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ABSTRACT
In the field of pharmacokinetics, cytochrome P450 enzymes have been extensively studied.
The CYP450 enzyme with the most drug substrates is CYP3A4, but despite its significance,
administration of a specific substrate to subjects is required to determine its activity, by
measuring the metabolic ratio. For reasons of feasibility and safety it would be preferable to
have an endogenous biomarker instead of a probe drug. The activity of CYP3A4 varies
considerably as it can be induced and inhibited by certain compounds. For example, it is
induced by ligands to the Pregnane X receptor (PxR). Activation of this receptor also induces
the drug transporter P-glycoprotein. Regarding genetic variability, it is well known that
CYP3A4 does not display genetic polymorphism in activity, but results from studies of P-gp
in that aspect have been inconclusive.
In the first study of this thesis, which was also aiming to evaluate the inductive property of
rifampicin on four other CYP450 enzymes, a probe drug and an endogenous biomarker were
compared regarding their properties for measuring CYP3A4 activity. Induction was achieved
by administration of rifampicin in three different doses (20-500 mg once daily) to healthy
volunteers. The endogenous biomarker 4β-hydroxycholesterol had a linear relationship with
the metabolic ratio of the CYP3A4 probe drug quinine. In this study four other probe drugs
were also used simultaneously, each specific for a different CYP450 enzyme. All enzymes
except CYP2D6 were induced by rifampicin. This cocktail had been designed not to cause
any drug-drug interactions among the probes, which are also specific for each enzyme.
In the second study, 4β-hydroxycholesterol was used to investigate whether exposure to
triclosan in the doses reached by normal use of toothpaste can induce the enzyme. Triclosan
activates PxR in vitro, but the results from our clinical study indicate that this effect is not
relevant when subjects are exposed in the dose range achieved by normal use of toothpaste.
In the third clinical study two common haplotypes of MDR1, which encode P-gp, were
compared by phenotyping with the substrate digoxin. The haplotypes were chosen because
they are common and because their clinical relevance has been under discussion for many
years. Digoxin is the most commonly used drug for investigating P-gp activity as it is not
metabolized and because it is a known substrate of this transporter. The difference in plasma
digoxin kinetics was not statistically significant in our study and the study does not support
that genetic variability in MDR1 has an impact on P-gp activity in the haplotypes
investigated. Ligands to PxR also induce the drug transporter P-glycoprotein, which has
largely overlapping substrate specificity with CYP3A4. Drug transporters have been
considerably less studied than CYP450 enzymes but the knowledge is rapidly increasing and
the focus has been mainly on P-gp because of its broad specificity. Even though CYP3A4
does not have polymorphic activity, it is well known that some CYP450 enzymes do, and the
data on whether P-gp has such variability has been inconclusive.
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LIST OF ABBREVIATIONS
ABC

Adenosine-triphosphate binding cassette

ABCB1

ATP-binding cassette B1

ADME

Absorption, distribution, metabolism, elimination

BRCP

Breast cancer related peptide

CNS

Central nervous system

CYP

Cytochrome P450

CYP3A

Cytochrome P450 3A

CYP3A4

Cytochrome P450 3A4

GCP

Good clinical practice

MDR1

Multi drug resistance 1

P-gp

Permeability-glycoprotein

PK

Pharmacokinetics

PxR

Pregnane X receptor

SLC

Solute carrier

TDM

Therapeutic drug monitoring

1 INTRODUCTION
It is well known that the same drug may have different effects in different individuals. It is
also known that the same drug, and the same dose of that drug, may affect the same person
differently on different occasions. The reasons for this are several. Pharmacology is usually
divided into how the drug affects the body (pharmacodynamics) and how the body affects the
drug (pharmacokinetics). Variability in pharmacokinetics (PK) may be due to genetic,
constitutional and environmental factors such as the number of gene copies of an enzyme,
renal function and concomitant medications to name but a few.
Drug metabolism has been extensively studied and there are methods of approximating the
activity of different cytochrome P450 enzymes (CYPs). A practical limitation of performing
such investigations is, however, that they require administration of exogenous compounds. A
less studied field is that of drug transporters, even though knowledge is rapidly increasing in
that area. The most important drug transporter is Permeability-glycoprotein (P-gp).
1.1

