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FROM THE ANNUAL SCIENTIFIC
SESSION OF THE AMERICAN
COLLEGE OF CARDIOLOGY

ATLANTA - St. John’s wort appears to
convert clopidogrel hyporesponders into
robust responders.

This raises the intriguing possibility
that the herbal therapy might provide a
“twofer”: enhanced platelet inhibition in
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St. John’s Wort Enhances Clopidogrel Response

clopidogrel (Plavix) hyporesponders, plus
a well-studied antidepressant effect that
could be of particular value in patients
with coronary artery disease, Dr. Wei C.
Lau said at the annual scientific session of
the American College of Cardiology.
“Depression plays a big role in coro-
nary artery disease, and addressing de-
pression is a big part of our cardiac re-
hab program. The next step in our
research is going to be St. John’s wort
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versus placebo to see if we get a double
whammy: a treatment that improves
platelet inhibition in patients on clopi-
dogrel while also improving the psy-
che,” added Dr. Lau, director of adult
cardiovascular and thoracic anesthesiol-
ogy at the University of Michigan Car-
diovascular Center, Ann Arbor.

It's now well established that about
20% of clopidogrel-treated patients are
low responders to the platelet- inhibiting

drug, placing them at increased risk of
major thrombotic events related to coro-
nary stenting.

The recommended solutions at this
point are to double the maintenance
dose from 75 to 150 mg/day, switch to
an alternative platelet inhibitor, or add
another agent such as cilostazol (Pletal).
But doubling the clopidogrel dose rais-
es the associated bleeding risk, while
cilostazol is a relatively expensive drug

Given these considerations, FANAPT should be prescribed in a manner that
is most likely to minimize the occurrence of tardive dyskinesia. Chronic
antipsychotic treatment should generally be reserved for patients who suf-
fer from a chronic illness that (1) is known to respond to antipsychotic
drugs, and (2) for whom alternative, equally effective, but potentially less
harmful treatments are not available or appropriate. In patients who do
require chronic treatment, the smallest dose and the shortest duration of
treatment producing a satisfactory clinical response should be sought. The
need for continued treatment should be reassessed periodically.

If signs and symptoms of tardive dyskinesia appear in a patient on FANAPT,
drug discontinuation should be considered. However, some patients may
require treatment with FANAPT despite the presence of the syndrome.

5.5 Hyperglycemia and Diabetes Mellitus

Hyperglycemia, in some cases extreme and associated with ketoacidosis or
hyperosmolar coma or death, has been reported in patients treated with
atypical antipsychotics including FANAPT. Assessment of the relationship
between atypical antipsychotic use and glucose abnormalities is compli-
cated by the possibility of an increased background risk of diabetes mellitus
in patients with schizophrenia and the increasing incidence of diabetes mel-
litus in the general population. Given these confounders, the relationship
between atypical antipsychotic use and hyperglycemia-related adverse
events is not completely understood. However, epidemiological studies
suggest an increased risk of treatment-emergent hyperglycemia-related
adverse events in patients treated with the atypical antipsychotics included
in these studies. Because FANAPT was not marketed at the time these stud-
ies were performed, it is not known if FANAPT is associated with this
increased risk. Precise risk estimates for hyperglycemia-related adverse
events in patients treated with atypical antipsychotics are not available.

Patients with an established diagnosis of diabetes mellitus who are started
on atypical antipsychotics should be monitored regularly for worsening of
glucose control. Patients with risk factors for diabetes mellitus (e.g., obesity,
family history of diabetes) who are starting treatment with atypical antipsy-
chotics should undergo fasting blood glucose testing at the beginning of
treatment and periodically during treatment. Any patient treated with atypi-
cal antipsychotics should be monitored for symptoms of hyperglycemia
including polydipsia, polyuria, polyphagia, and weakness. Patients who
develop symptoms of hyperglycemia during treatment with atypical anti-
psychotics should undergo fasting blood glucose testing. In some cases,
hyperglycemia has resolved when the atypical antipsychotic was discontin-
ued; however, some patients required continuation of antidiabetic treatment
despite discontinuation of the suspect drug.

