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K e Y  p O i N t S

 • This report provides an expanded 
representation and description of 
the total testing process useful 
for documenting and improving 
clinical test workflows across 
laboratory and patient care 
settings.

 • Important attributes include 
engagement of laboratory 
professionals with patients and 
other health care providers, 
use of data to drive practice, 
and maintaining a competent 
workforce.

 • Examples illustrate how the total 
testing process can be used 
to understand and optimize 
laboratory practices to support 
patient and health care provider 
informed decision-making.
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a B S t r a c t 

Objectives:  Developing an expanded representation of the total testing process that 
includes contemporary elements of laboratory practice can be useful to understanding and 
optimizing testing workflows across clinical laboratory and patient care settings.

Methods:  Published literature and meeting reports were used by the coauthors to inform 
the development of the expanded representation of the total testing process and relevant 
examples describing its uses.

Results:  A visual representation of the total testing process was developed and con-
textualized to patient care scenarios using a number of examples covering the detection 
of blood culture contamination, use of next-generation sequencing, and pharmacogenetic 
testing.

Conclusions:  The expanded representation of the total testing process can serve 
as a model and framework to document and improve the use of clinical testing within 
the broader context of health care delivery. This representation recognizes increased 
engagement among clinical laboratory professionals with patients and other health care 
providers as essential to making informed decisions. The increasing use of data is high-
lighted as important to ensuring quality, appropriate test utilization, and sustaining an effi-
cient workflow across clinical laboratory and patient care settings. Maintaining a properly 
resourced and competent workforce is also featured as an essential component to the 
testing process.

i N t r O D U c t i O N

The initial conceptualization of the total testing process (TTP) as the “brain-to-brain” loop 
emphasized the complexity and vulnerability of the testing process.1 Over time, the con-
cept of the TTP advanced to include new paradigms in laboratory medicine as practitioners 
increasingly recognized the need for a systems approach in understanding and reacting to 
challenges in achieving accurate and timely test results of greatest benefit to patients.2,3 
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This approach includes the means to identify and classify errors 
across the testing workflow that can result in patient harm.3 We 
present an expanded representation of the TTP that takes into con-
sideration elements of the testing process less emphasized in earlier 
renditions but now recognized as significant elements of the testing 
process  FIGURE 1 . These additional elements include

 • collaboration among laboratory professionals, health care pro-
fessionals, and patients;

 • the use of data that support various steps of the testing process;
 • a competent workforce; and
 • resources needed to operationalize and maintain testing 

services.

This expanded TTP representation has several applications. It 
could be adapted and used to describe testing services within a 
health care setting. Practitioners could also use the framework 
to develop a quality management plan, taking into consider-
ation TTP vulnerabilities. The expanded representation may 
also inform evaluation of testing services to identify gaps and 
opportunities for improvement. For example, challenges can 
arise when new technologies are implemented into the clin-
ical laboratory workflow that require new competencies and 
quality practices. Such challenges and potential solutions were 
discussed during past meetings of the Clinical Laboratory Im-
provement Advisory Committee (CLIAC), a federal advisory com-
mittee that provides scientific and technical recommendations 
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FIGURE 1 The expanded representation of the total testing process (TTP). This expanded representation of the TTP specifies 11 steps that are supported 
by the application of data, quality practices, a competent workforce, and engagement among the patient, laboratory, and health care professionals.
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to the Department of Health and Human Services (https://www.
cdc.gov/cliac/docs/april-2022/CLIAC_RecommendationsTable_
Apr2022.pdf).

a N  e X pa N D e D  r e p r e S e N tat i O N  O F 
t H e  tOta l  t e S t i N G  p r O c e S S

The expanded representation of the TTP illustrates the testing 
workflow, supportive elements, and interactions among patients, 
clinicians, and laboratory professionals  FIGURE 1 . Moving from 
inner to outer full circle, elements include the following:

