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NOW AVAILABLE

Important Safety Information
OPANA® and OPANA® ER are opioid agonists and Schedule II controlled substances with an abuse liability similar to morphine. OPANA®

and OPANA® ER can be abused in a manner similar to other opioid agonists, legal or illicit.
OPANA® ER has a boxed warning as follows:
WARNING: OPANA® ER contains oxymorphone, which is a morphine-like opioid agonist and a Schedule II controlled substance, with an
abuse liability similar to other opioid analgesics.
Oxymorphone can be abused in a manner similar to other opioid agonists, legal or illicit. This should be considered when prescribing 
or dispensing OPANA® ER in situations where the physician or pharmacist is concerned about an increased risk of misuse, abuse, or
diversion.
OPANA® ER is an extended-release oral formulation of oxymorphone indicated for the management of moderate to severe pain when a
continuous, around-the-clock opioid analgesic is needed for an extended period of time.
OPANA® ER is NOT intended for use as a prn analgesic.
OPANA® ER TABLETS are to be swallowed whole and are not to be broken, chewed, dissolved, or crushed. Taking broken, chewed, 
dissolved, or crushed OPANA® ER TABLETS leads to rapid release and absorption of a potentially fatal dose of oxymorphone. 
Patients must not consume alcoholic beverages, or prescription or nonprescription medications containing alcohol, while on OPANA® ER  therapy. 
The co-ingestion of alcohol with OPANA® ER may result in increased plasma levels and a potentially fatal overdose of oxymorphone.
OPANA® and OPANA® ER are contraindicated in patients with a known hypersensitivity to oxymorphone hydrochloride, morphine analogs
such as codeine, or any of the other ingredients of OPANA® and OPANA® ER; in patients with moderate or severe hepatic impairment or in
any situation where opioids are contraindicated such as: patients with respiratory depression (in the absence of resuscitative equipment or
in unmonitored settings), acute or severe bronchial asthma, hypercarbia, and in any patient who has or is suspected of having paralytic ileus.
Respiratory depression is the chief hazard of OPANA® and OPANA® ER, particularly in elderly or debilitated patients. OPANA® and OPANA® ER
should be administered with extreme caution to patients with conditions accompanied by hypoxia, hypercapnia, or decreased respiratory
reserve such as: asthma, chronic obstructive pulmonary disease or cor pulmonale, severe obesity, sleep apnea syndrome, myxedema,
kyphoscoliosis, central nervous system (CNS) depression, or coma.  
Patients receiving other opioid analgesics, general anesthetics, phenothiazines or other tranquilizers, sedatives, hypnotics, or other CNS
depressants (including alcohol) may experience additive effects resulting in respiratory depression, hypotension, profound sedation, or coma.
OPANA® and OPANA® ER should be used with caution in elderly and debilitated patients and in patients who are known to be sensitive to CNS 
depressants, such as those with cardiovascular, pulmonary, renal, or hepatic disease. OPANA® and OPANA® ER should be used with caution
in patients with mild hepatic impairment and in patients with moderate to severe renal impairment. These patients should be started cautiously
with lower doses of OPANA® or OPANA® ER while carefully monitoring for side effects.
OPANA® ER is not indicated for preemptive analgesia (administration preoperatively for the management of postoperative pain).
The most common adverse drug reactions (≥10%) reported at least once by patients treated with OPANA® in all clinical trials were nausea
and pyrexia. The most common adverse drug reactions (≥10%) in all clinical trials for OPANA® ER were nausea, constipation, dizziness
(excluding vertigo), vomiting, pruritus, somnolence, headache, increased sweating, and sedation.
Please see accompanying Brief Summaries of full Prescribing Information, including boxed warning on OPANA® ER, on the following pages.

OPANA® is indicated for the relief of 
moderate to severe acute pain where the 
use of an opioid is appropriate.

OPANA® ER is indicated for the relief of moderate to severe pain
in patients requiring continuous, around-the-clock opioid
therapy for an extended period of time.
• OPANA® ER is not intended for use as a prn analgesic.
• OPANA® ER is not indicated for pain in the immediate

postoperative period (12–24 hours following surgery) for
patients not previously taking opioids because of the risk of
oversedation and respiratory depression requiring reversal
with opioid antagonists. 

