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Introducing Zana//Zex
A new option in the treatment of spasticity

Sta It from

a position

Zanaflex is effective first-line therapy for patients with
spasticity associated with disorders and conditions such
as Multiple Sclerosis, stroke, cerebral palsy, spinal cord
injury and traumatic brain injury.'** The dual mechanism
of action, targeting both the locus ceruleus and
polysynaptic pathways, reduces hyperactivity of spinal
motor neurons.**

Reduces muscle tone. Preserves muscle strength.’

l)_!iAX IS For more information,
DRAXIS HEALTH INC. call 1-800-563-7546.

6870 Goreway Drive,
Mississauga, Ontario L4V 1P1

® Zanaflex is a registered trademark of Elan Pharmaceuticals Inc. / PAAB*
DRAXIS HEALTH INC. is the Canadian distributor of Zanaflex. —_—

In multiple-dose, placebo-controlled studies, the most frequently reported adverse events included
dry mouth (49%), sedation/somnolence (48%), asthenia (weakness, fatigue and/or tiredness) (41%)
and dizziness (16%).* The most common adverse events leading to discontinuation of therapy were
asthenia (3%), somnolence (3%) and dry mouth (3%).°

Sedation may be additive when Zanaflex is taken in conjunction with drugs or substances that act as
CNS depressants. Caution is advised when treatment is used in patients who have a history of
orthostatic hypotension or are receiving concurrent antihypertensive therapy. Monitoring of
aminotransferase levels is recommended during the first six months of treatment, and periodically

thereafter, based on clinical status. Rel ief. Strength . F|eXibi“ty.

Zanaf/ex

https://doi.org/10.1017/50317167100050125 Published online by Cambridge University Press A-3 For brief prescribing information see pages A-39. A-40. A-49
S g S Foeh 27, s


https://doi.org/10.1017/S0317167100050125

in Lennox

=

il

i)

A

i)

2
L

,/f ?‘

AR U
S

/

o
&f

¥
\

At

f
|

) ! 5 i = A ] { )/
abapentin, vigabatrin, and top?;amate, to be distinguished from standard' AEDs.
ical absence seizures. ! ’

ing Stevens-Johnson syndrome and toxic epidermal necrolysis (Lyell syndrome), have been reported.
wing dru 18 withdrawal, some patients experience irreversible scarring and there hav, bgen rare cases of associated death.’
ha er, infection, and rash (p = not significant).! '
c patients with LGS, please refer to the full prescribing info

Dosage of add-on LAMICTAL in Motte et al. and Mullens e} ranged from 50 to 400 mg/ day, after escalation.

DO NOT EXCEED the recommended initial dose and subseque
incidence of serious dermatological reactions.
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Lamotrigine

Tamictal

LAMICTAL is the first and only of the newer*

antiepileptic drugs (AED) indicated as adjunctive

- therapy for pediatric and adult patients with
. Lennox-Gastaut syndrome (LGS).! LAMICTAL is

* also the first and only of the newer* AEDs indicated
- for monotherapy after polytherapy in adults.

- Significantly superior control over the

|

wide range of seizure types associated
with Lennox-Gastaut syndrome’

* Add-on LAMICTAL significantly reduced the
number of all major seizures, all drop attacks,
and all tonic-clonic seizures in patients with LGS.!

MEDIAN NUMBER OF
ALL MAJOR SEIZURES/WEEK

p=0.013 L . Baseline (week 0)

7]

Treatment period
(Weeks 1-16)

16.4

14.2

Lamictal
(n=78; age 9.6 £ 5.2 years)

(n=89; age 109 +59 years) |

A double-blind, randomised, placebo-controlled trial in patients from
3 to 25 years of age

GlaxoWellcome

Glaxo Wellcome Inc.

®Regislered trademark of The Wellcome Foundation Limited, Glaxo Wellcome Inc. licensed use.
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Low CNS side-effect profile
maintained in patients with

Lennox-Gastaut syndrome
aged 3-25

* Low withdrawal rate compared to placebo:*'?
group taking LAMICTAL 3.8% (mostly due to
rash®) vs. placebo group 7.8% (mostly due to
deterioration of seizure control).

* No significant difference in the incidence of
adverse events between LAMICTAL and
placebo except for cold or viral illness
(LAMICTAL 5% vs placebo 0%; p=0.05).