5.6 Weight Gain

Based on the pooled data from the four placebo-controlled, 4- or 6-week,
fixed- or flexible-dose studies, the proportions of patients having a weight
gain of >7% body weight was 12% for FANAPT 10-16 mg/day, 18% for
FANAPT 20-24 mg/day, and 13% for FANAPT (combined doses) versus 4%
for placebo. The mean weight change from baseline to endpoint in the
short-term studies was -0.1 kg for placebo versus 2.0 kg for FANAPT-
treated patients. Across all short- and long-term studies, the overall mean
change from baseline at endpoint was 2.1 kg.

5.7 Seizures

In short-term placebo-controlled trials (4- to 6-weeks), seizures occurred in
0.1% (1/1344) of patients treated with FANAPT compared to 0.3% (2/587)
on placebo. As with other antipsychotics, FANAPT should be used cau-
tiously in patients with a history of seizures or with conditions that poten-
tially lower the seizure threshold, e.g., Alzheimer’s dementia. Conditions
that lower the seizure threshold may be more prevalent in a population of
65 years or older.

5.8 Orthostatic Hypotension and Syncope

FANAPT can induce orthostatic hypotension associated with dizziness,
tachycardia, and syncope. This reflects its alpha1-adrenergic antagonist
properties. In double-blind placebo-controlled short-term studies, where
the dose was increased slowly, as recommended above, syncope was
reported in 0.4% (5/1344) of patients treated with FANAPT, compared with
0.2% (1/587) on placebo. Orthostatic hypotension was reported in 5% of
patients given 20-24 mg/day, 3% of patients given 10-16 mg/day, and 1%
of patients given placebo. More rapid titration would be expected to
increase the rate of orthostatic hypotension and syncope.

FANAPT should be used with caution in patients with known cardiovascular
disease (e.g., heart failure, history of myocardial infarction, ischemia, or
conduction abnormalities), cerebrovascular disease, or conditions that pre-
dispose the patient to hypotension (dehydration, hypovolemia, and treat-
ment with antihypertensive medications). Monitoring of orthostatic vital
signs should be considered in patients who are vulnerable to hypotension.

5.9 Leukopenia, Neutropenia and Agranulocytosis

In clinical trial and postmarketing experience, events of leukopenia/
neutropenia have been reported temporally related to antipsychotic agents.
Agranulocytosis (including fatal cases) has also been reported.

Possible risk factors for leukopenia/neutropenia include preexisting low
white blood cell count (WBC) and history of drug induced leukopenia/
neutropenia. Patients with a pre-existing low WBC or a history of drug
induced leukopenia/neutropenia should have their complete blood count
(CBC) monitored frequently during the first few months of therapy and
should discontinue FANAPT at the first sign of a decline in WBC in the
absence of other causative factors.

Patients with neutropenia should be carefully monitored for fever or other
symptoms or signs of infection and treated promptly if such symptoms or
signs occur. Patients with severe neutropenia (absolute neutrophil count
<1000/mm3) should discontinue FANAPT and have their WBC followed until
recovery.

5.10 Hyperprolactinemia
As with other drugs that antagonize dopamine D2 receptors, FANAPT ele-
vates prolactin levels.

Hyperprolactinemia may suppress hypothalamic GnRH, resulting in reduced
pituitary gonadotropin secretion. This, in turn, may inhibit reproductive
function by impairing gonadalsteroidogenesis in both female and male
patients. Galactorrhea, amenorrhea, gynecomastia, and impotence have been
reported with prolactin-elevating compounds. Long-standing hyperpro-
lactinemia when associated with hypogonadism may lead to decreased
bone density in both female and male patients.

Tissue culture experiments indicate that approximately one-third of human
breast cancers are prolactin-dependent in vitro, a factor of potential impor-
tance if the prescription of these drugs is contemplated in a patient with
previously detected breast cancer. Mammary gland proliferative changes
and increases in serum prolactin were seen in mice and rats treated with
FANAPT [see Nonclinical Toxicology (13.1) in the full prescribing informa-
tion]. Neither clinical studies nor epidemiologic studies conducted to date
have shown an association between chronic administration of this class of
drugs and tumorigenesis in humans; the available evidence is considered
too limited to be conclusive at this time.

