
J Pharm Pharmacol Res 2019; 3 (2): 041-050       DOI: 10.26502/jppr.0019 

 

Journal of Pharmacy and Pharmacology Research                                        Vol. 3 No. 2 - June 2019. 41 

 

Review Article 

Therapeutic Drug Monitoring of Antiepileptic Drugs: Indications 

and Modalities 

 

Samira Serragui, Zineb Lachhab
*
, Driss Soussi Tanani, Yahya Cherrah 

 

Pharmacoeconomics and Pharmacoepidemiology Research team. Faculty of Medicine and Pharmacy, Mohammed V 

University, Rabat, Morocco 

 

*
Corresponding Author: Zineb Lachhab, Pharmacoeconomics and Pharmacoepidemiology Research team. 

Faculty of Medicine and Pharmacy, Mohammed V University, Rabat, Morocco; E-mail: 

zineblachhabpharma@gmail.com 

 

Received: 14 May 2019; Accepted: 20 May 2019; Published: 24 May 2019 

 

Keywords: Epilepsy; Therapeutic drug monitoring; Valproic acid 

 

1. Introduction 

Epilepsy is a neurological disease that affects over 50 million people worldwide [1-5]. Treatment is primarily 

medical. Since 1990, in addition to conventional antiepileptic drugs, 16 new drugs have been accessible to patients 

[6-9]. In general; side effects of antiepileptic drugs represent one of the most important causes of treatment failures 

of epilepsy [10-12]. One tool that physicians can use to decrease and manage this disease is the Therapeutic Drug 

Monitoring (TDM) of these drugs. In addition to assistance in managing side effects, TDM will also guide the 

physician in assessing non-compliance, changes in the pharmacokinetics that may occur between individuals and the 

study of factors that are responsible for these variations [13-19]. Through a literature review, it will identify the 

clinical situations for which TDM is required, the role of this tool in managing epilepsy and how to use it. We did a 

literature search in 2 databases, PUBMED and MEDLINE (1980 to 2014) with the following keywords “epilepsy” 

“antiepileptic drugs” and “therapeutic drug monitoring” combined to “management of epilepsy.” 

 

2. Indications of Therapeutic Drug Monitoring of Antiepileptic Drugs 

TDM of antiepileptic drugs is a valuable aid to the clinicians in the management of epilepsy, but its use should not 

be systematic. A week audit was performed by Sharpe, et al. [20], at the University Hospital in Belfast on the nature 

of clinical situations in which TDM had been accomplished. The results showed that almost 50% of TDM requests 

had no satisfactory clinical reason. This fact is consistent with the results of Jannuzzi, et al. [21]. These authors 

conducted a study in 180 epileptic patients who were combining two or three of these drugs: carbamazepine (CBZ), 
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phenytoin (PHT), valproic acid (VPA), phenobarbital (PB) or primidone (PRM). The patients were divided into 2 

groups. For the first group, the dose taken was based on the level of the prescribed antiepileptic drug, while for the 

second group the doses were adjusted according to clinical criteria. The results showed no significant difference in 

the individualization of doses between the 2 groups and frequency of adverse events was almost identical for both 

groups. Thus the request for TDM should not be systematic and it must be limited to the listed specific indications: 

 

2.1 Dose adjustment 

Dose adjustment is the first strategy that physicians adopt to control the patient’s therapy [22]. With TDM, clinicians 

can have an idea on the safety margin of the drug taken as to avoid the occurrence of adverse effects. Mathew et al. 

[23] have illustrated it in a group of 69 children where levetiracetam TDM had played a very important role in non-

responders to treatment. Once the dose is adjusted, the clinician will know the effective plasma concentration to the 

patient and will use it as a reference when making decisions if there are changes in the clinical status over time. 

Dosages are done when concentrations are steady and this state is obtained after a time equal to 7 half-lives after the 

first drug administration [24-28]. 

 

2.2 Ineffective therapy 

This may be due to poor compliance despite adequate doses. Indeed, adolescents and young adults are a subgroup 

with a higher risk for non-adherence [29-30]. The results of the study of Specht, et al. [31] have shown that 44% of 

their 52 patients had plasma concentrations more than 50% below the reference concentration. The non-compliance 

of these patients was the cause of their low plasma concentrations. The ineffectiveness of treatment may also be due 

to drug-resistant epilepsy. TDM can then guide the clinician to a change of the prescribed antiepileptic drug since 

the plasma levels are usually in the therapeutic range but without any clinical improvement. 

