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IF Y O U STARTED PATIENTS O N REQUIP, 
W O U L D THE FUTURE LOOK DIFFERENT? 

Interim 6-month results from a 5 year 
multicentre study show ReQuip demonstrated 
similar efficacy to L-dopa in the control 
of early' Parkinson's disease."* Yet ReQuip 

Q
r o p i n i r o i e 

UTP 
Rethinking Parkinson's. 

® has demonstrated a low propensity to 
produce dyskinesias.2"'Maybe it's time 
to rethink Parkinson's. And start early 
Parkinson's patients on ReQuip alone. 

t Hoehn and Yahr stages II! t t A 6 monlh inleiim analysis ol a 5-yeai, double-blinded, randomized, multicenter study of patients with early Parkinson' disease. N = 268:179 patients received ropinirole and 89 received L-dopa. The mean daily 
dose was 9.7 mg ond 464.0 mg respectively. There was no difference in Clinical Global Improvement scale in patients with Hoefin and Yahr stages III although l-dopa showed improvement in a greater proportion of patients with more 
severe disease. The proportion of responders was 58% in the ldopa group and 48% in the ropinirole group: this was not of statistical signiiiconce. t f t In early therapy, the respective incidences of dyskinesio in early therapy of patients receiving 
ropinirole was 1.2%, and al patients receiving l-dopa was ! 1.2%. Meta analysis, n = 1364, 17 months. Nausea |39.1%], somnolence (12.3%| and insomnia (12.3%| were the most common side eflects of ReQuip therapy. Six percent 
of ropinirole patients and nine percent of ldopa patients had at least one psychialhc symptom [confusion, hallucinations, or delusions] 

3 ( 1 m CM) t Except New Brunswick * Special Authority/Exceptional Status in B.C. and N.S. 
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Introducing Z a n a / 7 ^ x 
A new option in the treatment of spasticity 

Start from 
osition 
of strength 

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.'1 Z3 The dual mechanism 

of action, targeting both the locus ceruleus and 

polysynaptic pathways, reduces hyperactivity of spinal 

motor neurons.24 

Reduces muscle tone. Preserves muscle strength, 

DRAXIS 
DRAXIS HEALTH INC. 
6870 Goreway Drive, 
Mississauga, Ontar io L4V 1P1 

® Zanaf lex is a reg is te red t r a d e m a r k o f Elan Pharmaceut ica ls Inc. 

DRAXIS HEALTH INC. is t h e C a n a d i a n d i s t r i bu to r o f Zanaf lex . 

In mult iple-dose, p lacebo-control led studies, the most frequently repor ted adverse events included 
dry mouth (49%), sedat ion/somnolence (48%), asthenia {weakness, fat igue and/or tiredness) (41%) 
and dizziness (16%).'' The most common adverse events leading to discont inuat ion of therapy were 
asthenia (3%), somnolence (3%) and dry mouth (3%).5 

Sedation may be addit ive when Zanaflex is taken in conjunct ion wi th drugs or substances that act as 
CNS depressants. Caution is advised when t reatment is used in pat ients who have a history of 
orthostatic hypotension or are receiving concurrent ant ihypertensive therapy. Moni tor ing of 
aminotransferase levels is recommended dur ing the first six months of t reatment, and periodical ly 
thereafter, based on clinical status. 

For more information, 
call 1-800-563-7546. 

Zana/7(?x 
(tizanidine hydrochloride) 

Relief. Strength. Flexibility. 
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ers to lamotrigine, gnbapentin, vigabatrin, and topframate, to be distinguished from standard AEDs. 
HVith the exception of atypical absence seizures. 
^Statistical significance not reported. 
^Rarely, serious skin rashes, including Stevens-Johnson syndrome and toxic epidermal necrolysis (Lyell syndrome), have been reported. 
Although the majority recover following drug withdrawal, some patients experience irreversible scarring and there have been rare cases of associated death. 

''Frequently reported adverse events were pharyngitis, fever, infection, and rash (p = not significant).' 
**For detailed information about dosing in adult <M~\d pediatric patients with LGS, please refer to the full prescribing information for LAMICTAL. 

