
It's on its 
way to 

your office. 
BROMFED® Timed-release Capsules 
(brompheniramine maleate 12 mg and 
pseudoephedrine HCI 120 mg) 

BROMFED·PD® Timed-release Capsules 
(brompheniramine maleate 6 mg and 
pseudoephedrine HCI 60 mg) 

Brief Summary 
CONTRAINDICATIONS Hypersensitivity to any of the in-
gredients. Also contraindicated in patients with severe hy-
perte~sro_n ,_ severe corona~y artery disease, patients on 
MAO 1nh1b1tor therapy, patients with narrow-angle glau-
~oa~~·a~t~~k~Y retention, peptic ulcer and during an asth-

WARNINGS Considerable caution should be exercised 
in patients with hypertension, diabetes mellitus, ischemic 
heart d1sease, hyperthyroidism, increased intraocular 
pressure and prostatic hypertrophy. The elderly (60 years or 
older) are more likely to exhibit adverse reactions. 
Antihistamines may cause excitability, especially in chil-
dren. At dosages higher than the recommended dose ner-
vousness, dizziness or sleeplessness may occur. ' 
PRECAUTIONS General : Caution should be exercised 
in patients with high blood pressure, heart disease, dia-
betes or thyroid disease. The antihistamine in this product 
may exhibit additive effects with other CNS depressants, 
1nclud1ng alcohoL 
Information for Patients: Antihistamines may cause drowsi-
ness and ambulatory patients who operate machinery or 
motor vehicles should be cautioned accordingly. 
Drug Interactions : MAO inhibitors and beta adrenergic 
blockers Increase the effects of sympathomimetics. Sym-
pathomimetics may reduce the antihypertensive effects of 
methyldopa, mecamylamine, reserpine and veratrum alka-
loids. Concomitant use of antihistamines with alcohol and 
other CNS depressants may have an additive effect. 

~~~gn';;':~"J~~~;t~g[~~e~ use of this product in pregnancy 

ADVERSE REACTIONS Adverse reactions include 
drowsiness, lassitude, nausea, giddiness, dryness of the 
mouth , blurred. vision, cardiac palpitations, flushing , in-
creased ~rn tab1111y or excitement (especially in children). 
Dosage and Administrat ion 

BROMFED" CAPSULES Adults and children over 
12 years of age: 1 capsule every 12 hours. 

BROMFED-PD'" CAPSULES Children 6 to 12 years 
of age: 1 capsule every 12 hours. Adults and children over 
12 years of age: 1 or 2 capsules every 12 hours. 
BROMFED" TABLETS Adults and children 12 and 
over, One tablet every 4 hours not to exceed 6 doses in 24 
hours. Children 6 to 12 years: One-half tablet every 4 hours 
not to exceed 6 doses 1n 24 hours. Do not give to children 
under 6 years except under the advice and supervision of a 
physician. 
CAUTION: FEDERAL (U .S.A) LAW PROHIBITS DIS-
PENSING WITHOUT A PRESCRIPTION. 
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'Loopholes' weaken 
hospital accreditation 
policy 

To the Editor: 

I read your editorial "Hospi-
tal accreditation pounds an-
other 'nail' in the 'smoking' cof-
fin (JAOA1991;91 :1171) with 
pleasure. However, this pleas-
ure soon turned to dismay as 
I realized that the tough new 
accreditation policy of the 
American Osteopathic Associa-
tion is full of holes for the con-
venience of nearly anyone 
who may not want to contrib-
ute to the establishment of a 
smokeless society. 

Specifically, the policy 
states that hospitals may 
inake exceptions to their pol-
icy where "abrupt cessation of 
smoking would be detrimen-
tal to the patient." I tried to 
think of those medical condi-
tions that would be exacer-
bated by abrupt cessation of 
cigarette smoking and there-
by cause harm to the patient. 
My list was very short. 

Another provision in this 
policy states that hospitals 
"will segregate, where practi-
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cal , patients authorized to 
smoke from nonsmoking pa-
tients." When is it not practi-
cal to segregate smokers from 
nonsmokers in · any environ-
ment, especially that of a hos-
pital? Even the US military, 
traditionally a hard-drinking, 
heavy-smoking group, now 
has established totally smoke-
free hospitals . Anyone in a 
military hospital must now 
step outside in designated ar-
eas to smoke. Why can't the 
rest ofthe hospitals make this 
logical transition? In my opin-
ion, the potential for a malprac-
tice suit lies behind this fail-
ure to segregate. 

In short, what began and 
ended as a triumphant proc-
lamation, seemed, in the mid-
dle, to be little more than loop-
holed lip service. I hope that 
those persons in politically 
powerful positions can, in the 
future, adopt a policy more con-
sistent with those of us dedi-
cated to saving and improving 
lives. 

LT JAMES C. HORSPOOL, DO 
Department of Pediatrics 
Walter Reed Army Medical 

Center 
Washington, DC 
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In hypertension 
Once-Daily Efficacy1 

Plus 
Important Safety Benefits 

Especially in Patients 
Over 55 

••• 

Safe and well-tolerated regardless of age.2 In controlled clinical 
trials, overall incidence of adverse events comparable to 
placebo. Incidence of cough statistically significant.3 

Same starting dose even in patients with mild-to-moderate renal 
impairment (Cicr~30 mUmin).4 

No important pharmacokinetic interactions observed when 
coadministered with: 

• digoxin3 • warfarin5 • naproxen3 

• propranolol3 
• cimetidine3 • atenoloP 

• furosemide6 
• chlorthalidone3 • hydrochlorothiazide7 

The evaluation of any hypertensive patient should include renal function studies. ACE inhibition may 
cause changes in renal function in susceptible individuals . Lotensin is contraindicated in patients who are 
hypersensitive to this product or to any other ACE inhibitor. Angioedema has been reported in patients 
receiving ACE inhibitors. Please consult brief summary of Prescribing Information, including the "Drug 
Interactions and Precautions - Impaired Renal Function" sections on last page. 

C I B A 



ONCE DAILY 

LotenS"IiiTM 
"~~o~o~~pril HCI 

ACE inhibition without age inhibition 
Lotensin® 
benazepril hydrochloride 
Tablets 

BRIEF SUMMARY J(OR FULL PRESCRIBING 