 

2.3 Toxicity 

 The patient may develop signs or symptoms of poisoning. TDM will show if the antiepileptic drug is the cause of 

the toxicity, especially in patients whose status is difficult to assess clinically as young children and subjects with 

mental disorders. 

 

2.4 Change in pharmacokinetics  

2.4.1 Changes in metabolism and elimination of antiepileptic drugs: it will review mainly those related to 

drug interactions, age and gender:  

 Drug interactions can change the hepatic metabolism. The most important are those implying the 

isoenzymes of the cytochrome P450. These interactions can occur with antiepileptic drugs in case of 

combination therapy [18, 28, 32-38]. Surely, with the aim of showing the effect of the concomitant 

administration of one or several antiepileptic drugs on the concentrations of the carbamazepine, Fukuoka et 

al. [39] released a study of 119 epileptic patients with carbamazepine only, 91 patients with carbamazepine 

and either phenobarbital or phenytoin and 64 patients with all the 3 antiepileptic drugs. Using a multiple 

regression analysis, these authors showed that phenobarbital decreases the concentration of carbamazepine 
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by a factor of 0.77 while with phenytoin this decrease factor is 0.71. Other interactions can occur between 

antiepileptic drugs and other classes of medicines [9, 40-41]. Christensen, et al. [42] conducted a study on 

the effect of the oral contraceptive drugs on the lamotrigine steady state plasmatic concentrations. They 

showed that after stopping oral contraceptive drugs, the lamotrigine plasmatic concentrations almost 

doubled. This proves the inductive effect of these products on the metabolism of this antiepileptic drug. 

The same results were found by Galimberti et al. [43] on the plasmatic concentrations of the free and total 

fractions of valproic acid when taken with ethinylestradiol.  

 With age, metabolic and elimination changes occur both in children and in the elderly [23, 44-46]. To show 

the importance of the dosage of antiepileptic drugs in children, Battino, et al. [33] compared the clearance 

of topiramate in a group of 70 children aged between 1 and 17 years to an adult group of 140 patients aged 

between 18 and 65 years. Their results showed that the clearance of topiramate was 42% higher in children 

than in adults. Another study was performed in a group of elderly patients with epilepsy aged over 65 years 

by Battino, et al. [47]. These patients were taking carbamazepine, TDM results of this drug at steady state 

showed a 23% decrease in clearance of carbamazepine as compared to the control group whose age was 

between 20 and 50 years. 

 Gender-related changes: Sirmagul, et al. (18° conducted a study in over 8000 epileptic patients and it 

showed a gender effect on the plasma concentrations of carbamazepine, phenytoin and valproic acid. 

Carbamazepine plasma concentrations were higher in men while those of phenytoin and valproic acid were 

higher in women. This study concluded that CYP2C9 and CYP2C19 responsible for the metabolism of 

phenytoin and valproic acid are more active in men than women and CYP3A4, responsible for 

carbamazepine metabolism, are more active in women than men. 

 

2.4.2 In case of changes in distribution: During pregnancy, physiological changes may impact mainly on the 

distribution of antiepileptic drugs between the mother and the foetus as well as the elimination of antiepileptics [34, 

48]. A study was done in a group of 63 epileptic women during childbirth [49]. These patients were taking either 

lamotrigine alone or in combination with carbamazepine or valproic acid. Blood samples were taken from the 

mothers and the umbilical cords. The results of this study showed that in case of monotherapy, the umbilical 

cord/mother concentration ratio was between 0.40 and 1.38, thus showing the degree of passage of lamotrigine from 

the mother to the foetus. Co-administration of valproic acid led to a significant increase in the lamotrigine 

concentrations of both the mother and the umbilical cord samples with a significant 65% decrease in the clearance of 

lamotrigine. With carbamazepine, increased clearance of lamotrigine was not significant, but concentrations of 

valproic acid and carbamazepine in the umbilical cord were respectively 30% higher and 20% lower than those in 

the mothers’ samples. 