Dosage of add-on LAMICTAL in Motte ft al. and Mullens etal. studies ranged from 50 to 400 mg/day, after escalation. 
DO NOT EXCEED the recommended initial dose and subsequent dose escalations of LAMICTAL, More rapid initial titration has been associated with an increasec 
incidence of serious dermatological reactions. 

Product Monograph available to health care professionals upon request. 
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Lamotrigine 

Lamictal 
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).1 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.1 

MEDIAN NUMBER OF 
ALL MAJOR SEIZURES/WEEK 

p=0.013 

K-

j Baseline (week 0) 

1 Treatment period 
I (Weeks 1-16) 

16.4 

13.5 
14.2 

Lamictal 
(n=78; age 9.6 + 5.2 years) 

Placebo 
(n=89; age 10.9 ± 5.9 years) 

Low CNS side-effect profile 
maintained in patients with 
Lennox-Gastaut syndrome 
aged 3-25 

• Low withdrawal rate compared to placebo:*u 

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).11 

Improved neurological function 
and cognitive skills2 ,2,3 

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

• 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%).*3 

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.13 

Add LAMICTAL** as soon as the diagnosis of LGS 
is suspected.4 

GlaxoWellcome 
Glaxo Wellcome Inc. 
^Registered trademark of The Wellcome Foundation Limited, Glaxo Wellcome Inc. licensed use. 

Lamotrigine 

Lamictal 
For X B r i ^ k t c r Fu ture 

GEHD 
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BETASERON delays disability progression 

Probability of confirmed disability progression* 
r- 16.10/0* 

/>-<).l)0(>(> 

year 1 

Placebo In- lull 

I BETASERON 8 Mill (n«360) 

year 2 
tSPMS patients 

*Rc!ativr reduction 

year 3 

Adapted from BETASERON Product Monograph 1999 

BETASERON reduces relapse rate in both 
relapsing-remitting2 and secondary progressive MS1 

Reduction of mean annual 
relapse rate in RR patients1 

I...—I Placebo (n» 123] 
• • • BETASERON II Mill In 

1 Multicentre, double-Wind, controlled, 
randomised, 5-wat study; 
pooled 5-yeai ibid, no statistical 
significance vs. placebo in yean i-b 

Adapted from the IFNB MS Study Group IS95 

Reduction of mean annual 
relapse rate in SP patients' 

•Multicentre, double-blind, co 
Placebo (n»358! randomised, i vtvir MIHIV 
BETASERON 8 Mill (n-= !(>()! 'Relative reduction 

Adopted from BETASERON Product Monograph 1999 

BETASERON has a manageable side-effect profile1 

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 
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 (R&D) PAAB, 
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BERLEX CANADA INC. 

Indicated for both RRMS and SPMS 

MULTIPLE SCLEROSIS 

paTHways * 
FOk CANADA 

1 8 0 0 9 7 7 - 2 7 7 0 

In RR}{S -and~ SRMS 

BETASERON 
® 

I N T E R F E R O N B E T A - 1 b 

From Onset Onwards 
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YESTERDAY, PEOPLE WITH EPILEPSY 
HAD TO BE EXTRAORDINARY TO SUCCEED 

Charles Dickens 
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EFFICACY ACROSS A BROAD RANGE 
OF SEIZURES. 

• TOPAMAX demonstrates efficacy in Partial Onset, Primary Generalized Tonic-Clonic, and Lennox-Gastaut Seizures1 

• Desirable seizure-free results were shown in both Adults (19%)' and Children (22%)' with Partial Onset Seizures2 3 

NO EVIDENCE OF LIFE-THREATENING 
SIDE EFFECTS. 

• Like most antiepileptics, the most common side effects are CNS related, usually mild to moderate and transient51 

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)4 

• 96% of children in clinical trials (£ one year) who lost weight showed resumption of weight gain in test period"1 

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 

Tablets available on formulary" 

NOW AVAILABLE 
IN SPRINKLE 

CAPSULES 

TOPAMAX 
topiramate 

NOW INDICATED 
FOR CHILDREN 

H E L P I N G P A T I E N T S M A K E M O R E O F T H E I R L I V E S 
h TOPAMAX* topiramate Tablets and Spn'nkle Capsules: indicated as adjunctive therapy for the management of patients (adults and children two years and older) with 
epilepsy who are not satisfactorily controlled with conventional therapy. There is limited information on the use of topiramate in monotherapy at this timet 

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

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

5 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. 