Improved neurological function
and cognitive skills*

* A greater proportion of LGS patients (age 3 to
25 years) treated with add-on LAMICTAL (n=79)
vs add-on placebo (n=90) had a clinically
significant improvement in neurological
findings across the 16 week treatment period
for: behaviour (30.4% vs. 14.4%); speech (11.4%
vs. 2.2%); and non-verbal communication
(11.4% vs. 7.8%).**

LAMICTAL offers superior control over the seizure
types associated with LGS and a low CNS side-
effect profile. You may also improve the neurological
function and cognitive skills of your patients.**

Add LAMICTAL** as soon as the diagnosis of LGS
is suspected.*

‘Lamictal

For a Briylfcr Future

For brief prescribing information see pages A-36, A-37, A-38, A-44


https://doi.org/10.1017/S0317167100050125

BETASERON delays disability progression™

Probability of confirmed disability progression’

16.1%"

23.4%' Sans
36.7()/0-? p=0.0013

p=0.0032

year 1 year 2 year 3

{ | Placebo (n=358) TSPMS patients
B BETASERON 8 MIU (n=360) *Relative reduction Adapted from BETASERON Product Monograph 1999

BETASERON reduces relapse rate in both
relapsing-remitting® and secondary progressive MS'

Reduction of mean annual Reduction of mean annual
relapse rate in RR patients” relapse rate in SP patients™
0/nt
[ 3% 8 26.3%"

p=0.0034

Annual Relapse Rate
Annual Relapse Rate

*Multicentre, double-blind, controlled,
randomised, 5-year study;
pooled 5-year data, no statistical f Multicentre, double-blind, controlled,

[ ] Placebo (n=123) significance vs. placebo in years 3-5 [____I Placebo (n=358) randomised, 3-year study
N BETASERON 8 MIU (n=124)  *Relative reduction N BETASERON 8 MIU (n=360) *Relative reduction

Adapted from the IFNB MS Study Group 1995 Adapted from BETASERON Product Monograph 1999

BETASERON has a manageable side-effect profile'

The most common side effects related to BETASERON in patients with SPMS are:
flu-like syndrome (61%); fever (40%); chills (23%);

injection-site inflammation (48%); injection-site reactions (46%);
myalgia (23%); hypertonia (41%); rash (20%)’

Flu-like symptoms and injection-site reactions are manageable
and lessen markedly with time'

*BETASERON has been demonstrated to delay the progression of disability in secondary progressive MS patients.’
The safety and efficacy of BETASERON in primary progressive MS have not been evaluated.

Efficacy of treatment for longer than 2 years has not been substantially demonstrated in relapsing-remitting MS.
For secondary progressive MS, safety and efficacy data beyond 3 years are not available.

FOR COMPLETE WARNINGS AND PRECAUTIONS, PLEASE REFER TO THE PRODUCT MONOGRAPH.
PRODUCT MONOGRAPH AVAILABLE TO HEALTH CARE PROFESSIONALS UPON REQUEST.
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BERLEX CANADA INC.

Delays

Disability
* Progression

Indicated for both RRMS and SPMS

In RRMS aNe= SP]WS

‘j BETA§ERON°

Y PCITHWGYS -

FOR CANADA

INTERFERON BETA=1b

1 800 977-2770 From Onset Onwards
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YESTERDAY, PEOPLE WITH EPILEPSY
HAD TO BE EXTRAORDINARY TO SUCCEED.

Charles Dickens



https://doi.org/10.1017/S0317167100050125

EFFICACY ACROSS A BROAD RANGE
OF SEIZURES.

» TOPAMAX demonstrates efficacy in Partial Onset, Primary Generalized Tonic-Clonic, and Lennox-Gastaut Seizures'

¢ Desirable seizure-free results were shown in both Adults (19%)' and Children (22%)! with Partial Onset Seizures®’

NO EVIDENCE OF LIFE-THREATENING
SIDE EFFECTS.

* Like most antiepileptics, the most common side effects are CNS related, usually mild to moderate and transient™

ADULT PATIENTS MAY EXPERIENCE
WEIGHT LOSS.

* 73% of patients (n=52) showed a mean weight decrease of 5.97 lb (Interim analysis. Average duration 60 days)*

* 96% of children in clinical trials (= one year) who lost weight showed resumption of weight gain in test period™

TODAY, THERE'S TOPAMAX.

B.I.D. DOSING WITH THE
PATIENT IN MIND.

* TOPAMAX is initiated and titrated to clinical response regardless of existing anticonvulsant therapy

IN SPRINKLE

topiramate

HELPING PATIENTS MAKE MORE OF THEIR LIVES.

"TOPAMAX* topiramate Tablets and Sprinkle Capsules: indicated as adjunctive therapy for the management of patients (adults and children two years and older) with
epilepsy who are not satisfactorly controlled with conventional therapy. There Is limited information on the use of toprramate in monotherapy at this time!

* Tablets available on formulary"

NOW AVAILABLE

1 Open label, 20 week trial (n=450 Adults). Optimal dosing was 300-350 mg/day(Average 288 mg/day).

1 Open label trial for children (n=72) treated for 2 3 months. Average dose of 10 mg/kg/day.

§ CNS adverse events: Somnolence (30.1%), dizziness (28.3%), ataxia (21.2%), speech disorders (16.8%), psychomotor slowing (16.8%), nystagmus (15.0%), paresthesia (15.0%), nervousness (15.9%), difficulty with concentration/attention (8.0%), confusion (9.7%),
depression (8.0%), anorexia (5.3%), language problems (6.2%) and mood problems (3.5%). In an audit of 1446 adults and 303 children, there appeared to be a similar pattern of adverse events.

