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Diabetes and patients with mental illness M 2
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What do you consider when

choosing medications? =
TS o
What benefits do you associate B E N E FE S
=

with ZYPREXA® [olanzapine)?

What risks do you assaciate with it?

But your patients are at an even

Diabetes is common.
greater risk.

« As many as 6.2% of American adults have diabetes.’
* People with serious mental illness are 2 to 4 times more

¥ S |
e One half of them may not know It. (kalt tordevatan:diabieias

0 £ ose levels that are Ly :
* 6.9% more have fasting blood glucos » There have been reports linking antipsychotics and certain

1
above normal, mood stabilizers with hyperglycemia since the 1950s.**

For additional salely profile and other impertant prescrising censideratons for ZYPRZXA, see insice and the full Presc-iting Infurmation

The Adverse Reactions section of the full Prescribing Information for ZYPREXA includes hyperglycemia linfrequent), glycosurla [infrequent]
diabetes mellitus {infrequent), diabetic acidosis [rare), and ketosis [rare) as well as postintroduction reports of diabetic coma.
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Study methodology
ZYPREXA vs risperidone: One 28-week, double-blind sludy compared ZYPREXA

Studies included patients aged 18 to 63 years, with a diagnosrs of schizaphrenia,
schizophreniform-disorder, schizoaffective disorder. or acute bipolar mania (5 to 20 mg/dayl with risperidone (4 fo 12 mg/day).

. , i o i il -, ¥ Tall o= {ir~ro iy -
Pragnosts of Lreatment-emergent diabetes was based on the clinical discretion ZYPREXA vs divalproex: One 47-week, double-blind study compared ZYPREXA

ot {he nvestigator. For this analysis. all randomized patients were considered (5 to 20 mg/day) with divalproex {500 to 2500 mg/day).

LYPREXA vs haloperidol: Three randomized, double-biind studies compared
LYPREXA {5 to 20 ma/dayl with haloperidol (5 to 20 mg/day). After the initial
6-week phase, further double-blind observations were conducted inllowing

expesure for up to 52 weeks.
Comparisons also include 2 haloperidol-controlled study of 33 subjecis receiving
ZYPREXA [1 mg/dayl.
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How do the medications you use compare?

Rates of diabetes were comparable for commonly prescribed psychotropics during

longer-term clinical trials*

Incidence of diagnosed treatment-emergent diabetes in longer head-to-head schizophrenia and bipolar mania trials®

100 ZYPREXA® [olanzapine) vs haloperidol 192 ZYPREXA vs risperidone 160 ZYPREXA vs divalproex
— 3 [1-year] pooled studies —— é-month study — 1 1-month study
= 5 A 5 23
= Mean time of exposure c - Mean time of exposure g g Mean time of exposure
4 to ZYPREXA was 8 months; = to ZYPREXA was § months; £ to ZYPREXA was & months;
z L to haloperidol, 7 months £ 4 to risperidane, £ months - - to divalproex, & months
£ 3 EL | 3 eEg | 3
35 g5 8 E
- 35| 2 59| 2 5= | 2
e £sa £3 2 a
o 2z | 2g| 1 0 0 g ! 0.8%
Pt s9 0.4% 0.5% $3 0.6% 0.6% $s |
v e U 'm J o L "‘iﬁﬁ 0
Lo =Ry i =51 0 m - = 0 LR 0%
@A A : : 5. .
haloperidol [n=1/241) P=NS M risperidone [n=1/167] PulNG divalpaex [n=1/123| P=N§
B ZYPREXA (n=5/927] W ZYPREXA [n=1/172] B ZYPREXA [n=0/125])
* These trals were not designed specifically lo svaluale jlycemic eflecis. Fasling glucose ievels were
not delermined,
E =
O ~ E For salely in‘ormat'on an halopendol risparidone. or divalproax. see the manulaciurers' respective packace inserts,
g - - For adaibions! safely profile and other importan! prescribing considerations bor ZYPREXA. see inside and the full Prescribing Information
=
m h [ —
o ! — The Adverse Reactions section of the full Prescribing Information for ZYPREXA includes hyperglycemia (infreguent), glycosuria linfrequent),
2. diabetes mellitus linfrequent), diabetic acidosis Irare), and ketosis (rare] as well as postintroduction reports of diabetic coma.
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How do the medications you use compare?

