conditions including depression and
neuropathic pain. Language regarding the pharmacokinetic effects of PM status for CYP2D6
and/or CYP2C19 is included in the product labeling for clomipramine, desipramine,
doxepin, imipramine, nortriptyline, protryptyline, and trimipramine.23 Although the details
of the labeling may differ slightly across medications, the wealth of evidence linking
metabolizer status to serum concentrations and drug outcomes provided the basis for
guidelines that now outline how to use available pharmacogenomic test information in
clinical scenarios.24 The recommendations are based on a comprehensive literature review
with a focus on the pertinent genotypes and available pharmacokinetic data based on the
genotype and phenotype characteristics.

TCAs (e.g., amitriptyline, clomipramine, doxepin, imipramine, and trimipramine) undergo
demethylation by CYP2C19 followed by hydroxylation by CYP2D6 (metabolites of the
above medications with the addition of desipramine and nortriptyline).25 Polymorphisms in
one or both genes may alter drug metabolism and therefore symptom response as well as
dose-related adverse effects. Based on available data, the guidelines recommend a 50% dose
reduction of amitriptyline and nortriptyline in persons who are CYP2D6 or CYP2C19
PMs.24 For CYP2D6 ultrarapid metabolizers (UMs), therapy with amitriptyline or
nortriptyline should be avoided, or the initial target dose should be increased. For CYP2C19
UMs, alternative therapy should be considered, but the evidence supporting this
recommendation was recognized as being not strong at this time. In situations when a patient
is a CYP2D6 intermediate metabolizer (IM), the guidelines note that clinicians could reduce
the initial dose by 25%, but the level of evidence supporting this recommendation is not as
strong as that for PM status. It should be recognized that TCAs are categorized based on
their chemical structure into two categories: secondary and tertiary amines. Differences in
their chemical structure dictate affinity to neurotransmitters. Tertiary amines (e.g.,
amitriptyline) have more pronounced serotonergic activity whereas secondary amines (e.g.,
nortriptyline) have more pronounced noradrenergic activity.26 Chemical structure also
influences which enzymes are preferentially involved in metabolism and influences the
overall ratio of tertiary to secondary amine plasma concentration ratio, clearance, and
adverse-effect profile. The guidelines note that recommendations available for amitriptyline
and nortriptyline may be applied to other tricyclic antidepressants, using the rationale that
TCAs as a class have very similar pharmacokinetic profiles, and amitriptyline and
nortriptyline are model drugs for each of their respective amine categories.24 However, the
relationships between pharmacogenomic markers and serum concentrations or treatment
outcomes have not been extensively studied with the other tricylic agents.

Guidelines and Labeling for Carbamazepine
Carbamazepine is used for the treatment of epilepsy and is commonly used as a mood
stabilizer for bipolar spectrum disorders.23 Recently published CPIC guidelines strongly
support HLA-B*1502 genotyping for patients of Asian ancestry who are being considered
for the treatment with carbamazepine.27 CPIC guidelines followed changes to the product
labeling in 2007, which incorporated the use of pharmacogenomic testing into the black-box
warning section.23 This warning highlights the risk of severe and potentially fatal
dermatologic reactions, Stevens-Johnson syndrome (SJS), and toxic epidermal necrolysis
(TEN). Both the FDA labeling and CPIC guidelines recommend genetic testing for presence
of the HLA-B*1502 allele in patients of Asian ancestry.23, 27 The guidelines for testing
highlight distinct ethnic and regional differences in the distribution of the risk allele that
should be considered when evaluating who should be tested. The HLA-B*1502
polymorphisms are found in the highest frequencies in Asian populations (10–15% in
patients from China, Thailand, Malaysia, Indonesia, the Philippines, and Taiwan; 2–4% in
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patients from south Asia and India), with extremely low or nonexistent(<0.01%) in patients
of European, Hispanic, Native American, and African descent.28 The HLA-B*1502 allele
appears to cosegregate with two polymorphisms (rs2844682 and rs3909184) that are thought
to result in altered immune system recognition to carbamazepine that bypasses antigen
processing involved in direct presentation to cytotoxic T cells and subsequent cytotoxicity.29

There are other HLA alleles that also demonstrate evidence for the association with
carbamazepine-induced hypersensitivity reactions, including mild maculopapular eruptions,
drug hypersensitivity syndrome, SJS, and TEN. One additional variant allele, HLA-A*3101,
was first identified in Han Chinese, followed by identification among Japanese, European,
and Korean populations.30 Currently, recommendations provided by the CPIC and in the
FDA labeling do not include these additional HLA variants.

In line with the available evidence, guidelines, and labeling, carbamazepine may be used in
non-HLA-B*1502 carriers. In the case of those who carry one or two copies of HLA-B*1502
alleles (HLA-B*1502 positive), alternative agents should be considered. Clinicians should
bear in mind that alternative agents (phenytoin, fosphenytoin, oxcarbazepine,
eslicarbazepine acetate, and lamotrigine) also show evidence of hypersensitivity reactions in
carriers of the HLA-B*1502 allele.27 For HLA-B*1502-positive patients who previously
received carbamazepine for period of more than 3 months, a therapeutic switch is optional
since the highest risk of the development of dermatologic complications occur in the first
months of the therapy.31,32 A meta-analysis of studies published as of 2011 identified that
the specificity and sensitivity of HLA-B*1502 testing were 0.88 and 0.96, respectively.
Across studies, the odds of SJS or TEN were 113.4 times greater in HLA-B*1502 carriers
compared with noncarriers.30

Labeling for Phenytoin
The FDA labeling recommendations for carbamazepine were followed by the inclusion of
similar information in the warning section of the product labeling for phenytoin highlighting
the risk of severe and potentially fatal SJS or TEN.23 The FDA recommends genetic testing
for the presence of the HLA-B*1502 allele in patients of Asian ancestry who are being
considered for therapy with phenytoin. Testing recommendations for phenytoin are based on
literature describing SJS and TEN, as well as the presence of an aromatic ring which has a
similar structure to carbamazepine.33 However, the genetic association of HLA-B*1502 and
SJS or TEN development may be more complex in the case of phenytoin. A case-control
association study identified that additional variants (HLA-B*1301, Cw*0801, and
DRB1*1602) may also be associated with development of phenytoin induced SJS and
TEN.33 Sensitivity and specificity values for HLA-B*1502 testing from a meta-analysis of
studies published as of 2012 were 36.6% and 87.2%, respectively, perhaps indicative of
additional factors influencing phenytoin-associated risk for SJS and TEN.34

In addition to the recommendation for HLA-B*1502-positive subjects, the Dutch
Pharmacogenetics Working Group provides dose recommendations for carriers of CYP2C9
variants in patients treated with phenytoin, which is a major substrate for this metabolic
pathway.35 This recommendation outlines a 25% dose reduction for CYP2C9*1/*2 or *1/*3
and a 50% dose reduction for *2/*2, *2/*3, or*3/*3 carriers. However, this recommendation
is not reflected in the latest phenytoin drug label.

Labeling for Selective Serotonin Reuptake Inhibitors
SSRIs are first-line therapies for the treatment of depression, some anxiety disorders, forms
of posttraumatic stress disorder (PTSD), and obsessive-compulsive disorder (OCD). The
therapeutic window is thought to be wide for SSRIs with respect to treating depression and
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anxiety.36 However, for other disease states, such as OCD, there is often a need for higher
doses, which can pose a challenge for identifying target doses and titration strategies that
must balance the risks of dose-dependent adverse effects with the benefits of dose-
dependent response.37 As SSRIs have broad therapeutic windows, use of genetic testing that
has implications for dose-related outcomes is controversial. The CYP enzymes, primarily
CYP2D6 and CYP2C19, are involved in the metabolism of SSRIs. Moreover, citalopram,
fluoxetine, fluvoxamine, and paroxetine are strong inhibitors of CYP2D6 and/or CYP2C19
(citalopram).38

The differences in pharmacokinetic parameters between metabolizer groups have been
recognized for citalopram and fluvoxamine. The FDA label for citalopram recommends a
maximum dose of 20 mg/day in known PMs.23 Regarding fluvoxamine, the FDA labeling
recommends caution when the drug is administered to PMs or when it is coadministered
with CYP2D6 inhibitors.23 Labeling for fluoxetine and paroxetine include only general
information in the drug-drug interaction section, in view of the fact that both agents have the
ability to inhibit CYP2D6.23

As previously mentioned, an initial evaluation of literature by the EGAPP in 2007 came to
the conclusion that there was insufficient evidence to support CYP pharmacogenomic
testing for SSRIs.20 Since that time, research in this area has continued with some studies
suggesting beneficial effects of certain pieces of pharmacokinetic and pharmacodynamic test
information when applied in clinical practice scenarios.39 Despite this optimism, uncertainty
and challenges still exist in identifying the genetic components of SSRI response.40 At the
time of this review, a reevaluation of SSRI evidence is currently underway that will
hopefully provide more up-to-date guidance for these medications.

Labeling for Valproic Acid
Recently, it has been recognized that rare mutations in the urea cycle genes encoding CPS1
and OTC might have detrimental consequences in patients being treated with valproic acid.
Severe cases of urea cycle disorders (UCDs) are primarily recognized in newborn infants.
These infants may develop lethargy, poor feeding, and emesis on initiation of protein in their
diet.41 If unrecognized or untreated, accumulation of ammonia may cause cerebral edema,
followed by coma and possibly death. Additionally, cases of severe hyperammonemia have
been reported after the administration of valproic acid in pediatric populations.42 In cases of
partial UCD deficiencies, increased levels of accumulating ammonia might be triggered by
dehydration, stress, or administration of valproic acid.43 The FDA-approved drug label
includes a contraindication of valproic acid in patients with known UCDs as well as
provides information regarding those who should be considered for additional evaluation.23

Although there are genetic variants in the CPS1 and OTC genes that are associated with
UCDs, genotyping for these variants before the initiation of valproic acid therapy is not
recommended at this time. This is perhaps due to the general early recognition of these
disorders, which would theoretically result in a relatively low number of previously
unidentified patients discovered as part of clinical genetic testing.

Labeling for Tetrabenazine
In August 2008, tetrabenazine was approved by the FDA for the treatment of movement
disorders associated with Huntington’s disease.23 It has also been investigated as a possible
treatment for antipsychotic-associated tardive dyskinesia and other hyperkinetic movement
disorders.44 In the case of tetrabenazine, pharmacogenomic testing could be highly relevant
since the parent drug and its equivalently active metabolites are primarily metabolized by
CYP2D6.45 In the initially approved labeling, genetic testing information was included with
the recommendation that genetic testing for CYP2D6 be completed prior to the initiation of
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the tetrabenazine treatment with daily doses exceeding 50 mg.23 This information appears to
be based on a small number (n=2) of PMs profiled in pharmacokinetic studies during drug
development, with further justification from pharmacologic CYP2D6 drug inhibition
studies. These studies suggest robust differences in the pharmacokinetics of the drug in PMs.
A subsequent investigation that included adverse-effect assessments identified trends
suggesting more adverse events (i.e., sedation, akathisia, insomnia, and suicidality) in
PMs.45 Although not statistically significant, they may still be clinically meaningful. The
adverse events experienced included drowsiness, akathisia, parkinsonism, confusion, and
depression.

Labeling for Other Neuropsychiatric Drugs
Several other neuropsychiatric drugs also include pharmacogenomic biomarker information
in the FDA product labeling. This information is relevant to the warning, clinical
pharmacology, drug interactions, and dosage and administration sections of the label. As
highlighted in Table 1, the specificity and usefulness of pharmacogenomic language found
in the product labeling is highly variable. The most refined examples include
recommendations about dosing in patients of a specific metabolizer category if genetic
information is known. Examples include atomoxetine, aripiprazole long-acting injection,
clobazam, and iloperidone. The product labeling for many other medications may include
information about the impact of CYP2C19 or CYP2D6 metabolizer status on the
pharmacokinetic parameters of a drug or potential importance for drug interactions. No
labeling or guidelines currently mandate that pharmacogenomic testing be performed; rather,
they provide varying levels of recommendations for what implications that information may
have if it is available.

How and Where Pharmacogenomic Testing Should Be Performed
Despite the challenges of understanding how and when to perform pharmacogenomics tests
when prescribing neuropsychiatric drugs, its clinical use is increasing. Similarly, so are the
options for obtaining pharmacogenomic tests. In 2004, the FDA approved the first
pharmacogenomic testing platform—the Roche AmpliChip CYP450 Genotyping Test
(Roche Molecular Systems Inc. and Affymetrix Inc., Pleasanton, CA), for CYP2D6 and
CYP2C19—which facilitated the availability of genetic testing at multiple clinical centers.46

Since then, several companies have introduced testing panels to the market and have offered
them to physicians or directly to potential customers. These innovations changed the arena
of genetic testing and revealed the need for development and implementation of support
systems such as pharmacogenomic education to clinicians, guideline development, and
performance of large, randomized clinical trials.

Pharmacogenomic testing platforms and laboratory services include those approved by the
FDA as well as those developed and/or provided in Clinical Laboratory Improvement
Amendments–certified laboratories. Although there will be an increasing number of
resources available to prescribers and patients to obtain this information, it is important to
understand some of the variables that may differ across available options—that not all
testing platforms or services examine the same variants in a given gene and that these
differences may be more or less important depending on the ancestry of a particular patient.
As they relate to the neuropsychiatric medications reviewed in this article, a number of
testing platforms and testing facilities currently exist that may be helpful in examining the
variants that are relevant to these medications. As an example, a selection of the
pharmacogenomic testing platforms or laboratories relevant to the biomarkers listed in
guidelines or product labeling in the United States is listed in Table 2. Some testing options
are directly available to customers and do not require physician involvement (e.g., 23 and
Me, Matrix Genomics) and others, which call for a physician order (e.g., Genelex,
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AssureRx). Whereas this list and perhaps details of the individual platforms will certainly
change, highlighting some similarities and differences may be helpful in identifying sources
of variability in available resources and how they may relate to specific clinical scenarios.

