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AABBSS  TTRRAACCTT  OObb  jjeecc  ttii  vvee::  The aim of this study was to in ves ti ga te the ro le of mul tid rug trans por ter P-
glycop ro te in 1 (MDR1), cytoc hro me P450 isozy me 2D6 (CYP2D6) and C-C che mo ki ne re cep tor 5
(CCR5) ge nes in the mor ta lity of pa ti ents with Cri me an-Con go He morr ha gic Fe ver (CCHF). MMaa  ttee  rrii  --
aall  aanndd  MMeett  hhooddss::  Fif te en pa ti ents un der drug the rapy and con ven ti o nal sup por ti ve me a su res we re in-
ves ti ga ted. Di ag no sis of the pa ti ents was con fir med by ELI SA and/or reverse transcription-
polymerase chain reaction (RT-PCR) tech ni qu e. Cli ni cal and la bo ra tory fe a tu res of thre e ca ses with
fa tal out co mes we re com pa red with tho se of twel ve pa ti ents with non-fa tal CCHF. Ge no mic DNA was
iso la ted from phe rip he ral blo od samp les and PCR ba sed re ver se hybri di za ti on strip as say was used
for the ge noty ping. RRee  ssuullttss::  The mor ta lity ra te was 20% (3/15) in this study. In two fatal cases the
MDR1 gene had homozygous point mutation and in one fatal case heterozygous point mutation. All
the fa tal ca ses had po or drug me ta bo li zer ge noty pes of CYP2D6 ge ne. Of the twel ve surviving pa ti -
ents, thre e had he te rozy go us mu ta ti on in the MDR ge ne whi le only one had ho mozy go us mu ta ti on
of the sa me ge ne. Drug me ta bo li zer ge noty pes of CYP450 ge ne we re nor mal in all surviving pa ti ents.
In fa tal ca ses, ra ti os of mu tab le MDR1 and po or drug me ta bo li zer ge noty pes of CYP450 ge nes we re
hig her than tho se in non-fa tal ca ses. The CCR5 ge ne was nor mal in all ca ses. CCoonncc  lluu  ssii  oonn::  Hypo ex -
pres si on of CYP2D6 al le les and mu ta ti on in MDR1 ge ne co uld ca u se im pa i red drug me ta bo lism and/or
le ad to the ra pe u tic fa i lu re in the CCHF pa ti ents. MDR1 and CYP2D6 ge nes may play a cru ci al ro le in
phar ma co ki ne tics, im mu no lo gi cal res pon se and drug me ta bo li sm in the ma na ge ment of CCHF in fec-
ti on. Furt her stu di es are ne ces sary to subs tan ti a te the se fin dings. 

KKeeyy  WWoorrddss::  Ge nes, MDR; he morr ha gic fe ver vi rus, Cri me an-Con go; 
cytoc hro me P-450 CYP2D6

ÖÖZZEETT  AAmmaaçç::  Bu ça lış ma da, Kı rım Kon go Ka na ma lı Ateşi (KKKA) has ta la rın da mul tid rug trans por -
ter (MDR1) geni, si tok rom P450 izo en zim 2D6 ge ni (CYP2D6) ve ke mo kin re sep tör 5 (CCR5) ge ni -
nin mor ta li te üze ri ndeki ro lü nü araş tır mak amaç lan mış tır. GGee  rreeçç  vvee  YYöönn  tteemm  lleerr::  Bu ça lış ma ya enzim
işaretli immün deney ya da revers transkripsiyon polimeraz zincir reaksiyonu (RT-PZR) ile ta nı sı ke -
sin leş ti ril miş ve te da vi gö ren 15 KKKA has ta sı alın dı. Ça lış ma da ölen 3 has ta ile ya şa yan 12 has ta kli -
nik ve la bo ra tu var özel lik le ri açı sın dan kar şı laş tı rıl dı. Has ta la rın ge no mik DNA’la rı PZR te mel li
re vers hib ri di zas yon strip testi kul la nı la rak ge no tip len di ril di. BBuull  gguu  llaarr::  Ça lış ma mız da ki mor ta li te
ora nı  %20 (3/15) bu lun du. Ölen 3 has ta nın 2’sin de MDR1 ge nin de ho mo zi got mu tas yon, 1’in de ise
he te ro zi got mu tas yon sap tan dı. Ölen has ta la rın her üçün de de CYP2D6 ge ninin dü şük düzeyde
sunulduğu ve zayıf ilaç metabolizasyonu yapan tipte olduğu bu lun du. Ya şa yan 12 has ta nın sa de ce
bi rin de MDR1 ge nin de ho mo zi got mu tas yon, 3’ün de ise he te ro zi got mu tas yon mev cut tu. Ölen has -
ta lar da ki MDR1 mu tas yo nu ve si tok rom P450 ge ni nin za yıf ilaç me ta bo li zas yo nu ya pan for mu nun
oran la rı, ya şa yan has ta la ra gö re da ha yük sek ti. CCR5 ge ni ise tüm has ta la rı mız da nor mal bu lun du.
SSoo  nnuuçç::  KKKA has ta la rın da, CYP2D6 al le li nin azal mış sunumu ve MDR1 ge nin de olan mu tas yon lar
ilaç ya da tok sik mad de le rin me ta bo li zas yo nun da bo zuk lu ğa yol aça rak te da vi de ba şa rı sız lı ğa se bep
ola bi lir. MDR1 ve CYP2D6 gen le ri, im mü no lo jik ce vap ve ilaç me ta bo li zas yo nu üze ri ne olan et ki le -
ri ne de ni i le KKKA has ta la rı nın te da vi sin de önem li bir rol oy na ya bi lir. An cak bul gu la rı mı zın da ha
faz la has ta ile ya pı la cak ça lış ma lar la des tek len me si ge rek mek te dir.