PHARMACOKINETICS

PK is divided into absorption, distribution, metabolism and elimination (ADME). All of these
parameters demonstrate inter- and intraindividual variability. Absorption may be affected by
e.g. the food ingested. Differences in distribution may be affected by e.g. concomitant
medications (1). The metabolism of certain drugs may depend on genetics (2) and in clinical
practice the doses of several drugs are routinely adjusted for renal function, as the elimination
can vary significantly.
PK often refers only to plasma concentrations of the drugs, even though the drug
concentration at the target organ is more relevant. The reason for this is practical – it is much
easier to measure the plasma concentration of for example a psychotropic drug than to
measure how much that actually reaches the brain.
1.2

CYTOCHROME P450 SYSTEM

The cytochrome P450 enzymes were named in 1961 (3) and are most abundant in the liver,
even though for example CYP3A4 is present in significant amounts also in enterocytes. The
impact of genetics is large in some of the CYPs, such as CYP2D6, while CYP3A4 does not
demonstrate polymorphic activity. Even though a CYP does not have a variable metabolic
capacity due to genetics, there may be a large inter- and intraindividual variability also in
those depending on interactions with drugs and other exogenic compounds.
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The CYP with the most drug substrates is CYP3A4, while other CYPs such as CYP2C9 has
considerably fewer substrates. The same drug is often a substrate of several CYPs and some
drugs, such as donepezil, is cleared from the body both by CYPs and in unchanged form by
the kidneys (4). Drugs with several routes of elimination show less variability within and
between individuals as other routes may compensate if one of the routes is inhibited. For
example sertraline has a very linear relationship between dose and plasma concentrations,
according to data extracted from the TDM database at the Karolinska Hospital (Unpublished
data). The drugs that are developed today are seldom specific substrates of CYP2D6 for
example, because of the large genetic variability which cannot be known without genetic
testing of patients.
1.3

DRUG TRANSPORTERS

Drug transporters are usually divided into passive (non energy demanding) and active
(demanding energy). Since passive transporters do not consume energy, they do not transport
their substrates against electrochemical gradients but simplify the flux from a high
concentration compartment to a low concentration compartment. There is a large family of
passive transporters named solute carriers (SLC) (5).
There are at least 48 different ABC transporters which can transport drugs between different
compartments and they often have overlapping specificity (6). Therefore it is not uncommon
that the same compound may be transported by e.g. breast cancer related peptide (BCRP) and
P-gp.
Drug transporters are present in the cell membranes in different barriers in the body, such as
the intestinal wall, the blood-brain barrier, the testes and the placenta. The same transporter is
often localized in several barriers, thereby affecting not only distribution but also absorption
from the intestine and elimination via the kidneys or the bile.
Inhibition of P-gp in the blood-brain barrier, where it normally pumps its substrates out of the
central nervous system (CNS), and in the enterocytes, where it prevents absorption, has been
suggested to allow for a central opioid effect of loperamide (1).
1.4

PHARMACOGENETICS

The area of pharmacogenetics includes both pharmacodynamics and pharmacokinetics. The
genetic influence on PK has been focused on CYP enzymes for several decades, and many
clinically relevant variations have been discovered during this period. Genetic variability in
drug transporters is less studied, but in that field the main focus has been on MDR1 because
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of its many substrates and the potential impact genetic polymorphism could have on a
number of clinical outcomes. The technical evolution makes genotyping cheaper and easier
at a great pace, affecting clinical routines and drug development.
1.5

CYP3A4

The CYP3A4 enzyme does not show polymorphic activity, even though a very similar
enzyme (CYP3A5) may or may not be active, and contribute to metabolism, depending on
genetics. While not being polymorphic in activity, the activity of CYP3A4 varies up to 10fold due to interactions with drugs and other exogenous compounds. The most potent inducer
of CYP3A4 that is known is rifampicin, which induces several proteins, and one of the most
potent inhibitors is ketokonazol (7). CYP3A4 is present not only in the liver but also in
enterocytes, where it can be inhibited also by consumption of different fruit juices (8).
CYP3A4/5 are the cytochrome P450 enzymes with the most substrates and has been
estimated to participate in the metabolism of about half the drugs on the market (9). Because
of the many substrates and the potential of inhibition and induction, a situation may occur
when the same drug is an inducer, a competitive inhibitor and a substrate of this enzyme
which makes the pharmacokinetics very difficult to predict (10, 11). Further complicating this
scenario, it may also be a substrate and an inducer of P-gp. A well documented marker of
CYP3A4 activity is quinine (12), but an endogenous marker would be useful in the clinic and
in the development of new drugs.
1.6