The information included in Table 2 illustrates that currently available platforms relevant to
pharmacogenomic testing for neuropsychiatric medications encompass a range of gene
variants or alleles that are genotyped. This introduces some limitations when assigning
genotype-inferred phenotypes. Since the list of genotyped alleles and possible copy number
variation is not comprehensive for all platforms, the assigned phenotype is predicted to the
best of available knowledge and may be a source of discrepancies between platforms. For
example, if a given platform is unable to assess CYP2D6 gene duplication, important
information predicting UMs can be easily missed. Additionally, the star (*) nomenclature
commonly used for assigning allele status for drug-metabolizing enzyme genes defaults to
the wild-type or *1 allele in the absence of a variant. Thus when a specific variant is not
tested, there is the risk of misclassification of the *1 allele.

Race-ethnicity is an important factor that may influence drug response through gene variants
and may be observed at different frequencies depending on one’s ancestry.47 Racial-ethnic
variation needs to be recognized and taken into the consideration during the selection
process of an appropriate genetic test panel. Different racial or ethnic groups may not only
vary in the frequency of a given variant identified as important for pharmacogenomic testing
but may also carry other, different variants not identified or included in current tests.
Generally speaking, CYP2D6 PM status is most commonly observed in Caucasians (~10%),
is relatively infrequent in Asians (0–1.2%), and differs widely in African-Americans
(ranging from 1.9–7.3%).48, 49 Among American populations, UMs have been observed at
similar frequencies in Caucasians and African-Americans (4.3% and 4.9%,
respectively).48, 49 UMs are rarely seen in persons of Asian descent. The highest frequency
of UMs has been described in persons from Saudi Arabia (20%)50 and Ethiopia (16%).51

Pronounced racial-ethnic differences are also observed in the frequencies of CYP2C19
genotypes and phenotypes. PMs are most commonly observed in those of Asian ancestry
(~20%), whereas PMs are less frequent in African-Americans (4.5%) and Caucasians
(2.3%).48, 49 The significant influence of race-ethnicity was described previously in the
context of carbamazepine use and development of severe dermatologic adverse events in
HLA-B*1502 carriers in subjects of Asian descent.28 Thus, the magnitude of variability
across populations is highly gene and/or polymorphism specific. These examples clearly
illustrate the necessity of appropriate test selection in the perspective of the ancestry of the
patient.

In examining available platforms, many of the differences that exist represent the inclusion
or exclusion of rare alleles that may influence metabolizer status (e.g., CYP2D6*69,
CYP2D6*36+*10) or more common alleles that may result in reduced or partial gene
expression that contribute to IM status for which the clinical implications are not as easily
defined. Additionally, testing services and platforms may provide results differently to
patients and providers, and thus the “usability” of the results is an important consideration in
how of if they may be used and interpreted correctly in the context of a specific patient’s
disease states and medication regimen.

Moreover, multiple platforms offer testing of several polymorphic variants for which
guidelines and labeling do not exist. Examples include variants in the serotonin transporter
(SLC6A4), HTR2A, serotonin2 receptor (HTR2C), catechol-O-methyltransferase (COMT),
and DRD2, as well as others. Variants in these genes have been extensively studied as
candidates that may influence drug response, psychiatric disease risk, or disease-related
phenotypes. Evidence exists to support hypotheses that these variants may influence
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response or adverse effects to psychiatric medications. However, the effect sizes for these
outcomes seem to be small to moderate at best, with heterogeneity across studies and patient
populations that needs to be resolved before clinical application becomes widespread. These
statements of effect size and heterogeneous results may arguably be applicable to studies of
drug metabolism markers. However, variation at these loci, which are more related to drug
pharmacodynamics, have also been associated with disease risk, personality traits, or other
psychiatric phenotypes that require important consideration as they relate to what the results
may mean to the patient and their relatives.

Implications for Clinical Practice
Pharmacogenomics is now beginning to reach clinical practice in neuropsychiatric settings.
Currently, guidelines exist to help clinicians in the use of existing genetic information to
direct drug selection and/or dosing in the TCA class of antidepressants, carbamazepine, and
phenytoin. Additional language in the product labeling suggests that genetic information
may also be useful for assessing the starting and target doses and drug interaction potential
for a number of other medications such as antidepressants and antipsychotics. Most of the
information that has been formally assessed relates to variability in drug-metabolizing
enzymes. Variants influencing immune response are notable for influencing the risk for
severe dermatological reactions from carbamazepine and phenytoin.

Published guidelines and updates to the U.S. product labeling represent significant advances
to our ability to implement pharmacogenomic testing into clinical practice and how to use
some this information when it is available. However, information to support whether testing
should be completed for gene variants that influence drug metabolism is still lacking. The
lack of data examining whether patient care that integrates pharmacogenomic test
information for many of these drugs results in better or safer treatment outcomes remain a
significant barrier to widespread use and coverage by insurance providers. As of 2012, 8 of
27 reviewed pharmacogenomic tests, including carbamazepine and tetrabenazine, were
covered by leading U.S. insurance companies.52 The covered tests included CYP2D6 for
tetrabenezine and HLA-B*1502 for carbamazepine. The coverage policies were mostly
based on the evidence included in pharmacogenomics guidelines and FDA-approved
product labeling. This indicates that as guidelines and labeling increase, so will the
likelihood of reimbursement. Certainly, there are many clinical examples that highlight
individual instances where using such information has provided knowledge that improved
care; however, how testing performs on a larger scale is still uncertain, despite the biological
plausibility of the data supporting the labeling and guidelines discussed in this review. Until
this knowledge gap is addressed, extensive use will continue to be controversial.

Conclusion
Despite the controversies regarding when and whether to obtain pharmacogenomic testing,
the improvements in technology supporting these tests, improved accessibility of testing
options, and the growing number of resources that help clinicians understand how to use this
information when it is available are making this aspect of personalized or precision medicine
a reality. Thus, it is important for providers to become more aware of the science and
clinical relevance of pharmacogenomic tests. Additionally, multiple options exist that may
be used for testing, not all tests interrogate the same genetic variants, and some of these
differences may have important clinical consequences. Continuing the education of
established providers as well as clinical trainees is an important step in this process, which
will continuously evolve as technology and clinical evidence informing testing and
application are advanced.

Drozda et al. Page 10

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Acknowledgments
Acknowledgments/Support:

Dr. Bishop is supported by a grant (K08MH083888) from the National Institute of Mental Health. Dr. Müller is
supported by a Brain & Behavior Research Foundation Award, a Canadian Institutes of Health Research Michael
Smith New Investigator Salary Prize for Research in Schizophrenia, an Ontario Mental Health New Investigator
Fellowship, and an Early Researcher Award by the Ministry of Research and Innovation of Ontario, Canada.

References
1. Lesko LJ. Personalized medicine: elusive dream or imminent reality? Clin Pharmacol Ther. 2007;

6:807–16. [PubMed: 17505496]

2. FDA. Table of Pharmacogenomic Biomarkers in Drug Labels. Mar. 2013 http://wwwfdagov/drugs/
scienceresearch/researchareas/pharmacogenetics/ucm083378htm

3. Malhotra AK, Zhang JP, Lencz T. Pharmacogenetics in psychiatry: translating research into clinical
practice. Mol Psychiatry. 2012; 8:760–9. [PubMed: 22083729]

4. Arranz MJ, Kapur S. Pharmacogenetics in psychiatry: are we ready for widespread clinical use?
Schizophr Bull. 2008; 6:1130–44. [PubMed: 18753306]

5. Pirmohamed M. Pharmacogenetics: past, present and future. Drug Discov Today. 2011; 19–20:852–
61.

6. Angst J. Effect of Antidepressives and Genetic Factors. Arzneimittelforschung. 1964; (SUPPL):
496–500. [PubMed: 14253947]

7. Pare CM, Mack JW. Differentiation of two genetically specific types of depression by the response
to antidepressant drugs. J Med Genet. 1971; 3:306–9. [PubMed: 5097136]

8. Pare CM, Rees L, Sainsbury MJ. Differentiation of two genetically specific types of depression by
the response to anti-depressants. Lancet. 1962; 7270:1340–3. [PubMed: 13941389]

9. Alexanderson B, Evans DA, Sjoqvist F. Steady-state plasma levels of nortriptyline in twins:
influence of genetic factors and drug therapy. Br Med J. 1969; 5686:764–8. [PubMed: 5391106]

10. O’Reilly RL, Bogue L, Singh SM. Pharmacogenetic response to antidepressants in a multicase
family with affective disorder. Biol Psychiatry. 1994; 7:467–71. [PubMed: 7811843]

11. Mahgoub A, Idle JR, Dring LG, Lancaster R, Smith RL. Polymorphic hydroxylation of
Debrisoquine in man. Lancet. 1977; 8038:584–6. [PubMed: 71400]

12. Zhang JP, Malhotra AK. Pharmacogenetics and antipsychotics: therapeutic efficacy and side
effects prediction. Expert Opin Drug Metab Toxicol. 2011; 1:9–37. [PubMed: 21162693]

13. Serretti A, Kato M, De Ronchi D, Kinoshita T. Meta-analysis of serotonin transporter gene
promoter polymorphism (5-HTTLPR) association with selective serotonin reuptake inhibitor
efficacy in depressed patients. Mol Psychiatry. 2007; 3:247–57. [PubMed: 17146470]

14. Schosser A, Serretti A, Souery D, et al. European Group for the Study of Resistant Depression
(GSRD)--where have we gone so far: review of clinical and genetic findings. Eur
Neuropsychopharmacol. 2012; 7:453–68. [PubMed: 22464339]

15. Mundo E, Walker M, Cate T, Macciardi F, Kennedy JL. The role of serotonin transporter protein
gene in antidepressant-induced mania in bipolar disorder: preliminary findings. Arch Gen
Psychiatry. 2001; 6:539–44. [PubMed: 11386982]

16. Muller DJ, Schulze TG, Knapp M, et al. Familial occurrence of tardive dyskinesia. Acta Psychiatr
Scand. 2001; 5:375–9. [PubMed: 11722319]

17. Gebhardt S, Theisen FM, Haberhausen M, et al. Body weight gain induced by atypical
antipsychotics: an extension of the monozygotic twin and sib pair study. J Clin Pharm Ther. 2010;
2:207–11. [PubMed: 20456740]

18. Kirchheiner J, Brosen K, Dahl ML, et al. CYP2D6 and CYP2C19 genotype-based dose
recommendations for antidepressants: a first step towards subpopulation-specific dosages. Acta
Psychiatr Scand. 2001; 3:173–92. [PubMed: 11531654]

19. de Leon J, Armstrong SC, Cozza KL. Clinical guidelines for psychiatrists for the use of
pharmacogenetic testing for CYP450 2D6 and CYP450 2C19. Psychosomatics. 2006; 1:75–85.
[PubMed: 16384813]

Drozda et al. Page 11

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://wwwfdagov/drugs/scienceresearch/researchareas/pharmacogenetics/ucm083378htm
http://wwwfdagov/drugs/scienceresearch/researchareas/pharmacogenetics/ucm083378htm


20. Recommendations from the EGAPP Working Group: testing for cytochrome P450 polymorphisms
in adults with nonpsychotic depression treated with selective serotonin reuptake inhibitors. Genet
Med. 2007; 12:819–25.

21. Thorn CFKT, Altman RB. Pharmacogenomics and bioinformatics: PharmGKB.
Pharmacogenomics. 2010; 11:501–5. [PubMed: 20350130]

22. Relling MV, Klein TE. CPIC: Clinical Pharmacogenetics Implementation Consortium of the
Pharmacogenomics Research Network. Clin Pharmacol Ther. 2011; 3:464–7. [PubMed:
21270786]

23. FDA. [Accessed November 14, 2013] FDA Approved Drug Products. Available from http://
wwwaccessdatafdagov/scripts/cder/drugsatfda/

24. Hicks JK, Swen JJ, Thorn CF, et al. Clinical Pharmacogenetics Implementation Consortium
Guideline for CYP2D6 and CYP2C19 Genotypes and Dosing of Tricyclic Antidepressants. Clin
Pharmacol Ther. 2013; 5:402–8. [PubMed: 23486447]

25. Kirchheiner J, Rodriguez-Antona C. Cytochrome P450 2D6 genotyping: potential role in
improving treatment outcomes in psychiatric disorders. CNS drugs. 2009; 3:181–91. [PubMed:
19320528]

26. Gillman PK. Tricyclic antidepressant pharmacology and therapeutic drug interactions updated. Br J
Pharmacol. 2007; 6:737–48. [PubMed: 17471183]

27. Leckband SG, Kelsoe JR, Dunnenberger HM, et al. Clinical Pharmacogenetics Implementation
Consortium Guidelines for HLA-B Genotype and Carbamazepine Dosing. Clin Pharmacol Ther.
2013

28. Gonzalez-Galarza FF, Christmas S, Middleton D, Jones AR. Allele frequency net: a database and
online repository for immune gene frequencies in worldwide populations. Nucleic Acids Res.
2011; (Database issue):D913–9. [PubMed: 21062830]

29. Yang CW, Hung SI, Juo CG, et al. HLA-B*1502-bound peptides: implications for the
pathogenesis of carbamazepine-induced Stevens-Johnson syndrome. J Allergy Clin Immunol.
2007; 4:870–7. [PubMed: 17697703]

30. Yip VL, Marson AG, Jorgensen AL, Pirmohamed M, Alfirevic A. HLA genotype and
carbamazepine-induced cutaneous adverse drug reactions: a systematic review. Clin Pharmacol
Ther. 2012; 6:757–65. [PubMed: 23132554]

31. Tennis P, Stern RS. Risk of serious cutaneous disorders after initiation of use of phenytoin,
carbamazepine, or sodium valproate: a record linkage study. Neurology. 1997; 2:542–6. [PubMed:
9270593]

32. Roujeau JC, Kelly JP, Naldi L, et al. Medication use and the risk of Stevens-Johnson syndrome or
toxic epidermal necrolysis. N Engl J Med. 1995; 24:1600–7. [PubMed: 7477195]

33. Hung SI, Chung WH, Liu ZS, et al. Common risk allele in aromatic antiepileptic-drug induced
Stevens-Johnson syndrome and toxic epidermal necrolysis in Han Chinese. Pharmacogenomics.
2010; 3:349–56. [PubMed: 20235791]

34. Cheung YK, Cheng SH, Chan EJ, Lo SV, Ng MH, Kwan P. HLA-B alleles associated with severe
cutaneous reactions to antiepileptic drugs in Han Chinese. Epilepsia. 2013; 7:1307–14. [PubMed:
23692434]

35. Swen JJ, Nijenhuis M, de Boer A, et al. Pharmacogenetics: from bench to byte--an update of
guidelines. Clin Pharmacol Ther. 2011; 5:662–73. [PubMed: 21412232]

36. Reich J. The effect of Axis II disorders on the outcome of treatment of anxiety and unipolar
depressive disorders: a review. J Pers Disord. 2003; 5:387–405. [PubMed: 14632374]

37. Brandl EJ, Muller DJ, Richter MA. Pharmacogenetics of obsessive-compulsive disorders.
Pharmacogenomics. 2012; 1:71–81. [PubMed: 22176623]

38. Kirchheiner J, Nickchen K, Bauer M, et al. Pharmacogenetics of antidepressants and
antipsychotics: the contribution of allelic variations to the phenotype of drug response. Mol
Psychiatry. 2004; 5:442–73. [PubMed: 15037866]

39. Hall-Flavin DK, Winner JG, Allen JD, et al. Utility of integrated pharmacogenomic testing to
support the treatment of major depressive disorder in a psychiatric outpatient setting.
Pharmacogenet Genomics. 2013; 10:535–48. [PubMed: 24018772]

Drozda et al. Page 12

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://wwwaccessdatafdagov/scripts/cder/drugsatfda/
http://wwwaccessdatafdagov/scripts/cder/drugsatfda/


40. Common genetic variation and antidepressant efficacy in major depressive disorder: a meta-
analysis of three genome-wide pharmacogenetic studies. Am J Psychiatry. 2013; 2:207–17.