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: Mul tid rug di renç ge ni; Kı rım Kon go Ka na ma lı Ate şi; 
si tok rom P450 2D6 polimorfizm
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Cytochrome P450 2D6 and MDR1 Gene
Mutation in Relation to Mortality in 

Patients with Crimean-Congo 
Hemorrhagic Fever: A Preliminary Study



rimean-Congo hemorrhagic fever (CCHF)
a viral hemorrhagic fever diseases caused by
infection with the CCHF virus (CCHFV).

Humans are infected by tick-bites, contact with
blood or tissue from acute phase of CCHF patients
or viremic livestock. The most common clinical
features of the disease are hemorrhage, myalgia,
fever, disseminated intravascular coagulation and
vascular dysfunction. CCHF is a common disease
and has been reported in about 30 countries in Af-
rica, Asia, Europe and Middle East.1,2

The P-glycoprotein is a membrane protein
that plays a crucial role on pumping the xenobi-
otics at the blood-brain barrier. P-glycoprotein is
encoded by MDR1 gene. The gene product does
not only contribute to drug resistance during
chemotherapy of tumors but it is also expressed in
healthy tissues with secretory function. Polymor-
phisms of MDR1 gene have been reported to be as-
sociated with the synergistic effect in predisposing
patients to toxic neurological complications during
drug therapy and/or chemotherapy.3 Chemokines
play a critical role in many pathophysiological
processes such as infectious diseases. Cytochrome
P450 (CYP) enzymes system is responsible for drug
activation and metabolism.

In the recent years, outbreaks of CCHF have
been reported in Turkey. Midilli and colleagues re-
ported similar genetic structures of CCHF viruses
in patients with CCHF in Turkey.4 However, dif-
ferent mortality rates (from 2.8% to 12%) were re-
ported from Turkey.5,6 On the other hand, the
mortality rate of the disease could be up to 50%.7

There is no genetic study on host organisms to exp-
lain how genetic differences and/or polymorphism
can act on the diversity of the disease mortality.
The aim of our study was to find out the possible
role of some genes such as multidrug transporter
P-glycoprotein 1, CYP450 isozyme 2D6 and C-C
chemokine receptor 5 in the defense mechanism
against infectious diseases, drug metabolism and
immune response in CCHF patients. This study also
represents the first molecular approach in CCHF
mortality. 

MATERIAL AND METHODS

PATIENTS, CLINICAL DIAGNOSIS AND 
LABORATORY ASSESSMENT

This study was conducted in the Cumhuriyet Uni-
versity Hospital in Sivas city located in the central
Anatolia, between May and November 2007. The
study protocol was approved by the Hospital Ethics
Committee of the Cumhuriyet University, Faculty
of Medicine. Informed consents were obtained
from the patients. Fifteen CCHF patients (7 male
and 8 female) aged between 25 and 73 were in the
study. Sera from suspected CCHF cases were sent to
the Virology Laboratory of Refik Saydam Hygiene
Central Institute, Ankara, Turkey for serologic and
virologic analyses. The definitive diagnosis of
CCHF infection was based upon typical clinical and
epidemiological findings and detection of CCHF
virus-specific IgM by enzyme linked immunosor-
bent assay (ELISA) or of genomic segments of the
CCHF virus by RT-PCR either in the acute or con-
valescent phase of the disease. 