P-GLYCOPROTEIN

P-gp was originally named Multi Drug Resistance 1 (MDR1) since it was discovered because
of its ability to prevent cytostatics from entering cancer cells (13). It has since been shown to
have a very large number of drug substrates and to be present in several barriers in the body.
As CYP3A4, it is highly inducible and can also be inhibited by e.g. verapamil (14) but
whether genetic polymorphism is a relevant factor has been under discussion. Interestingly,
both CYP3A4 and P-gp can be induced by the same drugs by activating the PxR receptor,
indicating that they interact in limiting the exposure to possible toxins. The large gene
encoding P-gp is called ATP-binding cassette B1 (ABCB1) or MDR1 and consists of 200 000
base pairs. There are at least 124 known SNPs in Caucasians where different nucleotides may
be present, but no functional variation has yet been determined with certainty (15).
P-gp has substrates in many different therapeutic areas with a large potential of clinically
important impact. It is present in several locations (figure 1) and affects not only absorption
from the intestine but also distribution, as it is present in several barriers, and elimination
3

since it pumps substrates into the urine and the bile. The most common marker of P-gp
activity is digoxin, because it is not metabolized and because it is a well known substrate of
P-gp (16). A possible limitation of digoxin as a probe drug for P-gp activity is that it may be a
substrate also of other transporters (17).

Figure 1.
P-gp is located in different barriers and
actively eliminates substrates via the kidneys
and the bile ducts.
Marzolini C, Paus E, Buclin T, Kim RB
(2004). Polymorphisms in human MDR1
(P-glycoprotein): Recent advances and
clinical relevance. Clin Pharm Ther 75:1333.

1.7

P-GP AND CYP3A4

P-gp and CYP3A4 interact in protecting the body from toxic compounds, but may also
complicate drug treatment. Both proteins can be induced and often by the same drugs and
both can be inhibited by concomitant medication and by certain beverages (grape fruit
juices). Rifampicin may induce both proteins via the PxR receptor (18, 20). Both P-gp and
CYP3A4 are present in the intestinal wall, where P-gp in the cell membrane actively
transports substrates back into the gut lumen. Theoretically, this could prolong the exposure
of substrates for intracellular CYP3A4 enzyme.
1.8. CLINICAL TRIALS
Clinical studies are performed in humans, either in healthy volunteers or in patients. The
outcomes are usually measured in terms of effects and adverse events. In purely
pharmacokinetic studies, however, the goal is to obtain reliable plasma concentrations with
the lowest possible risk of adverse events. As most side effects of drugs are dose dependent,
the lower plasma concentrations that can be measured with the laboratory method used, the
lower the risk of adverse events. The clinical studies need to fulfill ethical requirements as
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evaluated by an Ethics committee and should be performed according to standards of Good
Clinical Practice (GCP).
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2 THE PRESENT STUDY
2.1

AIMS OF THE STUDY
•

To characterize an endogenous biomarker of the activity of the drug metabolizing
enzyme CYP3A4.

•

To investigate whether the antibacterial compound triclosan can induce CYP3A4
using the endogenous biomarker previously characterized

•

To investigate whether there is a functional difference between two common MDR1
haplotypes using the probe drug digoxin.

2.2

MATERIALS AND METHODS

2.2.1 Study populations
In the first study (paper 1), 24 healthy Caucasian Swedish adults participated. Their ages
were in the range 23-61 years (mean 34 years) and body weights were between 52-99 kg
(mean 78 kg for men and 66 kg for women). Subjects were ascertained to be healthy by
medical history, physical examination and laboratory testing including virology (Hepatitis B,
hepatitis C, HIV) and routine tests for kidney function, liver function and hematology.
Female subjects had negative tests for pregnancy. Subjects expressing CYP3A5 were
excluded by genotyping.
In the second study (paper 2), 12 healthy Caucasian Swedish adults participated. Five were
men and seven were women. Subjects were ascertained to be healthy by medical history,
physical examination and routine laboratory testing. The exclusion criteria were pregnancy,
ongoing infection, intake of medication including natural remedies (for example St John´s
wort), within two months prior to starting the study, except for paracetamol, and active drug
or alcohol abuse.
In the third study (paper 3), 14 healthy Caucasian Swedish adults participated. Nine were
men and five were women. Their ages were in the range 20-62 years (mean 32 years) and
body weights were between 64-93 kg (mean 74 kg). The inclusion criteria were normal GFR
(70-120 ml/min) as measured by Cockroft Gault, normal P-potassium and normal ECG
including heart frequency above 50/min and normal findings in the physical examination.
The exclusion criteria were pregnancy, ongoing infection, intake of medication including
natural remedies (for example St John´s wort), within one month prior to starting the study,
except for paracetamol, and active drug or alcohol abuse. Subjects had either the haplotype
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1236/2677/3435 CGC-CGC (six subjects) or the haplotype TTT-TTT (eight subjects) in
MDR1.
2.2.2 Phenotyping
In the first study (paper 1), phenotyping was performed with five probe drugs and the
endogenous biomarker 4β-hydroxycholesterol. The probes were caffeine for CYP1A2,
losartan for CYP2C9, omeprazole for CYP2C19, debrisoquine for CYP2D6 and quinine for
CYP3A4.
In the second study (paper 2), phenotyping for CYP3A4 was performed with the endogenous
biomarker 4β-hydroxycholesterol.
In the third study (paper 3), phenotyping for P-gp was performed with the probe drug
digoxin.
2.2.3 Statistical analysis
For all statistical analysis p-values less than 0.05 were regarded as statistically significant,
using the two-sided Student´s t-test.