Rates of diabetes were comparable for commonly prescribed psychotropics during
longer-term clinical trials*®

< Incidence of diagnosed treatment-emergent diabetes in longer head-to-head schizophrenia and bipolar mania trials®

109 ZYPREXA® {olanzapinel vs haloperidol 00 ZYPREXA vs risperidone j 100 ZYPREXA vs divalproex
m — 3 [1-year| pooled studies e 6-month study —— 11-month study
- . : - b
= : Mean time of exposure c 2 Mean time of exposure - Mgan time af exposure
4 to ZYPREXA was 8 months; t to ZYPREXA was 5 months; E to ZYPREXA was & manths;
B 4 to haloperidol, 7 months . L lo risperidone, & months E - lo divalproex, 4 months
: : -
S5 fad E£| 3 EZ| 3
¥ 3 § 5 :
s=1 2 5 v | 2 E |
F Z o £a
(_:-._:" ] - ] = i u
A go) | sl 8%
P G < o. 0.5% 53 0.6% 0.6% s % 0 H/
23 Lo Y- T = ! b no
= £5 | 0 TETA 53| 0 = il £/l o whs 0%
%
o % haloperidol In=1/261) P=NS B risperidona (n=1/147] PuNS divalproex [n=1/123] P=NS
-~ B ZYPREXA (n=5/§27| B ZYPREXA [n=1/177) W ZYPREXA [n=0{125|

* These trials were not designed specilically to evaluate glycemic effects. Fasting glucose levels were
nol determired.

For salely inlormation on haloperidol, nspendane, or dvalproex, see the manulaciurars respective package inserts.
For additional salety protle and other imporiant prescriting considerztions for ZYPREXA, see inside and the Iull Prascribing Infcrmation.

The Adverse Reactions section of the full Prescribing Information for ZYPREXA includes hyperglycemia (infrequent), glycosuria linfrequent],
diabetes mellitus linfrequent), diabetic acidosis [rarel, and ketosis [rare) as well as postintroduction reports of diabetic coma.
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Study methodologies

§3/3208, olanzapine 32/153C, and risperidone 43/1598. Logistic regressions were
ysed to estimate odds ratios [OR] of a diagnosis of diabetes or usa of any qtabeln:
medication in the 1-year post-initiation compared to patients on typical a_nhpsy:hﬂtit:s..
controlling for age, gender, menltal health comorbidities, and “egional differences,
This analysis tabulated all diabetes incidences durim;._ i year subsequent to
antipsychotic prescriotion irrespectiva of duration of the lreatment 2pisode,

Lilly Advance PCS Study

* [ncidence among all patients comoained on typical antipsychotics was 1.6%
(307/13,782!

* Hazard ratio was signifizantly elevaled for all treatment groups ve control
palients not receving antipsychotic medications

A 2-year relrospectlive, pharmacoepidem ological study of ar independenl

prescription claims dalabase [Advance PCS| contzining over 50 million members

Patienls who had been prescribed a diabetes medicaticn at any point during the

12-month pericd prior to 2nroliment or who had been prescribed an antipsychotic

Sernyak Study
A 4-month re‘rospeclive znalysis included 38,632 outpatients listed in the Veterars

Health Administration database wilF schizephrenia who were treated with typical
or atypical antipsychotics. Using the same database, patients with 3 diagnosis

of diabetes were also identified and used tc calculate the prevaience of diabetes
mellitus among patients receiving prescriptions for antipsychotic agents. Of the
tatal number of patients included in the study, 15,984 received lypical neuroleptcs
and 22 648 rezeived atypical neuroleptics: 1.207 received clozapine: 10,770
olanzapine; 955 quietapine: and 9,903 risperidone.

during the é6-month perod pricr te enrollment we-e excluded. Disbetas mellitus
was identified by oral hypoalyceric or insulin prescription clairrs in both the study
and conlrol groups. Patients in the antipsycholic sludy group were prescribed a
single typical or atypical antipsychotic during the é months of follow-up. Out of this
database, 5.8 million patients receiving 3 prescription medication that wzs not an
antipsychotic served as the reference group. Hazard ratio was delermined by Cox

proportiona. hazard regressicn controlling ‘or age. gender, and accounting for t:me
g 2= Janssen Heallh Plans Study*

to evant. Incidence of new antidiabetic prescription was halooeridol 133/8476,
thionidazine 62/3133, clczapire 7/277, olanzasine 194/13.843. quetiapine 40/4194,
and risperidone 400/20,633. Average duration of treatment with antipsychotic
medications was: clozapine 137 days, olanzapine 89 days. quetiapine 89 days,
risperidone 90 dzys, haloperidol 68 days, and thioricazine 76 days

Janssen Quebec Medicare Study
* P-value for olanzapine vs risperidone hazard ratic was rot reported by
the investigators

» Tve analysis depicted here is of a subgroup cbhserved for 4 months prior to the
osrescr plion of the antipsychotic of interest. Odds ratio for diabetes significantly
elevated vs untreated psycholic patients for olanzzpine and typical antipsycholic
groups. but not for ¢.ozapine and risperidone groups.