** The long-term effects of weight loss in pediatric patients are not known.

11 Limited use benefit: Ontario, Nova Scotia, New Brunswick, PEL Full benefit: Quebec, Saskatchewan, British Columbia, Alberta, Manitoba.

Please refer to the TOPAMAX Prescribing Information for complete prescribing details.

REFERENCES: 1. TOPAMAX* topiramate Tablets and Sprinkle Capsules Product Monograph, May 11, 1999. 2. Kamin M, Kraut L, Olson W. Dose optimization of topiramate as add-on therapy in adults with treatment-resistant partial-onset seizures Neurology 1999;52
(Suppl 2):A525-526. 3. Glauser TA, Elterman R, Wyllie E et al. Open label topiramate in paediatric partial epilepsy Epilepsia 1997:38 (Suppl 3):94. 4. Rosenfeld WE et al.Topiramate and concomitant weight loss. Epilepsia 1997:38 (Suppl 8):98

JANSSEN-ORTHO Inc
19 Green Belt Drive, Toronto

Ontario, Canada M3C 1L9 *All trademark rights used under license © 2000 JANSSEN-ORTHO Inc. BAR*  TXJA001001A
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25 Years Ago in the
Canadian Journal of Neurological Sciences

PROGRESS IN UNDERSTANDING AND TREATING
PARKINSON’S DISEASE

André Barbeau

SUMMARY: This review evaluates the long-term results of Levodopa therapy in Parkinson’s disease upon quality
of life, prolongation of survival and excess mortality. It also focuses on recent and new therapeutic approaches:
Levodopa in combination with a Dopa-decarboxylase inhibitor or MAO-B inhibitor, dopamine agonists and an active
tripeptide: L-prolyl-L-leucyl-glycine amide (MIF-I). It ends by looking at new avenues of etiological research in
Parkinson’s disease which may indicate specific accelerated ageing of catecholaminergic (pigmented) neuronal
systems.

Can. J. Neurol. Sci. 1976;3:81

INTEGRATIVE VERSUS DELAY LINE CHARACTERISTICS
OF CEREBELLAR CORTEX

W.A. MacKay and J.T. Murphy

SUMMARY: In order to determine which of two general models (“tapped delay line” or “integrator”) provides a
more accurate description of mammalian Purkinje cell (P-cell) activation by natural stimulation, the spatial and
temporal characteristics of a population of neurons in cerebellar cortex responsive to small controlled stretches of
forelimb muscles were examined in awake, locally anesthetized cats. Stretch of a single wrist muscle excited P-cells
over a distance of about 1 mm in the long axis of a folium, a span which is at most half the length of parallel fibers.
Both granule cells and molecular layer interneurons were excited over a wider zone than P-cells.

Furthermore, P-cells across a response zone all fired on the average at the same time, as determined by computing
peristimulus cross-interval histograms from pairs of simultaneously recorded neurons. Consistent delays could only
be demonstrated in the minimal response latencies as measured from peristimulus time histograms. These delays,
however, were longer than could be ascribed to parallel fiber conduction velocity.

No evidence, therefore, was found in cat cerebellum to support the “tapped delay line” model, which postulates
the successive activation of P-cells as an excitatory volley travels along a parallel fiber beam. Instead, an integrative
mode of operation seems to predominate: a relatively wide substratum of activated granule cells simultaneously
activates a narrower focus of P-cells centrally situated with respect to the granule cell population. The role of
inhibitory interneurons in promoting the “integrator” model is discussed.

Can. J. Neurol. Sci. 1976;3:85

STUDIES OF HUMAN PAPOVAVIRUS TUMOR ANTIGEN IN EXPERIMENTAL
AND HUMAN CEREBRAL NEOPLASMS

L.E. Becker, O. Narayan and R.T. Johnson

SUMMARY: Three types of papovaviruses (JC, BK and SV40) have been isolated from man. All three are
oncogenic in hamsters, cause frequent infection of man, and share a common T antigen. Augmentation of the
expression of T antigen by in vitro cultivation of SV40-induced tumors of hamsters suggested that growing human
brain tumors in vitro might provide an effective screening technique for the SV40 virus. In a series of human brain
tumors examined in cryostat sections and in tissue culture, T antigen could not be demonstrated, suggesting that by
this immunofluorescent technique SV40 was not implicated in the etiology of these tumors.

Can. J. Neurol. Sci. 1976;3:105
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Acute & Critical Care Nurses

Become clinical experts providing the highest standard
of care as part of our dynamic and motivated
Neuroscience Patient CareTeam...

And we’ll provide the training!

A wide variety of challenging clinical opportunities are available within Neuroscience — ranging
from critical and specialized acute care to early rehabilitation.

The Neuroscience Department at Vancouver General Hospital combines Neurology and
Neurosurgery services and delivers both tertiary and quarternary care.With excellence and
leadership, the Neuroscience program provides the only Seizure Investigation Unit in British

Columbia; a 5-bed Step-down Unit; a 10-bed Neuroscience Intensive Care Unit and a 56-bed
Neuroscience Ward.

