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The potentiation of sympathomimetic substances and related compounds by MAO inhibitors may result in 

hypertensive crises (see WARNINGS). Therefore, patients taking NARDIL should not be given 

sympathomimetic drugs (including amphetamines, cocaine, methylphenidate, dopamine, epinephrine and 

norepinephrine), or related compounds (including methyldopa, L-dopa, L-tryptophan, L-tyrosine and 

phenylalanine).  Hypertensive crises during NARDIL therapy may also be caused by ingestion of foods with a 

high concentration of tyramine or dopamine.  Therefore patients being treated with NARDIL should avoid high 

protein food that has undergone protein breakdown by ageing, fermentation, pickling, smoking, or bacterial 

contamination; patients should also avoid cheeses (especially aged varieties), pickled herring, beer, wine, liver, 

yeast extract (including brewer's yeast in large quantities), dry sausage (including Genoa salami, hard salami,

pepperoni and Lebanon Bologna), pods of broad beans (Fava beans) and yogurt.  Excessive amounts of caffeine 

or chocolate can also potentiate hypertensive reactions.

NARDIL should not be used in combination with dextromethorphan or with CNS depressants such as alcohol 

and certain narcotics.  Excitation, seizures, delirium, hyperpyrexia, circulatory collapse, coma and death have 

been reported in patients receiving MAO inhibitor therapy, who have been given a single dose of meperidine.

NARDIL should not be administered together with or in rapid succession to other MAO inhibitors or 

dibenzazepine derivative drugs or other antidepressant drugs (listed below), because HYPERTENSIVE 

CRISES and convulsive seizures, fever, marked sweating, excitation, delirium, tremor, coma and circulatory 

collapse may occur.

MAO Inhibitors:  Moclobemide, procarbazine, tranylcypromine.

Dibenzazepine Derivative or other Antidepressant Drugs: Amitriptyline, amitriptyline and perphenazine,

amoxapine, carbamazepine, clomipramine, cyclobenzaprine, desipramine, doxepin, imipramine, maprotiline, 

nortriptyline, protriptyline, trimipramine.

At least 10 days should elapse between the discontinuation of another MAO inhibitor and the institution of 

NARDIL therapy.

NARDIL should not be used in combination with buspirone hydrochloride, since several cases of elevated blood 

pressure have been reported in patients taking MAO inhibitors who were then given buspirone HCl.  At least 10 

days should elapse between the discontinuation of NARDIL and the institution of another antidepressant or 

buspirone HCl, or the discontinuation of another MAO inhibitor and the institution of NARDIL therapy.

The concurrent administration of an MAO inhibitor and bupropion HCl is contraindicated.

There have been reports of serious reactions (including hyperthermia, rigidity, myoclonic movements and death)

when serotonin re-uptake inhibitors or venlafaxine have been combined with an MAO inhibitor. Therefore, 

NARDIL should not be used in combination with venlafaxine or serotonin re-uptake inhibitors. Allow 

at least five weeks between discontinuation of fluoxetine and initiation of NARDIL, and at least 10 days 

between discontinuation of NARDIL and initiation of fluoxetine or other serotonin re-uptake inhibitors.  Before
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following overdosage. Therefore, immediate hospitalization, with continuous patient observation and 

monitoring throughout this period, is essential.
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Background

Nardil is supplied by Link Healthcare under the terms of the agreement dated 14 August 2008. In February 2019 Link recalled batches of Nardil
in New Zealand and other markets. Further, unaffected stock was coincidentally impacted by a weather event in Sydney.  While there was no 
out of stock at that time, Link now have a flow on supply shortage as it rebuilds stock levels, expected to be for approximately 1 month.

Link propose to supply an alternative brand of Nardil, under Section 29. The stock is packaged for the Canadian market. It would not be eligible
for a labelling exemption due to difference in the excipients.

Nardil is indicated for major depression and is often used last line. It is dispensed to approximately 120 patients.

There would be no impact on the CPB as this is only a correction to the May 2019 MSC minute. The impact to the CPB, DHB Hospital and other 
financial impacts was assessed in the November 2018 paper and took effect 1 April 2019.

This change was included in the May 2019 MSC minute but used the incorrect list price to calculate the pro rata price for a package of 60
tablets. The price was increased from $95.00 for 100 tablets to $118 for 100 tablets effective 1 April 2019. This was in the November 2018
minute and the schedule change was effective 1 April 2019.