41. Testai FD, Gorelick PB. Inherited metabolic disorders and stroke part 2: homocystinuria, organic
acidurias, and urea cycle disorders. Arch Neurol. 2010; 2:148–53. [PubMed: 20142522]

42. Dealberto MJ. Valproate-induced hyperammonaemic encephalopathy: review of 14 cases in the
psychiatric setting. Int Clin Psychopharmacol. 2007; 6:330–7. [PubMed: 17917551]

43. Bezinover D, Postula M, Donahue K, Bentzen B, McInerney J, Janicki PK. Perioperative
exacerbation of valproic acid-associated hyperammonemia: a clinical and genetic analysis. Anesth
Analg. 2011; 4:858–61. [PubMed: 21821508]

44. Chen JJ, Ondo WG, Dashtipour K, Swope DM. Tetrabenazine for the treatment of hyperkinetic
movement disorders: a review of the literature. Clin Ther. 2012; 7:1487–504. [PubMed:
22749259]

45. Mehanna R, Hunter C, Davidson A, Jimenez-Shahed J, Jankovic J. Analysis of CYP2D6 genotype
and response to tetrabenazine. Mov Disord. 2013; 2:210–5. [PubMed: 23280482]

46. FDA. Roche AmpliChip Cytochrome P450 Genotyping test and Affymetrix GeneChip Microarray
Instrumentation System. 2004.

47. Xie HG, Kim RB, Wood AJ, Stein CM. Molecular basis of ethnic differences in drug disposition
and response. Annu Rev Pharmacol Toxicol. 2001:815–50. [PubMed: 11264478]

48. Zhou SF. Polymorphism of human cytochrome P450 2D6 and its clinical significance: part II. Clin
Pharmacokinet. 2009; 12:761–804. [PubMed: 19902987]

49. Zhou SF. Polymorphism of human cytochrome P450 2D6 and its clinical significance: Part I. Clin
Pharmacokinet. 2009; 11:689–723. [PubMed: 19817501]

50. McLellan RA, Oscarson M, Seidegard J, Evans DA, Ingelman-Sundberg M. Frequent occurrence
of CYP2D6 gene duplication in Saudi Arabians. Pharmacogenetics. 1997; 3:187–91. [PubMed:
9241658]

51. Aklillu E, Persson I, Bertilsson L, Johansson I, Rodrigues F, Ingelman-Sundberg M. Frequent
distribution of ultrarapid metabolizers of debrisoquine in an ethiopian population carrying
duplicated and multiduplicated functional CYP2D6 alleles. J Pharmacol Exp Ther. 1996; 1:441–6.
[PubMed: 8764380]

52. Hresko A, Haga S. Insurance Coverage Policies for Personalized Medicine. J Pers Med. 2012;
2:201–16.

53. AssureRx (GeneSightRx ®). [Accessed July 6, 2013] GeneSight Psychotropic. Avaliable from
http://assurexhealth.com/products/

54. Genelex (You Script ®). [Accessed July 6, 2013] Pharmacogenetic Testing. Available from http://
youscript.com/healthcare-professionals/what-is-youscript/pharmacogenetictesting/

55. Genomas (HILOmet PhyzioType ®System). [Accessed July 6,2013] HILOmet PhyzioType
System. Available from http://www.genomas.net/lph/cyp.php

56. Matrix Genomics. [Accessed July 6, 2013] Drug Reponse Panel: Cytochrome P 450 Enzymes
2C19-2D6-2C9-3A5. Available from http://www.matrixgenomics.com/Drug-
Panel-2C19-2D6-2C9-3A5.php

57. LUMINEX xTAG CYP2D6. [Accessed July 6, 2013] Clinical Diagnostics. Available from
www.luminexcorp.com

58. Mayo Clinic. [Accessed July 6, 2013] Cytochrome P450 (CYP450) tests. Available from http://
www.mayoclinic.com/health/cyp450-test/MY00135

59. 23and Me. [Accessed July 6, 2013] Get to know you. Available from https://www.23andme.com/

60. Quest Diagnostics. [Accessed July 6, 2013] Cytochrome P450. Available from http://
www.questdiagnostics.com/testcenter/TestDetail.action?ntc=10490

61. Laboratory Corporation of America. [Accessed July 6, 2013] Cytochrome AmpliChip P450
2D6/2C19 Genotyping and Phenotyping Assay. Available from https://www.labcorp.com/wps/
portal/!ut/p/
c1/04_SB8K8xLLM9MSSzPy8xBz9CP0os_hACzO_QCM_IwMLXyM3AyNjMycDU2dXQwN3
M6B8JG55AwMCuv088nNT9SP1o8zjQ11Ngg09LY0N_N2DjQw8g439TfyM_MzMLAz0Q_Qjn
YGKIvEqKsiNKDfUDVQEAARgwHA!/dl2/d1/

Drozda et al. Page 13

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://assurexhealth.com/products/
http://youscript.com/healthcare-professionals/what-is-youscript/pharmacogenetictesting/
http://youscript.com/healthcare-professionals/what-is-youscript/pharmacogenetictesting/
http://www.genomas.net/lph/cyp.php
http://www.matrixgenomics.com/Drug-Panel-2C19-2D6-2C9-3A5.php
http://www.matrixgenomics.com/Drug-Panel-2C19-2D6-2C9-3A5.php
http://www.mayoclinic.com/health/cyp450-test/MY00135
http://www.mayoclinic.com/health/cyp450-test/MY00135
https://www.23andme.com/
http://www.questdiagnostics.com/testcenter/TestDetail.action?ntc=10490
http://www.questdiagnostics.com/testcenter/TestDetail.action?ntc=10490
https://www.labcorp.com/wps/portal/!ut/p/c1/04_SB8K8xLLM9MSSzPy8xBz9CP0os_hACzO_QCM_IwMLXyM3AyNjMycDU2dXQwN3M6B8JG55AwMCuv088nNT9SP1o8zjQ11Ngg09LY0N_N2DjQw8g439TfyM_MzMLAz0Q_QjnYGKIvEqKsiNKDfUDVQEAARgwHA!/dl2/d1/L0lJWmltbUEhL3dQRUJGUUFoTlFBaERhQUVBWEtHL1lJNXlsdyEhLzdfVUU0UzFJOTMwT0dTMjBJUzNPNE4yTjY2ODAvdmlld1Rlc3Q!/?testId=407871
https://www.labcorp.com/wps/portal/!ut/p/c1/04_SB8K8xLLM9MSSzPy8xBz9CP0os_hACzO_QCM_IwMLXyM3AyNjMycDU2dXQwN3M6B8JG55AwMCuv088nNT9SP1o8zjQ11Ngg09LY0N_N2DjQw8g439TfyM_MzMLAz0Q_QjnYGKIvEqKsiNKDfUDVQEAARgwHA!/dl2/d1/L0lJWmltbUEhL3dQRUJGUUFoTlFBaERhQUVBWEtHL1lJNXlsdyEhLzdfVUU0UzFJOTMwT0dTMjBJUzNPNE4yTjY2ODAvdmlld1Rlc3Q!/?testId=407871
https://www.labcorp.com/wps/portal/!ut/p/c1/04_SB8K8xLLM9MSSzPy8xBz9CP0os_hACzO_QCM_IwMLXyM3AyNjMycDU2dXQwN3M6B8JG55AwMCuv088nNT9SP1o8zjQ11Ngg09LY0N_N2DjQw8g439TfyM_MzMLAz0Q_QjnYGKIvEqKsiNKDfUDVQEAARgwHA!/dl2/d1/L0lJWmltbUEhL3dQRUJGUUFoTlFBaERhQUVBWEtHL1lJNXlsdyEhLzdfVUU0UzFJOTMwT0dTMjBJUzNPNE4yTjY2ODAvdmlld1Rlc3Q!/?testId=407871
https://www.labcorp.com/wps/portal/!ut/p/c1/04_SB8K8xLLM9MSSzPy8xBz9CP0os_hACzO_QCM_IwMLXyM3AyNjMycDU2dXQwN3M6B8JG55AwMCuv088nNT9SP1o8zjQ11Ngg09LY0N_N2DjQw8g439TfyM_MzMLAz0Q_QjnYGKIvEqKsiNKDfUDVQEAARgwHA!/dl2/d1/L0lJWmltbUEhL3dQRUJGUUFoTlFBaERhQUVBWEtHL1lJNXlsdyEhLzdfVUU0UzFJOTMwT0dTMjBJUzNPNE4yTjY2ODAvdmlld1Rlc3Q!/?testId=407871
https://www.labcorp.com/wps/portal/!ut/p/c1/04_SB8K8xLLM9MSSzPy8xBz9CP0os_hACzO_QCM_IwMLXyM3AyNjMycDU2dXQwN3M6B8JG55AwMCuv088nNT9SP1o8zjQ11Ngg09LY0N_N2DjQw8g439TfyM_MzMLAz0Q_QjnYGKIvEqKsiNKDfUDVQEAARgwHA!/dl2/d1/L0lJWmltbUEhL3dQRUJGUUFoTlFBaERhQUVBWEtHL1lJNXlsdyEhLzdfVUU0UzFJOTMwT0dTMjBJUzNPNE4yTjY2ODAvdmlld1Rlc3Q!/?testId=407871


L0lJWmltbUEhL3dQRUJGUUFoTlFBaERhQUVBWEtHL1lJNXlsdyEhLzdfVUU0UzFJOTMwT
0dTMjBJUzNPNE4yTjY2ODAvdmlld1Rlc3Q!/?testId=407871

62. Genomind. [Accessed July 6, 2013] The Science Behind the Genecept ™ Assay. Available from
http://www.genomind.com/products/science-behind-the-test

63. PGxl. [Accessed July 6, 2013] CYP2D6. Available from http://www.pgxlab.com/cyp-2d6/

64. PGxl. [Accessed July 6, 2013] CYP2C19. Available from http://www.pgxlab.com/cyp-2c19/

65. MyGene. [Accessed July 6, 2013] CYP2C19 and CYP2D6 Assays and Screening Systems.
Available from http://www.promega.com/resources/pubhub/cellnotes/p450-glo-cyp2c19-and-
cyp2d6-assays-and-screening-systems-the-method-of-choice-for-p450-assays/

66. ARUP Laboratories. [Accessed July 6, 2013] ARUP Genetics Test Menu. Available from http://
www.aruplab.com/genetics/tests

67. The AmpliChip CYP 450 Test. [Accessed July 6, 2013] AmpliChip CYP450 Test. Available from
http://molecular.roche.com/assays/Pages/AmpliChipCYP450Test.aspx

68. INFINITI (AutoGenomics). [Accessed July 6, 2013] INFINITI® CYP2C19. Available from http://
www.autogenomics.com/pharma_2C19Plus.php

69. INFINITI (AutoGenomics). [Accessed July 6, 2013] INFINITI® CYP450 2D6I. Available from
http://www.autogenomics.com/pharma_2D6.php

70. DMET Plus (Affymetrix). [Accessed July 6, 2013] DMET™ Plus Solution. Available from http://
www.affymetrix.com/estore/browse/products.jsp?
productId=131412&categoryId=35657&productName=DMET%26%23153%3B-Plus-
Solution#1_1

71. VeraCode ADME Core Panel (Illumina). [Accessed July 6, 2013] VeraCode ADME Core Panel.
Available from http://support.illumina.com/array/array_kits/veracode_adme_core_panel.ilmn

72. iPlex ADME PGx Panel (Sequenom). [Accessed July 6, 2013] iPLEX® ADME PGx panel.
Available from http://vantage.vanderbilt.edu/files/3213/5602/2757/Sequenom20ADME_Flyer.pdf

73. eSensor (GenMark Diagnostics, Inc). [Accessed July 6, 2013] eSensor® 2C19 Genotyping Test.
Available from http://www.genmarkdx.com/pipeline/index.php