Patient-focused care is inherent in our philosophy: patient/family input critical to the function-
ing of our teams. The Neuroscience Patient Care team provides hospital-wide service for
Neuroscience patients/families and acts as a provincial clinical resource.

Full-time and casual opportunities are offered to Nurses wishing to join our dedicated group
of professionals. Dependent upon your current qualifications and experience in either acute or
critical care Neuroscience, you may be offered an initial 5-week Neuroscience Training
Program, or an Advanced Specialty Training in Neuroscience through the 5-week Neuroscience
Intensive Care Unit course. (This specialty training prepares staff to care for critically-ill
patients and provides the foundation for a Neuroscience clinical expert.) The Neuroscience

Patient Care Unit is also delighted to offer an annual structured in-service schedule as well as
support for staff with self-directed learning interests.

Assistance with relocation expenses is available.

If you are interested in being considered for employment with this dynamic team,
please forward your résumé in confidence to: Human Resources,Vancouver
Hospital & Health Sciences Centre,Vancouver General Hospital, 855 West |2th

Avenue,Vancouver, BC V5Z IM9. Fax: 604.875.4761; job-line: 604.875.5123;
email: careers@vanhosp.bc.ca.

VANCOUVER HOSPITAL

& Health Sciences Centre

George Pearson Centre * GF Strong Rehab Centre * Mary Pack Arthritis Centre
UBC Hospital * Vancouver General Hospital

www.vanhosp.bc.ca
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,v people with relapsing forms of MS

get on with their lives.
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Danger can lurk behind
the face of an apparently
healthy MS patient.

Progressive brain atrophy begins early in the course of MS and is likely
irreversible.' Cognitive disturbances begin early in the MS process, but
are often subtle and easily overlooked by patient and clinician alike.**

AVONEX® has shown a 55% reduction
in brain atrophy progression.’

The use of AVONEX® can help patients with relapsing forms of MS
maintain both physical AND mental function longer. In a clinical
trial, patients treated with AVONEX® showed a 55% reduction in
brain atrophy progression versus placebo, during the second year of
treatment.” AVONEX® is proven to slow the progression of physical
disability - patients treated with AVONEX® showed a 37% reduction
in the risk of disability progression and a 32% reduction in annual
exacerbation rate over two years." AVONEX® also demonstrated a
significant MRI effect showing an 89% reduction in gadolinium-
enhanced lesions in patients with enhancement at baseline.”

Change in Brain Parenchymal Fraction’

(Adapted from Rudick et al.)
Interferon B-1a Placebo
n=068 n=72
0 Change in brain
. parenchymal fraction
= (BPF) according to
;:; -0.25 treatment arm in the
- interferon 3-1a clinical
o0 trial. Significantly
i 05 less brain atrophy in
g interferon 8-1a patients
= during the second year.
-0.75

Once-a-Week AVONEX" is generally well tolerated.*

The once-a-week intramuscular dosing regimen with AVONEX®,
means few opportunities for injection-related side effects to disrupt
patient’s lifestyle.° The most common side effects associated with
treatment are flu-like symptoms and usually resolve within 24 hours
after injection.®® Incidence of side effects decrease over time with
continued treatment for most people.* Please see product monograph
for important patient selection and monitoring information.

* It remains to be determined whether brain atrophy during the relapsing-remitting stage of MS will predict long-term
disability progression better than clinical features in the majority of patients. Additional prospective studies are needed
to determine the biologic factors associated with atrophy progression, the clinical significance of BPF change during
the refapsing-remitting disease stage, and the impact and time course of therapeutic intervention.

t Kaplan-Meier estimate of percentage progressing at two years for placebo patients: 34.9% (n=143); AVONEX®-treated
patients: 21.9% (n=158);(p=0.02). Placebo annual exacerbation rate: 0.90 (n=87); AVONEX® annual exacerbation rate:
0.61(n=85);(p=0.002).

0 The exact relationship between MRI findings and clinical status is unknown (n=44). /—*

AVONEX® is indicated for the treatment of relapsing forms of MS. P__/AAB

A-13 For brief prescribing information see pages A-47, A-48, A-49
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LAMICTAL est le premier et le seul parmi les
nouveaux antiépileptiques* qui soit indiqué comme
traitement d’appoint chez les enfants et les adultes
atteints du syndrome de Lennox-Gastaut (SLG)'".
LAMICTAL est également le premier et le seul
parmi les antiépileptiques récents* qui soit indiqué
comme monothérapie apres polythérapie chez
l'adulte.

Une supériorité significative pour
maitriser les divers types de crises
liées au syndrome de Lennox-Gastaut'

* [adjonction de LAMICTAL réduit, de fagon
significative, le nombre de crises majeures, les
effondrements épileptiques et les crises tonico-
cloniques chez les patients atteints de SLG!.