 

2.4.3 Changes in plasma protein binding: In addition to pregnancy, age, some liver or kidney diseases and other 

medical conditions can be associated with hypoalbuminemia which results in a change in the concentration of the 

free fraction of antiepileptic drugs [14, 16, 34, 50-56]. However, in the management of epilepsy, the measurement of 
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total serum concentrations is sufficient for TDM and the majority of analytical methods do not discriminate between 

the free fraction of antiepileptic drug and the one bound to serum proteins. So if the free fraction increases, the 

measurement of total serum concentration will underestimate the amount of the free fraction and in these case signs 

of toxicity might be observed. This was reported by Chan, et al. [57] about an epileptic patient taking valproic acid, 

phenytoin and carbamazepine who presented vomiting, ataxia and bilateral horizontal nystagmus. The dosage of 

these 3 drugs showed normal values, but the free fractions of each drug showed a high concentration of valproic 

acid. A reduction in the dose of this antiepileptic drug led to the disappearance of the toxicity symptoms. In addition, 

the results of Hong et al. [58] showed that the serum levels of free phenytoin in patients with low rate of serum 

albumin were 20% higher than in patients with normal rates of albumin serum. 

 

2.4.4 Pharmacokinetic changes related to genetic polymorphism: Currently, an increasing number of studies 

demonstrate that the inter-individual variability associated with response to antiepileptic drugs can be attributed to 

genetic polymorphism [59]. Taur, et al. [60] conducted a study in 115 patients treated with phenytoin alone or in 

combination with phenobarbital or carbamazepine or all three together. In these patients, they showed that the 

activity of P-glycoprotein was higher in the non-responders to antiepileptic treatment (n= 68) when compared to the 

responders (n=47). They have concluded that the response to antiepileptic treatment appears to be modulated by the 

polymorphism of the efflux transporter which has the consequence of reducing their bioavailability and limit their 

access to the brain. Another study [61] of 425 patients taking carbamazepine and 281 other under phenytoin, showed 

the existence of a significant association between the polymorphism of the SCN1A gene and regular use of maximal 

doses of carbamazepine and phenytoin to control seizures. Recently, the FDA has issued a warning about the genetic 

tests that must be performed in epileptic Asian people to predict severe skin reactions to carbamazepine [62].  

 

2.4.5 Problems caused by non-linear pharmacokinetics, as is the case of phenytoin [18, 24, 30, 50, 58, and 63]: 

Shakya, et al. [30] conducted a study in 382 epileptic patients who were taking carbamazepine, valproic acid or 

phenytoin as monotherapy or in combination therapy with 2 or 3 antiepileptic drugs. Blood levels showed that 

35.8% of the patients who were under phenytoin had therapeutic concentrations and the others had subtherapeutic or 

toxic rates. For carbamazepine and valproic acid, this percentage was 79.3% and 62% respectively. So because of its 

saturable kinetic, monitoring plasma concentrations of phenytoin is necessary. 

 

2.5 Drug formulation-Change 

Substitution of a formulation by another one should be well monitored by the treating physician. Epilepsy is a 

special disease because of its specificities, the low therapeutic margin of some antiepileptic drugs, the need to 

individualize therapy to control crisis, and the negative consequences of uncontrolled epilepsy. Consequently, a 

substitution should be considered with a lot of care [64]. 

 

2.6 In Case of substitution of a princeps to a generic drug 

 The use of generic drugs in epilepsy stirred a lot of controversies, because of the fear that this substitution might be 

accompanied by some side effects with possible variations in plasma concentrations of the drug. Several 
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recommendations were issued for this purpose, including the patient’s consent, careful monitoring of the patient's 

clinical status and evolution in plasma of the newly prescribed generic drug [64-65]. 

 

3. Modalities of TDM 

3.1 Sampling time 

When to draw blood samples is the crucial phase of therapeutic monitoring for all drugs since the correct 

interpretation of obtained blood concentrations is dependent on sampling time. Sampling time is based on many 

parameters such as the half-life of the drug, its resorption phase length and/or distribution phase, bioavailability, 

route of administration (oral, intramuscular, intravenous), pharmaceutical formulation and frequency of intake. A 

sample drawn at the wrong time will give either a higher or lower concentration than expected and will distort the 

dose adjustment by the clinician, leading to a risk of inefficiency or toxicity. Since most anticonvulsants are 

administered orally, blood samples should be obtained at steady state reached after 7 half-lives of the drug and just 

before the new administration. 