2.2.4 Laboratory analysis
Plasma concentrations of the probe drugs in the first study (paper 1) was performed according
to the methods described in Christensen et al (12) and Hultman et al (19).
In the second study (paper 2), triclosan was analysed using liquid-liquidextraction. An
isotope dilution method with 13C-labelled triclosan as the internal standard was applied for
quantification, using gas chromatography ⁄ electron capture negative ionisation ⁄mass
spectrometry. The entire method is described in Allmyr et al. (20). 4b-Hydroxycholesterol
was determined by isotope dilution gas chromatography-mass spectrometry using a
deuterium-labelled internal standard as described by Bodin et al (21).
In the third study (paper 3), digoxin was quantified by DRI ® Digoxin Assay, which is the
method used in clinical routine. This method was modified by adding an additional standard
concentration of 0.13 nmol/L.

8

3 RESULTS AND DISCUSSION
3.1

PAPER 1

The main findings of the first study were that the probe drugs and the endogenous biomarker
4β-hydroxycholesterol may be used to establish the induction properties of a compound. 4βhydroxycholesterol was dose dependently induced within the investigated dose range of 20500 mg rifampicin once daily (Figures 2 and 3).

Figure 2. Correlation of induction
ratios for plasma concentrations of
4β-hydroxycholesterol with
quinine:3´-hydroxyquinine metabolic
ratio after three different daily doses
of rifampicin.
Closed circles = 20 mg
Open triangles = 100 mg
Closed squares = 500 mg
(Paper 1)

Figure 3. Induction of CYP3A4
was dose dependent within the
investigated dose range of 20500 mg rifampicin once daily.

(Paper 1)
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CYP3A4, CYP1A2, CYP2C9 and CYP2C19 were induced by rifampicin, as demonstrated by
the use of exogenous substrates. CYP2D6 seems not to be inducible. As the probe drugs are
specific for each enzyme and do not interact with each other, this ”cocktail” may be used for
phenotyping the enzyme activities at the same time. It was demonstrated that the endogenous
marker 4β-hydroxycholesterol indicates the activity of CYP3A4.
In the highest dose group (500 mg o.d.) one subject developed an eczema which resolved
within two months. No other significant adverse events occurred.
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3.2

PAPER 2

The second study showed that even though triclosan activates PxR in vitro, the exposure via
toothpaste in normal use (Fig 4) is too low to result in a measurable induction of CYP3A4.
The structure of triclosan resembles the ones of thyroid hormones and previous studies have
shown that triclosan poses thyroid-disrupting properties. It was recently shown that orally
administered triclosan caused a dose-dependent decrease of circulating serum levels of
thyroid hormones in rats. However, thyroid hormonal levels were also unaffected, indicating
that the exposure to triclosan via toothpaste does not have a significant effect on these
parameters (Figures 4 and 5).

Figure 4. The levels of
triclosan in plasma increased
during the study, as expected.

(Paper 2)

Figure 5. 4βhydroxycholesterol and
thyroid hormone levels were
unaffected by the increase in
triclosan.

(Paper 2)
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There was an expected and quantifiable increase in triclosan plasma concentrations during
exposure to tooth paste, while thyroid hormonal levels and 4β-hydroxycholesterol remained
unaffected.
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3.3

PAPER 3

The third study demonstrated no statistically significant difference in AUC 0-24h, Cmax or
Tmax between the two haplotypes in this study. Our result indicates no significant impact of
the two ABCB1 haplotypes on P-gp transporter activity, as measured by digoxin kinetics.