Drozda et al. Page 14

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

https://www.labcorp.com/wps/portal/!ut/p/c1/04_SB8K8xLLM9MSSzPy8xBz9CP0os_hACzO_QCM_IwMLXyM3AyNjMycDU2dXQwN3M6B8JG55AwMCuv088nNT9SP1o8zjQ11Ngg09LY0N_N2DjQw8g439TfyM_MzMLAz0Q_QjnYGKIvEqKsiNKDfUDVQEAARgwHA!/dl2/d1/L0lJWmltbUEhL3dQRUJGUUFoTlFBaERhQUVBWEtHL1lJNXlsdyEhLzdfVUU0UzFJOTMwT0dTMjBJUzNPNE4yTjY2ODAvdmlld1Rlc3Q!/?testId=407871
https://www.labcorp.com/wps/portal/!ut/p/c1/04_SB8K8xLLM9MSSzPy8xBz9CP0os_hACzO_QCM_IwMLXyM3AyNjMycDU2dXQwN3M6B8JG55AwMCuv088nNT9SP1o8zjQ11Ngg09LY0N_N2DjQw8g439TfyM_MzMLAz0Q_QjnYGKIvEqKsiNKDfUDVQEAARgwHA!/dl2/d1/L0lJWmltbUEhL3dQRUJGUUFoTlFBaERhQUVBWEtHL1lJNXlsdyEhLzdfVUU0UzFJOTMwT0dTMjBJUzNPNE4yTjY2ODAvdmlld1Rlc3Q!/?testId=407871
http://www.genomind.com/products/science-behind-the-test
http://www.pgxlab.com/cyp-2d6/
http://www.pgxlab.com/cyp-2c19/
http://www.promega.com/resources/pubhub/cellnotes/p450-glo-cyp2c19-and-cyp2d6-assays-and-screening-systems-the-method-of-choice-for-p450-assays/
http://www.promega.com/resources/pubhub/cellnotes/p450-glo-cyp2c19-and-cyp2d6-assays-and-screening-systems-the-method-of-choice-for-p450-assays/
http://www.aruplab.com/genetics/tests
http://www.aruplab.com/genetics/tests
http://molecular.roche.com/assays/Pages/AmpliChipCYP450Test.aspx
http://www.autogenomics.com/pharma_2C19Plus.php
http://www.autogenomics.com/pharma_2C19Plus.php
http://www.autogenomics.com/pharma_2D6.php
http://www.affymetrix.com/estore/browse/products.jsp?productId=131412&categoryId=35657&productName=DMET%26%23153%3B-Plus-Solution#1_1
http://www.affymetrix.com/estore/browse/products.jsp?productId=131412&categoryId=35657&productName=DMET%26%23153%3B-Plus-Solution#1_1
http://www.affymetrix.com/estore/browse/products.jsp?productId=131412&categoryId=35657&productName=DMET%26%23153%3B-Plus-Solution#1_1
http://www.affymetrix.com/estore/browse/products.jsp?productId=131412&categoryId=35657&productName=DMET%26%23153%3B-Plus-Solution#1_1
http://support.illumina.com/array/array_kits/veracode_adme_core_panel.ilmn
http://vantage.vanderbilt.edu/files/3213/5602/2757/Sequenom20ADME_Flyer.pdf
http://www.genmarkdx.com/pipeline/index.php


N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Drozda et al. Page 15

Ta
bl

e 
1

L
an

gu
ag

e 
In

cl
ud

ed
 in

 th
e 

U
.S

. F
oo

d 
an

d 
D

ru
g 

A
dm

in
is

tr
at

io
n 

Pr
od

uc
t L

ab
el

in
g 

fo
r 

N
eu

ro
ps

yc
hi

at
ri

c 
D

ru
gs

D
ru

g 
or

 D
ru

g 
C

om
bi

na
ti

on
P

ha
rm

ac
og

en
om

ic
 B

io
m

ar
ke

r
L

ab
el

 S
ec

ti
on

L
ab

el
 I

nf
or

m
at

io
n23

C
ita

lo
pr

am
C

Y
P2

C
19

, C
Y

P2
D

6
D

ru
g 

In
te

ra
ct

io
ns

, W
ar

ni
ng

s
T

he
 m

ax
im

um
 d

os
e 

sh
ou

ld
 b

e 
lim

ite
d 

to
 2

0 
m

g/
da

y 
in

 p
at

ie
nt

s 
w

ho
 a

re
C

Y
P2

C
19

 P
M

s 
du

e 
to

 th
e 

ri
sk

 o
f 

Q
T

 p
ro

lo
ng

at
io

n.
C

ita
lo

pr
am

 s
te

ad
y 

st
at

e 
le

ve
ls

 w
er

e 
no

t s
ig

ni
fi

ca
nt

ly
 d

if
fe

re
nt

 in
 P

M
s 

an
d 

E
M

s
of

 C
Y

P2
D

6.
(R

ev
is

ed
 1

2/
03

/2
01

2)

C
lo

ba
za

m
C

Y
P2

C
19

C
lin

ic
al

 P
ha

rm
ac

ol
og

y,
 D

os
ag

e 
an

d
A

dm
in

is
tr

at
io

n,
 U

se
 in

 S
pe

ci
fi

c 
Po

pu
la

tio
ns

In
 C

Y
P2

C
19

 P
M

s,
 le

ve
ls

 o
f 

N
-d

es
m

et
hy

lc
lo

ba
za

m
, c

lo
ba

za
m

’s
 a

ct
iv

e
m

et
ab

ol
ite

, w
ill

 b
e 

in
cr

ea
se

d.
 T

he
re

fo
re

, i
n 

pa
tie

nt
s 

kn
ow

n 
to

 b
e 

C
Y

P2
C

19
PM

s,
 th

e 
st

ar
tin

g 
do

se
 s

ho
ul

d 
be

 5
 m

g/
da

y 
an

d 
do

se
 ti

tr
at

io
n 

sh
ou

ld
 p

ro
ce

ed
sl

ow
ly

 a
cc

or
di

ng
 to

 w
ei

gh
t…

If
 n

ec
es

sa
ry

…
an

 a
dd

iti
on

al
 ti

tr
at

io
n 

to
 th

e
m

ax
im

um
 d

os
e 

(2
0 

m
g/

da
y 

or
 4

0 
m

g/
da

y,
 d

ep
en

di
ng

 o
n 

th
e 

w
ei

gh
t g

ro
up

) 
m

ay
be

 s
ta

rt
ed

 o
n 

da
y 

21
.

C
on

ce
nt

ra
tio

ns
 o

f 
cl

ob
az

am
’s

 a
ct

iv
e 

m
et

ab
ol

ite
, N

-d
es

m
et

hy
lc

lo
ba

za
m

, a
re

hi
gh

er
 in

 C
Y

P2
C

19
 P

M
s 

th
an

 in
 E

M
s.

T
he

 p
ol

ym
or

ph
ic

 C
Y

P2
C

19
 is

 th
e 

m
ai

n 
en

zy
m

e 
th

at
 m

et
ab

ol
iz

es
 th

e
ph

ar
m

ac
ol

og
ic

al
ly

 a
ct

iv
e 

N
-d

es
m

et
hy

lc
lo

ba
za

m
. C

om
pa

re
d 

to
 C

Y
P2

C
19

 E
M

s,
N

-d
es

m
et

hy
lc

lo
ba

za
m

 A
U

C
 a

nd
 C

m
ax

 a
re

 a
pp

ro
xi

m
at

el
y 

3–
5 

tim
es

 h
ig

he
r 

in

PM
s 

(e
.g

., 
su

bj
ec

ts
 w

ith
 *

2/
* 2

 g
en

ot
yp

e)
 a

nd
 2

 ti
m

es
 h

ig
he

r 
in

 I
M

s 
(e

.g
.,

su
bj

ec
ts

 w
ith

 *
1/

* 2
 g

en
ot

yp
e)

. T
he

 p
re

va
le

nc
e 

of
 C

Y
P2

C
19

 P
M

 d
if

fe
rs

de
pe

nd
in

g 
on

 r
ac

ia
l/e

th
ni

c 
ba

ck
gr

ou
nd

. D
os

ag
e 

in
 p

at
ie

nt
s 

w
ho

 a
re

 k
no

w
n

C
Y

P2
C

19
 P

M
s 

m
ay

 n
ee

d 
to

 b
e 

ad
ju

st
ed

.
T

he
 s

ys
te

m
ic

 e
xp

os
ur

e 
of

 c
lo

ba
za

m
 is

 s
im

ila
r 

fo
r 

bo
th

 C
Y

P2
C

19
 P

M
s 

an
d 

E
M

s.
(R

ev
is

ed
 1

2/
20

12
)

D
ia

ze
pa

m
*

C
Y

P2
C

19
D

ru
g 

In
te

ra
ct

io
ns

C
lin

ic
al

 P
ha

rm
ac

ol
og

y
T

he
 m

ar
ke

d 
in

te
ri

nd
iv

id
ua

l v
ar

ia
bi

lit
y 

in
 th

e 
cl

ea
ra

nc
e 

of
 d

ia
ze

pa
m

 r
ep

or
te

d…
is

pr
ob

ab
ly

 a
ttr

ib
ut

ab
le

 to
 v

ar
ia

bi
lit

y 
of

 C
Y

P2
C

19
.

(R
ev

is
ed

 0
9/

20
10

)

A
ri

pi
pr

az
ol

e
C

Y
P2

D
6

C
lin

ic
al

 P
ha

rm
ac

ol
og

y,
 D

os
ag

e 
an

d
A

dm
in

is
tr

at
io

n
T

he
 a

ri
pi

pr
az

ol
e 

do
se

 in
 P

M
 p

at
ie

nt
s 

sh
ou

ld
 in

iti
al

ly
 b

e 
re

du
ce

d 
to

 o
ne

-h
al

f
(5

0%
) 

of
 th

e 
us

ua
l d

os
e 

an
d 

th
en

 a
dj

us
te

d 
to

 a
ch

ie
ve

 a
 f

av
or

ab
le

 c
lin

ic
al

re
sp

on
se

.
…

PM
s 

ha
ve

 a
bo

ut
 a

n 
80

%
 in

cr
ea

se
 in

 a
ri

pi
pr

az
ol

e 
ex

po
su

re
 a

nd
 a

bo
ut

 a
 3

0%
de

cr
ea

se
 in

 e
xp

os
ur

e 
to

 th
e 

ac
tiv

e 
m

et
ab

ol
ite

 c
om

pa
re

d 
to

 E
M

s,
 r

es
ul

tin
g 

in
ab

ou
t a

 6
0%

 h
ig

he
r 

ex
po

su
re

…
co

m
pa

re
d 

to
 E

M
s.

…
T

he
 m

ea
n 

el
im

in
at

io
n 

ha
lf

-l
iv

es
 a

re
 a

bo
ut

 7
5 

ho
ur

s 
an

d 
14

6 
ho

ur
s 

fo
r

ar
ip

ip
ra

zo
le

 in
 E

M
s 

an
d 

PM
s,

 r
es

pe
ct

iv
el

y.
(R

ev
is

ed
 0

2/
20

12
)

A
ri

pi
pr

az
ol

e,
 e

xt
en

de
d-

re
le

as
e

in
je

ct
ab

le
 s

us
pe

ns
io

n
C

Y
P2

D
6

C
lin

ic
al

 P
ha

rm
ac

ol
og

y,
 D

os
ag

e 
an

d
A

dm
in

is
tr

at
io

n
D

os
ag

e 
ad

ju
st

m
en

ts
 a

re
 r

ec
om

m
en

de
d 

in
 p

at
ie

nt
s 

w
ho

 a
re

 C
Y

P2
D

6 
po

or
m

et
ab

ol
iz

er
s 

an
d 

in
 p

at
ie

nt
s 

ta
ki

ng
 c

on
co

m
ita

nt
 C

Y
P3

A
4 

in
hi

bi
to

rs
 o

r 
C

Y
P2

D
6

in
hi

bi
to

rs
 f

or
 g

re
at

er
 th

an
 1

4 
da

ys
…

PM
-a

dj
us

te
d 

do
se

 3
00

 m
g;

 P
M

 a
nd

 ta
ki

ng
co

nc
om

ita
nt

 C
Y

P3
A

4 
in

hi
bi

to
rs

-a
dj

us
te

d 
do

se
 2

00
 m

g.
(R

ev
is

ed
 0

2/
20

13
)

A
to

m
ox

et
in

e
C

Y
P2

D
6

D
os

ag
e 

an
d 

A
dm

in
is

tr
at

io
n,

 W
ar

ni
ng

s,
Pr

ec
au

tio
ns

, D
ru

g 
In

te
ra

ct
io

ns
, C

lin
ic

al
Ph

ar
m

ac
ol

og
y

PM
s 

of
 C

Y
P2

D
6 

ha
ve

 a
 1

0-
fo

ld
 h

ig
he

r 
A

U
C

 a
nd

 a
 5

-f
ol

d 
hi

gh
er

 p
ea

k
co

nc
en

tr
at

io
n 

to
 a

 g
iv

en
 d

os
e 

of
 S

T
R

A
T

T
E

R
A

 [
at

om
ox

et
in

e]
 c

om
pa

re
d 

w
ith

E
M

s…
T

he
 h

ig
he

r 
bl

oo
d 

le
ve

ls
 in

 P
M

s 
le

ad
 to

 a
 h

ig
he

r 
ra

te
 o

f 
so

m
e 

ad
ve

rs
e

ef
fe

ct
s 

of
 S

T
R

A
T

T
E

R
A

.
In

 c
hi

ld
re

n 
an

d 
ad

ol
es

ce
nt

s 
up

 to
 7

0 
kg

 b
od

y 
w

ei
gh

t a
dm

in
is

te
re

d 
st

ro
ng

C
Y

P2
D

6 
in

hi
bi

to
rs

, e
.g

., 
pa

ro
xe

tin
e,

 f
lu

ox
et

in
e,

 a
nd

 q
ui

ni
di

ne
, o

r 
in

 p
at

ie
nt

s

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Drozda et al. Page 16

D
ru

g 
or

 D
ru

g 
C

om
bi

na
ti

on
P

ha
rm

ac
og

en
om

ic
 B

io
m

ar
ke

r
L

ab
el

 S
ec

ti
on

L
ab

el
 I

nf
or

m
at

io
n23

w
ho

 a
re

 k
no

w
n 

to
 b

e 
C

Y
P2

D
6 

PM
s,

 S
T

R
A

T
T

E
R

A
 s

ho
ul

d 
be

 in
iti

at
ed

 a
t 0

.5
m

g/
kg

/d
ay

 a
nd

 o
nl

y 
in

cr
ea

se
d 

to
 th

e 
us

ua
l t

ar
ge

t d
os

e 
of

 1
.2

 m
g/

kg
/d

ay
 if

sy
m

pt
om

s 
fa

il 
to

 im
pr

ov
e 

af
te

r 
4 

w
ee

ks
 a

nd
 th

e 
in

iti
al

 d
os

e 
is

 w
el

l t
ol

er
at

ed
.