 

3.2 Matrix of sample 

Serum or plasma represents the matrix of choice for TDM. Through current technology, research is directed into the 

development of new non-invasive analytical matrices, such as saliva, which offers an advantage especially in 

children [66]. 

 

3.3 Dosing Methods 

The availability of a simple analytical method that is accurate, reproducible and inexpensive is essential to the good 

use TDM. Several analytical techniques are used for the determination of antiepileptic serum concentrations. Most 

of the time, it is the high performance liquid chromatography (HPLC) or immunological methods [66-71]. With the 

increasing number of new antiepileptic drugs on the market, therapeutic monitoring was guided by the development 

of new efficient methods such as liquid or gas chromatography-mass spectrometry [72-75]. 

 

3.4 Interpretation results 

For the results of TDM to be useful and helpful for the clinicians in making their decisions, the interpretation of 

plasma concentrations should allow some flexibly and the pharmacologist should not be looking only if the 

concentrations ranges are within the therapeutic range. The reference values of the therapeutic range are only 

statistical ones, and they cannot be applicable to all patients. There are patients who can present an optimal effect at 

higher concentrations than the reference values and others who will have toxic effects within this range. In addition 

to serum concentrations, the interpretation must also consider the patient’s clinical status, age, sex, the 

pharmacokinetic characteristics of the molecule, the associated therapy, the time between the last dose and sampling 

and genetic polymorphism [14, 16, 24, 59]. In children, the results should be interpreted considering weight, height 

and body surface area of children, in addition to the parameters already mentioned. Indeed, in their interpretation of 

the concentrations of the free fraction of valproic acid, Ueshima and colleagues [56] during their study of 30 
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children with epilepsy taking valproic acid did consider all these factors which helped them correlate between the 

clinical status of the children and their plasma values.  

 

4. Conclusion 

Monitoring plasma concentrations of antiepileptic drugs have become a reasoned act that is limited to very specific 

clinical indications. The challenge is to undertake randomized studies on the positive impact of TDM on clinical 

outcomes in order to show that this approach has a role in the long-term seizure control and the improved quality of 

epileptic patients’ life. 

 

References 

1. Almu Sh, Tadesse Z, Cooper P, Hackett R. The prevalence of epilepsy in the Zay Society, Ethiopia-An area 

of high prevalence. Seizure 15 (2006): 211-213. 

2. Chin JH. Epilepsy treatment in sub-Saharan Africa: closing the gap. Afr Heal Sci 12 (2012): 186-192. 

3. Hunter E, Rogathi J, Chigudu S, Jusabani A, Jackson M, McNally R, et al. Prevalence of active epilepsy in 

rural Tanzania: A large community-based survey in an adult population. Seizure 21 (2012): 691-698. 

4. Perucca E, Covanis A, Dua T. Commentary: epilepsy is a global problem. Epilepsia 55 (2014): 1326-1328. 

5. World Health Organization. Atlas: epilepsy care in the world. WHO, Geneva (2005). 

6. Honormand A, Safavi M, Zare M. Gabapentin: An update of its pharmacological properties and 

therapeutics use in epilepsy. J Res Med Sci 16 (2011): 1062-1069. 

7. Latini G, Verroti A, Manco R, Scardapane A. Del Vecchio A. Chiarelli F. Topiramate: Its pharmacological 

properties and therapeutic efficacity in epilepsy. Mini-Rev med Chem 8 (2008): 10-23.  

8. Navaro V. Nouveaux médicaments antiepileptiques. Presse Med 36 (2007): 1228-1235. 

9. Reimers A. New antiepileptic drugs and women. Seizure 23 (2014): 585-591. 

10. Mula M, Sander JW. Negative Effects of Antiepileptic Drugs on Mood in Patients with Epilepsy. Drug Saf 

30 (2007): 555-567. 