• OPANA® ER is not indicated for pain in the postoperative
period if the pain is mild or not expected to persist for an
extended period of time. 
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Address the Stress Underlying Risky Behaviors
B Y  B E T S Y  B AT E S

Los Angeles  Bureau

L O S A N G E L E S —  Many behaviors that
raise the risk of diabetes also act as stress
relievers in patients demoralized by life-
long hardship, Dr. Ann K. Bullock said at
the annual meeting of the American As-
sociation of Diabetes Educators.

Overeating, alcohol and drug use, ciga-
rette smoking—even the numbing effect
of watching TV rather than exercising—
all can be seen as adaptive responses to
profound stress.

“The problem isn’t that we do dumb
things to help calm stress. The problem is
that we have so much stress,” said Dr. Bul-
lock, medical director of the Eastern Band
of Cherokee Indians in Cherokee, N.C.

Evidence is mounting that even early
childhood stressors impact adult coping
behaviors that undermine health, she said.
Nicotine, for example, “perks you up but
calms you down.”

Dr. Bullock noted that researchers from
Kaiser Permanente and the Centers for
Disease Control and Prevention showed in
the late 1990s a strong dose-dependent re-
lationship between “adverse childhood ex-
periences,” such as physical or emotional
abuse, and smoking in adulthood ( JAMA
1999;282:1652).

Carbohydrates help to modulate brain
serotonin level, and high-fat, high-calorie
“comfort foods” appear to help turn off
the hypothalamic-pituitary-adrenal axis
(Proc. Natl. Acad. Sci. USA 2003;
100:11696-701).

“There’s a little mini Prozac in that mac
and cheese,” she quipped. Standing “in our
nice white coats” lecturing people to give
up cigarettes and comfort foods just won’t
work, according to Dr. Bullock.

“You want me to give up the stuff that
helps me get through the day so I don’t get
a bad disease or a complication that might
take me out of this painful life a little soon-
er? Hmmm,” she said.

The key to reducing diabetes risk may
lie in the amygdala, not the pancreas.

That primitive brain center is where
stress takes root early in life, establishing
autonomic nervous system hyperreactiv-
ity and potentially setting off a cortisol-
and-epinephrine–driven cascade that in-
creases hepatic glucose level, blood
pressure, and heart rate while elevating in-
sulin resistance in adipose tissue.

“We’re running away from lions all the
time,” she said, which primes the body to
ignite an exaggerated physiologic response
to family conflict, job insecurity, and the
“hugely traumatizing” lifelong effects of
poverty and racism.

The pattern becomes magnified with
each generation of children raised by trau-
matized parents, who not only pass on ge-
netic stress responses but create stressful
home environments as well.

Meaningful interventions address the
stress, not the unhealthy behaviors, she
said. For individual patients, progressive
muscle relaxation, breathing exercises,
biofeedback, guided imagery, and practices
such as qi gong can relay to the amygdala
the message that “in the present moment,
I am okay.”

Group medical visits, 12-step programs,
and support groups can foster emotional
healing through shared experiences.

Spirituality and a connection to one’s
ethnic identity can provide deep comfort
to some. Dr. Bullock recounted an early
study performed on the Pima Indians in
which those randomized to a control
group that spent time learning the histo-
ry and culture of their tribe outperformed
those involved in an active weight-man-
agement program on nearly every biologic

parameter (Diabet. Med. 1998;15:66-72).
Health professionals can help by advo-

cating in the community for programs
that improve the conditions of early life for
disadvantaged patients, from prenatal sup-
port to parenting classes, excellent day
care, and strong schools, she said.

On a personal basis, “we can be a won-
derful support for our patients,” she said.
“Understand that there is lot going on that
is bigger than their diabetes.”

As many diabetes researchers have

learned, there may be no point in dis-
cussing a patient’s body mass index, he-
moglobin A1c, or neuropathy before sitting
down to hear about their alcoholic spouse
or troubled kids.

“If nothing else—and this is pro-
found—have a sense of compassion for
your patients,” said Dr. Bullock. “For
some patients, we are the one place in
their lives where they get nonjudgmen-
tal attention and listening. Can you imag-
ine that?” ■