Figure 6. Average plasma
concentrations of digoxin in the
1236/2677/3435 CGC-CGC and
TTT-TTT groups. Diamonds are
CGC. Rectangles are TTT.

nmol/L

1.6
1.4
1.2

(Paper 3)

1
0.8
0.6
0.4
0.2
0
0

5

10

15

20

25

30
hours

Figure 7. AUC 0-24 hours of digoxin in the 1237/2677/3435 CGC-CGC and TTT-TTT
groups. The bold lines represent mean values in each group. (Paper 3)
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Despite a large number of studies testing potential phenotypic associations of the three most
common MDR1 SNPs on drug disposition with digoxin, the literature is inconclusive. The
first report regarding the impact of c.3435T on P-gp activity was published in 2000 by
Hoffmeyer et al (22), in which several SNPs in the MDR1 gene were examined. Expression
levels of P-gp in intestinal enterocytes were determined by biopsies in healthy subjects and in
patients and correlated to different genotypes. The c.3435TT genotype correlated with a 2fold lower expression of the MDR1 gene. Some later studies have suggested an impact of
position c.3435 on digoxin kinetics (23, 24, 25).
The c.3435 C>T variant is part of a haplotype including also the positions c.1236 and c.2677.
Since the c.3435 variation does not change the amino acid sequence in the protein two main
hypotheses emerged to account for the decreased P-gp activity related to the 3435T SNP:
either the variation at c.3435 resulted in a decreased translation efficiency (26), or the finding
was due to the incomplete linkage disequilibrium with the positions 1236 and 2677. Several
studies have been conducted focusing on position 3435 since 2001, but the results have been
inconsistent (27, 28, 29) regarding the impact on the well-known, non-metabolized P-gp
substrate digoxin (30) in vivo, which would suggest the second explanation to be more
plausible as the linkage disequilibrium is incomplete. Neither the variation in position 3435
nor the variation in position 1236 results in amino acid substitution. On the other hand, each
of the three possible nucleotides G, T or A in position 2677 encodes a different amino acid.
Digoxin was quantifiable in plasma with good reliability until 24 hours post-dose. We found
no statistically significant difference (Student’s t-test, two-sided) in the mean digoxin plasma
exposures as measured by the trapezoidal method from 0-24 hours (TTT group 4.82
µmol*h/L versus CGC group 4.13 µmol*h/L, p=0.58), adjusting for different doses by
dividing concentrations in the CGC group by two. Cmax was 1.34 and 1.48 µmol/L (p=0.50),
respectively, and Tmax was 1.19 and 1.25 hours (p=0.84), respectively. As presented in figure
7 the variability was large in both groups. Average plasma concentrations in the two groups
over time are presented in figure 6 and AUC 0-24 hours is presented in figure 7.
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4 CONCLUSIONS
4.1

PAPER 1

Although considerably less complicated to use, the endogenous biomarker has some
limitations compared to phenotyping with the probe drug. The half-life of 4βhydroxycholesterol is 17 days (30), which makes the method less suited for measuring rapid
changes in enzyme activity.
Another difference between phenotyping with quinine and with 4β-hydroxycholesterol is that
the latter may only reflect CYP3A4 activity in the liver. As the enzyme exists in significant
amounts also in enterocytes, some important information could be missing if no probe drug is
used to measure the activity level.
However, 4β-hydroxycholesterol is still a useful addition to the toolbox in the clinic and in
drug development because it is far more practical to measure with a simple blood sample than
to administer a drug only for the purpose of quantifying enzyme activity.

4.2

PAPER 2

Triclosan is a common chemical in tooth paste and because of the in vitro findings of the
inductive properties of the compound, there was a need for investigating whether the effect
had clinical significance when the exposure to tooth paste is in the range achieved by normal
use. The results of this study indicate no such effect.
As studies in rats indicated a potential decrease in thyroid hormonal levels, this was also
investigated in the present, but no such effect could be observed.

4.3

PAPER 3

There have been conflicting results in the studies of a potential impact of genetic variability
in the MDR1 gene on digoxin kinetics. As previous studies have focused on the silent
variation in position 3435, we chose to investigate subjects with the haplotypes TTT-TTT
versus CGC-CGC as 2677 is a non silent variation. If a difference had been established, this
would have explained the conflicting results in studies focusing on position 3435. However,
the variability was large in our study and there was no statistically significant difference in
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plasma kinetics between the two groups. Theoretically, the haplotypes may still have clinical
relevance but the results in our study do not support genetic variability to be of importance
for P-gp activity.