 • Resources 

 ◦ Physical infrastructure (eg, facility, equipment)
 ◦	 Business	processes	(eg,	administrative,	financial)
 ◦ Data access and analytic capacity, including access to vari-

ous	data	sources	(eg,	patient	information,	disease-specific	
databases, test performance indicators, algorithms to an-
alyze test results and inform clinical assertions)

 ◦ Practice resources (eg, guidelines/standards, regulatory 
requirements, educational/training resources, listservs of 
professional organizations)

 • Competent workforce. Personnel inside and outside the lab-
oratory involved in the development, implementation, valida-
tion, and use of clinical testing that meets accepted standards 
of practice.

 • Quality practices. Activities implemented to ensure qual-
ity testing (eg, quality management systems, operation-
alizing policies and professional guidance, other quality 
practices).

 • Steps of the expanded representation of the total testing 
process.	Eleven	steps	specified	in	the	full	outer	circle	 FIGURE 1 ; 
these steps were described previously.1-3

Other entries within the expanded representation of the TTP in-
clude the following:

 • Clinical and laboratory professional engagement. Inter-
actions primarily supporting “Laboratory Interpretation and 
Reporting,” “Clinical Interpretation; Follow-up,” and “Test 
Selection.” These steps of the TTP provide opportunities for 
collaboration between clinician and laboratory professionals 
to ensure that the right test is ordered, and results are appro-
priately communicated, understood, and applied within the 
patient context.

 • Patient engagement. Effective communication with the pa-
tient about the uses and limitations of tests and results that 
support informed decision-making.

 • Data and information that support health care providers, 
patients, and laboratory testing. Data drive the testing pro-
cess at several levels, informing

 ◦ test selection,
 ◦ specimen selection,
 ◦ analysis of the results,
 ◦ clinically meaningful decision-making, and
 ◦ analytic and clinical performance and improvement.

 • Data collection and analysis, and clinical and public health 
policies, standards, and practices. These two elements repre-
sent efforts to collect patient and laboratory data across prac-
tice settings to advance the development of evidence-based 
testing practices.

Sometimes, elements of clinical laboratory testing are performed 
outside the confines of a laboratory or medical facility. The ex-
panded TTP can be adapted to these situations. Examples include 
the following:

 • Point-of-care testing. Point-of-care testing (POCT) is per-
formed at or near the site of patient care, not within a central 
laboratory, and is intended to provide more rapid return of test 
results that can lead to a change in medical management.4,5 
These tests can be offered bedside within a hospital, doctor’s 
office,	nursing	home,	and	other	settings.	As	such,	POCT	mod-
ifies	 the	 TTP	 workflow	 by	 eliminating	 the	 need	 to	 send	 the	
patient specimen to a clinical laboratory. In addition, POCT 
testing requires changes to the system by which test results 
are entered into the electronic health record since they are not 
generated by a central laboratory.6 The person performing the 
test assumes responsibility for ensuring the quality of testing. 
In some instances, complying with the manufacturer’s in-
structions	is	sufficient,	whereas	in	other	instances,	additional	
guidance is needed. This is the case for POCT blood glucose 
monitoring, in which guidance has been developed that pro-
vides additional considerations for specimen collection, test 
performance, and interpretation.7 In some hospital settings 
and health care systems, less so for independent physician 
offices,	point-of-care	managers	are	available	 to	provide	over-
sight, staff training, and ensure the quality of POCT.8

 • Telehealth. Telehealth provides the opportunity for the patient 
to interact with medical professionals remotely using telecom-
munication technology.9,10 When clinical testing is needed, 
patient specimens can be obtained at a local specimen col-
lection site, by a health care worker who visits the patient, or 
by self-collection and shipment to the processing laboratory. 
While	 the	TTP	workflow	essentially	 remains	 the	 same,	 access	
and use of telehealth services, which include associated testing, 
can be challenging, especially for patients who live in minority, 
rural, and medically underserved communities and where Eng-
lish	proficiency,	digital	literacy,	or	health	literacy	is	an	issue.11