I f 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 TAr Elterman R, Wyllie E et al. Open Label topiramate in paediatric partial epilepsy Epilepsia 1997:38 (Suppl 3):94. 4, Rosenfeld WE et aLTopiramate and concomitant weight loss. Epilepsia 1997:38 (Suppl 8):98. 

flJANSSEN-ORTHO Inc. 

•All trademark rights used under license S 2 0 0 0 J A N S S E N - O R T H O Inc . I w B * TXJA001001A 
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25 Years Ago in the 
Canadian Journal of Neurological Sciences 

PROGRESS IN UNDERSTANDING AND TREATING 
PARKINSON'S DISEASE 

Andre 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 & 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 
from critical and specialized acute care to early rehabilitation. 

ranging 

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 resume in confidence to: Human Resources,Vancouver 
Hospital & Health Sciences Centre,Vancouver General Hospital, 855 West 12th 
Avenue, Vancouver, BC V5Z IM9. Fax: 604.875.4761; job-line: 604.875.5123; 
email: careers@vanhosp.bc.ca. 

VANCOUVER HOSPITAL 
$I H e a l t h S c i e R C e s C e n t r e 

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

www.vanhosp.bc.ca 
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AS IN 

MS, 
SOME 

THINGS 

ARE NOT 

ALWAYS 

OBVIOUS. 

QA ONCE-A-WEEK 

V 

NEX 
Intaferonbeta-la) 

J IM Injection 

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.1 Cognitive disturbances begin early in the MS process, but 
are often subtle and easily overlooked by patient and clinician alike.24 

AVONEX9 has shown a 55% reduction 
in brain atrophy progression.5 

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.*5 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.t6 AVONEX® also demonstrated a 
significant MRI effect showing an 89% reduction in gadolinium-
enhanced lesions in patients with enhancement at baseline.07 

Change in Brain Parenchymal Fraction5 

(Adapted from Rudick et al.) 

-0.25 

a. 

-0.5 

-0.75 

Interferon IS-1a 
n = 68 

p = 0.03 

Placebo 
n = 72 

Change in brain 

parenchymal fraction 

(BPF) according to 

treatment arm in the 

interferon fi-la clinical 

trial. Significantly 

less brain atrophy in 

interferon 6-1 a patients 

during the second year. 

Helping people with relapsing forms of MS 
get on with their lives. 

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.6 The most common side effects associated with 
treatment are flu-like symptoms and usually resolve within 24 hours 
after injection.68 Incidence of side effects decrease over time with 
continued treatment for most people.8 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 relapsing-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). ' 'PAAC^ 
AVONEX® is indicated for the treatment of relapsing forms of MS. rAAD^ 
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iiu', gabapenline, vigabatrine et topiramale (n distinguer des antiepileptiques standards). 
: \ ! r\rrphon des absences epik'ptiquesatypiques. 
^Signification statistlquenon indiquee. 
$Dans de rares cas, tics Eruptions cutanees graves, y compris le syndrome de Stevens-Johnson et I'epidermolyse necrosante suraigue (syndrome de Lyell), ont e"te 
signalees. Bien que la plupart des patients se soient retablis apres le retrait du medicament, certains patients ont eprouve des sequelles irreversibles et il y a eu de 
rares cas de deces associes . 

TLes efrets indesirables frequemment signales sonr la pharyngiie, la fievre, les infections et les eruptions cutanees (p = non signiheatif)'. 
**Pour obtenir des precisions sur la posologie de I AMICTALcfoez l'adulte ou chez I'enfant atteints du syndrome de Lennox-Gastaut, consulter les renseignements 

tlierapeutiques detailles sur ce produit. La posologie de LAMICTAL••comme traitement d'appoint qui a ete utilises dans les eludes de Motte et al. et de Mullens el al. 
eta it de 50 a 400 mg par jour, apres augmentation graduelle de la dose initiate. NE PAS DEPASSER la dose initiale de LAMICTAL ni 1'augmentation posologique 
graduelle qui sont recommandees. Un ajustement plus rapide de la dose initiate a ete associe a une frequence accrue de reactions dermatologiques graves. 