~~~?!fn'o~~NAJo u~&rE~~~~~~sT/ndK:ated for the treatment of 
hypertension. It may be used alone or in combination with thiazide 
d1uretk:s. 

In using Lotensin, consideration should be given to the fact that 
another angiotensin-converting enzyme inhibitor, captopril, has caused 
agranulocytosis, particularly in patients w~h renal impairment or 
collagen-vascular disease. Available data are insufficient to show that 
Lotensin does not have a similar risk (see WARNINGS). 
CONTRAINDICATIONS Lolensin is contraindicated in patients who are 

~Xf{~f~~~~~i::::~~~~~g~~;~~ ~~ht~e A~~:ne~~~ities , lips 
longue, glottis, and larynx has been reported in 113tients treated with 
angiotensin-converting enzyme inhibitors. In U.S. clinical trials, 
symptoms consistent with angioecema were seen in none of the 
subjects who received placebo and in about 0.5% ol the subjects who 
received Lotensin. Angioedema associated with laryngeal edema can 

~o~~a~~rZ~~:;~~~rin~~~~ r~r~~1ne~ao~ldt~~ f~f:cd~llR~:d ~nd 
appropriate therapy insmuted immediately. Where there is 
illVIIIvement of the tongue, glottis, or larynx, likely to cause airway 
obstruction, appropriate therapy, e.g., subcutaneous epinephrine 
injection 1:1000 (0.3 mL to 0.5 mLl should be promptly 
administered (see ADVERSE REACllONS). 
Hy~otension Lotensin can cause symptomatic hypotension. Like other 
ACE inhibitors, benazepril has been only rarely associated ~ 
hypotension in uncomplicated hypertensive patients. Symptomatic 
hypotension is most likely to occur in patients who have been volume-

~~~~s~~~~~~~~~~;;~,ad[i~r~~fJ;r~b0~~~gd~6fJ~~~~~g)'cird~ltry 
depletion should be corrected before initiating therapy with Lotensin. 

In patients with congestive heart failure, with or without associated 
renal insufficiency ACE mhiMor therapy may cause excessive 
hypotension, whiCh may be associated w~h oliguria or azotemia and, 
rarely, with acute renal failure and death. In such pat~nts , Lotensin 
therapy should be started under close medical supervision; they should 
be followed closely for the first 2 weeks of treatment and whenever the 
dose of benazepri[ or diuretic is increased. 

pos~ltri.pao~~~~~~~~~·. \~:a~:9~~~~~t~~~~lu~~u~;n s~rne 
physiological saline. Lotensin treatment usually can be continued 
following restoration of blood pressure and volume. 
Neutropenia/Agranulocytosis Another angiotensin-converting enzyme 
inhibitor, captopril, has been shown to cause agranulocytosis and bone 
marrow depression, rarely in uncomplicated patients but more 
frequently 1n patients witn renal impairment, especial~ if they also have 

~c~!~i~~~~TI~~~i~i~ fr~~ ~~~~~~~~'gp~,:!~~r:r~sus or 

~1~~~~~~io ~~~~d~~~ ~~n!f,Tferi~~~~s ~?itc~~;t; ~~~~~~l~osis at 
considered in patients with collagen-vascular disease, especially rt the 
disease is associated with impaired renal function. 
Fetal/Neonatal Morbidity and Mortality ACE inhibrtors can cause fetal 
and neonatal morbidity and mortality when administered to pregnant 
women. 

trim::~ ~f~:~~~~~ ~~~~~ ~~ ~:n ~~P~'Ws t~p :'~~~~and third 
hypotension, renal failure, skull hypoplasia, and death. Oligohydram-
niOS has also been reported, presumably resulting from decreased fetal 
renal function; oligohydrammos has been associated with fetal limb 