11. Perucca P, Gilliam FG. Adverse effects of antiepileptic drugs. Lancet Neurol 11 (2012): 792-802. 

12. Walia KS, Khan EA, Ko DH, Raza ShS, Khan YN. Side effects pf antiepileptics-A review. Pain Prat 4 

(2004): 194-203. 

13. Brandt C, Baumann P, Eckermann G, Hiemke C, May TW, Rambeck B, et al. Therapeutic drug monitoring 

in Epileptologie and Psychiatrie. Nervenarzt 79 (2008): 167-174. 

14. Eadie MJ. Therapeutic drug monitoring-antiepileptic drugs. Br J Clin Pharmacol 46 (1998): 185-193. 

15. Modi AC, Rausch JR, Glauser TA. Patterns of Nonadherence to Antiepileptic Drug Therapy in Children 

With Newly Diagnosed Epilepsy. JAMA 305 (2011): 1669-1676. 

16. Patsalos PhN, Berry DJ, Bourgeois BFD, Cloyd JC, Glauser TA, Johannessen SJ, et al. Antiepileptic drugs-

best practice guidelines for therapeutic drug monitoring: A position paper by the subcommission on 

therapeutic drug monitoring, ILAE Commission on Therapeutic Strategies. Epilepsia 49 (2008): 1239-

1276. 



J Pharm Pharmacol Res 2019; 3 (2): 041-050       DOI: 10.26502/jppr.0019 

 

Journal of Pharmacy and Pharmacology Research                                        Vol. 3 No. 2 - June 2019. 47 

 

17. Podell M. Antiepileptic Drug Therapy and Monitoring. TopCompan An Med 28 (2013): 59-66. 

18. Sirmagul B, Atli O, Ilgin S. The effect of combination therapy on the plasma concentrations of traditional 

antiepileptics: A retrospective study. Hum Exp Toxicol 31 (2012): 971-980. 

19. Tomson T, Johannessen SI. Therapeutic monitoring of the new antiepileptic drugs. EurJ Clin Pharmacol 55 

(2000): 697-705. 

20. Sharpe PC, Morrow J, Trimble ER. An audit of therapeutic drug monitoring of anticonvulsants. Ulster Med 

J 64 (1995): 151-156. 

21. Jannuzzi G, Cian P, Fattore C, Gatti G, Bartoli A, Monaco F, et al. A Multicenter Randomized Controlled 

Trial on the Clinical Impact of Therapeutic Drug Monitoring in Patients with Newly Diagnosed Epilepsy. 

Epilepsia 41 (2000): 222-230. 

22. Hsieh LP, Huang ChY. Antiepileptic drug utilization in Taiwan: Analysis of prescription using National 

Health Insurance database. Epilepsy Res 84 (2009): 21-27. 

23. Mathew BS, Fleming DH, Thomas M, Prabha R, Saravanakumar K. An initial experience with therapeutic 

drug monitoring of levetiracetam as reported from a pediatric clinical setting in India. Neurology India 60 

(2012): 146-149. 

24. Eadie MJ. Therapeutic drug monitoring ± antiepileptic drugs. Br J Clin Pharmacol 52 (2001): 11-20. 

25. EL Desoky ES, Sabarinath SN, Hamdi MM, Bewernitz M, Derendorf H. Population pharmacokinetics of 

steady-state carbamazepine in Egyptian epilepsy patients. J Clin Pharm Th 37 (2012): 352-355. 

26. Koristkova B, Grundmann M, Brozmanova H. Differences between prescribed daily doses and defined 

daily doses of antiepileptics-therapeutic drug monitoring as a marker ofthe quality of the treatment. Int J 

Clin Pharm Th 44 (2006): 438-442. 

27. Perucca E. Current Trends in Antiepileptic Drug Therapy. Epilepsia 44 (2003): 41-47. 

28. Milovanovic JR, Jankovic SM. Population pharmacokinetics of lamotrigine in patients with epilepsy. Int J 

Clin Pharm Th 47 (2009): 752-760. 

29. Langan Y, Sander JWAS. Sudden Unexpected Death In Patients with Epilepsy Definition, Epidemiology 

and Therapeutic Implications. CNS Drugs 13 (2000): 337-350. 