4.4

SUMMARY

Personalized medicine has to consider within and between subjects variations in
pharmacokinetics. In that area, there is considerably more knowledge about drug
metabolizing enzymes than about drug transporters. It is not disputed that variability in
CYP3A4 activity has clinical relevance. Therefore, there is a value in being able to determine
this activity as easily as possible in order to estimate correct dosing with better reliability. In
this thesis, it has been demonstrated that an endogenous biomarker may be used for this
purpose. The advantages of an endogenous biomarker, compared to administration of a probe
drug, are twofold. Firstly, there is no risk of adverse events due to administration of a foreign
compound. Secondly, the feasibility is significantly increased as there is no need for detailed
planning regarding the time of blood sampling. There are, however, limitations that the
endogenous biomarker has compared to using the probe drug. 4β-hydroxycholesterol has a
long half-life and is therefore not suitable for measuring rapid changes in CYP3A4 activity.
Moreover, it may not reflect the total metabolic capacity of CYP3A4 as the enzyme is not
only present in the liver but also in enterocytes. Despite these limitations, the significant
advantages make 4β-hydroxycholesterol useful both in the clinic and in research.
As CYP3A4 has been extensively studied, it is well known that its variable activity is due to
interactions with drugs and beverages. One of the most potent inducers is rifampicin, which
was used in the first study, but several compounds may increase or decrease the activity of
the enzyme. In vitro findings indicated that triclosan, a compound which is present in
common tooth paste, may induce CYP3A4. As this effect could potentially affect a large
number of drugs, we performed a second study where subjects brushed their teeth in a normal
fashion while measuring the activity of CYP3A4. In this second study we used the
endogenous biomarker which had been characterized in the first study to quantify the enzyme
activity. The result was that there was no effect on CYP3A4 activity by exposure to triclosan
when using tooth paste normally. It is likely that the effect is dependent on the exposure to
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triclosan, which was lower in vivo. Studies in rats had also indicated that exposure to
triclosan could decrease thyroid hormonal levels, but nor could such effect be observed in our
study.
As enzymes have been extensively studied, it is well known that several enzymes may
participate in elimination of a drug. Drugs may also be eliminated renally and/or with the
bile. Further complicating the fate of an administered drug, there are drug transporters which
may affect distribution, uptake and elimination of their substrates. These transporters are also
known to have overlapping substrate specificity. The most studied drug transporter is Pglycoprotein because of its many substrates and clinical relevance. As CYP3A4, it can be
induced and inhibited by administration of various compounds, but whether genetic
variability contributes to affecting its function is uncertain. In this large gene, the focus in the
literature has been mainly on the positions 1236, 2677 and 3435. By administration of
digoxin to healthy volunteers, we investigated a potential difference in activity between two
groups. However, no statistical difference was observed and our study does not support that
genetic factors in MDR1, which encodes P-gp, are of importance for its activity. Even though
digoxin is the most commonly used probe for phenotyping P-gp activity, it is possible that
other drug transporting proteins are also involved in the fate of the compound.
In conclusion, the complexity of pharmacokinetics is often humbling and the resulting levels
in the plasma and in different compartments when administering a drug depends on several
factors, which involve many areas in medicine.

17

19

5 ACKNOWLEDGEMENTS
I have had support from many colleagues and friends during the work with my thesis. Most
of all I want to thank my supervisors:

Georgios Panagiotidis, my main supervisor. Thank you for being constantly willing to
continue working with this project even though a lot of life has occurred between 2007-2016.
Thank you for having a great sense of humor!

Leif Bertilsson, my co-supervisor. Thank you for teaching me a lot of scientific principles
and for constructive criticism when I got over enthusiastic.

Eleni Aklillu, my co-supervisor. Thank you for your expertise and for always being very
kind.

I also want to thank:
Anders Rane and Marja-Liisa Dahl. Thank you for supporting this work ang giving my the
opportunity to complete this thesis.
Marta Stenberg and Peter Johansson at the Phase 1 unit. Thank you for having very good
structure and always being so nice.
Jolanta Widén and Maria Andersson, for doing such good work with laboratory analyses.

All co-authors, Ylva Böttiger, Anders Helldén, Erik Eliasson, Jonathan Lindh, Staffan
Rosenborg, Tobias Bäckström, Ulf Bergman, Olof Beck, Lars Ståhle, Filip Josephsson,
Marie-Louise Ovesjö, Nina Gårevik, Lena Ekström and others at the department for
providing such a stimulating environment.

Margit Ekström and Catarina Clevesson for being so nice and helpful with administrative
issues.
Birgitta Strandberg for guiding me through the jungle of regulatory rules a few times.