~~~~~~~:;1. ~~~,i~\~~e~;~~rr~~~~:ia~~~~g~as~~e~~rurity and 

~~:f~e~~~e~ ~~~~eun~~':Ze~~nu~efoot~~A~~~~i~~~it~:~~gb~~~r or 
to the mother's underlying disease. 

It is not known whether exposure limited to the first trimester can 
adversely affect fetal outcome. 

A palient who becomes pregnant while taking ACE inhibitors, or 

~o :~~i~c~~~b~~o~~~unsal\";~ gc:~~~i t~h~:iv~ ;egnsed of 
inhigitors during the second or third trimester of pregnancy, frequent 
unrasound examinations should be pertormed to look for 
oligohydramnios. When oligohydramnios Is found, ACE inhiMors 
should generally be discontinued. 

Infants witn histories of in utero ex~sure to ACE inhib~ors should 

~ff~~':~~~~~3~~~~~~~~s~nili~~~ai~J~~~~~fb\~ 
pressure and renal pertusion. Benazepril could theoretically be 
removed from the neonatal circulation by exchange transfusion, but no 
experience with this procedure has been reported. 

At doses that did not induce matemal toxicity, no embryotoxic, 
fetotoxic or teratogenic effects of Lotensin were seen in studies of 
pregnant rats, mice and rabMs. On a mglm' basis, the doses used in 
these studies were 6ii times (in rats) , 9 t1mes (in m1ce), and more than 
0.8 times (in rabbits) the maximum recommended human dose 
(assuming a 50 kg woman). On a mg/kg basis these muniptes are 300 
fimes (in rats) , 90 times (in mice) and more than 3 times (In rabbrts) 
the maximum recommended human dose. 
PRECAUTIONS-General /m aired Renal Function: As a consequence 
of inhiMing the reni · · osterone syst~% changes 1n 
renal function may sceptible mdiviouals. rn patients 
wrth severe cong ose renal function may depend 
on the activity of the renin-angiotensin-aldosterone system, treatment 

with angiotensin-converting enzyme inhibiTors, including Lotensin, 
may be associated with oliguria and/or progressive azotemia and 
(rarely) wrth acute renal failure and/or deatn. In a small study of 
hypertensive patients with renal artery stenosis in a solitary kidney or 

~~r~~~::.~;i~eiX~~~~nlf~~~~~d"i~r~~e~r:ti:se~~~~ted 
increases were reversible upon discontinuation of Lotensin or diuretic 
therapy, or both. When such patients are treated wrth ACE inhibrtors, 
renal function should be monrtored during the first few weeks of 

~~;~~~r ~:a"s~Y~~eg;~T~1~r~~r~~~?nagg:~~r~~if:~~~~ ~~~~ 
serum creatinine, usually minor and transient, especially when 
Lotensin has been given concomitantly with a diuretic. This is more 
likely to occur in patients with preexisting renal impairment. Dosage 
reduction of Lotensin and/or discontinuation of the diuretic may be 
required. Evaluation of the hypertensive patient should always 
include assessment of rena[ function (see DOSAGE AND 
ADMINISTRATION). Hyperkalemia: In clinical trials, hyperkalemia 

~~~)p:~~:~:n;1~~~2~aTerl1o?.~?~f~~~n~~eu~~~l~~ of 