In
 c

hi
ld

re
n 

an
d 

ad
ol

es
ce

nt
s 

ov
er

 7
0 

kg
 b

od
y 

w
ei

gh
t a

nd
 a

du
lts

 a
dm

in
is

te
re

d
st

ro
ng

 C
Y

P2
D

6 
in

hi
bi

to
rs

, e
.g

., 
pa

ro
xe

tin
e,

 f
lu

ox
et

in
e,

 a
nd

 q
ui

ni
di

ne
,

ST
R

A
T

T
E

R
A

 s
ho

ul
d 

be
 in

iti
at

ed
 a

t 4
0 

m
g/

da
y 

an
d 

on
ly

 in
cr

ea
se

d 
to

 th
e 

us
ua

l
ta

rg
et

 d
os

e 
of

 8
0 

m
g/

da
y 

if
 s

ym
pt

om
s 

fa
il 

to
 im

pr
ov

e 
af

te
r 

4 
w

ee
ks

 a
nd

 th
e

in
iti

al
 d

os
e 

is
 w

el
l t

ol
er

at
ed

.
(R

ev
is

ed
 0

8/
16

/2
01

2)

C
ar

ba
m

az
ep

in
e

H
L

A
-B

* 1
50

2
B

ox
ed

 W
ar

ni
ng

, W
ar

ni
ng

s,
 P

re
ca

ut
io

ns
St

ud
ie

s 
in

 p
at

ie
nt

s 
of

 C
hi

ne
se

 a
nc

es
tr

y 
ha

ve
 f

ou
nd

 a
 s

tr
on

g 
as

so
ci

at
io

n 
be

tw
ee

n
th

e 
ri

sk
 o

f 
de

ve
lo

pi
ng

 S
JS

/T
E

N
 a

nd
 th

e 
pr

es
en

ce
 o

f 
H

L
A

-B
* 1

50
2,

 a
n 

in
he

ri
te

d

al
le

lic
 v

ar
ia

nt
 o

f 
th

e 
H

L
A

-B
 g

en
e.

 H
L

A
-B

* 1
50

2 
is

 f
ou

nd
 a

lm
os

t e
xc

lu
si

ve
ly

 in
pa

tie
nt

s 
w

ith
 a

nc
es

tr
y 

ac
ro

ss
 b

ro
ad

 a
re

as
 o

f 
A

si
a.

 P
at

ie
nt

s 
w

ith
 a

nc
es

tr
y 

in
ge

ne
tic

al
ly

 a
t-

ri
sk

 p
op

ul
at

io
ns

 s
ho

ul
d 

be
 s

cr
ee

ne
d 

fo
r 

th
e 

pr
es

en
ce

 o
f 

H
L

A
-

B
* 1

50
2 

pr
io

r 
to

 in
iti

at
in

g 
tr

ea
tm

en
t w

ith
 T

eg
re

to
l [

ca
rb

am
az

ep
in

e]
. P

at
ie

nt
s

te
st

in
g 

po
si

tiv
e 

fo
r 

th
e 

al
le

le
 s

ho
ul

d 
no

t b
e 

tr
ea

te
d 

w
ith

 T
eg

re
to

l u
nl

es
s 

th
e

be
ne

fi
t c

le
ar

ly
 o

ut
w

ei
gh

s 
th

e 
ri

sk
.

Pr
io

r 
to

 in
iti

at
in

g 
T

eg
re

to
l t

he
ra

py
, t

es
tin

g 
fo

r 
H

L
A

-B
* 1

50
2 

sh
ou

ld
 b

e

pe
rf

or
m

ed
 in

 p
at

ie
nt

s 
w

ith
 a

nc
es

tr
y 

in
 p

op
ul

at
io

ns
 in

 w
hi

ch
 H

L
A

-B
* 1

50
2 

m
ay

be
 p

re
se

nt
.

(R
ev

is
ed

 0
3/

06
/2

01
3)

C
hl

or
di

az
ep

ox
id

e-
am

itr
ip

ty
lin

e
C

Y
P2

D
6

Pr
ec

au
tio

ns
…

PM
s 

ha
ve

 h
ig

he
r 

th
an

 e
xp

ec
te

d 
pl

as
m

a 
co

nc
en

tr
at

io
ns

 o
f 

tr
ic

yc
lic

an
tid

ep
re

ss
an

ts
 (

T
C

A
s)

 w
he

n 
gi

ve
n 

us
ua

l d
os

es
…

th
e 

in
cr

ea
se

 in
 p

la
sm

a
co

nc
en

tr
at

io
n 

m
ay

 b
e 

sm
al

l, 
or

 q
ui

te
 la

rg
e 

(8
 f

ol
d 

in
cr

ea
se

 in
 p

la
sm

a 
A

U
C

 o
f

th
e 

T
C

A
).

(R
ev

is
ed

 0
8/

20
07

)

C
lo

m
ip

ra
m

in
e

C
Y

P2
D

6
D

ru
g 

In
te

ra
ct

io
ns

PM
s 

ha
ve

 h
ig

he
r 

th
an

 e
xp

ec
te

d 
pl

as
m

a 
co

nc
en

tr
at

io
ns

 o
f 

tr
ic

yc
lic

an
tid

ep
re

ss
an

ts
 (

T
C

A
s)

 w
he

n 
gi

ve
n 

us
ua

l d
os

es
. D

ep
en

di
ng

 o
n 

th
e 

fr
ac

tio
n 

of
dr

ug
 m

et
ab

ol
iz

ed
 b

y 
C

Y
P2

D
6,

 th
e 

in
cr

ea
se

 in
 p

la
sm

a 
co

nc
en

tr
at

io
n 

m
ay

 b
e

sm
al

l, 
or

 q
ui

te
 la

rg
e 

(8
 f

ol
d 

in
cr

ea
se

 in
 p

la
sm

a 
A

U
C

 o
f 

th
e 

T
C

A
).

(R
ev

is
ed

 1
0/

26
/2

01
2)

C
lo

za
pi

ne
C

Y
P2

D
6

D
ru

g 
In

te
ra

ct
io

ns
, C

lin
ic

al
 P

ha
rm

ac
ol

og
y

C
Y

P2
D

6…
PM

…
in

di
vi

du
al

s 
m

ay
 d

ev
el

op
 h

ig
he

r 
th

an
 e

xp
ec

te
d 

pl
as

m
a

co
nc

en
tr

at
io

ns
 o

f 
cl

oz
ap

in
e 

w
he

n 
gi

ve
n 

us
ua

l d
os

es
.

(R
ev

is
ed

 0
3/

22
/2

01
3)

D
es

ip
ra

m
in

e
C

Y
P2

D
6

D
ru

g 
In

te
ra

ct
io

ns
…

PM
s 

ha
ve

 h
ig

he
r 

th
an

 e
xp

ec
te

d 
pl

as
m

a 
co

nc
en

tr
at

io
ns

 o
f 

tr
ic

yc
lic

an
tid

ep
re

ss
an

ts
 (

T
C

A
s)

 w
he

n 
gi

ve
n 

us
ua

l d
os

es
…

th
e 

in
cr

ea
se

 in
 p

la
sm

a
co

nc
en

tr
at

io
n 

m
ay

 b
e 

sm
al

l, 
or

 q
ui

te
 la

rg
e 

(8
 f

ol
d 

in
cr

ea
se

 in
 p

la
sm

a 
A

U
C

 o
f

th
e 

T
C

A
).

(R
ev

is
ed

 1
1/

19
/2

01
2)

D
ex

tr
om

et
ho

rp
ha

n-
qu

in
id

in
e

C
Y

P2
D

6
C

lin
ic

al
 P

ha
rm

ac
ol

og
y,

 W
ar

ni
ng

s,
Pr

ec
au

tio
ns

, D
ru

g 
In

te
ra

ct
io

ns
T

he
 q

ui
ni

di
ne

 c
om

po
ne

nt
 o

f 
N

U
E

D
E

X
T

A
 [

de
xt

ro
m

et
ho

rp
ha

n-
qu

in
id

in
e]

 is
 n

ot
ex

pe
ct

ed
 to

 c
on

tr
ib

ut
e 

to
 th

e 
ef

fe
ct

iv
en

es
s 

of
 N

U
E

D
E

X
T

A
 in

 P
M

s,
 b

ut
 a

dv
er

se
ev

en
ts

 o
f 

th
e 

qu
in

id
in

e 
ar

e 
st

ill
 p

os
si

bl
e.

 I
n 

th
os

e 
pa

tie
nt

s 
w

ho
 m

ay
 b

e 
at

 r
is

k 
of

si
gn

if
ic

an
t t

ox
ic

ity
 d

ue
 to

 q
ui

ni
di

ne
, g

en
ot

yp
in

g 
to

 d
et

er
m

in
e 

if
 th

ey
 a

re
 P

M
s

sh
ou

ld
 b

e 
co

ns
id

er
ed

 p
ri

or
 to

 m
ak

in
g 

th
e 

de
ci

si
on

 to
 tr

ea
t w

ith
 N

U
E

D
E

X
T

A
.

(R
ev

is
ed

 1
0/

20
10

)

D
ox

ep
in

C
Y

P2
D

6
Pr

ec
au

tio
ns

PM
s 

of
 C

Y
P2

C
19

 a
nd

 C
Y

P2
D

6 
m

ay
 h

av
e 

hi
gh

er
 d

ox
ep

in
 p

la
sm

a 
le

ve
ls

 th
an

no
rm

al
 s

ub
je

ct
s.

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Drozda et al. Page 17

D
ru

g 
or

 D
ru

g 
C

om
bi

na
ti

on
P

ha
rm

ac
og

en
om

ic
 B

io
m

ar
ke

r
L

ab
el

 S
ec

ti
on

L
ab

el
 I

nf
or

m
at

io
n23

(R
ev

is
ed

 1
0/

30
/2

01
1)

Fl
uo

xe
tin

e
C

Y
P2

D
6

C
lin

ic
al

 P
ha

rm
ac

ol
og

y,
 W

ar
ni

ng
s,

Pr
ec

au
tio

ns
A

 s
ub

se
t (

ab
ou

t 7
%

) 
of

 th
e 

po
pu

la
tio

n 
ha

s 
re

du
ce

d 
ac

tiv
ity

 o
f 

th
e 

dr
ug

m
et

ab
ol

iz
in

g 
en

zy
m

e 
C

Y
P2

D
6…

PM
…

th
es

e 
in

di
vi

du
al

s 
m

et
ab

ol
iz

ed
 S

-
fl

uo
xe

tin
e 

at
 a

 s
lo

w
er

 r
at

e 
an

d 
th

us
 a

ch
ie

ve
d 

hi
gh

er
 c

on
ce

nt
ra

tio
ns

 o
f 

S-
fl

uo
xe

tin
e.

 W
he

n 
co

m
pa

re
d 

w
ith

 n
or

m
al

 m
et

ab
ol

iz
er

s,
 th

e 
to

ta
l s

um
 a

t s
te

ad
y

st
at

e 
of

 th
e 

pl
as

m
a 

co
nc

en
tr

at
io

ns
 o

f 
th

e 
4 

ac
tiv

e 
en

an
tio

m
er

s 
w

as
 n

ot
si

gn
if

ic
an

tly
 g

re
at

er
 a

m
on

g 
po

or
 m

et
ab

ol
iz

er
s.

 T
hu

s,
 th

e 
ne

t p
ha

rm
ac

od
yn

am
ic

ac
tiv

iti
es

 w
er

e 
es

se
nt

ia
lly

 th
e 

sa
m

e.
(R

ev
is

ed
 0

1/
30

/2
00

9)

Fl
uo

xe
tin

e-
ol

an
za

pi
ne

C
Y

P2
D

6
C

lin
ic

al
 P

ha
rm

ac
ol

og
y,

 D
ru

g 
In

te
ra

ct
io

ns
Sa

m
e 

as
 f

lu
ox

et
in

e.
(R

ev
is

ed
 0

1/
03

/2
01

3)

Fl
uv

ox
am

in
e

C
Y

P2
D

6
D

ru
g 

In
te

ra
ct

io
ns

…
an

 in
 v

iv
o 

st
ud

y 
of

 f
lu

vo
xa

m
in

e 
si

ng
le

-d
os

e 
ph

ar
m

ac
ok

in
et

ic
s 

in
 1

3 
PM

s
[C

Y
P2

D
6]

 s
ub

je
ct

s 
de

m
on

st
ra

te
d 

al
te

re
d 

ph
ar

m
ac

ok
in

et
ic

 p
ro

pe
rt

ie
s 

co
m

pa
re

d
to

 1
6 

E
M

s:
 m

ea
n 

C
m

ax
, A

U
C

, a
nd

 h
al

f-
lif

e 
w

er
e 

in
cr

ea
se

d 
by

 5
2%

, 2
00

%
, a

nd
62

%
, r

es
pe

ct
iv

el
y,

 in
 th

e 
PM

 c
om

pa
re

d 
to

 th
e 

E
M

 g
ro

up
.

(R
ev

is
ed

 1
1/

30
/2

01
2)

G
al

an
ta

m
in

e
C

Y
P2

D
6

Sp
ec

ia
l P

op
ul

at
io

ns
O

-d
em

et
hy

la
tio

n,
 m

ed
ia

te
d 

by
 C

Y
P2

D
6 

w
as

 g
re

at
er

 in
 E

M
s 

of
 C

Y
P2

D
6 

th
an

 in
PM

s.
 I

n 
pl

as
m

a 
fr

om
 b

ot
h 

po
or

 a
nd

 e
xt

en
si

ve
 m

et
ab

ol
iz

er
s,

 h
ow

ev
er

,
un

ch
an

ge
d 

ga
la

nt
am

in
e 

an
d 

its
 g

lu
cu

ro
ni

de
 a

cc
ou

nt
ed

 f
or

 m
os

t o
f 

th
e 

sa
m

pl
e

ra
di

oa
ct

iv
ity

. I
n 

st
ud

ie
s 

of
 o

ra
l 3

H
-g

al
an

ta
m

in
e,

 u
nc

ha
ng

ed
 g

al
an

ta
m

in
e 

an
d 

its
gl

uc
ur

on
id

e,
 a

cc
ou

nt
ed

 f
or

 m
os

t p
la

sm
a 

ra
di

oa
ct

iv
ity

 in
 p

oo
r 

an
d 

ex
te

ns
iv

e
C

Y
P2

D
6 

m
et

ab
ol

iz
er

s.
 C

Y
P2

D
6 

PM
s 

ha
d 

dr
ug

 e
xp

os
ur

es
 th

at
 w

er
e

ap
pr

ox
im

at
el

y 
50

%
 h

ig
he

r 
th

an
 f

or
 E

M
s.