 • Direct-to-consumer testing. Direct-to-consumer (DTC) tests 
are marketed and sold directly to customers typically without the 
involvement of a health care professional.12,13 Results are returned 
to the client with or without a clinical interpretation that takes the 
patient’s medical history into account. Customer access to health 
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care professionals may or may not be offered or available from the 
company selling the test. Although DTC testing may eventually be 
combined with traditional modes of health care delivery, several 
challenges have been cited that can also be described in terms 
of	 the	 TTP	workflow.14 For example, there is a general absence 
of health professional engagement to help the customers under-
stand the uses and limitations of the test and result, especially 
when other resources are limited. In addition, limitations exist to 
ensure quality practices associated with specimen collection, sam-
ple processing, shipping, and test performance, where applicable. 
Systematic means are also lacking to ensure appropriate test uti-
lization and to monitor the use of DTC testing to determine their 
health impact for individual users and the broader population.

 • Nontraditional testing workflow. Nontraditional testing 
workflow	 is	 a	 relatively	 new	 paradigm	 in	 laboratory	 prac-
tice that occurs when steps of the total testing process, nor-
mally performed within a single setting, are conducted at 
different locations, often under independent management. 
(See April 19 CLIAC summary, Appendices 8 and 8a, availa-
ble at https://www.cdc.gov/cliac/docs/summary/CLIAC_SUM-
MARY_APRIL2019.pdf) Practitioners have expressed concern 
regarding the quality and continuity of this type of testing pro-
cess.	While	the	TTP	workflow	essentially	remains	unchanged,	
concerns were raised regarding who takes ownership for the 
overall quality and timely continuity of the testing process.

e X a M p l e S  t H at  i l l U S t r at e  t H e  U S e 
O F  t H e  e X pa N D e D  t t p  r e p r e S e N tat i O N

Example 1: Laboratory Testing, Addressing 
Blood Culture Contamination
Blood cultures are the gold standard in the diagnosis of bacteremia and 
the timely and appropriate decision to initiate antimicrobial therapy 
that can save lives. Blood culture contamination, on the other hand, can 
cause a false positive that can result in a practitioner prescribing anti-
biotics for an infection that does not exist.15 The risk of blood culture 
contamination is highest during specimen collection and blood culture 
bottle inoculation. The clinical  laboratory is responsible for providing 
instructions regarding proper specimen collection procedures to those 
who draw and process the patient specimen and arrange for transport 
to the clinical laboratory. This example emphasizes several elements of 
the TTP that include specimen collection and preparation, testing, and 
engagement of laboratory and patient care professionals.

Procedures for specimen collection, detection, and reporting 
of blood culture contamination are codified in regulatory and 
accreditation processes and otherwise described in professional 
guidance.16,17 Suboptimal collection volumes and blood culture con-
tamination rates can be reported back to units where the samples 
were collected. This information can, in turn, be used to assess and 
modify blood culture collection practices to reduce blood culture 
contamination. Current guidance recommends these rates be no 
higher than 3%, and when best practices are followed, a target con-
tamination rate of 1% is achievable.16

This example also illustrates the need for laboratory profes-
sionals to work with physicians, nurses, and others in the patient 
care setting to ensure proper specimen collection and bottle in-
oculation steps are followed. Blood culture collection and bottle 
inoculation can be optimized by working with an antimicrobial 
stewardship program that follows a team-based approach to ensure 
appropriate utilization of antimicrobials.15 Antimicrobial stew-
ardship teams are now required by the Centers for Medicare & 
Medicaid Services to be active in hospitals and other health care 
settings.18 The team often includes infectious disease physicians, 
nursing managers, pharmacists, laboratory professionals, and in-
fection control and prevention staff. These teams can foster quality 
improvement (QA) practices that minimize blood culture contam-
ination and make sure that an adequate volume of blood is drawn 
to accurately diagnose bacteremia. Both of these QA practices can 
support appropriate antibiotic use. The expanded TTP offers these 
teams a framework for identifying steps of the testing process that 
can be subject to quality improvement efforts relevant to detecting 
and reporting blood culture contamination. These steps include test 
selection, specimen collection and transport, laboratory interpreta-
tion, and results reporting.