30. Shakya G, MallaS, Shakya KN, Shrestha R. Therapeutic Drug Monitoring of Antiepileptic Drugs. JNMA 

47 (2008): 94-97. 

31. Specht U, Elsner H, May TW, Schimichowski B, Thorbecke R. Postictal serum levels of antiepileptic drugs 

for detection of noncompliance. Epilepsy Behav 4 (2003): 487-495. 

32. Atli O, Ilgin S, Sirmagul B. The effect of polytherapy on serum concentrations of traditional antiepileptics: 

A retrospective study. Toxicol Lett 205 (2011): 160-179. 

33. Battino D, Croci D, Rossini A, Messina S, Mamoli D, Perucca E. Topiramate Pharmacokinetics in Children 

and Adults with Epilepsy : A Case-Matched Comparison Based on Therapeutic Drug Monitoring Data. 

Clin Pharmacokinet 44 (2005): 407-416. 

34. Landmark CJ, Johannessen SI, Tomson T. Host factors affecting antiepileptic drug delivery-

Pharmacokinetic variability. Adv Drug Deliv Rev 64 (2012): 896-910. 



J Pharm Pharmacol Res 2019; 3 (2): 041-050       DOI: 10.26502/jppr.0019 

 

Journal of Pharmacy and Pharmacology Research                                        Vol. 3 No. 2 - June 2019. 48 

 

35. Mintzer S, Skidmore ChT, Rankin SJ, Chervoneva I, Pequinot E, Capuzzi DM, et al. Conversion from 

enzyme-inducing antiepileptic drugs to topiramate: Effects on lipids and c-reactive protein. Epilepsy Res 

98 (2012): 88-93. 

36. Musenga A, Saracino MA, Sani G, Raggi MA. Antipsychotic and Antiepileptic Drugs in Bipolar Disorder: 

The Importance of Therapeutic Drug Monitoring. Curr. Med Chem 16 (2009): 1463-1481. 

37. Patsalos PhN, Perucca E. Clinically important drug interactions in epilepsy: general features and 

interactions between antiepileptic drugs. Lancet Neurol 2 (2003): 347-356. 

38. Tanaka E. Clinically significant pharmacokinetic drug interactions between antiepileptic drugs. J Clin 

Pharm Th 24 (1999): 87-92. 

39. Fukuoka N, Tsukamoto T, Uno J, Kimura M, Morita Sh. Effects of Concomitant Antiepileptic Drugs on 

Serum Carbamazepine Concentration in Epileptic Patients: Quantitative Analysis Based on Extracellular 

Water Volume as a Transforming Factor. J Pharm Soc Japan 123 (2003): 35-42. 

40. Benedetti MS, Ruty B, Baltes E. Induction of endogenous pathways by antiepileptics and clinical 

implications. Fund. Clin. Pharmacol 19 (2005): 511-529. 

41. Patsalos PhN, Perucca E. Clinically important drug interactions in epilepsy: interactions between 

antiepileptic drugs and other drugs. Lancet Neurol 2 (2003): 473-481. 

42. Christensen J, Petrenaite V, Atterman J, Sidenius P, Ohman I, Tomson T, et al. Oral Contraceptives Induce 

Lamotrigine Metabolism: Evidence from a Double-blind, Placebo-controlled Trial. Epilepsia 48 (2007): 

484-489. 

43. Galimberti CA, Mazzucchelli I, Arbasino C, Canevini MP, Fattore C, Perucca E. Increased Apparent Oral 

Clearance of Valproic Acid during Intake of Combined Contraceptive Steroids in Women with Epilepsy. 

Epilepsia 47 (2006): 1569-1572. 

44. Bassili A, Omar T, Zaki A, Abdel-fattah M, Tognoni G. Pattern of diagnostic and therapeutic care of 

childhood epilepsy in Alexandria, Egypt. Int J Qual Health Care 14 (2002): 277-284. 

45. Perucca E, Berlowitz D, Birnbaum A, Cloyd JC, Garrard J, Hanlon JT, et al. Pharmacological and clinical 

aspects of antiepileptic drug use in the elderly. Epilepsy Res 68 (2006): 49-63. 