~~~~3 dLe~~~~:igo~~i~~~~~~~~Yth~~~ f.."Jt~~;~~~~~~;;,;~c~nt 
of hyperkalemia include renal insufficiency, diabetes mellrtus, and the 
concom~nt use of potassium-sparing diuretics, potassium 

~~g~~~~~nJ~~~~~rgu~~~~i~r~~~~~nL~~e~il~ul~i~~~· which 
Interactions). Impaired Litltlr Function: In patien s with hepatic 
dysfunction due to cirrhosis, levels of benazeprilat are essentially 
unanered. Surgery/Anesthesia: In patients undergoing surgery or 

~y,r~~Q~~~hi~~i~~~sfRr,nlgr~~\fo~D('~~ ~~Fd0~~~~:is~~~fri' 
secondary to compensatory renin release. Hypotension that occurs as 
a result of this mechanism can be corrected by volume expansion. 
Information for Patients ·Angioedema: Ang iOedema, including 
laryngeal edema, can occur with treatment with ACE inhibitors, 
especially follow1ng the first dose. Patients should be so advised and 
told to report immediate! any signs or symptoms suggesting . 
ang1oede 1ps, or tongue, or diffiCUlty 1n 
breathing) until they nave consuned with the 
prescrib1 Hypo/ension: Patients should be 
cautioned hat ightheadedness can occur, especially during the first 
days of therapy, and it should be reported to the prescribing physician. 
Palients shoultl be told that rt syncope occurs, Lotensin should be 

disc~W~~~~~~~ni~6~T!6~sg,:~~~~~~n~!~i~~~:~u':1t~~nr~~~~ -or 
excessive perspiration, diarrhea, or vom~ing can lead to an excessive 
fall in blood pressure, with the same consequences of lightheadedness 
and possible syncope. Hyperkalemia: Patients should lle told not to 
use potassium supplements or salt substrtutes containing potassium 
without consulting the prescribing physician. Neutropema: Patients 
should be told to promptly report any indication of infection (e.g., sore 
throat fever) , which could" be a sign of neutropenia. 
Drug Interactions -Oiurelics: Patients on diuretics, especially those in 
whom diuretic therapy was recently inst~uted, may occasionally 
experience an excessive reduction of blood pressure after inrtialion of 

ro~~t~nw~~ '&~~~~rm~~~~~:~~i~~d?~c~~~~~~~~:~~~~~i~~ 
increasing the salt intake prior to initiation of treatment with Lotensin. 

gb~~~EnXi£0%.~RI1N\~~~qi3~r.o$~~~y~~b.tJ;~Ye~~A~~oo 
Potassium-Sparing Diuretics: Lotensin can attenuate potassium loss 

~~i~~~~c~~~.di~i~~~a~~i~~~~~~~-:~~7Re~)r~~~otassium 
supplements can increase the risk of hyperkalemia. Therefore, rt 
concom~nt use of such agents is indicated, they should be given with 
caution, and the patient's serum potassium should be monitored 
frequently. Oral Anlicoagulants: Interaction studies w~h wartarin and 

~~~~g~~~~~~~i~~ ~r'~IT~i~ :We~~~r\Jre:~~t7t~J~~~~on the 
Lithium: Increased serum l~hium levels and symptoms of l ~hium 
toxicity have been reported in patients receiving ACE inhibitors during 
therapy with lithium. These drugs should be coadministered with 
caution, and frequent mon~oring of serum l~hium levels is 
recommended. ff a diuretic is also used, the risk of lithium toxicity may 
be increased. Other: No clinK:ally important phamnacokinetic 
interactions occurred when Lotensin was administered concom~ntly 
with · · emide, digoxin, 
pro 

L ~ 

~~~~~3~~~:: ~~~~:1'~~~~~-~~~~~rgr~t~a:~r~~e~~oxin. 
interactions. Benazepril, like other ACE inh ib~ors , has had less than 
add~ effects with beta-adrenergic blockers, presumably because 
both drugs lower blood pressure oy inhib~ing parts of the renin-
angiotensin system. 
Carcinogenesis, MutaQenesis Impairment of Fertility No evidence 
of carcinogenicity was found When benazepril was administered by 
gavage to rats and mice for up to two years at doses of up to 150 mg/ 
kg/day. When compared on the basis of bodtv weights, th1s dose is 110 
times the maximum recommended human dose. When compared on 
the basis of body surtace areas, this dose is 18 and 9 times (rats and 
mice, respectivety) the maximum recommended human dose 
(calculations assume a patient weight of 60 kg). No mutagenic activity 
was detected in the Ames test in bacteria (with or w~hout metabolic 
activation), in an in vttro test for foiWard mutations in cunured 
mammalian cells, or in a nucleus anomaly test. In doses of 50-500 
mg/kg /day (6-60 times the maximum recommended human dose 
baSed on m!llm' comparison and 37-375 times the maximum 
recommenced human dose based on a mglkg comparison), Lotensin 