In a short-term placebo-controlled trial (4-weeks), the mean change from
baseline to endpoint in plasma prolactin levels for the FANAPT 24 mg/day-
treated group was an increase of 2.6 ng/mL compared to a decrease of

6.3 ng/mL in the placebo-group. In this trial, elevated plasma prolactin lev-
els were observed in 26% of adults treated with FANAPT compared to 12%
in the placebo group. In the short-term trials, FANAPT was associated with
modest levels of prolactin elevation compared to greater prolactin elevations
observed with some other antipsychotic agents. In pooled analysis from
clinical studies including longer term trials, in 3210 adults treated with
iloperidone, gynecomastia was reported in 2 male subjects (0.1%) com-
pared to 0% in placebo-treated patients, and galactorrhea was reported in 8
female subjects (0.2%) compared to 3 female subjects (0.5%) in placebo-
treated patients.

5.11 Body Temperature Regulation

Disruption of the body’s ability to reduce core body temperature has been
attributed to antipsychotic agents. Appropriate care is advised when pre-
scribing FANAPT for patients who will be experiencing conditions which
may contribute to an elevation in core body temperature, e.g., exercising
strenuously, exposure to extreme heat, receiving concomitant medication
with anticholinergic activity, or being subject to dehydration.

5.12 Dysphagia

Esophageal dysmotility and aspiration have been associated with antipsy-
chotic drug use. Aspiration pneumonia is a common cause of morbidity and
mortality in elderly patients, in particular those with advanced Alzheimer’s
dementia. FANAPT and other antipsychotic drugs should be used cautiously
in patients at risk for aspiration pneumonia [see Boxed Warning].

5.13 Suicide

The possibility of a suicide attempt is inherent in psychotic illness, and
close supervision of high-risk patients should accompany drug therapy.
Prescriptions for FANAPT should be written for the smallest quantity of
tablets consistent with good patient management in order to reduce the risk
of overdose.

5.14 Priapism

Three cases of priapism were reported in the pre-marketing FANAPT pro-
gram. Drugs with alpha-adrenergic blocking effects have been reported to
induce priapism. FANAPT shares this pharmacologic activity. Severe pri-
apism may require surgical intervention.
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with compliance issues related to its
twice-daily dosing.

“I think we can do this better with St.
John’s wort,” according to Dr. Lau. “It’s
a dollar a pill once daily.”

Clopidogrel is a prodrug activated by
the cytochrome P450 isoenzyme. St.
John’s wort (Hypericum perforatum) is a
potent inducer of increased metabolic
activity of the CYP 3A4 enzyme, with
resultant enhanced platelet-inhibiting
effects.

Dr. Lau and his coinvestigators, in-
cluding Dr. Paul A. Gurbel of Johns
Hopkins University, Baltimore, mea-

sured platelet function in 62 heart pa-
tients on chronic maintenance clopido-
grel at the standard 75 mg once daily.
They identified 19 patients as clopido-
grel hyporesponders with suboptimal
platelet inhibition. They randomized
these 19 patients in double-blind fashion
to St. John’s wort at 300 mg once daily
or placebo for 14 days while continuing
on clopidogrel, then repeated the
platelet aggregation studies.

Platelet inhibition improved by 20% in
the St. John's wort group while remain-
ing unchanged in controls. In an earlier
study involving 10 clopidogrel-hypore-

PSYCHOSOMATIC MEDICINE

sponsive healthy volunteers, 2 weeks of
St. John’s wort at 300 mg thrice daily
boosted platelet inhibition by 36%.

St. John’s wort’s effects on the cy-
tochrome P450 isoenzyme could in the-
ory affect the metabolism of certain oth-
er drugs commonly prescribed in
patients with coronary disease. Dr. Lau
said that he and his colleagues have
demonstrated that, reassuringly, the
herbal therapy does not affect LDL lev-
els in patients on statins. However, fur-
ther prospective randomized studies are
clearly needed to firmly establish the
safety and efficacy of St. John’s wort in

converting clopidogrel nonresponders
to responders, he added.