 A
ft

er
 a

 s
in

gl
e 

or
al

 d
os

e 
of

 4
 m

g 
or

 8
m

g 
ga

la
nt

am
in

e,
 C

Y
P2

D
6 

PM
s 

de
m

on
st

ra
te

d 
a 

si
m

ila
r 

C
m

ax
 a

nd
 a

bo
ut

 3
5%

A
U

C
∞

 in
cr

ea
se

 o
f 

un
ch

an
ge

d 
ga

la
nt

am
in

e 
co

m
pa

re
d 

to
 E

M
s.

 P
op

ul
at

io
n

ph
ar

m
ac

ok
in

et
ic

 a
na

ly
si

s 
in

di
ca

te
d 

th
at

 th
er

e 
w

as
 a

 2
5%

 d
ec

re
as

e 
in

 m
ed

ia
n

cl
ea

ra
nc

e 
in

 P
M

s 
co

m
pa

re
d 

to
 E

M
s.

 D
os

ag
e 

ad
ju

st
m

en
t i

s 
no

t n
ec

es
sa

ry
 in

pa
tie

nt
s 

id
en

tif
ie

d 
as

 P
M

s 
as

 th
e 

do
se

 o
f 

dr
ug

 is
 in

di
vi

du
al

ly
 ti

tr
at

ed
 to

to
le

ra
bi

lit
y.

(R
ev

is
ed

 0
6/

20
13

)

Il
op

er
id

on
e

C
Y

P2
D

6
C

lin
ic

al
 P

ha
rm

ac
ol

og
y,

 D
ru

g 
In

te
ra

ct
io

ns
,

D
os

ag
e 

an
d 

A
dm

in
is

tr
at

io
n,

 S
pe

ci
fi

c
Po

pu
la

tio
ns

, W
ar

ni
ng

s,
 P

re
ca

ut
io

ns

FA
N

A
PT

 [
ilo

pe
ri

do
ne

] 
do

se
 s

ho
ul

d 
be

 r
ed

uc
ed

 b
y 

on
e-

ha
lf

 f
or

 P
M

 o
f 

C
Y

P2
D

6.
T

he
 o

bs
er

ve
d 

m
ea

n 
el

im
in

at
io

n 
ha

lf
-l

iv
es

 f
or

 il
op

er
id

on
e,

 P
88

, a
nd

 P
95

 in
C

Y
P2

D
6 

E
M

s 
ar

e 
18

, 2
6,

 a
nd

 2
3 

ho
ur

s,
 r

es
pe

ct
iv

el
y,

 a
nd

 in
 P

M
s 

ar
e 

33
, 3

7,
 a

nd
31

 h
ou

rs
, r

es
pe

ct
iv

el
y…

T
he

 il
op

er
id

on
e 

m
et

ab
ol

ite
 P

95
 r

ep
re

se
nt

s 
47

.9
%

 o
f 

th
e 

A
U

C
 o

f 
ilo

pe
ri

do
ne

 a
nd

its
 m

et
ab

ol
ite

s 
in

 p
la

sm
a 

at
 s

te
ad

y-
st

at
e 

fo
r 

E
M

 a
nd

 2
5%

 f
or

 P
M

. T
he

 a
ct

iv
e

m
et

ab
ol

ite
 P

88
 a

cc
ou

nt
s 

fo
r 

19
.5

%
 a

nd
 3

4.
0%

 o
f 

to
ta

l p
la

sm
a 

ex
po

su
re

 in
 E

M
s

an
d 

PM
s,

 r
es

pe
ct

iv
el

y…
L

ab
or

at
or

y 
te

st
s 

ar
e 

av
ai

la
bl

e 
to

 id
en

tif
y 

C
Y

P2
D

6 
PM

s.
(R

ev
is

ed
 0

1/
31

/2
01

3)

Im
ip

ra
m

in
e

C
Y

P2
D

6
D

ru
g 

In
te

ra
ct

io
ns

PM
s 

ha
ve

 h
ig

he
r 

th
an

 e
xp

ec
te

d 
pl

as
m

a 
co

nc
en

tr
at

io
ns

 o
f 

tr
ic

yc
lic

an
tid

ep
re

ss
an

ts
 (

T
C

A
s)

 w
he

n 
gi

ve
n 

us
ua

l d
os

es
. D

ep
en

di
ng

 o
n 

th
e 

fr
ac

tio
n 

of
dr

ug
 m

et
ab

ol
iz

ed
 b

y 
C

Y
P2

D
6,

 th
e 

in
cr

ea
se

 in
 p

la
sm

a 
co

nc
en

tr
at

io
n 

m
ay

 b
e

sm
al

l, 
or

 q
ui

te
 la

rg
e 

(8
-f

ol
d 

in
cr

ea
se

 in
 p

la
sm

a 
A

U
C

 o
f 

th
e 

T
C

A
).

(R
ev

is
ed

 1
0/

26
/2

01
2)

M
od

af
in

il
C

Y
P2

D
6

D
ru

g 
In

te
ra

ct
io

ns
…

 I
n 

in
di

vi
du

al
s 

de
fi

ci
en

t i
n 

th
e 

en
zy

m
e 

C
Y

P2
D

6 
…

 th
e 

le
ve

ls
 o

f 
C

Y
P2

D
6

su
bs

tr
at

es
 s

uc
h 

as
 tr

ic
yc

lic
 a

nt
id

ep
re

ss
an

ts
 a

nd
 s

el
ec

tiv
e 

se
ro

to
ni

n 
re

up
ta

ke
in

hi
bi

to
rs

, w
hi

ch
 h

av
e 

an
ci

lla
ry

 r
ou

te
s 

of
 e

lim
in

at
io

n 
th

ro
ug

h 
C

Y
P2

C
19

, m
ay

be
 in

cr
ea

se
d 

by
 c

oa
dm

in
is

tr
at

io
n 

of
 m

od
af

in
il.

 D
os

e 
ad

ju
st

m
en

ts
 m

ay
 b

e
ne

ce
ss

ar
y 

fo
r 

pa
tie

nt
s 

be
in

g 
tr

ea
te

d 
w

ith
 th

es
e 

an
d 

si
m

ila
r 

m
ed

ic
at

io
ns

.

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Drozda et al. Page 18

D
ru

g 
or

 D
ru

g 
C

om
bi

na
ti

on
P

ha
rm

ac
og

en
om

ic
 B

io
m

ar
ke

r
L

ab
el

 S
ec

ti
on

L
ab

el
 I

nf
or

m
at

io
n23

(R
ev

is
ed

 1
0/

21
/2

01
0)

N
or

tr
ip

ty
lin

e
C

Y
P2

D
6

D
ru

g 
In

te
ra

ct
io

ns
…

PM
s 

ha
ve

 h
ig

he
r 

th
an

 e
xp

ec
te

d 
pl

as
m

a 
co

nc
en

tr
at

io
ns

 o
f 

tr
ic

yc
lic

an
tid

ep
re

ss
an

ts
 (

T
C

A
s)

 w
he

n 
gi

ve
n 

us
ua

l d
os

es
. D

ep
en

di
ng

 o
n 

th
e 

fr
ac

tio
n 

of
dr

ug
 m

et
ab

ol
iz

ed
 b

y 
C

Y
P2

D
6,

 th
e 

in
cr

ea
se

 in
 p

la
sm

a 
co

nc
en

tr
at

io
n 

m
ay

 b
e

sm
al

l, 
or

 q
ui

te
 la

rg
e 

(8
 f

ol
d 

in
cr

ea
se

 in
 p

la
sm

a 
A

U
C

 o
f 

th
e 

T
C

A
).

(R
ev

is
ed

 1
0/

26
/2

01
2)

Pa
ro

xe
tin

e
C

Y
P2

D
6

C
lin

ic
al

 P
ha

rm
ac

ol
og

y,
 D

ru
g 

In
te

ra
ct

io
ns

In
cl

ud
ed

 o
nl

y 
in

fo
rm

at
io

n 
ab

ou
t i

nh
ib

iti
on

 o
f 

C
Y

P2
D

6.
(R

ev
is

ed
 0

4/
28

/2
01

1)

Ph
en

yt
oi

n
H

L
A

-B
* 1

50
2

W
ar

ni
ng

s
St

ud
ie

s 
in

 p
at

ie
nt

s 
of

 C
hi

ne
se

 a
nc

es
tr

y 
ha

ve
 f

ou
nd

 a
 s

tr
on

g 
as

so
ci

at
io

n 
be

tw
ee

n
th

e 
ri

sk
 o

f 
de

ve
lo

pi
ng

 S
JS

/T
E

N
 a

nd
 th

e 
pr

es
en

ce
 o

f 
H

L
A

-B
* 1

50
2,

 a
n 

in
he

ri
te

d
al

le
lic

 v
ar

ia
nt

 o
f 

th
e 

H
L

A
-B

 g
en

e,
 in

 p
at

ie
nt

s 
us

in
g 

ca
rb

am
az

ep
in

e.
 L

im
ite

d
ev

id
en

ce
 s

ug
ge

st
s 

th
at

 H
L

A
−

B
* 1

50
2 

m
ay

 b
e 

a 
ri

sk
 f

ac
to

r 
fo

r 
th

e 
de

ve
lo

pm
en

t
of

 S
JS

/T
E

N
 in

 p
at

ie
nt

s 
of

 A
si

an
 a

nc
es

tr
y 

ta
ki

ng
 o

th
er

 a
nt

ie
pi

le
pt

ic
 d

ru
gs

as
so

ci
at

ed
 w

ith
 S

JS
/T

E
N

, i
nc

lu
di

ng
 p

he
ny

to
in

.
C

on
si

de
ra

tio
n 

sh
ou

ld
 b

e 
gi

ve
n 

to
 a

vo
id

in
g 

ph
en

yt
oi

n 
as

 a
n 

al
te

rn
at

iv
e 

fo
r

ca
rb

am
az

ep
in

e 
in

 p
at

ie
nt

s 
po

si
tiv

e 
fo

r 
H

L
A

-B
* 1

50
2.

(R
ev

is
ed

 0
3/

06
/2

01
3)

Pe
rp

he
na

zi
ne

C
Y

P2
D

6
C

lin
ic

al
 P

ha
rm

ac
ol

og
y

D
ru

g 
In

te
ra

ct
io

ns
PM

s 
of

 C
Y

P2
D

6 
w

ill
 m

et
ab

ol
iz

e 
pe

rp
he

na
zi

ne
 m

or
e 

sl
ow

ly
 a

nd
 w

ill
 e

xp
er

ie
nc

e
hi

gh
er

 c
on

ce
nt

ra
tio

ns
 c

om
pa

re
d 

w
ith

 n
or

m
al

 o
r 

E
M

s.
(R

ev
is

ed
 1

0/
20

11
)

Pi
m

oz
id

e
C

Y
P2

D
6

W
ar

ni
ng

s,
 P

re
ca

ut
io

ns
, C

on
tr

ai
nd

ic
at

io
ns

In
di

vi
du

al
s 

w
ith

 g
en

et
ic

 v
ar

ia
tio

ns
 r

es
ul

tin
g 

in
 P

M
…

ex
hi

bi
t h

ig
he

r 
pi

m
oz

id
e

co
nc

en
tr

at
io

ns
 th

an
 E

M
. T

he
 ti

m
e 

to
 a

ch
ie

ve
 s

te
ad

y 
st

at
e 

pi
m

oz
id

e
co

nc
en

tr
at

io
ns

 is
 e

xp
ec

te
d 

to
 b

e 
lo

ng
er

 (
ap

pr
ox

im
at

el
y 

2 
w

ee
ks

) 
in

 P
M

 b
ec

au
se

of
 th

e 
pr

ol
on

ge
d 

ha
lf

-l
if

e.
 A

lte
rn

at
iv

e 
do

si
ng

 s
tr

at
eg

ie
s 

ar
e 

re
co

m
m

en
de

d 
in

pa
tie

nt
s 

w
ho

 a
re

 g
en

et
ic

al
ly

 P
M

.
C

hi
ld

re
n 

do
si

ng
: A

t d
os

es
 a

bo
ve

 0
.0

5 
m

g/
kg

/d
ay

, C
Y

P2
D

6 
ge

no
ty

pi
ng

 s
ho

ul
d

be
 p

er
fo

rm
ed

. I
n 

PM
, O

R
A

P 
[p

im
oz

id
e]

 d
os

es
 s

ho
ul

d 
no

t e
xc

ee
d 

0.
05

 m
g/

kg
/

da
y,

 a
nd

 d
os

es
 s

ho
ul

d 
no

t b
e 

in
cr

ea
se

d 
ea

rl
ie

r 
th

an
 1

4 
da

ys
.

A
du

lt 
do

si
ng

: A
t d

os
es

 a
bo

ve
 4

 m
g/

da
y,

 C
Y

P 
2D

6 
ge

no
ty

pi
ng

 s
ho

ul
d 

be
pe

rf
or

m
ed

. I
n 

PM
, O

R
A

P 
do

se
s 

sh
ou

ld
 n

ot
 e

xc
ee

d 
4 

m
g/

da
y,

 a
nd

 d
os

es
 s

ho
ul

d
no

t b
e 

in
cr

ea
se

d 
ea

rl
ie

r 
th

an
 1

4 
da

ys
.

(R
ev

is
ed

 0
9/

27
/2

01
1)

Pr
ot

ri
pt

yl
in

e
C

Y
P2

D
6

Pr
ec

au
tio

ns
PM

s 
ha

ve
 h

ig
he

r 
th

an
 e

xp
ec

te
d 

pl
as

m
a 

co
nc

en
tr

at
io

ns
 o

f 
tr

ic
yc

lic
an

tid
ep

re
ss

an
ts

 (
T

C
A

s)
 w

he
n 

gi
ve

n 
us

ua
l d

os
es

. …
th

e 
in

cr
ea

se
 in

 p
la

sm
a

co
nc

en
tr

at
io

n 
m

ay
 b

e 
sm

al
l o

r 
qu

ite
 la

rg
e 

(8
 f

ol
d 

in
cr

ea
se

 in
 p

la
sm

a 
A

U
C

 o
f 

th
e

T
C

A
).