MUTATION ANALYSIS

Total genomic DNA was extracted from 100 µl pe-
ripheral blood samples by the Invitek kit extraction
technique (Invitek, Invisorb spin blood, Germany)
and was stored at -20°C until genetic analysis was
performed. Three different gene regions [multidrug
transporter P-glycoprotein 1-MDR 1, cytochrome
P450 izoyme 2D6 (CYP2D6) and C-C chemokine
reseptor 5 (CCR5-32 bp del)] were simultaneously
amplified and biotin-labeled in a single multi-
plex amplification reaction (Viennelab, PGX-HIV
StripAssay, Austria). Extensive(1*/1*, 1*/3*, 1*/4*,
1*/5*, 1*/6*) and poor (3*/3*, 3*/4*, 3*/5*, 3*/6*,
4*/4*,4*/5*, 4*/6*, 5*/5*, 5*/6*, 6*/6*) metabolizer al-
leles of cytochrome P450 izoyme 2D6 were ana-
lyzed. PCR was performed in a Perkin Elmer 9600
and the protocol consistedof an initial melting step
of 2 minutes at 94°C; followed by 35 cycles of 15
seconds at 94°C, 30 seconds at 58°C, and 30 seconds
at 72°C; and a final elongation step of 3 minutes at
72°C. The mutation analysis was performed by Stri-
pAssay technique (Vienna Lab, PGX-HIV StripAs-
say GmbH, Austria) which is based on the
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reverse-hybridization principle automatically. The
normal, heterozygous and homozygous mu-
tant/non-mutant genotype profiles of each gene
were determined using the enclosed CollectorTM

sheet for the fatal and non-fatal CCHF patients.
Study variables were not analyzed statistically due
to the small size of study population.

RESULTS 
Three of 15 cases died due to severe infection. Nine
(60%) patients had CCHF virus-specific IgM anti-
bodies, two (13.3%) were found to be positive by
RT-PCR for CCHF virus and 4 (26.7%) patients yi-
elded positive results by both tests in the acute
and/or convalescent phase of the disease. Demog-
raphic and clinical characteristics, laboratory fin-
dings and status of ribavirin treatment of the
patients were given in Table 1. All patients had ma-
laise and myalgia. Of the fatal cases, two (case 11
and 14) had homozygous point mutation in the
MDR gene, while the remaining one (case 12) had
heterozygous mutation of the same gene (Figure 1,
lane 3, 4 and 5). All fatal CCHF patients had also
poor drug metabolizer genotypes of the CYP450
gene (Figure 1, lane 3, 4 and 5). All surviving pati-
ents had normal drug metabolizer genotypes of
CYP450. Among survivors, only one patient (case
15) had homozygous mutation in the MDR gene
while three patients had heterozygous mutation.
Although case numbers were not adequate for sta-
tistical analysis, ratios of homozygous and/or hete-
rozygous mutation of MDR1 and poor drug
metabolizer genotypes of CYP450 genes were hig-
her in fatal cases (Table 2). No mutation profile was
found in the CCR5 gene region in all studied cases
(Figure 1, lanes 1-5). Current results demonstrated
that there were no variations in the genes encoding
the chemokine CCR5 in both fatal and non-fatal
CCHF infections. 

DISCUSSION
CCHF is a potentially fatal disease affecting multiple
organs and systems. Although the infection of the en-
dothelium has an important role in CCHF pathogene-
sis and capillary fragility, the specific mechanisms
underlying the pathogenesis of the CCHF virus and
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Fatal (n= 3) Non-fatal, (n= 12)

Mean age (range), y 49 (33-73) 42 (25-73)

Sex, n (%)

Female  2 (67) 5 (42)

Male 1 (33) 7 (58)

Most common symptoms, n (%)

Myalgia 3 (100) 12 (100)

Headache 0 (0) 3 (25)

Fever 3 (100) 11 (92)

Diarrhea 0 (0) 1 (8)

Nausea and/or vomiting 2 (67) 9 (75)

Malaise 3 (100) 12 (100)

Physical finding, n (%)

Fever,a 3 (100) 11 (92)

Conjunctival hyperemia 1 (33) 7 (58)

Fascial hyperemia 1 (33) 5 (42)

Hepatomegaly 2 (67) 2 (17)

Splenomegaly 0 (0) 1 (8)

Rash

Maculopapular 2 (67) 4 (33)

Petechia or Ecchymosis 2 (67) 5 (42)

Bleeding

Epistaxis 0 (0) 2 (17)

Hemoptysis 1 (33) 0 (0)