In an interview, Dr. Lau said the lack
of effective Food and Drug Administra-
tion oversight of herbal therapies makes
him feel compelled to test every lot of St.
John’s wort with which he works. He has
found, as have others, that concentra-
tions of the active agent often are not as
labeled and vary widely from batch to
batch with some manufacturers. He has
settled on the German Kira brand for its

consistency.
Dr. Lau disclosed having no financial
interests relevant to this study. [ |

5.15 Potential for Cognitive and Motor Impairment

FANAPT, like other antipsychotics, has the potential to impair judgment,
thinking or motor skills. In short-term, placebo-controlled trials, somno-
lence (including sedation) was reported in 11.9% (104/874) of adult
patients treated with FANAPT at doses of 10 mg/day or greater versus 5.3%
(31/587) treated with placebo. Patients should be cautioned about operat-
ing hazardous machinery, including automobiles, until they are reasonably
certain that therapy with FANAPT does not affect them adversely.

6 ADVERSE REACTIONS
6.1 Clinical Studies Experience
Because clinical trials are conducted under widely varying conditions,
adverse reaction rates observed in the clinical trial of a drug cannot be
directly compared to rates in the clinical trials of another drug and may not
reflect the rates observed in clinical practice. The information below is
derived from a clinical trial database for FANAPT consisting of 2070
patients exposed to FANAPT at doses of 10 mg/day or greater, for the treat-
ment of schizophrenia. All of these patients who received FANAPT were par-
ticipating in multiple-dose clinical trials. The conditions and duration of
treatment with FANAPT varied greatly and included (in overlapping cate-
gories), open-label and double-blind phases of studies, inpatients and out-
patients, fixed-dose and flexible-dose studies, and short-term and
longer-term exposure.

Adverse reactions during exposure were obtained by general inquiry and
recorded by clinical investigators using their own terminology. Conse-
quently, to provide a meaningful estimate of the proportion of individuals
experiencing adverse reactions, reactions were grouped in standardized
categories using MedDRA terminology.

The stated frequencies of adverse reactions represent the proportions of
individuals who experienced a treatment-emergent adverse reaction of the
type listed. A reaction was considered treatment emergent if it occurred
for the first time or worsened while receiving therapy following baseline
evaluation.

The information presented in these sections was derived from pooled data
from four placebo-controlled, 4- or 6-week, fixed- or flexible-dose studies
in patients who received FANAPT at daily doses within a range of 10 to

24 mg (n=874).

Adverse Reactions Occurring at an Incidence of 2% or More among
FANAPT-Treated Patients and More Frequent than Placebo

Table 1 enumerates the pooled incidences of treatment-emergent adverse
reactions that were spontaneously reported in four placebo-controlled, 4- or
6-week, fixed- or flexible-dose studies, listing those reactions that occurred

Table 1: Treatment-Emergent Adverse Reactions in Short-Term, Fixed- or
Flexible-Dose, Placebo-Controlled Trials in Adult Patients*

Percentage of Patients Reporting Reaction

Placebo FANAPT FANAPT

Body System or Organ Class 10-16 mg/day 20-24 mg/day

Dictionary-derived Term (N=587) (N=483) (N=391)
Reproductive System

Ejaculation Failure <1 2 2
Respiratory

Nasal Congestion 2 5 8

Dyspnea <1 2 2
Skin

Rash 2 3 2
Vascular Disorders

Orthostatic Hypotension 1 3 5

Hypotension <1 <1 3

*Table includes adverse reactions that were reported in 2% or more of patients
in any of the FANAPT dose groups and which occurred at greater incidence
than in the placebo group. Figures rounded to the nearest integer.

Dose-Related Adverse Reactions in Clinical Trials

Based on the pooled data from four placebo-controlled, 4- or 6-week, fixed-
or flexible-dose studies, adverse reactions that occurred with a greater than
2% incidence in the patients treated with FANAPT, and for which the inci-
dence in patients treated with FANAPT 20-24 mg/day were twice than the
incidence in patients treated with FANAPT 10-16 mg/day were: abdominal
discomfort, dizziness, hypotension, musculoskeletal stiffness, tachycardia,
and weight increased.