Example 2: Next-Generation Sequencing
An increasing number of clinical laboratories use next-generation 
sequencing (NGS), which poses novel challenges across the TTP.19 
This example focuses on elements of the TTP that cover engagement 
of clinical and laboratory professionals, including patient involve-
ment, optimization of the test method, and data that support lab-
oratory testing and the timeliness of decisions made by clinicians 
and patients.

The NGS analysis of a patient sample is typically a 2-step pro-
cess.19 The first step is the laboratory analysis of the patient sam-
ple to produce a set of sequence reads. The second step is entirely 
computational and is designed to produce contiguous nucleotide 
sequences from the set of sequence reads. Additional computational 
analysis is then used to identify and classify any clinically relevant 
features.

The decision to use NGS is often predicated on the need to in-
terrogate multiple genes or discriminate among pathogens. This el-
ement of test selection and ordering optimally includes knowledge 
sharing among the patient, clinician, and laboratory professional. 
Knowledge sharing assists the patient in making an informed de-
cision regarding whether to proceed with testing. Secondary find-
ings of clinical relevance, independent of the indication for testing, 
may also be found using NGS, and how these findings are handled 
requires attention from the patient, clinician, and laboratory profes-
sional.20 Similarly, when results are reported, correlating sequence 
findings with the needs of the patient often requires specialized 
expertise to place the uses and limitations of the test in the proper 
clinical context.21

As of 2022, many NGS tests were developed and operationalized 
as laboratory-developed tests within the clinical laboratory, not 
otherwise purchased or available as a test system. The design, vali-
dation, and use of NGS tests requires informatics expertise to ensure 
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the computational phase of testing described above produces relia-
ble results. Professional and regulatory guidance are available that 
support the quality and application of NGS clinical testing.22-24

Data external to those derived from the testing process are es-
sential in deriving a clinically relevant test result.25-27 For example, 
the ClinVar database provides information that supports clinical 
assertions as to whether variants are benign, pathologic, or of un-
known significance.28 This correlates to the outer partial rings of the 
expanded TTP that support both laboratory testing and decisions 
made by health care providers and patients. This also reinforces 
the need for a workforce competent to use data appropriately in 
deriving a clinically relevant test result and interpretation of that 
result.

Example 3: Precision Medicine and 
Pharmacogenetic Testing
Next-generation sequencing and other genetic tests are a primary 
driver for precision or “personalized” medicine, defined as “an 
innovative approach that uses information about an individual’s 
genomic, environmental, and lifestyle to guide decisions related 
to their medical management” (see https://www.genome.gov/
genetics-glossary/Precision-Medicine).

Pharmacogenetic tests inform drug selection and dosages ap-
propriate for a given patient. The US Food and Drug Administra-
tion recognizes more than 60 pharmacogenetic associations for 
which data support therapeutic management recommendations 
(see https://www.fda.gov/medical-devices/precision-medicine/
table-pharmacogenetic-associations). Examples include the tests 
that inform the use of clopidogrel to reduce the risk of blood clots 
following stent placement and warfarin to identify patients at high 
risk for major bleeds.29 The pharmacogenetic repertoire of an indi-
vidual is highly dependent on their ancestry. As of 2022, our know-
ledge of clinically relevant pharmacogenetic variants is greatest for 
persons of European descent because this population was the focus 
for most of published studies. In turn, available pharmacogenetic 
testing is most applicable to these patients. Because less data are 
available for persons of non-European ancestral backgrounds, it 
can be challenging to detect clinically important pharmacogenetic 
genotypes in these patients.30