Hematuria 1 (33) 0 (0)

Hematemesis 1(33) 0 (0)

Risk factors for CCHF

History of tick bite 1 (33) 5 (42)

History of tick removal from animal 2 (67) 1 (8)

No tick exposure 0 (0) 6 (50)

Laboratory features

Thrombocytopenia,b 3 (100) 12 (100)

Leucopenia,c 2 (67) 10 (83)

Elevated AST,d 3 (100) 12 (100)

Elevated ALT,e 3 (100) 8 (67)

Prolonged prothrombin time 1 (33) 4 (33)

Prolonged aPTT,f 1 (33) 8 (67)

Ribavirin therapy 2 (67) 10 (83)

TABLE 1: Demographic and clinical characteristics,
symptoms, signs and laboratory findings, and 

ribavirin treatment for 15 patients with 
Crimean-Congo hemorrhagic fever.

a Arm pit, ≥38°C
b Thrombocytopenia, platelet count < 150 x 109

cLeukopenia, leukocyte count < 4 x 103

dAspartate aminotransferase
eAlanine aminotransferase
fActivated partial thromboplastin time



variable mortality in CCHF patients are still unclear.
General supportive therapy is the mainstay of patient
management in CCHF infection. There is currently no
specific antiviral therapy for CCHF approved for use in
humans by the FDA. However, the antiviral drug ri-
bavirin, a synthetic purine nucleoside analogue, has
been most promising over the years. Ribavirin was
been shown to inhibit in vitro viral replication of
CCHF in Vero cells. Additionally, several case reports
suggested ribavirin as an effective drug for treating
CCHFV infections.1 However, some patients failed to
respond to ribavirin therapy. The specific genome va-
riability of the host organism could play a crucial role
in the varying responses to drug treatment.

The P-glycoprotein, a membrane transporter
encoded by the MDR1 gene, mediates drug efflux
from cells and plays a major role in Multi Drug Re-
sistance in inflammatory bowel disease, implica-
tions for disease risk and therapeutic outcome in
HIV, and an increased risk for renal cell carcinoma
in humans.8 Lee et al have shown that HIV viral
production was greatly reduced when MDR1 was
overexpressed.9 This suggests that cells with high
levels of MDR1 expression are relatively resistant
to HIV infection. It has also recently been reported
that cells overexpressing MDR1 are resistant to
some enveloped viruses that enter via the plasma
membrane.9 The CCHFV is also an enveloped virus
and most possibly enter the cells by a transmem-
brane glycoprotein mediated patway.1 Further-
more, in patients with renal cell carcinoma, MDR1
expression was significantly decreased when com-
pared with healthy controls.8 A susceptibility to
renal cell carcinoma is consistent with the hypot-
hesis that a lower MDR1 expression level offers less
protection from the accumulation of toxic/carcino-
genic materials in renal tissues.8,10 In addition, im-
paired expression of a gene or genes that play a
crucial role in drug metabolizing systems or clear-
ing toxic materials may also be effective in response
to drug and/or fatality of CCHF infection.

Johnstone et al suggested that MDR1 protected
cells against caspase-dependent apoptosis induced
by cytotoxic drugs, fas ligation, tumor necrosis fac-
tor (TNF), and ultraviolet (UV) irradiation.11 Alt-
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FIGURE 1: Shows mutable and non-mutable gene profiles of target genes
in fatal and non-fatal CCHF patients of the current study.

Lanes
Lane 1- Non-mutant profiles of MDR1, CYP450 and CCR5 genes of non-fatal case 4.
Lane 2- Homozygous point mutation in MDR1 and normal drug metabolizer genotype
(*1/1*) in non-fatal case 15. The CYP450 and CCR5 genes are in normal appearance.
Lane 3- Homozygous point mutation in MDR1 and poor drug metabolizer genotype
(*4/6*) in fatal case 11. The CCR5 gene is in normal appearance.
Lane 4- Shows heterozygous point mutation in MDR1 and poor drug metabolizer geno-
type (*4/6*) in fatal case 12. The CCR5 gene is in normal appearance.
Lane 5- Homozygous point mutation in MDR1 and poor drug metabolizer genotype
(*4/6*) in fatal case 14. The CCR5 gene is in normal structure.