NOMBRE MEDIAN
DES CRISES MAJEURES/SEMAINE

p=0,013 7‘ - Valeur initiale (semaine 0)
7\ Période de traitement
LA (semaines 1 a 16)
16,4
B 14,2
13,5
9,9
e
/7
7 /
7
=
Lamictal Placebo
(n=78;age 9,6 +5,2 ans) (n=89; age 10,9 + 5,9 ans)

Essai a double insu, a répartition aléatoire et a controle placebo chez des patients
de3a25ans

GlaxoWellcome

Glaxo Wellcome Inc.
®Marque déposée de The Wellcome Foundation Limited, utilisée sous licence par Glaxo Wellcome Inc.

https://doi.org/10.1017/S0317167100050125 Published online by Cambridge University Press
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¢ d¢e Lennox-Gastaot

lamotrigine

Tamictal

Maintien d'un faible profil d’effets
indésirables touchant le SNC chez
les patients de 3 a 25 ans atteints
du syndrome de Lennox-Gastaut

* Faible taux d’abandons comparativement au
placebo*?: 3,8 % pour le groupe LAMICTAL
(principalement reliés aux éruptions cutanées®)
contre 7,8 % pour le groupe placebo (principale-
ment reliés a une détérioration de la maitrise
des crises).

* Aucune différence significative dans la fréquence
des effets indésirables entre LAMICTAL et le
placebo, sauf pour le rhume ou des maladies
virales (LAMICTAL, 5 % contre placebo, 0 %;

p =0,05)™.

Amélioration de la fonction neuro-
logique et des facultés cognitives*’

* Une plus forte proportion de patients (de 3 a 25 ans)
atteints de SLG, traités a I'aide de LAMICTAL
comme traitement d’appoint (n = 79) c. un placebo
d’appoint (n = 90), ont connu une amélioration
cliniquement significative des symptomes neu-
rologiques durant la période de traitement de
16 semaines : comportement (30,4 % c. 14,4 %),
parole (11,4 % c. 2,2 %) et communication non
verbale (11,4 % c. 7,8 %)*>.

LAMICTAL offre une plus grand maitrise des
divers types de crises liées au SLG, avec faible profil
d’effets indésirables touchant le SNC. Vous pouvez
aussi améliorer la fonction neurologique et les

facultés cognitives de vos patients*’. Ajoutez
LAMICTAL** des que I’on soupgonne un SLG*.

lamotrigine

L'avenir en téete

Pour documentation voir pages A-36, A-37, A-38, A-44
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with once-a-day Aricept.
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Celebrate another birthday, another holiday,
another family gathering. Because Aricept’ has
been shown to result in improvement or stabilization
in 80% of Alzheimer’s disease patients over six months
of treatment" and our new long-term data is even
more cause for making Aricept’ your standard of care.?

After one year, placebo-controlled studies demonstrated
that Aricept’-treated patients showed significantly less
decline in their cognition, global functioning and Activities
of Daily Living.**

After almost 2 years, Aricept'-treated patients showed signif-
icantly less decline in their cognition and global functioning
in comparison to data expected from untreated patients.*"

After 3 years, Aricept'-treated patients continued to show
treatment benefits on cognition and global functioning
compared to data expected from untreated patients.*

Aricept’ has demonstrated long term safety and
tolerability profiles.** With appropriate dose escalation,
10 mg/d dose, 5 mg/d dose and placebo were shown to have
comparable adverse events.'t

With Aricept’, patients may now be able to maintain
their autonomy—for a longer time. Now that’s cause
for celebration.

Aricept’ does not change the underlying course of the disease. Aricept’ is indicated for the
symptomatic treatment of patients with mild-to-moderate Alzheimer’s disease.

+ The most common adverse clinical events with Aricept’ include: diarrhea, nausea, insomnia,
fatigue, vomiting, muscle cramps and anorexia. These events are usually mild and transient,
resolving with continued Aricept’ treatment without need for dose modification.

% As demonstrated in a 30-week, placebo-controlled, parallel group study in which 473 patients were randomized to receive

Aricept* 5 mg, 10 mg, or placebo. The mean difference for Aricept*-treated patients (10mg/d) vs. placebo was ~2.8740.63

(p<0.0001) units in ADAS-cog scores, 0.47+0.11 (<0.0001) units in CIBIC-plus scores, and 0.5940.17 (p=0.0007) units in

CDR-SB scores,

In a 1-year, multicentre study, in which 286 mild-to-moderate AD patients were randomized to receive either Aricept* 5 mg/d for

28 days, followed by 10 mg/d, as per clinician’s judgement, or placebo. At study endpoint, significant treatment differences were

observed in MMSE scores in Aricept*-treated patients with mild AD (1.50; p=0.049) and moderate AD (2.11; p=0.002).

In a 54-week, double-blind, multicentre study, 431 mild-to-moderate AD patients were randomized to receive either Aricept*

5 mg/d for 28 days, followed by 10 mg/d, as per clinician’s judgement, or placebo. Significant differences were observed in favour

of Aricept* in JADL and ADL scores (p=0.001 and 0.007), and MMSE scores (1.21; p=0.0005). CDR-SB scores were also improved.