(R
ev

is
ed

 0
3/

20
10

)

R
is

pe
ri

do
ne

C
Y

P2
D

6
C

lin
ic

al
 P

ha
rm

ac
ol

og
y,

 D
ru

g 
In

te
ra

ct
io

ns
E

M
s 

co
nv

er
t r

is
pe

ri
do

ne
 r

ap
id

ly
 in

to
 9

-h
yd

ro
xy

ri
sp

er
id

on
e,

 w
he

re
as

 P
M

s
co

nv
er

t i
t m

uc
h 

m
or

e 
sl

ow
ly

. A
lth

ou
gh

 E
M

s 
ha

ve
 lo

w
er

 r
is

pe
ri

do
ne

 a
nd

 h
ig

he
r

9-
hy

dr
ox

yr
is

pe
ri

do
ne

 c
on

ce
nt

ra
tio

ns
 th

an
 P

M
s,

 th
e 

ph
ar

m
ac

ok
in

et
ic

s 
of

ri
sp

er
id

on
e 

an
d 

9-
hy

dr
ox

yr
is

pe
ri

do
ne

 c
om

bi
ne

d,
 a

ft
er

 s
in

gl
e 

an
d 

m
ul

tip
le

 d
os

es
,

ar
e 

si
m

ila
r 

in
 E

M
s 

an
d 

PM
s.

(R
ev

is
ed

 0
8/

02
/2

01
2)

T
et

ra
be

na
zi

ne
C

Y
P2

D
6

D
os

ag
e 

an
d 

A
dm

in
is

tr
at

io
n,

 W
ar

ni
ng

s,
C

lin
ic

al
 P

ha
rm

ac
ol

og
y

D
os

es
 a

bo
ve

 5
0 

m
g 

sh
ou

ld
 n

ot
 b

e 
gi

ve
n 

w
ith

ou
t C

Y
P2

D
6 

ge
no

ty
pi

ng
 p

at
ie

nt
s

to
 d

et
er

m
in

e 
if

 th
ey

 a
re

 P
M

.
…

C
Y

P2
D

6 
te

st
in

g 
is

 n
ec

es
sa

ry
 to

 d
et

er
m

in
e 

w
he

th
er

 p
at

ie
nt

s 
ar

e 
PM

s,
 E

M
s 

or
IM

s 
of

 X
E

N
A

Z
IN

E
 [

te
tr

ab
en

az
in

e]
. P

at
ie

nt
s 

w
ho

 a
re

 P
M

s 
of

 X
E

N
A

Z
IN

E
 w

ill

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Drozda et al. Page 19

D
ru

g 
or

 D
ru

g 
C

om
bi

na
ti

on
P

ha
rm

ac
og

en
om

ic
 B

io
m

ar
ke

r
L

ab
el

 S
ec

ti
on

L
ab

el
 I

nf
or

m
at

io
n23

ha
ve

 s
ub

st
an

tia
lly

 h
ig

he
r 

le
ve

ls
 o

f 
th

e 
pr

im
ar

y 
dr

ug
 m

et
ab

ol
ite

s 
(a

bo
ut

 3
-f

ol
d

fo
r 
α

-H
T

B
Z

 a
nd

 9
-f

ol
d 

fo
r 
β-

H
T

B
Z

) 
th

an
 p

at
ie

nt
s 

w
ho

 a
re

 E
M

s.
 T

he
 d

os
ag

e
sh

ou
ld

 b
e 

ad
ju

st
ed

 a
cc

or
di

ng
 to

 a
 p

at
ie

nt
’s

 C
Y

P2
D

6 
m

et
ab

ol
iz

er
 s

ta
tu

s.
 I

n
pa

tie
nt

s 
w

ho
 a

re
 id

en
tif

ie
d 

as
 C

Y
P2

D
6 

PM
s,

 th
e 

m
ax

im
um

 r
ec

om
m

en
de

d 
to

ta
l

da
ily

 d
os

e 
is

 5
0 

m
g 

an
d 

th
e 

m
ax

im
um

 r
ec

om
m

en
de

d 
si

ng
le

 d
os

e 
is

 2
5 

m
g.

G
en

ot
yp

ed
 p

at
ie

nt
s 

w
ho

 a
re

 id
en

tif
ie

d 
as

 E
M

s 
or

 I
M

s 
of

 C
Y

P2
D

6,
 …

 T
he

m
ax

im
um

 r
ec

om
m

en
de

d 
da

ily
 d

os
e 

is
 1

00
 m

g 
an

d 
th

e 
m

ax
im

um
 r

ec
om

m
en

de
d

si
ng

le
 d

os
e 

is
 3

7.
5 

m
g.

(R
ev

is
ed

 0
6/

20
11

)

T
hi

or
id

az
in

e
C

Y
P2

D
6

Pr
ec

au
tio

ns
, W

ar
ni

ng
s,

 C
on

tr
ai

nd
ic

at
io

ns
R

ed
uc

ed
 c

yt
oc

hr
om

e 
C

Y
P2

D
6 

is
oz

ym
e 

ac
tiv

ity
…

w
ou

ld
 b

e 
ex

pe
ct

ed
 to

au
gm

en
t t

he
 p

ro
lo

ng
at

io
n 

of
 th

e 
Q

T
c 

in
te

rv
al

 a
ss

oc
ia

te
d 

w
ith

 th
io

ri
da

zi
ne

 a
nd

m
ay

 in
cr

ea
se

 th
e 

ri
sk

 o
f 

se
ri

ou
s,

 p
ot

en
tia

lly
 f

at
al

, c
ar

di
ac

 a
rr

hy
th

m
ia

s,
 s

uc
h 

as
T

or
sa

de
s 

de
 p

oi
nt

es
 ty

pe
 a

rr
hy

th
m

ia
s…

th
io

ri
da

zi
ne

 is
 c

on
tr

ai
nd

ic
at

ed
…

w
ho

 a
re

kn
ow

n 
to

 h
av

e 
a 

ge
ne

tic
 d

ef
ec

t l
ea

di
ng

 to
 r

ed
uc

ed
 le

ve
ls

 o
f 

ac
tiv

ity
 o

f 
C

Y
P2

D
6.

(R
ev

is
ed

 0
4/

20
11

)

T
ri

m
ip

ra
m

in
e

C
Y

P2
D

6
D

ru
g 

In
te

ra
ct

io
ns

PM
s 

ha
ve

 h
ig

he
r 

th
an

 e
xp

ec
te

d 
pl

as
m

a 
co

nc
en

tr
at

io
ns

 o
f 

tr
ic

yc
lic

an
tid

ep
re

ss
an

ts
 (

T
C

A
s)

 w
he

n 
gi

ve
n 

us
ua

l d
os

es
. D

ep
en

di
ng

 o
n 

th
e 

fr
ac

tio
n 

of
dr

ug
 m

et
ab

ol
iz

ed
 b

y 
C

Y
P2

D
6,

 th
e 

in
cr

ea
se

 in
 p

la
sm

a 
co

nc
en

tr
at

io
n 

m
ay

 b
e

sm
al

l, 
or

 q
ui

te
 la

rg
e 

(8
 f

ol
d 

in
cr

ea
se

 in
 p

la
sm

a 
A

U
C

 o
f 

th
e 

T
C

A
).

(R
ev

is
ed

 1
2/

03
/2

01
2)

V
al

pr
oi

c 
A

ci
d

U
re

a 
cy

cl
e 

di
so

rd
er

s 
(N

A
G

S,
C

PS
1,

 A
SS

1,
 O

T
C

, A
SL

, A
R

G
)

C
on

tr
ai

nd
ic

at
io

ns
, P

re
ca

ut
io

ns
, A

dv
er

se
R

ea
ct

io
ns

V
al

pr
oi

c 
ac

id
 is

 c
on

tr
ai

nd
ic

at
ed

 in
 p

at
ie

nt
s 

w
ith

 k
no

w
n 

ur
ea

 c
yc

le
 d

is
or

de
rs

.
Pr

io
r 

to
 th

e 
in

iti
at

io
n 

of
 v

al
pr

oa
te

 th
er

ap
y,

 e
va

lu
at

io
n 

fo
r 

ur
ea

 c
yc

le
 d

is
or

de
rs

sh
ou

ld
 b

e 
co

ns
id

er
ed

 in
 th

e 
fo

llo
w

in
g 

pa
tie

nt
s:

 1
) 

th
os

e 
w

ith
 a

 h
is

to
ry

 o
f

un
ex

pl
ai

ne
d 

en
ce

ph
al

op
at

hy
 o

r 
co

m
a,

 e
nc

ep
ha

lo
pa

th
y 

as
so

ci
at

ed
 w

ith
 a

 p
ro

te
in

lo
ad

, p
re

gn
an

cy
-r

el
at

ed
 o

r 
po

st
pa

rt
um

 e
nc

ep
ha

lo
pa

th
y,

 u
ne

xp
la

in
ed

 m
en

ta
l

re
ta

rd
at

io
n,

 o
r 

hi
st

or
y 

of
 e

le
va

te
d 

pl
as

m
a 

am
m

on
ia

 o
r 

gl
ut

am
in

e;
 2

) 
th

os
e 

w
ith

cy
cl

ic
al

 v
om

iti
ng

 a
nd

 le
th

ar
gy

, e
pi

so
di

c 
ex

tr
em

e 
ir

ri
ta

bi
lit

y,
 a

ta
xi

a,
 lo

w
 B

U
N

,
or

 p
ro

te
in

 a
vo

id
an

ce
; 3

) 
th

os
e 

w
ith

 a
 f

am
ily

 h
is

to
ry

 o
f 

ur
ea

 c
yc

le
 d

is
or

de
rs

 o
r 

a
fa

m
ily

 h
is

to
ry

 o
f 

un
ex

pl
ai

ne
d 

in
fa

nt
 d

ea
th

s 
(p

ar
tic

ul
ar

ly
 m

al
es

);
 4

) 
th

os
e 

w
ith

ot
he

r 
si

gn
s 

or
 s

ym
pt

om
s 

of
 u

re
a 

cy
cl

e 
di

so
rd

er
s.

(R
ev

is
ed

 0
2/

27
/2

01
3)

V
en

la
fa

xi
ne

C
Y

P2
D

6
D

ru
g 

In
te

ra
ct

io
ns

In
 a

 c
lin

ic
al

 s
tu

dy
 in

vo
lv

in
g 

PM
s 

an
d 

E
M

s,
 th

e 
to

ta
l c

on
ce

nt
ra

tio
n 

of
 a

ct
iv

e
co

m
po

un
ds

 (
ve

nl
af

ax
in

e 
pl

us
 O

D
V

),
 w

as
 s

im
ila

r 
in

 th
e 

tw
o 

m
et

ab
ol

iz
er

 g
ro

up
s.

T
he

re
fo

re
, n

o 
do

sa
ge

 a
dj

us
tm

en
t i

s 
re

qu
ir

ed
 w

he
n 

ve
nl

af
ax

in
e 

is
 c

oa
dm

in
is

te
re

d
w

ith
 a

 C
Y

P2
D

6 
in

hi
bi

to
r.

(R
ev

is
ed

 1
2/

12
/2

01
2)

C
Y

P 
=

 c
yt

oc
hr

om
e 

P4
50

; P
M

 =
 p

oo
r 

m
et

ab
ol

iz
er

; E
M

 =
 e

xt
en

si
ve

 m
et

ab
ol

iz
er

; I
M

 =
 in

te
rm

ed
ia

te
 m

et
ab

ol
iz

er
; H

L
A

 =
 h

um
an

 le
uk

oc
yt

e 
an

tig
en

; N
A

G
S=

 N
-a

ce
ty

lg
lu

ta
m

at
e 

sy
nt

ha
se

; C
PS

1=
 c

ar
ba

m
oy

l
ph

os
ph

at
e 

sy
nt

ha
se

 I
; A

SS
1=

 a
rg

in
in

os
uc

ci
na

te
 s

yn
th

et
as

e 
1;

 O
T

C
=

 o
rn

ith
in

e 
ca

rb
am

oy
ltr

an
sf

er
as

e;
 A

SL
=

 a
rg

in
in

os
uc

ci
na

te
 ly

as
e;

 A
R

G
 =

 a
rg

in
as

e.

* Ph
ar

m
ac

og
en

om
ic

 in
fo

rm
at

io
n 

w
as

 in
cl

ud
ed

 o
nl

y 
in

 th
e 

la
be

l i
nf

or
m

at
io

n 
fo

r 
th

e 
di

az
ep

am
 r

ec
ta

l g
el

 f
or

m
ul

at
io

n,
 n

ot
 th

e 
or

al
 ta

bl
et

.