Pharmacogenetic testing provides an example of the interplay 
among steps of the TTP, particularly test selection, sample testing, 
interpretation, and reporting. This is especially relevant to arriving 
at a test result that is analytically accurate and informative. For ex-
ample, P450 2D6 is an enzyme, coded by the CYP2D6 gene, that in-
fluences the metabolism of a variety of clinically important drugs.31 
The CYP2D6 gene is highly polymorphic, with sequence variations 
accounting for differences in drug metabolizer status. Incorrect poly- 
morphic CYP2D6 assignments among several laboratories, docu-
mented through proficiency testing surveys offered by the College 
of American Pathologists, raised patient safety concerns related 
to drug choice and dosing based on test findings.32 These errors 
have been attributed to differences in test design, particularly with 
respect to what genotypes are detectable by a given method. To 
address these shortcomings, international workgroups developed 

recommendations for advancing the uniformity of pharmacogen-
etic test methods and result reporting.33,34 Collaboration between 
laboratory and patient care professionals is essential in applying 
these and future guidance to inform clinical decisions regarding 
pharmacogenetic testing.

c O N c l U S i O N S

The TTP provides a model for clinical testing that considers both 
laboratory and patient care processes. This expanded TTP model 
specifies testing processes that have evolved over time to include 
broader engagement with the health care system and the increasing 
use of data to inform evidence-based decisions. This model also 
recognizes the vital role of laboratory professionals in leveraging 
their expertise for developing tests applicable to target populations 
and sharing specialized knowledge with patients and other health 
care professionals to support informed clinical and personal health 
care decision-making.

Acknowledgments: Review and feedback were provided by other members 
of the Diagnostic Excellence Initiative Team that includes Diego G. 
Arambula, Tania Benavidez, Jeremy C. Green, Bereneice Madison, Paramjit 
Sandhu, Magdelana Stinnett, and Yang Xia. We thank Reynolds M. 
Salerno, PhD, Director of the Division of Laboratory Systems, Centers for 
Disease Control and Prevention, for his support and critical review of the 
manuscript. The findings and conclusions in this report are those of the 
authors and do not necessarily represent the official position of the Centers 
for Disease Control and Prevention/Agency for Toxic Substances and 
Disease Registry.

Conflict of interest disclosure: The authors have nothing to disclose.

r e F e r e N c e S

 1. Lundberg GD. Acting on significant laboratory results. JAMA. 
1981;245:1762-1763. https://doi.org/10.1001/jama.1981.03310420052033

 2. Lundberg GD. How clinicians should use the diagnostic laboratory in 
a changing medical world. Clin Chim Acta. 1999;280:3-11. https://doi.
org/10.1016/s0009-8981(98)00193-4

 3. Plebani M, Laposata M, Lundberg GD. The brain-to-brain loop concept 
for laboratory testing 40 years after its introduction. Am J Clin Pathol. 
2011;136:829-833. https://doi.org/10.1309/AJCPR28HWHSSDNON

 4. Gradisteanu Pircalabioru G, Iliescu FS, Mihaescu G, et al. Advances 
in the rapid diagnostic of viral respiratory tract infections. Front 
Cell Infect Microbiol. 2022;12:807253. https://doi.org/10.3389/
fcimb.2022.807253

 5. Hou Y, Lv CC, Guo YL, et al. Recent advances and applications in paper-
based devices for point-of-care testing. J Anal Test. 2022;6(3):247-273. 
https://doi.org/ 10.1007/s41664-021-00204-w

 6. Park KS, Heo H, Choi YK. Design and realization of integrated 
management system for data interoperability between point-of-care 
testing equipment and hospital information system. Healthc Inform 
Res. 2013;19(3):222-8. https://doi.org/10.4258/hir.2013.19.3.222

 7. Clinical and Laboratory Standards Institute (CLSI). Glucose Monitoring 
in Settings Without Laboratory Support. 3rd ed. CLSI Guideline POCT13c. 
Wayne, PA: Clinical and Laboratory Standards Institute; 2018.