"^Jbnpgraphie du produit rournie sur demande aux professionnels de-Ta sante. A-14 W 
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0 
lamotrigine 

Lamictal ® 

LAMICTAL est le premier et le seul parmi les 
nouveaux antiepileptiques* qui soit indique comme 
traitement d'appoint chez les enfants et les adultes 
atteints du syndrome de Lennox-Gastaut (SLG)1. 
LAMICTAL est egalement le premier et le seul 
parmi les antiepileptiques recents* qui soit indique 
comme monotherapie apres polytherapie chez 
l'adulte. 

Une superiority significative pour 
maitriser les divers types de crises 
Hees au syndrome de Lennox-Gastaut1 

• L'adjonction de LAMICTAL reduit, de facon 
significative, le nombre de crises majeures, les 
effondrements epileptiques et les crises tonico-
cloniques chez les patients atteints de SLG1. 

NOMBRE MEDIAN 
DES CRISES MAJEURES/SEMAINE 

p - 0,013 1 Valeur initiate (semaine 0) 

I Periode de traitement 
(semaines 1 a 16) 

16,4 

13,5 
14 ,2 

Lamictal 
(n = 78; age 9,6 ± 5,2 ans) 

Placebo 
(n - 89; age 10,9 ± 5,9 ans) 

Maintien d'un faible profit d'effets 
indesirables touchant le SNC chez 
les patients de 3 a 25 ans atteints 
du syndrome de Lennox-Gastaut 
• Faible taux d'abandons comparativement au 

placebo*1*2: 3,8 % pour le groupe LAMICTAL 
(principalement relies aux eruptions cutanees8) 
contre 7,8 % pour le groupe placebo (principale­
ment relies a une deterioration de la maitrise 
des crises). 

• Aucune difference significative dans la frequence 
des effets indesirables entre LAMICTAL et le 
placebo, sauf pour le rhume ou des maladies 
virales (LAMICTAL, 5 % contre placebo, 0 %; 
p = 0,05)*. 

Amelioration de la fonction neuro-
logique et des facultes cognitives 2,3 

Essai a double insu, a repartition aleatoire et a controle placebo chez des patients 
de 3 a 25 ans 

• Une plus forte proportion de patients (de 3 a 25 ans) 
atteints de SLG, traites a l'aide de LAMICTAL 
comme traitement d'appoint (n = 79) c. un placebo 
d'appoint (n = 90), ont connu une amelioration 
cliniquement significative des symptomes neu-
rologiques durant la periode 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 %)*3. 

LAMICTAL offre une plus grand maitrise des 
divers types de crises Hees au SLG, avec faible profil 
d'effets indesirables touchant le SNC. Vous pouvez 
aussi ameliorer la fonction neurologique et les 
facultes cognitives de vos patients23. Ajoutez 
LAMICTAL51"* des que l'on soupconne un SLG4. 

GlaxoWellcome 
Glaxo Wellcome Inc. 
®Marquc depos& de The Wellcome Foundation Limited, utilisee sous licence par Glaxo Wellcome Inc. 

lamotrigine 

Lamictal 
L'&v«i\ir «t\ t«t« 
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Now we can celebrate the 
long-term treatment benefits 
in Alzheimer's disease 
with once-a-day Aricept*. 

A-16 For brief prescribing information see pages A-
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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 treatment1* and our new long-term data is even 
more cause for making Aricept* your standard of care.2 

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.3'481 

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.5" 

After 3 years, Aricepf-treated patients continued to show 
treatment benefits on cognition and global functioning 
compared to data expected from untreated patients.6** 

Aricept* has demonstrated long term safety and 
tolerability profiles.36 With appropriate dose escalation, 
10 mg/d dose, 5 mg/d dose and placebo were shown to have 
comparable adverse events.1* 

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. 

t 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. 

t 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 AriceptMreated patients (lOmg/d) vs. placebo was -2.87±0.63 
0x0.0001) units in ADAS-cog scores, 0.4?±0.11 (fKO.OOOl) units in CrBIC-plus scores, and 0.59*0.17 (JMMJOOT) units in 
CDS-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 tor 
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 (i.SO; p=0.049) and moderate AD (2.11; />=0.002). 