Common and Drug-Related Adverse Reactions in Clinical Trials

Based on the pooled data from four placebo-controlled, 4- or 6-week, fixed-
or flexible-dose studies, the following adverse reactions occurred in =5% inci-
dence in the patients treated with FANAPT and at least twice the placebo rate
for at least one dose: dizziness, dry mouth, fatigue, nasal congestion, som-
nolence, tachycardia, orthostatic hypotension, and weight increased. Dizzi-
ness, tachycardia, and weight increased were at least twice as common on
20-24 mg/day as on 10-16 mg/day.

Extrapyramidal Symptoms (EPS) in Clinical Trials

Pooled data from the four placebo-controlled, 4- or 6-week, fixed- or flexible-
dose studies provided information regarding treatment-emergent EPS.
Adverse event data collected from those trials showed the following rates of
EPS-related adverse events as shown in Table 2.

in 2% or more of patients treated with FANAPT in any of the dose groups,

and for which the incidence in FANAPT-treated patients in any dose group Table 2: Percentage of EPS Compared to Placebo

was greater than the incidence in patients treated with placebo. Placebo FANAPT FANAPT
Table 1: Treatment-Emergent Adverse Reactions in Short-Term, Fixed- or (%) 10'160'“9/"3\’ 20'240'“9/"3\’
Flexible-Dose, Placebo-Controlled Trials in Adult Patients* (%) (%)
- . - Adverse Event Term (N=587) (N=483) (N=391)
Percentage of Patients Reporting Reaction
Placeho FANAPT FANAPT All EPS events 11.6 13.5 15.1
Body System or Organ Class 10-16 mg/day 20-24 mg/day  Akathisia 2.7 1.7 2.3
Dictionary-derived Term (N=587) (N=483) (N=391) Bradykinesia 0 0.6 0.5
Body as a Whole Dyskinesia 1.5 1.7 1.0
Art‘r,]ralgia 2 3 3 Dystpnia ) 0.7 1.0 0.8
Fatigue 3 4 6 Parkinsonism 0 0.2 0.3
Musculoskeletal Stiffness 1 1 3 Tremor 1.9 2.5 3.1
Weight Increased 1 1 9 Adverse Reactions Associated with Discontinuation of Treatment in
Cardiac Disorders Clinical Trials
Tachycardia 1 3 12 Based on the pooled data from four placebo-controlled, 4- or 6-week, fixed- or
Eye Disorders ﬂe_xible-dose studies, there was no difference in the incidence of discontinu-
Vision Blurred 9 3 1 ation due to adverse events between FANAPT-treated (5%) and placebo-treated
. . . (5%) patients. The types of adverse events that led to discontinuation were
Gﬁstromtestmal Disorders 1 similar for the FANAPT- and placebo-treated patients.
D;riysl\ziuth ? ; 18 Demogra'\phi'c Differences'in Adverse Regctions in Clinical Trials
Diarrhea 4 5 7 An exammanor_\ of populah_on subgroupslln th_e four placebo-cont_rolled,
Abdominal Discomfort 1 1 3 4.' or 6-Wee!<, fixed- or ﬂemble-gose studies did not reveal any ewdgnce of
nfections (Igﬁerentc_es |r} 5sz;f)(}ty on the basis of age, gender or race [see Warnings and
recautions (5.1)].
H;;grr’?erggi%tlgry Tract 3 4 8 Laboratory Test Ahnormglilies in Clinical Trials
Infection 1 9 3 A between-group comparison of the pooled data from four placebo-controlled,
. 4- or 6-week studies, revealed no medically important differences between
Nervous System Disorders FANAPT and placebo in mean change from baseline to endpoint in routine
Dizziness 7 10 20 hematology, urinalysis, or serum chemistry, including glucose. Similarly,
Somnolence 5 9 15 there were no medically important changes in triglyceride and total choles-
Extrapyramidal Disorder 4 5 4 terol measurements (Table 3). There were no differences between FANAPT
Tremor 2 3 3 and placebo in the incidence of discontinuation due to changes in hematol-
Lethargy 1 3 1 ogy, urinalysis, or serum chemistry.

(continued)