» In an analysis of a subgroup that had been observed for € months prior to the
prescription of *he antipsychetic of interest, estimateg odds lor type 2 diabetes
per 12 months ~elative to untreated psychotic patients were calculated by raising
the monthly odds to the power of 12. Resulls were risperidone 0.88, olanzapine
3.10, high-patency conventiorals 2.13. low-potency convenlionals 3.46, and

(;_:3 A Janssen-sponsored analysis of patients identified from the Quebec Medicare
O database belween January 1997 and Decemker 1999. Cne cohort ccnsisted of clozapine 7.44.
':'T‘ patients who had at least 1 prescripticn for olanzapine but not clozap ne during thal A j3necen-sponsored analysis of claims data for psychosis patients (n=4,331 treated,
- PRIJOY {“'_‘1?"53];‘3“'1 the other of patients receiving risperidone out not ?l'"*‘,"zaf"“e 3,041 untreated| within 2 unspecitied healih plans encompassing 2.5 million lives.
W or clozapine In=14,792]. Patients with a diagnosis of diabetes or a prescription for Patients reparting pre-existing diabetes diagnasis or claim for antidiabetic
o insulin or an oral hypeglycemic agent before beginn ng antipsychatic therapy were medication up to 4 months prior la observation were excluded. Logistic regression
excluded, New diabetes dsagn:nses after the first all'utnpsyc'mtrc prescrlpqlmn were models compared the odds of diabetes based on exposure t each of the
;t;ﬁitgg;!ngmence alinewy ﬁahmﬁ YICHE nl_anzfapw;e 319/19,153 and risperidone antipsychotic categeries and other explanatory variables, reporting results as odds
calcu!a'tedgéngtsrzf?;::; “;Ttﬂ'i;l;a’L’z;‘f’l‘i‘-‘ﬂ':"ﬁ ﬂ*'DEEIrE ::'”d 'Elf*‘-';“df'; WE‘EE ratio per month relatve (o untrealed psychatic patients. Also reported were odds
jir e -::hnt'cpm i ': tpE-' i EET;D’ B at,":'”t“ F”E“ Y ratios of 1.05 high-potenzy typicals and 1.06 low-potency typicals. Charactenstics
PSYCNONIC MEOICINGS Was Not reporied Dy ine invesiigators. reported for the greup observed far 4 manths prior to the antipsychotic treatmen
Lilly IMS Study episode of interest were: Number of observed treatrrent episodes—clozapine 64,
¥ & +0dds ratio for clanzapine- and risperidone-treated patients was not significantly olanzapine 1,047, risperidens 1.368, high-potency typical antipsycholics 1,376. and
n? = & Aretrospective analysis of the IMS LifeLink™ claims database identified patienls EpISTﬂES:J E}:P: SRR E 'E! gl ﬂla'nzaps;n 8 3.4 montha, cispecidors 6'&.
Q LI\ = 29ed 18-65 initiated on antipsychotic medicine between October 1994 and Decerrber 2Lyl E.h 9 ~pur;.-ncy !ypnc?rhanllpsyc'huilcs 6'. o :and Iﬂw-puten_cy Typical
@ 1998. The study included only patients with nc zntipsychatic use for 4 months priar anzps?fc hnllcs Eé ; m;nths_ h S D ﬂet_alls for thy
L and no diagnosis of diabetes or receipt of any diabetic medicatior for 1 year prior subset observed for & months prior to the antipsychotic treatment egisode.
] % t\ to antipsychotic initiation. Observed diabetes incidences were lypical antipsychotics * Conlrol croup 's psychot'c patients aot Irzaled with anlissycholic medication.
o
o

a
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Incidence and odds ratlos of develOplng dlabetes durlng
treatment with antlpsychotlcs.

Findings from 5 epidemiological studies show no consistent differences
regardless of the agent studied.