1 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 IADL and ADL scores (p=0.001 and 0.007), and MMSE scores (1.21;p=b.0005i. CDR-SB scores were also improved. 

t t interim analysis (at 98 weeks of treatment) of a 192-week, multicentre, non-randomized, open-iabel extension study in which 
133 mud-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. 

I t In a 162-week, multicentre, open-label extension study held at 82 sites internationally (including N Canadian sites), 579 patients 
were initially treated with Aricept" 5 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% CI, 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 AriceptMreated patients vs. placebo 
(/KO.OS) 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.58 

Once-a-day 

Aricept 
danepezU HCl 5 &10 mg tablets JL 

Hope for a brighter tomorrow 
* TM Eisai Co. Ltd., Tokyo, Japan 

Pfizer Canada Inc., licensee 
52000 

Pfizer Canada Inc. 
Kirkland, Quebec r——iL """*' 
H9J2MS l a s i ^ (M). 

§ In Quebec, Alberta, Manitoba and Ontario. Please see individual formularies for special-, exceptional-, or limited-use dnig status. 
For more information on coverage criteria, please call 1-800-510-6141. 
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BETASERON retarde la progression de I'incapacite 

Probability de la progression 
confirmee de I'incapacite* 

1re annee 

Placebo In - 158) 
BETASERON li MU1 (n = 360) 

2e annee 3e annee 
1 Patients atteints de SEP prutjressive-secondaire 
* Reduction relative Adapt? de la monographic de BETASERON, 1999 

BETASERON reduit le taux de poussees dans la 
SEP remittente2 et dans la SEP pmgressive-secondaire1 

Reduction du taux annuel moyen 
des poussees chez les patients 

atteints de SEP remittente" 

"s. 

r 30,0 o/ot 
J p m 0,0006 

1,12 

Placebo (n 123] 
HI 1AM RON 8 MUI I 

1 etude multicentrique controlee, 
a double insu et a repartition aleatoire, 
d'une durce de 5 ans; donnees sur 
5 ans combinees, aucune difference 
statistiquement significative par rapport 
au placebo au cours des annees 3 a 5 

' Reduction relative 

Reduction du taux annuel 
moyen des poussees 

cbez les patients atteints 
de SEP progressive-secondaire1 

26,3 %t 
p --• Q.0O34 

0,57 

C Z 1 Placebo (n - 358} 
M i BETASERON 8 Mil l (n - 360) 

' Etude multicentrique contr61ee, 
a double insu el it repartition 
ak'-iiluiri', d'unr duree de 3 ans 

* Reduction relative 

Adapts des resultats de I'ctude mrnee par le IFNB MS Study Group, 1995 Adaptfi de la monographic de flfMSffiOAf, 1999 

Effets indesirables pouvant etre pris en charge1 

Chez les patients atteints de SEP pmgressive-secondaire, les effets indesirables 
les plus frequents de BETASERON sont: syndrome pseudo-grippal (61 %), 
fievre (40 %), frissons (23 %), inflammation au point d'injection (48 %), 
reactions au point d'injection (46 °/o), myalgie (23 %), hypertonic (41 °/o) 
et eruption cutanee (20 %)' . 

Les symptomes pseudo-grippaux et les reactions au point d'injection 
peuvent etre pris en charge et diminuent de fac,on marquee avec le temps'. 

' II a ete demontre que BETASERON retarde la progression de I'incapacite chez les patients atteints de SEP progressive-secondaire'. 
L'efficacite et I'innocuite de BETASERON dans la SEP progressive-primaire n'ont pas ete evaluees. 
On ne dispose pas de donnees probantes sur l'efficacite du traitement dans la SEP remittente au-dela de deux ans. 
ni de donnees sur l'efficacite et I'innocuite 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. £D) '(XPP : 
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BERLEX CANADA INC. 

Retarde 
la progression 
de Vincapacite 

Indique dans la SEP remittente 
et la SEP progressive-secondaire 

SCLEROSE EN PLAQUES Acces * 
ggjj POUR LE CANADA 

1 8 0 0 9 7 7 - 2 7 7 0 

Dans Ja SEP<iy^tt^\je efla ive-secondaire 

BETASERON 
I N T E R F E R O N B E T A - l b 
De$ le tout debut 
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AUPARAVANT, LES PERSONNES EPILEPTIQUES DEVAIENT 

SE MONTRER EXCEPTIONNELLES POUR REUSSIR. 