46. Soldin OP, Soldin SJ. Review: therapeutic drug monitoring in pediatrics. Ther Drug Monit 24 (2002): 1-8. 

47. Battino D, Croci D, Rossini A, Messina S, Mamoli D, Perucca E. Serum Carbamazepine Concentrations in 

Elderly Patients: A Case-matched Pharmacokinetic Evaluation Based on Therapeutic Drug Monitoring 

Data. Epilepsia 44 (2003): 923-929. 

48. Tomson T, Battino D. Pharmacokinetics and Therapeutic Drug Monitoring of Newer Antiepileptic Drugs 

During Pregnancy and the Puerperium. Clin Pharmacokinet 46 (2007): 209-219. 

49. Kacirova I, Grundmann M, Brozmanova H. Serum levels of lamotrigine during delivery in mothers and 

their infants. Epilepsy Res 91 (2010): 161-165. 

50. Burt M, Anderson DC, Kloss J, Apple FS. Evidence-based Implementation of Free Phenytoin Therapeutic 

Drug Monitoring. Clin Chem 46 (2000): 1132-1135. 

51. Dasgupta A. Usefulness of monitoring free (unbound) concentrations of therapeutic drugs in patient 

management. Clin Chim Acta 377 (2007): 1-13. 



J Pharm Pharmacol Res 2019; 3 (2): 041-050       DOI: 10.26502/jppr.0019 

 

Journal of Pharmacy and Pharmacology Research                                        Vol. 3 No. 2 - June 2019. 49 

 

52. Itoh H, Suzuki Y, Fujisaki K, Sato Y, Takeyama M. Correlation between Plasma Ammonia Level and 

Serum Trough Concentration of Free Valproic Acid in Patients with Epilepsy. Biol Pharm Bull 35 (2012): 

971-974.  

53. Sadeghi K, Hadi F, Ahmadi A, Hamishehkar H, Beigmohammadi MT, Mahmoodpoor A, et al. Total 

Phenytoin concentration is not well correlated with active free drug in critically-ill head trauma patients. J 

Res Pharm Pract 2 (2013): 105-109. 

54. Schlatter Ch, Egger SC, Tchambaz L, Krahenbuhl S. Pharmacokinetic Changes of Psychotropic Drugs in 

Patients with Liver Disease Implications for Dose Adaptation. Drug Saf 32 (2009): 561-578.  

55. Ueshima S, Aiba T, Sato T, Matsunaga H, Kurosaki Y, Ohtsuka Y, et al. Empirical Approach for Improved 

Estimation of Unbound Serum Concentrations of Valproic Acid in Epileptic Infants by Considering Their 

Physical Development. Biol Pharm Bull 34 (2011): 108-113.  

56. Ueshima S, Aiba T, Makita T, Nishihara S, Kitamura Y, Kurosaki Y, et al. Characterization of non-linear 

relationship between total and unbound serum concentrations of valproic acid in epileptic children. J Clin 

Phar Ther 33 (2008): 31-38. 

57. Chan K, Beran RG. Value of therapeutic drug level monitoring and unbound (free) levels. Seizure 17 

(2008): 572-575. 

58. Hong JM, Choi YCh, Kim WJ. Differences between the Measured and Calculated Free Serum Phenytoin 

Concentrations in Epileptic Patients. Yonsei Med J 50 (2009): 517-520. 

59. Loscher W, Klotz U, Zimprich F, Schmidt D. The clinical impact of pharmacogenetics on the treatment of 

epilepsy. Epilepsia 50 (2009): 1-23. 

60. Taur SR, Kulkarni NB, Gandhe PP, Thelma BK, Ravat SH, Gogtay NJ, et al. Association of 

polymorphisms of CYP2C9, CYP2C19, and ABCB1, and activity of P-glycoprotein with response to 

antiepileptic. Drugs. J Postgrad Med 60 (2014): 265-269.  

61. Tate SK, Depondt Ch, Sisodiya SM, Cavalleri GL, Schorge S, Soranzo N, et al. Genetic predictors of the 

maximum doses patients receive during clinical use of the anti-epileptic drugs carbamazepine and 

phenytoin. PNAS 102 (2005): 5507-5512. 

