
DETROL LA is the #1 prescribed brand for OAB*—
with BIG REDUCTIONS in OAB symptoms1,2

DETROL LA is indicated for the treatment of overactive bladder with symptoms of urge incontinence, 
urgency, and frequency. DETROL LA is contraindicated in patients with urinary retention, gastric retention, 
or uncontrolled narrow-angle glaucoma and in patients who have demonstrated hypersensitivity to the 
drug or its ingredients. DETROL LA capsules should be used with caution in patients with clinically significant 
bladder outflow obstruction, gastrointestinal obstructive disorders, controlled narrow-angle glaucoma, and 
significantly reduced hepatic or renal function. Dry mouth was the most frequently reported adverse 
event (DETROL LA 23% vs placebo 8%); others (≥4%) included headache (DETROL LA 6% vs placebo 4%), 
constipation (DETROL LA 6% vs placebo 4%), and abdominal pain (DETROL LA 4% vs placebo 2%).
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TOTAL PATIENT POPULATION1

≥5 urgency incontinence episodes/week
P= .0001

SEVERE UI POPULATION2

21 to 168 urgency incontinence episodes/week
P= .022

(n=507)

(n=507) (n=171)

(n=210)
33%

68%

30%

71%

REDUCE SEVERE URGENCY INCONTINENCE (UI) EPISODES

Landis et al. J Urol. 2004;171:752-756.2
A post hoc subgroup analysis of the Van Kerrebroeck study.
See full study description on next page.

Van Kerrebroeck et al. Urology. 2001;57:414-421.1
A 12-week, placebo-controlled study.
See full study description on next page.

Please see important product 
information on next page.

*  Source: IMS Health, NPA data, based on total US prescriptions of antimuscarinics for OAB from October 2001 to November 2006.
†  Source: IMS Midas Global Sales Audit, Verispan longitudinal data, based on total prescriptions of DETROL and DETROL LA for OAB from April 1998 to October 2006.

86 million
prescriptions†

Improved Control. Less Bother.™

Ju n e  1 ,  2 0 0 7   •   w w w. o b g y n n ew s . c o m Obstetrics 11

Be Practical When Treating Gestational Diabetes
B Y  M A RY  E L L E N  S C H N E I D E R

Ne w York Bureau

N E W YO R K —  Physicians should take an
aggressive approach in treating obese
women with gestational diabetes because
they have a relatively short time in which to
make a difference, Dr. Oded Langer advised
at the annual meeting of the Diabetes in
Pregnancy Study Group of North America.

Gestational diabetes is generally recog-
nized late in pregnancy, at around 26-28

weeks, and many of these women will de-
liver by 38 weeks, which means that physi-
cians have only a 10-week window to put
an effective treatment plan in place, said Dr.
Langer, chairman of the department of ob-
stetrics and gynecology at St. Luke’s–Roo-
sevelt Hospital Center in New York.

He suggested that physicians take a prac-
tical approach and target the factors that
can lead to large-for-gestational-age (LGA)
babies and other obstetric complications,
and that can be changed within 10 weeks.

An analysis of the possible factors that
result in LGA babies among obese moth-
ers with gestational diabetes showed that
treatment modality, obesity, mean blood
glucose, severity of the disease, parity,
previous macrosomia, and weight gain
were all independent contributors to LGA
births (Am. J. Obstet. Gynecol.
2005;192:1768-76). But among those fac-
tors, only three—treatment modality,
mean blood glucose, and weight gain—
can be modified within 10 weeks, he said.

Physicians need to treat those three fac-
tors through the use of insulin or gly-
buride, as well as modifications in diet and
exercise, he said.

However, diet and exercise alone would
not make a significant difference in only 10
weeks, Dr. Langer cautioned.

Although lifestyle interventions are
known to produce the best results in pre-
venting the development of diabetes, such
results are difficult to accomplish in a
short time period, he explained. ■


