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At time study was conducted.

BACKGROUND

» Psychiatric comorbidities are prevalent in Tourette syndrome (TS) populations!

- Dopamine D2 receptor antagonists/partial agonists (D2RAs) reduce tic severity but pose a substantial risk of adverse events (AEs; eqg,
metabolic/weight effects, sedation, extrapyramidal symptoms) that can negatively impact quality of life and treatment adherence?’

- Non-D2RA medications (eg, a-2 adrenergic agonists) are frequently administered to treat tics, but such use is off-label administration

RESULTS

« 1684 individuals were included in each matched cohort (Table 2)

— Mean (SD) baseline comorbidity index was higher for the D2RA-exposed versus nonexposed cohort (3.4 [3.5] vs 2.1 [2.5]; SMD = 0.44)

Table 2. Patient Demographic and Baseline Characteristics After Matching

Characteristic

D2RA-Exposed (n=1684%)

D2RA-Nonexposed (n=1684)

SMD*
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« Multiple types of incident AEs during follow-up were more common in the D2RA-exposed cohort than in the D2RA-nonexposed cohort

(Figure 1A and 1B)

Figure 1. Summary of Incident (A) Neuropsychiatric and (B) Cardiac, Metabolic, and Hematologic AEs*
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mental and physical health disorders, independent of exposure

AE = adverse event; ICD-9-CM = International Classification of Diseases, 9th Revision, Clinical Modification; ICD-10-CM = International Classification of Diseases, 10th Revision, Clinical Modification; NA = not applicable; OCD = obsessive-compulsive disorder.

» Alternative treatment strategies and pharmacologic interventions are needed that can provide
sustained relief of symptoms with minimal risk of AEs
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