62. FDA drug safety newsletter. Carbamazepine (marketed as Carbatrol, Equetro, Tegretol and generics) 

Stevens-Johnson syndrome, toxic epidermal necrolysis, and HLA-B (2008). 

63. Krasowski MD, Penrod LE. Clinical decision support of therapeutic drug monitoring of phenytoin: 

measured versus adjusted phenytoin plasma concentrations. BMC Med Inform Decis 12 (2012): 7. 

64. Sankar R, Glouser TA. Understanding Therapeutic Equivalence in Epilepsy. CNS Spectr 15 (2010): 112-

123. 

65. Perucca E, Albani F, Capovilla G, Bernardina BD, Michelucci R, Zaccara G. Recommendations of the 

Italian League Against Epilepsy Working Group on Generic Products of Antiepileptic Drugs. Epilepsia 47 

(2006): 16-20. 

66. Dordevic S, Kilibarda V, Stojanovic T. Determination of carbamazepine in serum and saliva samples by 

high performance liquid chromatography with ultraviolet detection. Vojnosanit Pregl 66 (2009): 347-352. 



J Pharm Pharmacol Res 2019; 3 (2): 041-050       DOI: 10.26502/jppr.0019 

 

Journal of Pharmacy and Pharmacology Research                                        Vol. 3 No. 2 - June 2019. 50 

 

67. Dahiya K, Bansal P, Ghalaut VS, Dhankhar R, Ghalaut PS. Therapeutic drug monitoring for antiepileptic 

drugs using HPLC: An experience at a tertiary care hospital in India. Neurol. Asia 15 (2010): 233-237. 

68. Fortuna A, Sousa J, Alves G, Falcao A, Soares-da-Silva P. Development and validation of an HPLC-UV 

method for the simultaneous quantification of carbamazepine, oxcarbazepine, eslicarbazepine acetate and 

their main metabolites in human plasma. Anal Bioanal Chem 397 (2010): 1605-1615. 

69. Frank EL, Schwarz EL, Juenke J, Annesley ThM, Roberts WL. Performance Characteristics of Four 

Immunoassays for Antiepileptic Drugs on the IMMULITE 2000Automated Analyzer. Am J Clin Pathol 

118 (2002): 124-131. 

70. Rahman F, Ahmed Abdelrahim HE, Mohamed Ibrahim MI. A survey of therapeutic drug monitoring 

services in Malaysia. Saudi Pharm. J 21 (2013): 19-24. 

71. Zufía L, Aldaz A, Ibanez N, Giraldez J, Viteri C. LC method for therapeutic drug monitoring of 

levetiracetam: Evaluation of the assay performance and validation of its application in the routine area. 

Clin. Biochem 43 (2010): 473-482. 

72. Adaway JE, Keevil BG. Therapeutic drug monitoring and LC-MS/MS. J Chromatogr B 883-884 (2012): 

33-49. 

73. Borrey DCR, Godderis KG, Engelrelst VIL, Bernard DR, Langlois MR. Quantitative determination of 

vigabatrin and gabapentin in human serum by gas chromatography–mass spectrometry. Clin Chim Acta 

354 (2005): 147-151. 

74. Nikolaou P, Papoutsis I, Dona A, Spiliopoulou Ch, Athanaselis S. Development and validation of a GC/MS 

method for the simultaneous determination of levetiracetam and lamotrigine in whole blood. J Pharmaceut 

Biomed 102 (2015): 25-32. 

75. Shibata M, Hashi S, Nakanishi H, Masuda S, Katsura T, Yano I. Detection of 22 antiepileptic drugs by 

ultraperformance liquid chromatography coupled with tandem mass spectrometry applicable to routine 

therapeutic drug monitoring. Biomed Chromatogr 26 (2012): 1519-1528. 

 

 

 

 

 

 

 

 

 

 

 

           This article is an open access article distributed under the terms and conditions of the 

    Creative Commons Attribution (CC-BY) license 4.0 

Citation: Samira Serragui, Zineb Lachhab, Driss Soussi Tanani, Yahya Cherrah. Therapeutic Drug Monitoring 

of Antiepileptic Drugs: Indications and Modalities. J Pharm Pharmacol Res 3 (2019): 041-050. 

http://creativecommons.org/licenses/by/4.0/

