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NOW APPROVED

Introducing improved pain relief
with reduced opioid consumption*†1

The first and only IV formulation 
of acetaminophen available in the US

Indication
OFIRMEV is indicated for the management of mild to moderate pain;
the management of moderate to severe pain with adjunctive opioid 
analgesics; and the reduction of fever.

Important Safety Information
OFIRMEV should be administered only as a 15-minute infusion.

Do not exceed the maximum recommended daily dose 
of acetaminophen.

Administration of acetaminophen by any route in doses higher 
than recommended may result in hepatic injury, including the risk 
of severe hepatotoxicity and death.

OFIRMEV is contraindicated in patients with severe hepatic 
impairment, severe active liver disease or with known hypersensitivity 
to acetaminophen or to any of the excipients in the formulation.

Acetaminophen should be used with caution in patients with the
following conditions: hepatic impairment or active hepatic disease,
alcoholism, chronic malnutrition, severe hypovolemia, or severe 
renal impairment.

Discontinue OFIRMEV immediately if symptoms associated with 
allergy or hypersensitivity occur. Do not use in patients with
acetaminophen allergy.

The most common adverse reactions in patients treated with OFIRMEV 
were nausea, vomiting, headache, and insomnia in adult patients and 
nausea, vomiting, constipation, pruritus, agitation, and atelectasis in 
pediatric patients.

The antipyretic effects of OFIRMEV may mask fever in patients treated
for postsurgical pain.

Please see Brief Summary of Prescribing Information on adjacent page
or full Prescribing Information at OFIRMEV.com. For product inquiries,
please call 1-877-647-2239.

*OFIRMEV 1 g + PCA morphine vs placebo + PCA morphine.
†The clinical benefit of reduced opioid consumption was not demonstrated.

Reference: 1. Sinatra RS, Jahr JS, Reynolds LW, Viscusi ER, Groudine SB, Payen-Champenois C.
Efficacy and safety of single and repeated administration of 1 gram intravenous acetaminophen 
injection (paracetamol) for pain management after major orthopedic surgery. Anesthesiology.
2005;102:822-831.
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Test Menopausal Women Earlier for Bone Loss
B Y  B R U C E  J A N C I N

FROM THE ANNUAL MEETING OF THE

AMERICAN SOCIETY FOR REPRODUCTIVE

MEDICINE 

DENVER – The Study of Women’s
Health Across the Nation has filled im-
portant knowledge gaps regarding bone
loss rates at various stages of the
menopausal transition, enabling physi-
cians for the first time to make informed
decisions about the appropriate time to
screen for osteoporosis. 

“Hypoestrogenic bone loss does not
occur until the late transition. Duration of
amenorrhea is the best predictor of when
this process begins. There’s no rationale to
measure bone mineral density prior to 90
days of amenorrhea if postmenopausal
osteoporosis is the clinical issue,” Dr.
Nanette F. Santoro explained. 

“Bone mineral density at the lumbar
spine and total hip starts dropping like
a stone as soon as the women get to late
menopause, so 3-11 months of amen-
orrhea is the tipping point for bone
density. There is no point in assessing it
sooner if you think they may have bone
loss related to the menopause
transition, because it’s not going to be
estrogen-related prior to this point,”
said Dr. Santoro, a long-time SWAN
(Study of Women’s Health Across the
Nation) investigator and chair of
obstetrics and gynecology at the
University of Colorado at Denver. 

The SWAN findings have important
clinical implications because most
guidelines don’t recommend routine
screening of women for osteoporosis
until age 65. That’s too late. Since the
rate of BMD loss accelerates markedly
in late menopause, accompanied by an
attendant increase in fracture risk, it
makes sense to measure BMD after a
woman has experienced 3 months of
amenorrhea, and to intervene if she is
beginning to lose bone rapidly, she
continued. 

SWAN showed that the annual rate of
bone loss during the late perimenopausal
and early postmenopausal years is 1.8%-
2.3% in the lumbar spine and 1.0%-1.4%
in the hip. 

At those rates, 5 years of bone loss
would translate to a 7%-10% drop in
BMD at the spine in the average woman,
along with a 5%-7% decline at the hip.
And that in turn foretells a 50%-100%
higher fracture rate. 

Another key SWAN finding regarding
BMD changes during the menopausal
transition is that rates of bone loss are
markedly greater in women who are in
the lowest tertile of body weight. 

Indeed, women in the top tertile for
body weight had a 33%-55% slower
rate of bone loss than did those in the
lightest tertile. 

The apparent large ethnic differences
in bone loss rates observed in SWAN
turned out on closer inspection to be
explained chiefly by ethnic differences
in body weight. 

SWAN is a long-term, longitudinal,
observational study involving 3,302

women who were pre- or early perimenopausal
at enrollment. Participants were recruited from
five ethnic groups – white, black, Hispanic,
Japanese, and Chinese – at seven U.S. sites. 

The BMD substudy included 1,902 SWAN
participants with BMD measurements obtained at
up to six annual visits. The key findings of the
BMD substudy have already been published ( J.
Clin. Endocrinol. Metab. 2008;93:861-8). Dr.
Santoro, in her plenary lecture at the meeting,
sought to spread the word. ■

Major Finding: The annual rate of bone loss during the late
perimenopausal and early postmenopausal years is 1.8%-2.3% in
the lumbar spine and 1.0%-1.4% in the hip. At those rates, 5 years
of bone loss would translate to a 7%-10% drop in BMD at the spine
in the average woman, along with a 5%-7% decline at the hip.

Data Source: SWAN, a long-term, longitudinal, observational study
of 3,302 women from five ethnic groups at seven U.S. sites who
were pre- or early perimenopausal at enrollment. 

Disclosures: Dr. Santoro declared having no financial interests
relevant to the National Institutes of Health–funded study.
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