Lllly'“ Bl Sanssentts o

e L:lly“ Ui Sernyak™ - ol Janssen’.
“Abianca PCS Database - | - Gusbec Medicare Databsse

1S Database’: i1 Veterans Database - | ' Health Plans Study

N 6,440 : 38,632 4,308
~ o B R e B 1.25 1.08

by i
1 ] ! '
B e e o —

- R;spéndgng = ; - l i uz?% 105 1.02
= '--O'mriz;ipihe = 2 Joedlas VU e RO, e 21% 11 1.08
= Saitagt el 121% { e
o o Vo B T T EFWEDPlﬁﬁfﬁéﬁﬁé&z:'3-'-"-."’?‘?.15':_'jf‘- ?f‘r'-'-' L2 s *J “cALCULATED 0DOS RATIO/MONTH
O -1 D-ug ﬂt studied or value not supplied. | | | M«Number of antipsycnatic-treated subjects studied. ‘

* Control group is general population pazienls receiving prescriptions other than antipsychotic madicalions. § Observed incidznce is the perce nlage of pat enls taking the medication of interest who have new
t Dala on file, Lilly Resesrch Laboratories, onset of diateles mellitus. I doas no’. control for potentially important facters such as patient age

Control . hotic satient ik tons § NEsarai dication. or guralion of trealmenl. |
LECEHELVIENE TP/ P UeRlb ot e S PrISchpLel I bVEHCUS RN Il Odds ralio relers to probability of becoming diabatic relatve Lo control group, An pdds ratio of 1.05
means Lhat for every 100 cases seen in the conirol group, no more than 105 would be expected to

develop diabetes in the comparisor. group.

For safely information on clozaping, quetiapine, or risperidone, see Lhe manulacturers’ respective package inseris.
For additional safety prolie and other imporlan! prescribing cons-deralions for ZYPREXA, se# inside and the full Prescribing Information.

LIFIHX4

The Adverse Reactions section of the full Prescribing Information for ZYPREXA includes hyperglycemia [infrequent), glycosuria linfrequent},
diabetes mellitus linfrequent], diabetic acidosis (rarel, and ketosis [rare] as well as postintroduction reports of diabetic coma.
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Important safety information

The most common treatment-emergent adverse event associated with
ZVPREXA® lclanzapine] in &-week schizophrenta Irials vs placedc wes
somnoience 124% vs 15%). Also cbserved [ZYPREXA vs placeboi were:
postural hypotension (5% vs 2%l akathisia 15% vs 1%]

s
; & i 'T.T8 | F il ; i
dizziness (11% vs 4% constipation (5% vs 3%)

personality disorder* [8% vs &%) weight cain [6% vs 1%]
The most commaon treatment-emergent adverse event associated with ZYPREXA

in placebo-controlled bipolar mania trials was somnolence’ (35% vs 13% lor

placebo). Also observed (ZYPREXA vs placaboi were:
dry mouth’ [22% vs 7%
dyspepsia [11% vs 3% asthenia
constipation {11% vs 3%, increased appelite (6% vs 3%)
tremor (6% vs 3%])

Transient, asymptomatic elevations of hepatic transaminase

in placebo-controlled schizophrenia sludies, clinically s'gaificant ALT ISGPTI
elevations (3 times the upper limit of the normal range] were oaserved in 2%
16/243] of patients exposed to ZYPREXA compared tc none [3/115] of the placebo
patients. None of these patients experienced jaundice. Periodic assessmert

of transaminases is recommended in patients with significant hepatic disease.

No baseline ECG required
No difference ir clinically significant QTc prolongation with ZYPREXA corrpared
to placsbo in premarketing clinical trials.

References

Orthostalic hypotension
q Irials of oral ZYPREXA, some patients may rave experienced

In premarketin |
with dizziness?: tachycardia®; 2nd in SOmME

arthostatic hypotension associzted
cases, syncope (15/2500. 0.6%)

Low potential for drug interactions
n or ethancl with ZYPREXA may potentiale orthostatic

Coadministration of diazepa
PREXA should be considered in patients receiving

hypolension. Lower doses of £Y
cancomitan! therapy with fluvoxamine
Tardive dyskinesia—as with ll antipsvchotic medications, orescribing should be

consislent with the need to minimize the risk of TD. If its signs and symptoms

apgear, disconbinuation should be considerad.

Seizures - occurred infrequently in premarketing clinical trials (22/2500, 0.9%..
Confounding factors may have contributed lo many of these accurrences. ZYPREXA
should be used ca stiously in patients with 3 history of seizures of with conditions

that lawer the seizure threshold.