Sir Isaac Newton Charles Dickens 
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EFFICACE CONTRE UN GRAND NOMBRE 
DE TYPES DE CRISE5. 

• TOPAMAX est efficace contre les crises partielles initiates, les crises tonico-cloniques primaires generalises et les 
crises associees au syndrome de Lennox-Gastaut1 

• Des resultats souhaitables avec absence totale de crises chez 19 % des adultes1 et 22 % des enfants* atteints de 
crises partielles initiates2'3 

AUCUN SIGNE D EFFETS SEC0NDAIRE5 
CAPABLES DE MENACER LE PRONOSTIC VITAL. 

• Comme pour la plupart des antiepileptiques, les effets secondaires le plus frequemment signales relevent du SNC 
et sont generalement legers a moderes 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. Duree 
moyenne de 60 jours)4 

• 96 % des enfants traites 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 periode d'execution des essais**1 

AUJOURD HUI IL Y A TOPAMAX 

UNE POSOLOGIE BIQUOTIDIENNE POUR 
TENIR COMPTE DU PATIENT. 

• Le traitement par TOPAMAX peut etre commence et ajuste selon la reponse clinique quel que soit le traitement 
anticonvulsivant en cours 

• Les comprimes sontinscrits au formulairett 

MAINTENANT 
'ERT EN CAPSULES 
A SAUPOUDRER 

TOPAMAX 
topiramate 

MAINTENANT 
1NDIPUE 

CHEZ L'ENFANT 

P O U R A I D E R L E S P A T I E N T S A M I E U X P R O F I T E R DE LA V I E 
Comprimes et capsules a saupoudrer "TOPAMAX* (topiramate) ; indiques comme traitement adjuvant chez les patients (adultes et enfants ages de deux ans ou plus) atteints 
d'epilepsie dont I'e'tat n 'estpas maitrise dejacon satisfaisante avec le traitement traditionnel. Les renseignements sur t'emploidu topiramate en monoth&apie sont encore timites'. 

fline etude ouverte d'une duree de 20 semaines (n • 450 adultes), Posologie optimale: 300 a 350 mg/jour (moyenne; 288 mg/jour). 

j b d e ouverte portant sur des enfants (na 72) traites pendant au moins 3 mois. Posologie moyenne: 10 mg/kg/jour. 

^Manifestations indesirables li£es au SNC: Somnolence (30,1 %), etourdissements (28,3 %), ataxie (21,2 %), troubles de la parole (16,8 %), ralentissement psychomoteur (16,8 %), nystagmus (15 %), paresthesia (15 %), nervosite (15,9 %), difficulte a se concentrer/troubles de 

('attention (8 %), confusion (9,7 %), depression (8 %), anorexie (5,3 %), problemes de langage (6,2 %) et troubles de I'humeur (3,5 %). Une evaluation de 1446 adultes et 303 enfants a indique que ces deux groupes semblent presenter des profits de manifestations indesirables similaires. 

"Les effets a long terme d'une perte de poids chez les enfants ne sont pas connus. 

ffMedicament a usage limite": Ontario, Nouvetle-Ecosse, Nouveau-Brunswick, I.-P.-E. Remboursement integral: Quebec, Saskatchewan, Colombie-Britannique, Alberta, Manitoba. 

Veuillez votis reporter aux Renseignements therapeutiques sur TOPAMAX pour les details therapeutiques complete. 

REFERENCES: 1. Monographic des comprimes et capsules a saupoudrer TOPAMAX* (topiramate), 11 ma: 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 at. Open label topiramate in paediatric partial epilepsy Epilepsia 1997:38 (Suppl. 3):94. 4. Rosenfeld WE et at. Topiramate and concomitant weight loss. Epilepsia 1997:38 (Suppl 8):98, 

ti J A N S S E N - O H T H O Inc . 
19 Green Belt Drive, Toronto 
Ontario, Canada M3C 1L9 * Tous droits afferents a une marque de commerce sont utilises en vertu d'une licence © 2 0 0 0 J A N S S E N - O R T H O Inc . TXJAO01OO1FA 
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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 
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