1 Interim analysis (at 98 weeks of treatment) of a 192-week, multicentre, non-randomized, open-label extension study in which
133 mild-to-moderate Alzheimer’s patients continued to receive Aricept* (up to 10 mg/d) after a 14-week, double-blind,
placebo-controlled study, Improvements were observed in cognitive and global functioning as measured by the ADAS-cog
and CDR-SB.

4 In a 162-week, multicentre, open-label extension study held at 82 sites internationally (including 8 Canadian sites), 579 patients
were initially treated with Aricept* § mg/d, increased to 10 mg/d between Weeks 6 and 24, as per clinician’s judgement.
At study endpoint, ADAS-cog scores declined 15.57 points (95% Cl, 12,19.2) vs. the estimated decline of 6-12 points per year
in untreated patients. Significant improvements were observed in CDR-SB scores for Aricept*-treated patients vs. placebo
(p<0.05) at Week 24 but were lost when treatment was interrupted for the 6-week placebo washout.

Product Monograph available upon request.
Now on several provincial formularies.*

A > O.nce-a-day
A A Aricept

domepezil HCL5 & 10 mg tablets

wn

s

Hope for a brighter tomorrow

*TM Eisai Co. Ltd., Tokyo, Japan
Pfizer Canada Inc.,, licensee

© 2000 4
Pfizer Canada Inc. : CNS £
Kirkland, Quebec Al = B
H9J 2MS w Gx*‘ D) Life is our life’s work

§§ In Quebec, Alberta, Manitoba and Ontario. Please see individual formularies for special-, exceptional-, or limited-use drug status.
For more information on coverage criteria, please call 1-800-510-6141.

i
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BETASERON retarde la progression de l'incapacité™

Probabilite de la progression
confirmee de I'incapacité’

23,4 %'
36,7 %' i

p = 0,0032

1 année 2¢ année 3¢ année

L] Placebo (n = 358) * Patients atteints de SEP progressive-secondaire
BN BETASERON 8 MUI (n = 360) # Réduction relative Adapté de la monographie de BETASERON, 1999

BETASERON reéduit le taux de poussées dans la
SEP rémittente? et dans la SEP progressive-secondaire'

Réduction du taux annuel moyen Réduction du taux annuel
des poussees chez les patients moyen des poussees
atteints de SEP remittente” chez les patients atteints
de SEP progressive-secondaire''
0O/nt
i . 26,3 %"

p = 0,0034

Taux annuel
des poussées
Taux annuel
des poussées

* fitude multicentrique controlée,
a double insu et a répartition aléatoire,
d’une durée de 5 ans; données sur
5 ans combinées, aucune différence * ftude multicentrique controlée,
statistiquement significative par rapport 4 double insu et & répartition
L Placebo (n = 123) au placebo au cours des années 3 3 5 1 Placebo {n = 358) aléatoire, d'une durée de 3 ans
. BETASERON 8 MUI (n = 124) * Réduction relative mmm BETASERON 8 MU [n = 360) * Réduction relative

Adapté des résultats de I'étude menée par le IFNB MS Study Group, 1995 Adapté de la monographie de BETASERON, 1999

Effets indésirables pouvant étre pris en charge'

Chez les patients atteints de SEP progressive-secondaire, les effets indésirables
les plus fréquents de BETASERON sont : syndrome pseudo-grippal (61 %),
fievre (40 %), frissons (23 %), inflammation au point d'injection (48 %),
réactions au point d'injection (46 %), myalgie (23 %), hypertonie (41 %)

et éruption cutanée (20 %)'.

Les symptomes pseudo-grippaux et les réactions au point d'injection
peuvent étre pris en charge et diminuent de facon marquée avec le temps'.

*Ila été démontré que BETASERON retarde la progression de I'incapacité chez les patients atteints de SEP progressive-secondaire'.
L'efficacité et I'innocuité de BETASERON dans la SEP progressive-primaire n'ont pas été évaluées.
0n ne dispose pas de données probantes sur I'efficacité du traitement dans la SEP rémittente au-dela de deux ans,
ni de données sur I'efficacité et I'innocuité du traitement dans la SEP progressive-secondaire au-dela de trois ans.
VEUILLEZ CONSULTER LA MONOGRAPHIE DE PRODUIT POUR OBTENIR LA LISTE COMPLETE DES MISES EN GARDE ET DES PRECAUTIONS.
MONOGRAPHIE DE PRODUIT OFFERTE SUR DEMANDE AUX PROFESSIONNELS DE LA SANTE.
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BERLEX CANADA INC.