CCHF Patients

Gene Types Fatal (n= 3) Non-fatal (n= 12)

MDR1

wt/wt 0 (0) 8 (67) 

wt/mt 1 (33) 3 (25) 

mt/mt 2 (67) 1 (8)

CCR5

wt/wt 3 (100) 12 (100)

wt/mt 0 (0) 0 (0)

mt/mt 0 (0) 0 (0)

CYP2D6

Extensive metabolizer alleles 

(1*/1*, 1*/3*, 1*/4*, 1*/5*, 1*/6*) 0 (0) 12 (100)

Poor metabolizer alleles 

(3*/3*, 3*/4*, 3*/5*, 3*/6*, 4*/4*, 

4*/5*, 4*/6*, 5*/5*, 5*/6*, 6*/6*) 3 (100) 0 (0)

TABLE 2: The mutation prevalence of MDR1, CYP450,
and CCR5 genes in fatal and non-fatal Crimean-Congo

hemorrhagic fever patients in the current study.

wt: Wild- type allele, mt: Mutant allel.



hough there is no clear evidence on the possible
role of apoptosis on CCHF mortality, some rese-
archers have accepted the possible effects of apop-
tosis on immune depression and host organism
death in some virus mediated haemorrhagic fever
infections.12-14 Several reports suggested that the
supression of MDR1 was associated with a decrease
in the activity of NK cells and CD8 T cells.15,16

Lymphocytes play an important role in immune
responses by directly killing virus infected or tumor
cells or by secreting cytokines. In addition, Ran-
dolph et al have reported a role for MDR1 in the
migration of dendritic cells.17 These observations
might suggest that MDR1 could play an important
role in the immunological response in virus media-
ted infections. According to the above findings it is
also possible to discuss that the homozygous or he-
terozygous mutated MDR1 gene could lead to
and/or mediate the death of CCHF patients.

Cytochrome P450 (CYP) enzymes system is
responsible for drug activation and metabolism.
These enzymes are predominantly expressed in the
liver but can also be found in the intestines, lungs
and in some other organs.18 This enzyme metaboli-
zes a wide variety of substances including thera-
peutic drugs, procarcinogens and neurotoxins.19 The
CYP2D gene locus contains three alternative alleles
of CYP2D6, CYP2D7, and CYP2D8 encoding a
functional protein on drug metabolizers.20 CYP2D6
exhibits genetic polymorphism and the polymorp-
hisms can be classified according to one of four le-
vels of activity: poor metabolizers (PMs),
intermediate metabolizers (IMs), extensive meta-
bolizers (EMs), and ultrarapid metabolizers (UMs).21

Individuals with normal CYP2D6 activity are de-
signated extensive metabolizers. PMs inherit two
deficient CYP2D6 alleles and as a result, metabolize
drugs at a notably slower rate and this leads to drug
accumulation and toxicity.22 In our study, all fatal
CCHF patients had poor drug metabolizer genoty-
pes of the CYP450 gene, which suggesets loss of
function of drug metabolizing during the therapy
in these three fatal CCHF patients.

Chemokines are small basic polypeptides that
induce the targeted migration of leukocytes.23 They

also play a critical role in many pathophysiological
processes such as allergic responses, infectious and
autoimmune diseases, angiogenesis, inflammation,
tumor growth and hematopoietic development. In
our study, all current CCHF patients showed CCR5
gene domain with normal structure.

In this study, the mortality rate of CCHF pati-
ents was 20% (3/15) due to severe infection. Ho-
mozygous point mutation in multidrug transporter
gene was found in two fatal cases and the one fatal
case had heterozygous point mutation. All fatal pa-
tients had poor drug metabolizer genotypes of
CYP450 2D6 izozyme alleles. Three of the twelve
surviving patients had heterozygous mutation in
the MDR gene while only one patient had ho-
mozygous mutation. Drug metabolizer genotypes
of CYP450 gene were normal in all surviving pati-
ents. In fatal cases, ratios of mutable MDR1 and
poor drug metabolizer genotypes of CYP450 genes
were higher than those in non-fatal cases. The
CCR5 gene had a normal appearance in all cases.
Most possibly the combined effect of impaired ex-
pression of cytochrome P450  as a poor metabolizer
and homozygous MDR1 gene mutation in supres-
sion of NK and CD8 T cells played an important
role in the mortality of those cases.

Mean age, sex, clinical characteristics, and lab-
oratory findings in fatal and non-fatal patients were
comparable. In our study, ratios of homozygous or
heterozygous mutation of the MDR1 and poor drug
metabolizer genotypes of CYP450 genes were
higher in fatal cases. In conclusion, our data sug-
gest that P-glycoprotein 1 and CYP450 isozyme
2D6 may play a crucial role in pharmacokinetics,
immunological response and drug metabolism du-
ring CCHF infection and treatment but further and
more detailed studies are necessary to substantiate
these findings.
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