had no adverse effect on the reproductive pertorrnance of male and 
female rats. 
~~~~~cy Category D See WARNINGS, FetaVNeonatal Morbidity and 

~~~~~rlt~~~~x~:~i~l!n~~ph~n~~~s~~~~~~~c~~~6i~a:nd of 
treated with benazepril. A newborn child ingesting entirely breast milk 
would receive less than 0.1% of the mg/kg maternal dose of 
benazepril and benazepriiat. 

~ea~tric\ i~~l ~1J~~~o~IL~~~~.0ie~~i~i;e 'm0 6~~~ w~re~e~,ril 
were 75 or older. No overall differences in effectiveness or safety were 
o bseiVed between these patients and younger P.atients, and other 
reported clinical experience has not identified differences in responses 
between the eldertv and younger patients, but greater sensitivity of 
some older indiviouals cannot be ruled out. 
Pediatric Use Safety and effectiveness in children have not been 
established. 
ADVERSE REACTIONS Lotensin has been evaluated for safety in over 
6000 patients with hypertension; over 700 of these patients were 
treated for at least one year. The overall incidence of rer,orted adverse 

eve~~~~~~~~~~':ri~c't~~~~~~~~~~~fr~~cf;~~~~nsient , and 
there was no relation between side effects and age, duration of 
therapy, or total dosage within the range of 2 to 80 mg. 
Discontinuation of therar because of a side effect was requ ired in 
~~fi~~~~~~:t~d5~1gt p~aceggtients treated with Lotensin and in 3% of 

The most common reasons for discontinuation were headache 
(0.6%) and cough (0.5%). 

In placebo-controlled' trials, cough was reported by 68 of 2004 
benazepril-treated patients (3.4%) and by 7 of 525 placebo-treated 

~~~qt~.'l~i~a~ii~~bt~5/~~r~df~:~~~~rr~b~~~~~~~~e~~~ 
pati~~: ~~J~ ~~f~~e~~~if~:~~~ ~b1~sF~~~~~robab~ related to study 

r:~~:~i~'iit~~slg ~i~sgg~o~:~~ials in more an 1% of patients 
PATIENTS IN U.S. PLACEBO-CONTROLLED STUDIES 

LOTENSIN PLACEBO w = 1629) (N = 498) 

Headache "9"2 in ~ ~ 
Dizziness 53 3.3 12 2.4 
Fatigue 42 2.6 11 2.2 
Cough 31 1.9 5 1.0 
Nausea 23 1.4 5 1.0 

Other adverse experiences reported in controlled clinical trials (in 
less than 1% of benazepril patents/ and rarer events seen in 
postmarketing experience, Include he following (in some, a causal 
relationship to drug use is uncertain): Cardiovascular: ~mptomatic 

~Yf$,t,e~;~o~Y~g~"[~ Jn1 ~.~'{h~fr~~~n~Yi.lut~~~~nfig~~~7d~ of 
therapy in 4 ~atients who had received benazepril monotherapJ and in 

~m~m~N~ ~a~dr~~~1~~~f~~~~:~h ~~~\~~~~~~~i~ (see 
pectoris, palpitations, · · 
patients with no appar disease, abou % have 
sustained increases in t least 150% of their 

~~~~~i~alue~~~~s~~:;'6~~i~~i~n~;~~~~o~t~~~~e~~i~1y:;mses 
fraction of~se patients (less than %.1%) developed simu~neous 
(usually transient) increases in blood urea nrtrogen and serum 

~:~7~~eilt'dl~"n'ig:,;n,:.: D~~00c1l'nr~~~~~nh~J'e~~~~e~~~~~s 
wrth benazepril, 0.5% of patie~s experienced edema of the lips or face 
w~hout other manifestations of ang1oecema. Angioedema associated 
with tazngeal edema and/or shock may be fatal. If angioedema of the 