Retarde
la progression
de I'incapacite:

Indiqué dans la SEP rémittente
et la SEP progressive-secondaire

Dans la SEP- umyt( etla SFPpm'qrcsau( -secondaire

‘;/‘10&(:(;65 INTERFERON BETA=1b
1 800 977-2770 Dés le tout début

by BB BETASERON

n
B
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Jeanne d’Arc |

AUPARAVANT, LES PERSONNES EPILEPTIQUES DEVAIENT
SE MONTRER EXCEPTIONNELLES POUR REUSSIR.

Sir Isaac Newton 3 & Charles Dickeng__
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EFFICACE CONTRE UN GRAND NOMBRE
DE TYPES DE CRISES.

» TOPAMAX est efficace contre les crises partielles initiales, les crises tonico-cloniques primaires généralisées et les
crises associées au syndrome de Lennox-Gastaut’

* Des résultats souhaitables avec absence totale de crises chez 19 % des adultes' et 22 % des enfants' atteints de
crises partielles initiales®

AUCUN SIGNE D'EFFETS SECONDAIRES
CAPABLES DE MENACER LE PRONOSTIC VITAL.

* Comme pour la plupart des antiépileptiques, les effets secondaires le plus fréquemment signalés relevent du SNC
et sont généralement légers a modérés et de nature passagere®

IL EST POSSIBLE QUE LES PATIENTS
ADULTES SUBISSENT UNE PERTE DE POIDS.

* 73 % (n = 52) des patients ont subi une perte de poids de 5,97 lb en moyenne (Analyse provisoire. Durée
moyenne de 60 jours)*

* 96 % des enfants traités dans le cadre des essais cliniques pendant au moins un an et ayant subi une perte de
poids ont repris du poids au cours de la période d'exécution des essais™

AUJOURD'HUI IL Y A TOPAMAX.

UNE POSOLOGIE BIQUOTIDIENNE POUR
TENIR COMPTE DU PATIENT.

* Le traitement par TOPAMAX peut étre commencé et ajusté selon la réponse clinique quel que soit le traitement
anticonvulsivant en cours

* Les comprimés sont inscrits au formulaire'

TOPAMAX ......

INDIQUE

| topiramate

POUR AIDER LES PATIENTS A MIEUX PROFITER DE LA VIE

(ompnimés et capsules a saupoudrer "TOPAMAX* (topiramate) : indigués comme traitement agjuvant chez les patrents (adultes et enfants dges de deux ans ou plus) atteints
d'épilepsie dont l'etat n'est pas maitrisé de fagon satisfaisante avec le traitement traditionnel. Les renseignements sur l'emplor du toprramate en monothérapie sont encore limites’,

FFERT EN CAPSULES

b MAINTENANT
A SAUPDUDRER 5

fline étude ouverte d'une durée de 20 semaines (n = 450 adultes). Posologie optimale : 300 & 350 mg/jour (moyenne : 288 mg/jour).

$Etude ouverte portant sur des enfants (n = 72) traités pendant aw moins 3 mois. Posologie moyenne : 10 mg/kg/jour.

SManifestations indésivables lides au SNC + § lence (30,1 %), étourd (28,3 %), ataxie (21,2 %), troubles de a parole (16,8 %), ralentissement psychamoteur (16,8 %), nystagmus (15 %), paresthésie (15 %), nervosité (15,9 %), difficulté & se concentrer/traubles de
[attention (8 %), confusion (9,7 %), dépression (8 %), anorexie (5,3 %), problémes de langage (6,2 %) et troubles de (humeur (3,5 %). Une évaluation de 1 446 adultes et 303 enfants a indiqué que ces deux groupes semblent présenter des profils de manifestations indésirables similaires.
**Les effets & Long terme d'une perte de poids chez les enfants ne sont pas connus,

HiMédicament & usage limité : Ontario, Nouvelle-Ecosse, Nouveau-Brunswick, 1.-P.-£. Remboursement intégral : Québec, Saskatchewan, Colombie-Britannique, Alberta, Manitoba.

Veuillez vous reporter aux Renseignements thérapeutiques sur TOPAMAX pour les détails thérapeutiques complets.

REFERENCES : 1, Manographie des comprimeés et capsules 3 saupoudrer TOPAMAX* (topiramate), 11 mai 1999. 2, Kamin M, Kraut L, Olson W, Dose optimization of topiramate as add-on therapy in adults with treatment-resistant partial-onset seizures Neurology 1999;52
{Suppl 2):A525-526. 3. Glauser TA, Elterman R, Wyllie E et al. Open label topiramate in paediatric partial epilepsy Epilepsia 1997:38 (Suppl. 3):94. 4. Rosenfeld WE et al. Topiramate and concomitant weight loss. Epilepsia 1997:38 (Suppl 8):98,

JANSSEN»OHTHO Inc.