21

In addition I would like to thank Per Dalén and other former colleagues at Astra Zeneca for
giving me support to complete my thesis. I want to thank my colleagues at Psykiatri Nordväst
for support to complete this work.

Jag vill tacka min ex-fru Gisela och min sambo Jessica för att ni intresserat er för det här och
stöttat mig med glada tillrop och uppmuntran!

Tack till mina vänner Per, Christian, Maya och andra som har hjälpt mig att hålla humöret
uppe på vägen.

22

6 References

1. Montesinos RN, Moulari B, Gromand J, Beduneau A, Lamprecht A, Pellequer Y.
Coadministration of P-glycoprotein modulators on loperamide pharmacokinetics and
brain distribution. Drug Metab Dispos. 2014 Apr;42(4): 700-6
2. Leif Bertilsson, Marja-Liisa Dahl, Per Dalén, and Ayman Al-Shurbaji. Molecular
genetics of CYP2D6: Clinical relevance with focus on psychotropic drugs. Br J Clin
Pharmacol. 2002 Feb; 53(2): 111–122
3. Omura T, Sato R. The carbon Monoxide-Binding Pigment of liver microsomes.
Evidence for its hemoprotein nature. J Biol Chem 1961 239: 2370-2378
4. Summary of Product Characteristics Aricept
5. You G, Morris ME, Wang B. Drug Transporters: Molecular Characterization and
Role in Drug Disposition 2nd ed (2014). Preface
6. Ponte-Sucre A, ed. (2009). ABC Transporters in Microorganisms. Caister Academic
Press.
7. Shoaf SE1, Bricmont P, Mallikaarjun S. Effects of CYP3A4 inhibition and induction
on the pharmacokinetics and pharmacodynamics of tolvaptan, a non-peptide AVP
antagonist in healthy subjects. Br J Clin Pharmacol. 2012 Apr;73(4):579-87.
8. Lilja JJ, Kivistö KT, Neuvonen PJ. Duration of effect of grapefruit juice on the
pharmacokinetics of the CYP3A4 substrate simvastatin. Clin Pharmacol Ther. 2000
Oct;68(4):384-90
9. Bonate PL, Howard DR. Pharmacokinetics in Drug Development: Advances and
Applications, 2011 (Vol 3): p 44
10. Sparve E, Quartino AL, Lüttgen M, Tunblad K, Teiling Gårdlund A, Fälting J,
Alexander R, Kågström J, Sjödin L, Bulgak A, Al-Saffar A, Bridgland-Taylor M,
Pollard C, Swedberg MDB, Vik T and Paulsson B. Prediction and modeling of effects
on the QTc interval for clinical safety margin assessment, based on Single Ascending
Dose study data with AZD3839 Journal of Pharmacology and Experimental
Therapeutics. 2014 (aug); 350 (2): 469-478
11. Zhou Shu-Feng. Drugs Behave as Substrates, Inhibitors and Inducers of Human
Cytochrome P450 3A4. Current Drug Metabolism 2008 (may); 9 (4): 310-322
12. Christensen M, Andersson K, Dalén P, Mirghani RA, Muirhead GJ, Nordmark A,
Tybring G, Wahlberg A, Yasar Ü, Bertilsson L. The Karolinska cocktail for
phenotyping of five human cytochrome P450 enzymes. Clin Pharm Ther 2003; 73(6):
517-528.
13. Juliano RL, Ling V. A surface glycoprotein modulating drug permeability in Chinese
hamster ovary cell mutants. Biochimica et Biophysica Acta 1976 (Nov) 455 (1): 152–
62
14. Summary of Product Characteristics Verapamil