 8. Nichols JH, Alter D, Chen Y, et al. AACC guidance document on 
management of point-of-care testing. J Appl Lab Med. 2020;5:762-787. 
https://doi.org/10.1093/jalm/jfaa059

D
ow

nloaded from
 https://academ

ic.oup.com
/ajcp/article/160/2/124/7146178 by BIN

ASSS user on 08 August 2023



© american society for clinical pathology 129Am J Clin Pathol 2023;160:124-129
https://doi.org/10.1093/ajcp/aqad038

Lubin et al  |   T H E  TOTA L  T E S T I N G  P R O C E S S

 9. Kedzierski K, Radziejewska J, Slawuta A, et al. Telemedicine in 
cardiology: modern technologies to improve cardiovascular patients’ 
outcomes—a narrative review. Medicina (Kaunas). 2022;58(2):210.

 10. Khoong EC, Sharma AE, Gupta K, et al. The abrupt expansion of 
ambulatory telemedicine: implications for patient safety. J Gen 
Intern Med. 2022;37(5):1270-1274. https://doi.org/10.1007/s11606-
021-07329-9

 11. Bailey JE, Gurgol C, Pan E, et al. Early patient-centered outcomes 
research experience with the use of telehealth to address disparities: 
scoping review. J Med Internet Res. 2021;23(12):e28503. https://doi.
org/10.2196/28503

 12. Bloss CS, Darst BF, Topol EJ, et al. Direct-to-consumer personalized 
genomic testing. Hum Mol Genet. 2011;20(R2):R132-R141. https://doi.
org/10.1093/hmg/ddr349

 13. Covolo L, Rubinelli S, Ceretti E, et al. Internet-based direct-to-
consumer genetic testing: a systematic review. J Med Internet Res. 
2015;17(12):e279. https://doi.org/10.2196/jmir.4378

 14. Majumder MA, Guerrini CJ, McGuire AL. Direct-to-consumer genetic 
testing: value and risk. Annu Rev Med. 2021;72:151-166. https://doi.
org/10.1146/annurev-med-070119-114727

 15. Doern GV, Carroll KC, Diekema DJ, et al. Practical guidance for clinical 
microbiology laboratories: a comprehensive update on the problem 
of blood culture contamination and a discussion of methods for 
addressing the problem. Clin Microbiol Rev. 2019;33(1):e00009-19. 
https://doi.org/10.1128/CMR.00009-19

 16. Miller JM, Binnicker MJ, Campbell S, et al. A guide to utilization of 
the microbiology laboratory for diagnosis of infectious diseases: 2018 
update by the Infectious Diseases Society of America and the American 
Society for Microbiology. Clin Infect Dis. 2018;67:813-816. https://doi.
org/10.1093/cid/ciy584

 17. Standards and certification: laboratory requirements. 42 C.F.R. § 493 
(2022).

 18. Medicare and Medicaid programs; regulatory provisions to promote 
program efficiency, transparency, and burden reduction; fire safety 
requirements for certain dialysis facilities; hospital and critical 
access hospital (CAH) changes to promote innovation, flexibility, 
and improvement in patient care. Federal Register. 2019;84:51732-
51834.

 19. Zhong Y, Xu F, Wu J, Schubert J, Li MM. Application of next generation 
sequencing in laboratory medicine. Ann Lab Med. 2021;41(1):25-43. 
https://doi.org/10.3343/alm.2021.41.1.25

 20. Cushman-Vokoun A, Lauring J, Pfeifer J, et al. Laboratory and clinical 
implications of incidental and secondary germline findings during 
tumor testing. Arch Pathol Lab Med. 2022;146:70-77. https://doi.
org/10.5858/arpa.2020-0025-CP

 21. Montgomery B, Wang S, Rettig M, et al. ordering and interpreting 
precision oncology studies for adults with advanced solid tumors: a 
primer. Fed Pract. 2022;39(suppl 2):S16-S24. https://doi.org/10.12788/
fp.0270

 22. Olson ND, Jackson SA, Lin NJ. Report from the Standards for Pathogen 
Identification via Next-Generation Sequencing (SPIN) workshop. Stand 
Genomic Sci. 2015;10:119.