* COSTART term for nonaggressve objectionzble behawior,

% |n bipola® manis Irials, & adverse sverls occurmd wilh statistically signu
TYPREXA than with placebo—none of these resullad "1 discontinuaiicn,

+ |n acule-phase, placebo-controlled schizophrenia trials (n=368), dizziness (11% '-'s_fi‘Hl and tachycerdia
(4% vs 1%) were reporied; thase evenls ware nat stways assacialec with hypolanston

hicantly higher incidence wath

LIGIHXA
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Important safety information

The most commeon treatment-emergent adverse event associated with
ZYPREXA® [olanzapinel in &-week schizophrenia trials vs placebo was
somnolence [26% vs 15%]. Also observed [ZYPREXA vs placebol were
postural hypotension (9% vs 2% zkathisia (5% vs 1%
dizziness [11% vs 4%)

parsonality disorder® [B8% vs 4%

constipation ‘9% vs 3%)
weight gain (6% vs 1%]

The most common treatment-emergent adverse avent associated with ZYPREXA
in placebo-controlled bipelar mania trials was somnolence® 135% vs 13% for
p.acebol. Also abserved [ZYPREXA vs placebo) were
dry mouth® (22% vs 7% dizziness® [18%
gyspepsia (11% vs 5%
constipation (11% vs 5%l creas
tremor [6% vs 3%

Transient, asymptomatic elevations of hepatic transaminase

In placebo-controlled schizophrenia studies, clinically significant ALT ISGPT]
elevations {23 times the upper limit of the normal rangel were observed in 2%
[6/243) of natients exposed to ZYPREXA compared lo none .0/115) of the placeso
patients. Ncne of these patienls exparienced jaundice. Periodic assessment

o° transaminzases is recommendec in patients with sigrificant hepalic disease.

No baseline ECG required
No difference in clinically significant QTc prolongation with ZYPREXA ccrmpared

to placebo in oremarketing clinical trials.

References

-

Orthostatic hypotension
In pramarkeling trials of oral ZYPREXA, some patients may have experienced

ortnostatic hypotension associated wilh dizziness®: lachycardia’; and in some
cases, syncope [15/2500, 0.6%!.

Low potential for drug interactions

Coadministration of diazepam or ethanol with ZYPREXA may potentiate crl.h:.ﬁf[ahc
hypotension. Lower deses of ZYPREXA should be considered in petients recenirg
concomitant therapy with fluvoxamine.

Tardive dyskinesia—as with all anlips chotic medications, prescribing should be
cansistent with the need to minimize the risk of TD. If its signs and symgtoms
appear, discontinuation shculd be considered.

Seizures—cccurred infraquently in premarketing clinical trials (22/2500, 0.9%:.
Confounding ‘aztors may have contributed to many of these accurrences. ZYPREXA
should be used cautiously in patients with a history of seizures or with conditions

that lower the seizJyre threshold.

* COSTART lerm lor nonaggressave cbieclionable tehavior, |

t In bipalar mania Irials,  adverse events occurred wath statistically E:if}ﬂlfl':aﬁll? higher incicence with
IYPEXA than with placrbo—none >l Lhese rasulted in discontmuaticn

+ In acule-phase placebo-controlled schizophrenia trials [n=268), dizziness [11% vs 4%] and lachycardio

[4% vs 1%) wers reporled: Lhese svenls were nol always associaled wath hypolension

Q/ 40 & dA9Vd

LIGIHXA

. NKSDirect. D'agnosis, risk lactors lor diabates. Available at:
Supffeew peychiatey or.acuk/diabetes/patigni/diganesis/rsk biml. Accessed Masch 7. 2003.

2. Mukheriee S, Decina P, Bocola ¥, et al Diabetes mellilus in schizophren c patients, Cemor Psyehialry,
1974:37-68-73,

3. McKes Ha, D'Arcy PFD, Wilson PJK Diabetes and schizophrenia: a prel'minary study J Clin bosp Pharm,
1986;1" :297- 299,

4. Keskiner A, Toumi AE, Bousque! T. Psyzhotropic drugs, diabeies, and chronic mental patients
Psychosomatics, 1973;16:175-181.

