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IMPORTANT RISK INFORMATION
TussiCaps® is contraindicated in children under 6 years 
of age (due to risk of fatal respiratory depression) 
and in the presence of known allergy or sensitivity to 
hydrocodone or chlorpheniramine. The most common 
adverse reactions associated with TussiCaps® are 
sedation, drowsiness, and mental clouding, which may 
impair mental and/or physical abilities required for 
potentially hazardous tasks such as driving or operating 
machinery. Overdose with hydrocodone-containing 
products has been associated with fatal respiratory 
depression. The possibility of tolerance and/or 
dependence, particularly in patients with a history of 
drug dependence and for drug interactions, including 
those with CNS depressants or antidepressants, should 
be considered. Benefi t to risk ratio should be carefully 
considered, especially in pediatric patients with 
respiratory embarrassment.

Please see Brief Summary of Prescribing Information on 
following page.

Improperly dosed cough suppressants can result in 
respiratory depression, and their normal use may 
impair motor skills and judgment. Consider the 
potential safety advantages of single-capsule BID 
dosing vs patient-measured TID/QID oral liquid dosing. 
For more information on just how frightening cough 
syrup can be, please visit www.capthecough.com.

INDICATION
TussiCaps® is indicated for the relief of cough and 
upper respiratory symptoms associated with allergy or 
a cold in adults and children 6 years of age and older. 
The 5/4 mg capsules are for use with children 6 to 11 
years of age and the 10/8 mg capsules are for use with 
adults and children 12 years of age and older.

Inaccurate dosing
is a nightmare

waiting to happen.

NEW 5 MG/4 MG CAPSULE PROVIDES DOSING OPTIONS.
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TESST Predicts Cardiac Risk in Elderly Diabetics
B Y  M I T C H E L  L . Z O L E R

O R L A N D O —  In elderly patients with
diabetes and no history of coronary
artery or peripheral artery disease, exer-
cise capacity less than 85% of predicted
independently identified patients at in-
creased risk for death, stroke, or 
myocardial infarction in a study of more
than 600 patients.

“This is the first study in patients with
diabetes and without known coronary
artery disease” to show that functional
capacity predicts outcome, Dr. Wilbert S.
Aronow said at the annual scientific ses-
sions of the American Heart Association.

The finding suggests more aggressive
use of a treadmill exercise sestamibi stress
test (TESST) to screen patients with dia-
betes, especially as they get older. “Zero
in on these patients; they are at greater
risk,” said Dr. Aronow, a cardiologist at
New York Medical College in Valhalla.

Older patients with diabetes who show
poor exercise capacity on a TESST need
aggressive treatment by lipid-lowering
drugs and blood pressure control, re-

gardless of the extent of their vascular
disease. It’s also possible that exercise
training could improve outcomes in
these patients, although Dr. Aronow ad-
mitted that the value of exercise training
must be proved in a controlled study.

“Especially in elderly patients with
long-duration diabetes, the [manage-
ment] approach should focus on blood
pressure and on lowering low-density
lipoprotein cholesterol,” commented Dr.
Prakash C. Deedwania, professor of
medicine and chief of cardiology at the
University of California, San Francisco,
in Fresno.

The study included 609 consecutive
patients with diabetes and no history of
coronary artery disease, peripheral artery
disease, pulmonary disease, or diabetic
neuropathy. Their average age was 70
years. All patients underwent a TESST,
the duration of which was limited by dys-
pnea in all cases; none of the patients had
chest pain during the exercise test.

Dr. Aronow and his associates calcu-
lated the percentage of predicted exercise
each person achieved based on their age
and sex. A peak exercise level less than
85% of predicted occurred in 301 pa-
tients (49%), and a level of 85% or greater
occurred in the other 308 (51%). The two
subgroups had similar profiles for age;
sex; race; smoking prevalence; hyperten-
sion; dyslipidemia; body mass index; and
use of insulin, aspirin, statins, and an-
giotensin-converting enzyme inhibitors.
In all, 241 patients also underwent coro-
nary angiography: 128 patients from the

low exercise–capacity group and 113 from
the group with a level of 85% or greater.

Angiography revealed multivessel ob-
structive coronary disease in 38% of the
low exercise–capacity patients and in 18%
of the higher exercise–capacity patients,
a statistically significant difference.

After an average follow-up of 47
months, low exercise–capacity patients
had a mortality rate of 10%, and a com-
bined rate of death, myocardial infarc-

tion, or stroke of 21%. In contrast, the
higher exercise–capacity patients had a
mortality rate of 4% and a combined
event rate of 12%, statistically significant
differences between the two subgroups.

A multivariate analysis that controlled
for 20 baseline variables showed that pa-
tients with an exercise capacity of 85%
or greater had a significant 48% reduced
risk for death, myocardial infarction, or
stroke, compared with the other group.

Exercise capacity was the only significant
predictor of these events in the model.

Patients who stop an exercise test be-
cause of dyspnea probably have exercise-
induced left ventricular dysfunction, Dr.
Deedwania said. In elderly patients with
diabetes, coronary disease often does
not manifest as chest pain, but rather as
heart failure symptoms, he noted.

Dr. Aronow had no financial disclo-
sures for his study. ■

Older patients
with diabetes
who show poor
exercise capacity
on a TESST need
aggressive
treatment.

DR. ARONOW