 23. Rehm HL, Bale SJ, Bayrak-Toydemir P, et al. ACMG clinical laboratory 
standards for next-generation sequencing. Genet Med. 2013;15(9):733-
47. https://doi.org/10.1038/gim.2013.92

 24. Roy S, Coldren C, Karunamurthy A, et al. Standards and guidelines for 
validating next-generation sequencing bioinformatics pipelines: a joint 
recommendation of the Association for Molecular Pathology and the 
College of American Pathologists. J Mol Diagn. 2018;20(1):4-27. https://
doi.org/10.1016/j.jmoldx.2017.11.003

 25. Jager N. Bioinformatics workflows for clinical applications in precision 
oncology. Semin Cancer Biol. 2022;84:103-112. https://doi.org/10.1016/j.
semcancer.2020.12.020

 26. Koboldt DC. Best practices for variant calling in clinical sequencing. 
Genome Med. 2020;12(1):91. https://doi.org/10.1186/s13073-020-
00791-w

 27. SoRelle JA, Wachsmann M, Cantarel BL. Assembling and validating 
bioinformatic pipelines for next-generation sequencing clinical assays. 
Arch Pathol Lab Med. 2020;144:1118-1130. https://doi.org/10.5858/
arpa.2019-0476-RA

 28. Sayers EW, Bolton EE, Brister JR, et al. Database resources of the 
National Center for Biotechnology Information. Nucleic Acids Res. 
2022;50:D20-D26. https://doi.org/10.1093/nar/gkab1112

 29. de Lara DV, de Melo DO, Araujo Silva LC, et al. Pharmacogenetics of 
clopidogrel and warfarin in the treatment of cardiovascular diseases: an 
overview of reviews. Pharmacogenomics. 2022;23(7):443-452. https://
doi.org/10.2217/pgs-2021-0158

 30. Khoury MJ, Bowen S, Dotson WD, et al. Health equity in the 
implementation of genomics and precision medicine: a public health 
imperative. Genet Med. 2022;24(8):1630-1639. https://doi.org/10.1016/j.
gim.2022.04.009

 31. Taylor C, Crosby I, Yip V, et al. A review of the important role of CYP2D6 
in pharmacogenomics. Genes (Basel). 2020;11(11):1295.

 32. Moyer AM, McMillin GA, Long TA, et al. Genotype and phenotype 
concordance for pharmacogenetic tests through proficiency survey 
testing. Arch Pathol Lab Med. 2020;144:1057-1066. https://doi.
org/10.5858/arpa.2019-0478-CP

 33. Kalman LV, Agundez J, Appell ML, et al. Pharmacogenetic allele 
nomenclature: international workgroup recommendations for test 
result reporting. Clin Pharmacol Ther. 2016;99(2):172-185. https://doi.
org/10.1002/cpt.280

 34. Pratt VM, Cavallari LH, Del Tredici AL, et al. Recommendations 
for clinical CYP2D6 genotyping allele selection: a joint consensus 
recommendation of the Association for Molecular Pathology, College 
of American Pathologists, Dutch Pharmacogenetics Working Group of 
the Royal Dutch Pharmacists Association, and the European Society 
for Pharmacogenomics and Personalized Therapy. J Mol Diagn. 
2021;23(9):1047-1064. https://doi.org/10.1016/j.jmoldx.2021.05.013

D
ow

nloaded from
 https://academ

ic.oup.com
/ajcp/article/160/2/124/7146178 by BIN

ASSS user on 08 August 2023