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Drozda et al. Page 20

Ta
bl

e 
2

Ph
ar

m
ac

og
en

om
ic

 T
es

tin
g 

R
es

ou
rc

es
 f

or
 V

ar
ia

nt
s 

In
fl

ue
nc

in
g 

N
eu

ro
ps

yc
hi

at
ri

c 
M

ed
ic

at
io

ns

P
ha

rm
ac

og
en

om
ic

 T
es

ti
ng

 R
es

ou
rc

e
C

Y
P

2D
6 

V
ar

ia
nt

s 
A

ss
ay

ed
C

Y
P

2C
19

 V
ar

ia
nt

s 
A

ss
ay

ed
O

th
er

 G
en

es
 A

ss
ay

ed

T
es

tin
g 

se
rv

ic
es

 o
r 

la
bo

ra
to

ri
es

 a
nd

 a
ss

oc
ia

te
d

pl
at

fo
rm

s 
an

d 
va

ri
an

ts
 te

st
ed

A
ss

ur
eR

x 
(G

en
eS

ig
ht

R
x)

53
*1

, *
2,

 *
2A

, *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8,

 *
9,

 *
10

, *
11

, *
12

, *
14

, *
15

,
*1

7,
 *

41
, D

up
lic

at
io

n
*1

, *
2,

 *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8

SL
C

6A
4,

 H
T

R
2A

G
en

el
ex

 (
Y

ou
 S

cr
ip

t)
54

*1
, *

2,
 *

3,
 *

4,
 *

5,
 *

6,
 *

7,
 *

8,
 *

9,
 *

10
, *

11
, *

12
, *

14
, *

15
, *

17
,

*4
1,

 D
up

lic
at

io
n

*1
, *

2,
 *

3,
 *

4,
 *

5,
 *

6,
 *

7,
 *

8,
 *

17
C

Y
P

2C
9,

 V
K

O
R

C
1

G
en

om
as

 (
H

IL
O

m
et

 P
hy

zi
oT

yp
eS

ys
te

m
)55

*1
, *

3,
 *

4,
 *

5,
 *

6,
 *

9,
 *

10
, *

17
, D

up
lic

at
io

n
*1

,*
2,

*3
C

Y
P

2C
9

M
at

ri
x 

G
en

om
ic

s56
PM

, I
M

, E
M

, U
M

 (
va

ri
an

ts
 n

ot
 s

pe
ci

fi
ed

)
*2

, *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8,

 *
17

V
K

O
R

C
1,

 C
Y

P
2C

9,
 C

Y
P

4F
2,

 G
G

C
X

,
A

P
O

E

L
U

M
IN

E
X

 x
T

A
G

 C
Y

P2
D

657
*1

, *
2,

 *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8,

 *
9,

 *
10

, *
11

, *
15

, *
17

, *
29

, *
35

,
*4

1,
 D

up
lic

at
io

n
N

ot
 a

pp
lic

ab
le

N
ot

 a
pp

lic
ab

le

M
ay

o 
C

lin
ic

58
*1

, *
2,

*2
A

, *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8,

 *
9,

 *
10

, *
11

, *
12

, *
14

A
,

*1
4B

, *
15

, *
17

, *
41

, D
up

lic
at

io
n

*1
, *

2,
 *

3,
 *

4,
 *

6,
 *

7,
 *

8,
 *

17
C

Y
P

3A
4,

 U
G

T
1A

1,
 T

P
M

T
, H

T
R

2A
,

H
T

R
2C

 C
Y

P
2C

9,
 C

Y
P

1A
2,

 V
K

O
R

C
1,

D
R

D
4,

 D
R

D
3,

 H
L

A
B

*5
80

1,
H

L
A

B
*1

50
2,

 H
L

A
B

*5
70

1,
 S

L
C

6A
4

(5
-H

T
T

L
P

R
)

23
 a

nd
 M

e59
N

ot
 a

va
ila

bl
e

*1
, *

2,
 *

3,
 *

4,
 *

8,
 *

17
H

L
A

B
*5

70
1,

 A
L

D
H

2,
 A

B
C

B
1,

A
D

R
B

1,
 C

Y
P

1A
2,

 D
Y

P
D

, I
T

P
A

,
O

P
R

M
1,

 r
s3

12
99

00
 (

in
tr

on
ic

),
 A

T
M

,
F

5,
 A

N
K

K
1,

 B
C

H
E

, I
L

28
B

, G
P

C
5,

C
O

Q
2,

 T
P

M
T

, C
Y

P
2C

9,
 V

K
O

R
C

1

Q
ue

st
 D

ia
gn

os
tic

s60
V

ar
ia

nt
s 

no
t s

pe
ci

fi
ed

*1
-*

10
, *

12
, *

17
C

Y
P

2C
9,

 H
L

A
-B

*1
50

2,
 T

P
M

T
,

U
G

T
1A

1,
 L

P
A

, K
IF

6,
 C

Y
P

3A
4,

C
Y

P
3A

5,
 C

Y
P

2C
9,

 A
P

O
E

, V
E

G
F

L
ab

or
at

or
y 

C
or

po
ra

tio
n 

of
 A

m
er

ic
a61

*1
, *

2,
 *

3,
 *

4.
 *

5,
 *

6,
 *

7,
 *

8,
 *

9,
 *

10
, *

11
, *

12
, *

14
, *

15
, *

17
,

*4
1,

 *
1X

N
, *

2X
N

, *
4X

N
, *

10
X

N
, *

17
X

N
, *

41
X

N
.

*2
, *

3,
 *

4,
 *

5,
 *

6,
 *

8,
 *

17
C

Y
P

2C
9,

 H
L

A
-B

*1
50

2,
 V

K
O

R
C

1,
T

P
M

T
, A

P
O

E
, I

L
28

B
, U

G
T

1A
1,

M
T

H
F

R

G
en

om
in

d62
V

ar
ia

nt
s 

no
t s

pe
ci

fi
ed

V
ar

ia
nt

s 
no

t s
pe

ci
fi

ed
C

Y
P

2C
9,

 5
-H

T
T

, 5
H

T
2C

, D
R

D
2,

A
N

K
3,

 C
A

C
N

A
1C

, C
O

M
T

, M
T

H
F

R

PG
xl

63
, 6

4
*1

, *
2,

 *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8,

 *
9,

 *
10

, *
11

, *
12

, *
14

, *
15

, *
17

,
*4

1
V

ar
ia

nt
s 

no
t s

pe
ci

fi
ed

C
Y

P
2C

9,
 C

Y
P

1A
2,

 N
A

T
2,

 H
L

A
-

B
*5

70
1,

 5
-H

T
T

L
P

R
, M

T
H

F
R

M
yG

en
e65

V
ar

ia
nt

s 
no

t s
pe

ci
fi

ed
V

ar
ia

nt
s 

no
t s

pe
ci

fi
ed

C
Y

P
2C

9,
 C

ar
ba

m
az

ep
in

e 
PG

x
(V

ar
ia

nt
s 

no
t s

pe
ci

fi
ed

)

A
R

U
P 

L
ab

or
at

or
ie

s66
*1

, *
2,

 *
2A

, *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8,

 *
9,

 *
10

, *
12

, *
14

, *
17

, *
29

,
*4

1
*2

, *
3,

 *
4,

 *
6,

 *
7,

 *
8,

 *
9,

 *
10

, *
17

C
Y

P
2C

9,
 M

T
H

F
R

, T
P

M
T

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Drozda et al. Page 21

P
ha

rm
ac

og
en

om
ic

 T
es

ti
ng

 R
es

ou
rc

e
C

Y
P

2D
6 

V
ar

ia
nt

s 
A

ss
ay

ed
C

Y
P

2C
19

 V
ar

ia
nt

s 
A

ss
ay

ed
O

th
er

 G
en

es
 A

ss
ay

ed

T
es

tin
g 

pl
at

fo
rm

s 
th

at
 m

ay
 b

e 
av

ai
la

bl
e 

in
in

de
pe

nd
en

t C
L

IA
-c

er
tif

ie
d 

cl
in

ic
al

la
bo

ra
to

ri
es

 o
r 

re
se

ar
ch

 la
bo

ra
to

ri
es

T
he

 A
m

pl
iC

hi
p 

C
Y

P4
50

 T
es

t67
*1

, *
2,

 *
2A

B
D

,*
3,

 *
4A

B
D

JK
, *

5,
 *

6A
B

C
, *

7,
 *

8,
 *

9,
 *

10
A

B
,

*1
1,

 *
15

, *
17

, *
19

, *
20

, *
29

, *
35

, *
36

, *
40

, *
41

,*
1X

N
(D

up
lic

at
io

n)
, *

2X
N

, *
4X

N
, *

10
X

N
, *

17
X

N
, *

35
X

N
, *

41
X

N

*1
, *

2,
 *

3
N

A

IN
FI

N
IT

I 
(A

ut
oG

en
om

ic
s)

68
, 6

9
*2

, *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8,

 *
9,

 *
10

, *
12

, *
14

, *
17

, *
29

, *
41

A
,

*X
N

 (
D

up
lic

at
io

n)
*1

, *
2,

 *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8,

 *
9,

 *
10

,
*1

7
A

P
O

E
, C

Y
P

2C
9,

 C
Y

P
3A

4,
 C

Y
P

3A
5,

SU
L

T
1A

1,
 A

B
C

B
1 

(M
D

R
1)

, D
Y

P
D

,
M

T
H

F
R

, T
Y

M
S,

 U
G

T
1A

1,
 N

A
T

2

D
M

E
T

 P
lu

s 
(A

ff
ym

et
ri

x)
70

*3
, *

4,
 *

5,
 *

6,
 *

7,
 *

9,
 *

11
, *

12
, *

14
 o

r 
*8

, *
15

, *
18

, *
19

, *
20

,
*2

1,
 *

29
(2

 S
N

Ps
),

 *
38

, *
40

, *
41

, *
42

, *
44

, *
56

,
C

Y
P2

D
6_

41
80

G
>

C
, C

Y
P2

D
6_

28
50

C
>

T
, C

Y
P2

D
6_

16
61

G
>

C
,

C
Y

P2
D

6_
10

23
C

>
T

, C
Y

P2
D

6_
10

0C
>

T
, C

Y
P2

D
6_

-1
58

4C
>

G
,

C
Y

P2
D

6_
-1

77
0G

>
A

, C
Y

P2
D

6_
-1

96
1C

>
G

>
A

,
C

Y
P2

D
6_

-2
17

8G
>

A

*2
,*

2B
, *

3,
 *

4,
 *

5,
 *

6,
 *

7,
 *

8,
 *

9,
*1

0,
 *

12
, *

13
, *

14
, *

15
, *

17
,

C
Y

P2
C

19
_7

21
in

sG
,

C
Y

P2
C

19
_8

01
61

G
>

A
,

C
Y

P2
C

19
_9

00
52

de
lG

1,
93

6 
SN

P,
 c

op
y 

nu
m

be
r,

 a
nd

 in
de

l
m

ar
ke

rs
 a

cr
os

s 
23

1 
ge

ne
s 

as
sa

ye
d

V
er

aC
od

e 
A

D
M

E
 C

or
e 

Pa
ne

l (
Il

lu
m

in
a)

71
*2

, *
2A

, *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8,

 *
9,

 *
10

, *
11

, *
12

, *
14

, *
15

, *
17

,
*1

8,
 *

91
, *

20
, *

21
, *

38
, *

40
, *

41
, *

42
, *

44
, *

56
*2

, *
3,

 *
4,

 *
5,

 *
6,

 *
7,

 *
8,

 *
12

, *
17

 (
3

SN
Ph

ap
)

A
B

C
B

1,
 A

B
C

C
2,

 A
B

C
G

2,
 C

Y
P

1A
1,

C
Y

P
1A

2,
 C

Y
P

2A
6,

 C
Y

P
2B

6,
C

Y
P

2C
8,

 C
Y

P
2C

9,
 C

Y
P

2E
1,

C
Y

P
3A

4,
 C

Y
P

3A
5,

 D
P

Y
D

, G
ST

M
1,

G
ST

P
1,

 G
ST

T
1,

 N
A

T
1,

 N
A

T
2,

SL
C

15
A

2 
SL

C
22

A
1,

 S
L

C
22

A
2,

SL
C

22
A

6,
 S

L
C

O
1B

1,
 S

L
C

O
1B

3,
SL

C
O

2B
1,

 S
U

L
T

1A
1,

 T
P

M
T

,
U

G
T

1A
1,

 U
G

T
2B

15
, U

G
T

2B
15

,
U

G
T

2B
17

, U
G

T
2B

7,
 V

K
O

R
C

1

iP
le

x 
A

D
M

E
 P

G
x 

Pa
ne

l (
Se

qu
en

om
)72

*1
A

, (
*2

A
;*

31
;*

51
),

 (
*2

L
;*

35
;*

71
),

 *
3,

 *
4,

 *
4M

, *
6,

 *
7,

 *
8,

 *
9,

(*
10

;*
36

;*
37

;*
47

;*
49

;*
52

;*
54

;*
57

;*
65

;*
72

),
 *

11
, *

12
, *

14
A

,
*1

4B
, *

15
, *

17
, *

18
, *

19
, *

20
, *

21
A

, *
21

B
, *

30
, *

38
, *

40
, *

41
,

*4
2,

 *
44

, *
56

A
, *

56
B

, *
58

,*
64

, *
69

 C
N

V
 A

ss
ay

: *
5,

 *
N

xN
(H

ap
lo

ty
pe

s 
ar

e 
id

en
tif

ie
d 

m
an

ua
lly

)

*1
, (

*1
B

;C
;*

9)
, *

2,
 *

3,
 *

4,
 *

5A
, *

5B
,

*6
, *

7,
 *

8,
 *

12
, *

17
A

B
C

B
1,

 A
B

C
C

2,
 A

B
C

G
2,

 C
O

M
T

,
C

Y
P

1A
1,

 C
Y

P
1A

2,
 C

Y
P

2A
6,

C
Y

P
2B

6,
 C

Y
P

2C
8,

 C
Y

P
2C

9,
C

Y
P

2E
1,

 C
Y

P
3A

4,
 C

Y
P

3A
5,

 D
P

Y
D

,
G

ST
M

1,
 G

ST
P

1,
 G

ST
T

1,
 G

ST
T

2,
N

A
T

1,
 N

A
T

2,
 S

L
C

15
A

2 
SL

C
22

A
1,

SL
C

22
A

2,
 S

L
C

22
A

6,
 S

L
C

O
1B

1,
SL

C
O

1B
3,

 S
L

C
O

2B
1,

 S
U

L
T

1A
1,

T
P

M
T

, U
G

T
1A

1,
 U

G
T

2B
15

,
U

G
T

2B
17

, U
G

T
2B

7,
 V

K
O

R
C

1

eS
en

so
r 

(G
en

M
ar

k 
D

ia
gn

os
tic

s,
 I

nc
.)

73
N

ot
 a

pp
lic

ab
le

*2
, *

3,
 *

4,
 *

5,
 *

6,
 *

7,
 *

8,
 *

9,
 *

10
,

*1
3,

 *
17

C
Y

P
2C

9,
 V

K
O

R
C

1

C
Y

P 
=

 c
yt

oc
hr

om
e 

P4
50

; P
M

 =
 p

oo
r 

m
et

ab
ol

iz
er

; I
M

 =
 in

te
rm

ed
ia

te
 m

et
ab

ol
iz

er
; E

M
 =

 e
xt

en
si

ve
 m

et
ab

ol
iz

er
; U

M
 =

 u
ltr

ar
ap

id
 m

et
ab

ol
iz

er
.

Pharmacotherapy. Author manuscript; available in PMC 2015 February 01.


