
(R)

•  In response to the December 2008 withdrawal of albuterol CFC MDIs—production is diminishing early in 20071,2 
•  Your patients currently on an albuterol CFC MDI will need to be transitioned to an HFA MDI or other medication
•  As there is no generic substitute for any HFA MDI,3 a new prescription will be required for patients transitioning from albuterol CFC MDIs
•  The FDA anticipates adequate supplies of MDIs during the transition period1

Indication
XOPENEX HFA® (levalbuterol tartrate) Inhalation Aerosol is indicated for the treatment or 
prevention of bronchospasm in adults, adolescents, and children 4 years of age and older with 
reversible obstructive airway disease.
Important Safety Information 
Xopenex HFA® (levalbuterol tartrate) Inhalation Aerosol is contraindicated in patients with a history 
of hypersensitivity to levalbuterol, racemic albuterol, or any other component of XOPENEX HFA. 
XOPENEX HFA and other β-agonists can produce paradoxical bronchospasm, which may be 
life threatening. If additional adrenergic drugs, including other short-acting sympathomimetic 
bronchodilators or epinephrine, are to be administered by any route, they should be used 
with caution to avoid deleterious cardiovascular eff ects. Due to the cardiovascular side eff ects 
associated with β-agonists, caution is generally recommended for patients with cardiovascular 
disorders (especially coronary insuffi  ciency, cardiac arrhythmias, and hypertension), diabetes, 
hyperthyroidism, or convulsive disorders. Do not exceed the recommended dose. Fatalities 

have been reported in association with excessive use of inhaled sympathomimetic drugs in 
patients with asthma. Please refer to the full prescribing information regarding potential drug 
interactions with β-blockers, diuretics, digoxin, or MAOI and tricyclic antidepressants.

In patients aged 4 to 11 years, the most common adverse events (occurring in ≥2% 
of patients receiving XOPENEX HFA at 90 mcg and more frequently than patients receiving 
placebo) were vomiting, accidental injury, pharyngitis, and bronchitis.

In patients 12 years and older, the most common adverse events (occurring in ≥2% 
of patients receiving XOPENEX HFA at 90 mcg and more frequently than patients receiving 
placebo) were asthma, pharyngitis, rhinitis, pain, and dizziness.

References: 1. US Food and Drug Administration. Center for Drug Evaluation and Research. Questions and answers on fi nal rule of albuterol MDI’s. 
Available at: http://www.fda.gov/cder/mdi/mdifaqs.htm. Accessed October 23, 2006. 2. Schering-Plough stakeholder letter. Important information 
on the availability of albuterol CFC inhalers. Kenilworth, NJ. October 2006. 3. US Food and Drug Administration. Center for Drug Evaluation and 
Research. Approved drug products with therapeutic equivalence evaluations (the “Orange Book”). 26th ed. Available at: http://www.accessdata.fda.
gov/scripts/cder/ob/docs/tempai.cfm. Accessed November 28, 2006. 4. Xopenex HFA Prescribing Information. 

Please see brief summary of prescribing information for XOPENEX HFA Inhalation Aerosol.
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Plan your patients’ transition to an HFA MDI

There’s one HFA inhaler that’s 
   separate from the rest

In the treatment or prevention of bronchospasm

It’s time to choose XOPENEX HFA—
with only the therapeutically active (R)-isomer4  

For more information, visit xopenex.com 
or call 1-888-394-7377

• Rapid onset of action for relief of bronchospasm4*

•  Beta-adrenergic–mediated adverse events 
are low and comparable to placebo4

•  Comprehensive managed care coverage

* The median onset time of a 15% increase in FEV1 for XOPENEX HFA 
Inhalation Aerosol on Day 1 was 5.5 to 10.2 minutes for adult patients and 
4.5 minutes for pediatric patients. Please refer to prescribing information.
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CURRENT & UPCOMING MEETINGSCantharidin Called Best
Molluscum Treatment 

B Y  T I M O T H Y  F. K I R N  

Sacramento Bureau

VA I L ,  C O L O.  —  Many pediatric der-
matologists have begun to treat mollus-
cum contagiosum with cantharidin, a blis-
tering agent produced by a beetle, instead
of with liquid nitrogen.

The reason they have switched is that
cantharidin is much less painful and very
well tolerated, Dr. Lawrence F. Eichenfield
said at a meeting sponsored by the Amer-
ican Academy of Pediatrics. 

“It has been shown in a variety of stud-
ies [to be] a highly effective agent,” said Dr.
Eichenfield, a pediatric dermatologist at
the University of California, San Diego,
and Rady Children’s Hospital, also in San

Diego. The majority of the time, he said,
one to three 4-hour applications are suffi-
cient to treat the lesions. Cantharidin “is
much less painful and traumatizing than
either curettage or liquid nitrogen.”

Molluscum lesions resolve within 8
months 70% of the time, but if one de-
cides to treat, then cantharidin is the treat-
ment of choice, Dr. Eichenfield said.

He uses the method made popular by a
report in 2000 from investigators at North-
western University, Chicago—a method
he has begun to teach to pediatricians.

In their report, the Northwestern in-
vestigators said they had treated 300 pa-
tients with cantharidin and later inter-
viewed their parents. The researchers said
that, with an average of two treatments,
90% of the patients were cleared of their
lesions. Another 8% had improvement
but were not cleared by the treatment, al-
though their lesions resolved afterward ( J.
Am. Acad. Dermatol. 2000;43:503-7).

About 92% of the patients experienced
blistering, and 37% reported erythema at
the site after treatment, which lasted for up
to 3 weeks. A total of 14% reported mild
to moderate pain after treatment and 10%
reported a transient burning sensation.
Other adverse events—including pruritus
(6%) and bleeding (1%)—occurred less fre-
quently. There were no serious events.

When the parents were interviewed,
95% said they would have their child treat-
ed the same way again. Of the 14 who said
they would not, three gave their child’s
blistering as the reason and one men-
tioned pain. The others said they did not
find the multiple visits convenient or did
not give a reason.

In the Northwestern method used by
Dr. Eichenfield, the cantharidin (0.7%
concentration) is daubed on the lesions
with the wooden end of a cotton-swab,
sparing the surrounding skin. He treats no

more than 20 lesions at a time; he does not
treat facial lesions with this method.

The sites are not occluded afterward,
and the agent is washed off with soap and
water 4-6 hours later, Dr. Eichenfield said.

The treatment is relatively safe, but he
recommends physicians be trained before
using cantharidin. “If not done appropri-
ately, you can get very severe blisters.” ■

Cantharidin ‘is
much less painful
and traumatizing
than either
curettage or 
liquid nitrogen.’

DR. EICHENFIELD