19 Green Beit Drive, Toronto

Ontario, Canada M3C 1L9 * Tous droits afférents a une marque de commerce sont utilisés en vertu d'une licence © 2000 JANSSEN-ORTHO Inc. (hghy) “cepo*  TXJA001001FA
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INFORMATION FOR AUTHORS

The Canadian Journal of Neurological Sciences publishes original
articles in neurology, neurosurgery and basic neurosciences.
Manuscripts are considered for publication with the understanding
that they, or the essence of their content, have not been published else-
where except in abstract form and are not under simultaneous consid-
eration by another journal. Articles undergo peer review. Manuscripts
should be submitted to: Douglas Zochodne, M.D., Editor. Canadian
Journal of Neurological Sciences, P.O. Box 5456, Station A, Calgary,
AB, Canada T2H 1X8

Manuscript Preparation

* Submit five high quality copies of the manuscript and original illus-
trations. Papers will be accepted in English or French. Manuscripts
must be double spaced throughout including references, tables and
legends for illustrations. Margins of at least 2Smm should be left on
all sides.

» After a paper has been reviewed, the author will be requested to sub-
mit four copies of the revised manuscript, including illustrations.
Supply a computer diskette (3 1/2" size) containing the article saved
in an RTF format. 1dentify clearly first author’s name, file name,
word processing program and version, and system (i.e. PC or Mac).
Clearly indicate the order and importance of headings.

» For detailed instructions regarding style and layout refer to
“Uniform requirements for manuscripts submitted to biomedical
Journals” . Copies of this document may be obtained by writing to the
Journal office, but the main points are summarized here. Articles
should be submitted under conventional headings of introduction,
methods and materials, results, discussion, but other headings will be
considered if more suitable. Clinical trials must be reported in
Consort format (JAMA 1996; 276: 637-639). Pages of text should be
numbered consecutively.

¢ A title page should identify the title of the article which should be
no more than 80 characters including spaces; name of institution(s)
from which the work originated; and the name, address, telephone,
and fax number of the corresponding author.

¢ Abstract Original Articles should be accompanied by an abstract of
250 words or less on a separate page, preferably in English and
French, although the Journal will provide translation if required.
Abstracts of original articles should consist of four paragraphs head-
ed: Background (or objective), Methods, Results and Conclusions.
Review articles should be accompanied by an abstract of 150 words
or less.

¢ Acknowledgements including recognition of financial support
should be typed on a separate page at the end of the text.

¢ The SI system (syst¢me international d’unités) should be used in
reporting all laboratory data, even if originally reported in another
system. Temperatures are reported in degrees celsius. English lan-
guage text may use either British or American spelling, but should be
consistent throughout.

* References should be numbered in the order of their citation in the
text. Those cited only in tables and legends for illustrations are num-
bered according to the sequence established by the first identification
in the text of a particular table or illustration. Titles of journals should
be abbreviated according to the style used in Index Medicus.
References should list the names of up to five authors; if there are
more, cite the first three, then ef al. Provide the full title, year of pub-
lication, volume number and inclusive pagination for journal articles.
For any reference cited as “in press”, five copies of the article must
accompany the author’s manuscript. Do not reference unpublished or
“submitted” papers; these can be mentioned in the body of the text
and authors must provide five copies of “submitted” manuscripts.

https://doi.org/10.1017/50317167100050125 Published online by Cambridge University Press

A-22

Avoid “personal communications” and, if necessary, include them in
the body of the text, not among the references. Reference citations
should not include unpublished presentations or other non-accessible
material. Books or chapter references should also include the place of
publication and the name of the publisher. Examples of correct forms
of reference follow:

Journals

Yang JF, Fung M, Edamura R, et al. H-Reflex modulation during
walking in spastic paretic subjects. Can J Neurol Sci 1991; 18: 443-
452.

Chapter in a book

McGeer PL, McGeer EG. Amino acid neurotransmitters. In:
Siegel GJ, Albers RW, Agranoff BW, Katzman R, eds. Basic
Neurochemistry. Boston: Little, Brown & Co., 1981: 233-254,

» Hlustrations Submit five original sets of illustrations. We will not
return illustrations; therefore, authors should keep negatives for all
photographs. Submit high quality glossy black and white photographs
preferable 127 x 173 mm (5" x 7"). This includes graphs and dia-
grams. Do NOT send photocopies of illustrations. Original artwork
and radiographs should not be submitted. The additional cost of
coloured illustrations must be borne by the author; quotations are
available upon request from the Journal office. Identify each figure
with a label at the back indicating top, figure number and first author.
Letters and arrows applied to the figures to identify particular find-
ings should be professional appliques suitable for publication.
Photomicrographs should include a calibration bar with a scale indi-
cated on the figure or in the legend. Legends for illustrations should
be typed on a separate page from the illustrations.

* Tables Type tables double-spaced on pages separate from the text.
Provide a table number and title for each. Particular care should be
taken in the preparation of tables to ensure that the data are presented
clearly and concisely. Each column should have a short or abbreviat-
ed heading. Place explanatory matter in footnotes, not in the heading.
Do not submit tables as photographs.

* Review articles on selected topics are also published. They are usu-
ally invited, but unsolicited reviews will be considered. It is recom-
mended that authors intending to submit review articles contact the
Editor in advance.

* Letters to the Editor concerning matters arising in recent articles are
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