5 Cassidy F, Ahearn E, Carroll BJ, Elevated [requency of diabzles mellilus in hespitalized manic-depressive
patients. dm J Psychialry, 1999:156:1417-142C

5. Charatan FBE, Bartlett NG, The effect of chlorpromazine [“Largaclil’] on giucase lolerance. J Menia' Sci.
1925101 381-353.

7. Isojaryi JI, Laalika nen TJ, Krip M, et a.. Obesily and endocrine dicorders in women {aking 72lproste for

epilepsy. Ann Neursl. 199459 579-584,

8. Garlang EJ, Remick R4 Tis AP. Weicht gain with 2ntidep-essants and uthium. J G Psychopharmacol

1988:8.323-330.

9. Melierup ET. Dam H, Wildschiodiz G. Ralselsen 0J. Divrna; varation of tload glucese during lithium

Ireatment, J Affective Dys, 1983:5:361-347,

Unsealed in Alaska v. Lilly 3AN 07-5630 CIV

10. Buse /B, Gavazzoni 2, Harnbhuckle K, et al. A relraspective cohort study of Jiabeles mellitus and
antipsyctotic trealment i1 the Lnited States, / Clin Epidemicl, 2003:56:144-170,

14, Garo ), Ward A, L.evinton C, Robinson K. The msk ol d'abetes durng nla'uaping Lse compared with
risperidone use. a retrospective dalabase anzlysis J Clin Psychiatry 2002;63(12]:1135-1139,

12. Lage MJ, Kemner |, Looshrock D, Hill AL Use ol atypical antipsychotics and the incidence ol diabetes:
evidenca from a claims database. Prasentac a:: 53rd IPS Annual Mee'ing; Oct 10-14, 7001 Orlando, Florida

13. Sernyak M., Leslie DL Alarcon RD, et 2L Associalion of diabetes mellitus with use of alypical
neuroleptics in the trealment of schizophrenia. Am J Psychialry, 2002; 159:581-564.

14, Gianfrancesco FD, Grogg A-, Mahmoud RA, 2t al. Dilferental elfects of risperidone, olanzapine,
clozapine, and conventional anlipsychelics on Tvpe 2 diabetes: findings from a large health plan
datadase. J Clin Psychiatry. 2002:63(10]:920-930.

15. American Digbetes Associaticn Screening lor type 2 diabeles, Diabetes Cace. 2000,23 [suapl 1L

14. Rewers M, Hamman RF. Risk Faclors for non-insulin dependent ciabeles. Diabates in America 2nd Ed,
Natl inst ol Health 1595:179-220,

17 Foss MC, Paula FJ, Paccoloa GM, &t al Penpheral glucose metabolism i human hyperprolactinazmia.
Ciin Endocranel 1995:43:721-726.



The dlabetes I'ISk your patlents face may be even .
_greater if they: 1517 ' -

<

V' Are African American, ¥ Are hypertensive.

Native American,

- Asian American/Pacific Islander, Z Have pDLYCYStiC ovary syndrome.

or Hispanic.
¥ Have a previous history of

¥ Are 45 years of age or older. glucose intolerance.
e ¥/ Have a body mass index 225 kg/m". ¥ Have a family history of diabetes.
é:i

. = M Have dyslipidemia. ¥ Have a history of gestational 8

= diabetes or delivered a baby

¥/ Do not get enough exercise. weighing >9 lbs.

For additional salely profile and cther important prezcribing considerations for ZYPREXA, see inside and the full Prescnbing nlormation.

LIGIHXA

The Adverse Reactions section of the full Prescribing Information for ZYPREXA includes hyperglycemia {infrequent), glycosuria (infrequentl,
dizabetes mellitus (infrequent}, diabetic acidosis [rare), and ketosis (rare] as well as postintroduction reports of diabetic coma.
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Consider the whole story.

* Diabetes is common, and people with serious mental illness are at an even greater risk

* Among patients treated with different antipsychotics, clinical trial and epidemiological

data show no consistent differences in rates of diabetes

* Assess patients for risk factors of diabetes, irrespective of which psychotropic

Is prescribed

e Treatment selection should be based on the patient's underlying psychiatric condition

and the overall risk/benefit profile of the medication

For addilional satety prolile and other important prescribing considerations lof LYPREXA, see inside and the lull Prescribing Inlormation
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The Adverse Reactions section of the full Prescribing Information for ZYPREXA includes hyperglycemia [infrequent), glycosuria [infrequent),
diabetes mellitus (infrequent), diabetic acidosis [rarel, and ketosls (rare) as well as postintroduction reports of diabetic coma.
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