23

15. Laura M. Hodges,a Svetlana M. Markova,c Leslie W. Chinn,c Jason M. Gow,c
Deanna L. Kroetz,c Teri E. Klein,a and Russ B. Altmana. Very important
pharmacogene summary: ABCB1 (MDR1, P-glycoprotein). Pharmacogenet
Genomics. 2011 Mar; 21(3): 152–161
16. Jeffrey D. Wessler, Laura T. Grip, Jeanne Mendell, Robert P. Giugliano. The PGlycoprotein Transport System and Cardiovascular Drugs. Journal of the American
College of Cardiology 2013 (jun); 61 (25): 2495–2502
17. Taub ME, Mease K, Sane RS, Watson CA, Chen L, Ellens H, Hirakawa B, Reyner
EL, Jani M, Lee C. Digoxin is not a substrate for organic anion-transporting
polypeptide transporters OATP1A2, OATP1B1, OATP1B3, and OATP2B1 but is a
substrate for a sodium-dependent transporter expressed in HEK293 Cells. Drug Met
Disp 2011 (39):2093–2102
18. Atkinson AJ, Huang SM, Lertora JJL, Markey SP. Principles of Clinical
Pharmacology 2012 (18 sep): p 246
19. Hultman, I., Stenhoff, H. & Liljeblad, M. Determination of esomeprazole and its two
main metabolites in human, rat and dog plasma by liquid chromatography with
tandem mass spectrometry. J. Chromatog. B Analyt. Technol. Biomed. Life Sci.2007,
848: 317–322.
20. Allmyr M, McLachlan MS, Sandborgh-Englund G, Adolfsson-Erici M.
Determination of triclosan as its pentafluorobenzoyl ester in human plasma and milk
using electron capture negative ionization mass spectrometry. Anal Chem 2006;78:
6542–6.
21. Bodin K, Bretillon L, Aden Y, Bertilsson L, Broome U, Einarsson C et al.
Antiepileptic drugs increase plasma levels of 4 betahydroxycholesterol in humans –
evidence for involvement of cytochrome P450 3A4. J Biol Chem 2001;276:38685–9.
22. Hoffmeyer S, Burk, von Richter O, Arnold HP, Brockmöller J, Johne A, Cascorbi I,
Gerloff T, Roots I, Eichelbaum M, Brinkmann U. Functional polymorphisms of the
human multidrug-resistance gene: Multiple sequence variations and correlation of one
allele with P-glycoprotein expression and acticity in vivo. Proc Nat Acad Sci 2000, 97
(7): 3473-3478
23. Verstuyt C, Schwab M, Schaeffler E, Kerb R, Brinkmann U, Jaillon P, FunckBrentano C, Becquemont L. Digoxin kinetics and MDR1 polymorphisms. Eur J Clin
Pharmacol 2003, 58: 809-812
24. Johne A1, Köpke K, Gerloff T, Mai I, Rietbrock S, Meisel C, Hoffmeyer S, Kerb R,
Fromm MF, Brinkmann U, Eichelbaum M, Brockmöller J, Cascorbi I, Roots I (2002)
Johne A, Kopke K, Gerloff T, Mai I, Rietbrock S, Meisel C et al. Modulation of
steady-state kinetics of digoxin by haplotypes of the P-glycoprotein MDR1 gene. Clin
Pharm Ther 2002, 72:584–94
25. Kurata Y1, Ieiri I, Kimura M, Morita T, Irie S, Urae A, Ohdo S, Ohtani H, Sawada Y,
Higuchi S, Otsubo K (2002). Kurata Y, Ieiri I, Kimura M, Morita T, Irie S, Urae A, et
al. Role of human MDR1 gene polymorphism in bioavailability and interactionof
digoxin, a substrate of P-glycoprotein. Clin Pharm Ther 2002, 72:209–19
24

26. C Kimchi-Sarfaty C, J Mi Oh J, In-Wha Kim, Zuben V, E. Sauna E, A M. Calcagno
AM, S. V. Ambudkar S. V., M. M. Gottesman M. M (2007). A “Silent”
Polymorphism in the MDR1Gene Changes Substrate Specificity. Science 2007, 315:
525-8
27. Wolking S, Schaeffler E, Lerche H, Schwab M, Nies AT. Impact of genetic
polymorphism of ABCB1 (MDR1, P-Glycoprotein) on drug disposition and potential
clinical implications: update of the literature. Clin Pharmacokin 2015, 54: 709-35
28. Chowbay B, Li H, David M, Cheung YB, Lee EJD. Meta-analysis of the influence of
MDR1 C3435T polymorphism on digoxin pharmacokinetics and MDR1 gene
expression. Br J Clin Pharm 2005, 60:159–71
29. Sakaeda T, Nakamura T, Horinouchi M, Kakumoto M, Ohmoto N, Sakai T, Morita
Y, Tamura T, Aoyama N, Hirai M, Kasuga M, Okumura K. MDR1 genotype-related
pharmacokinetics of digoxin after single oral administration in healthy Japanese
subjects. Pharm Res 2001, 18:1400–4
30. Diczfalusy U, Kanebratt KP, Bredberg E, Andersson TB, Böttiger Y, Bertilsson L.
4beta-hydroxycholesterol as an endogenous marker for CYP3A4/5 activity. Stability
and half-life of elimination after induction with rifampicin. Br J Clin Pharmacol. 2009
(jan); 67(1):38-43

25

