
©2011 Ferring Pharmaceuticals Inc.     Lysteda.com       01/11       LYS-04737B

Please see Brief Summary of Prescribing Information on adjacent page.

Help her look forward to lighter days.

LYSTEDATM (tranexamic acid) tablets are indicated for the treatment of cyclic heavy menstrual bleeding. Prior to prescribing LYSTEDA, exclude 
endometrial pathology that can be associated with heavy menstrual bleeding.

Important Safety Information 
LYSTEDA is contraindicated in women with active thromboembolic disease or a history or intrinsic risk of thrombosis or thromboembolism,  
including retinal vein or artery occlusion; or known hypersensitivity to tranexamic acid.

The risk of thrombotic and thromboembolic events may increase further when hormonal contraceptives are administered with LYSTEDA,  
especially in women who are obese or smoke cigarettes. Women using hormonal contraception should use LYSTEDA only if there is a strong 
medical need and the benefit of treatment will outweigh the potential increased risk of a thrombotic event. Do not use LYSTEDA in women  
who are taking more than the approved dose of a hormonal contraceptive.

Concomitant use of LYSTEDA with Factor IX complex concentrates, anti-inhibitor coagulant concentrates or all-trans retinoic acid (oral 
tretinoin) may increase risk of thrombosis. Visual or ocular adverse effects may occur with LYSTEDA. Immediately discontinue use if visual 
or ocular symptoms occur. In case of severe allergic reaction, discontinue LYSTEDA and seek immediate medical attention. Cerebral edema 
and cerebral infarction may be caused by use of LYSTEDA in women with subarachnoid hemorrhage. Ligneous conjunctivitis has been  
reported in patients taking tranexamic acid.

The most common adverse reactions in clinical trials (≥5%, and more frequent in LYSTEDA subjects compared to placebo subjects)  
were: headache, sinus and nasal symptoms, back pain, abdominal pain, musculoskeletal pain, joint pain, 
muscle cramps, migraine, anemia, and fatigue.

LYSTEDA has not been studied in adolescents under age 18 with heavy menstrual bleeding.

Help her look forward 
to lighter days

•   Significant reduction in menstrual blood loss (MBL) by 38% 

(vs 12% for placebo) in a 6-cycle study

•   Consistent reduction in MBL across all cycles studied

     —Reduced MBL as early as the first menstrual cycle

•   Dosed only during menstruation, for up to 5 days
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Unintended Pregnancies Carry Big Price Tag

T
axpayers spend more than $11
billion each year as a result of un-
intended pregnancies, according

to new data from two separate studies. 
The estimates are based on public in-

surance costs for pregnancies and infant
care in the first year. Researchers from
the Guttmacher Institute used state-lev-
el data from 2006 to come up with a na-
tional estimate of $11.1 billion in public
spending on unintended pregnancies. In
a separate study, researchers at the
Brookings Institution came up with their
figures by using 2001 national data on
publicly financed unintended pregnan-
cies, resulting in average spending of
$11.3 billion annually. Both studies were
published in the June issue of Perspec-
tives on Sexual and Reproductive Health. 

Researchers from the Guttmacher In-

stitute found that public programs such
as Medicaid and the Children’s Health In-
surance Program bear the brunt of the
nation’s costs for unintended pregnancies
(Perspect. Sex. Reprod. Health
2011;43:94-102 [doi:10.1363/4309411]).
While 38% of U.S. births result from un-
intended pregnancies, births from unin-
tended pregnancies make up about half
of publicly funded births. But reducing
unintended pregnancies also will require

major new public investments, the
Guttmacher researchers wrote, including
increasing access to family planning ser-
vices and comprehensive sex education.
The Affordable Care Act may help, too,
they said, by expanding insurance cov-
erage and giving new authority to states
to expand Medicaid eligibility for family
planning services. 

While preventing unintended preg-
nancies would require an up-front in-

vestment, the researchers at the Brook-
ings Institution said it would be more
than offset by potential savings. They
estimated that if unintended pregnancies
could be prevented altogether, with
some being delayed until the women
were ready to be pregnant, it could save
taxpayers about $5.6 billion annually
(Perspect. Sex. Reprod. Health 2011;
43:88-93 [doi: 10.1363/4308811]).

–Mary Ellen Schneider

“Each should last no longer than 30
seconds, and you could go back to a
maneuver if it didn’t work the first time,”
Dr. Inglis said. Suprapubic pressure also
could be used.

To assess the impact of the Code D
protocol, the investigators retrospective-
ly reviewed medical records for mothers
and their singleton, live born, nonbreech
infants delivered vaginally between
August 2003 and December 2009. Analy-
ses were based on 6,269 deliveries in the
pretraining period before September
2006, and 5,593 deliveries in the post-
training period. 

Study results showed that the rate of
shoulder dystocia did not differ signifi-
cantly between periods: This complica-
tion occurred in 83 or 1.32% of deliv-
eries in the former period, and in 75 or
1.34% of deliveries in the latter period.
However, the percentage of cases of
shoulder dystocia that resulted in
brachial plexus injury was 40% in the
pretraining period, compared with just
14% in the posttraining period.

Among the cases of shoulder dysto-
cia, those in the pretraining period had
a higher maternal body mass index (33.4
vs. 30.3 kg/m2) and infant birth weight
(3,825 g vs. 3643 g), both of which are
potential confounders, Dr. Inglis noted.

But in a logistic regression analysis, use
of the shoulder dystocia protocol was still
associated with a reduced risk of obstetric
brachial plexus injury. 

The interval between delivery of the
infant’s head and body in cases of shoul-
der dystocia was longer in the posttrain-
ing period than in the pretraining period
(2.0 minutes vs. 1.5 minutes). 

“We wanted everyone to go slowly, so
we were actually happy to see that the
head-body interval went up,” comment-
ed Dr. Inglis. “That certainly didn’t seem
to worsen the risk of Erb’s palsy.” 

Study results also showed that staff
were more likely to use the Rubin
maneuver and posterior arm delivery in
the posttraining vs. pretraining period,
and were less likely to use the McRoberts
maneuver. ■
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