1~~i~erir~i~~e~o~f;s~~gg~i3bg'g~~o~7~~~dlaa~~xa:rg~~ate 
therapy instituted immediately (see WARNINGS). Gastroin/eslinal: 
Constipation, ~astritis, vom~1ng, and melena. Oermatologic: Apparent 
hypersens~ivi reactions (manrtested by dermatrtis, pruntis, or rash) 
and flushing. eurologic and Psychiatnc: Anxiety, decreased libido, 
hypertonia, msomnia, neiVousness, and paresthes~. Other: Arthralgia, 
arthritis, asthenia, asthma, bronch~is , dyspnea, ~otence, infection, 

~rt;!~, ·c~~~~~~~~~~~n~r~g~rinary tract inf ion. 
Crea/inine and Blood Urea Nitrogen: Of hlJ.'ertensive patients with no 

rt~:~~ ~~~t;~i~~6e~a~~~~,;,b~ulh~ir' ~:i'ili~~s~il~~ i~r;ses 
receiving Lotensin, but most of these increases have disappeared 
desprte continuing treatment A much smaller fraction of these patients 
{less than 0.1 %1 aevetoped simu~neous (usually transient) Increases 
m blood urea nifrogen and serum creatinine. None of these mcreases 
required discontinuation of treatment. Increases in these laboratory 
values are more likely to occur in patients with renal insufficiency or 
those pretreated w~n a diuretic and, based on experience with other 
ACE inhib~ors , would be expected to be especially likely in patients 
with renal artery stenosis (see PRECAUTIONS, Genera~ . 
Potassium: Since benazepril decreases aldosterone secretion, 
elevation of serum potass1um can occur. Potassium supplements and 
potassium-sparing diuretics should be given with caution

1
and the 

patient's serum potassium should be monrtored frequenl•y (see 
PRECAUTIONS). Hemoglobin: Decreases in hemoglobin (a low value 
and a decrease of 5 !lldl) were rare, occurring in onty 1 of2014 
patients receiving Lolens1n alone and in 1 of 1357 patients receiving 
Lotensin plus a diuretic. No U.S. patients discontinued treatment 
because of decreases in hemoglobin. Other(causal rela/ionships 
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Lotensin* benazepril hydrochloride 

unknown): Clinically important changes in standard laboratory tests 
were rarely associated with Lotensin administration. Elevations of liver 
enzymes, serum bilirubin, uric acid, and blood glucose have been 
reported, as have scattered incidents of hyponatremia, electrocardio-

~~fmi~~ag~~~ ~~~~~~n~~~~~t~'~e:~frit0=~;.; ~7 ~~~~~ 
abno 
OVER Single oral doses of 3 a/kg benazepril were associated 
wrth t lethality in mice. Rats fiowever, tolerated single oral 
doses of up to 6 Q11<g. Reduced activity was seen at 1 Q11<g in mice and at 
5 a/kg in rats. Human overdoses of benazepril have not been reported, 
bu1 the most common manifestation of human benazepril overdosage is 
likely to be hypotension. 

laboratory determinations of serum levels of benazepril and its 
metabolrtes are not widely available, and such determinations have, in 
any event, no established role in the management of benazepril 
overdose. 

No data are available to suggest physiological manewers (e.g., 
manewers to change the pH ol the urine) that might accelerate 
elimination of benazepril and rts metabolnes. Benazeprilat can be 
removed from the body by dialysis, but this intervention should rarely, ff 
ever, be required. 

Angiotensin II could presumably serve as a specffic antagonist-
antidote in the setting of benaze r ril overdose, but angiotensin II is 
essentially unavailable outside o scatterec research facilrties. Because 
the hypotensive effect of benazepril is achieved through vasodilation and 
effective hypovolemia, rt is reasonable to treat benazepril overdose by 
infusion of normal saline solution. 
DOSAGE AND ADMINISTRATION The recommended inrtial dose for 
patients not receiving a diuretic is 10 mg once-a-<Jay. The usual 

~:~g~rn~g~~~rly~n~~ ~~:S"Ag fos'e ~{ ~d~in~i~:~~s a single 
increased response, but experience with this dose is Rmited. The divided 
regimen was more effective in controlling trough (pre-dosing) blood 
pressure than the same dose given as a once-<Jaily regimen. Dosage 
adjustment should be based on measurement of peak (2-6 hours after 
dosing) and trough responses. If a once-<Jaily reg1men does not give 

:~~~if~\~u~~h~~~o~se ~~~~~:r~l~,'!:'~~e~~~~~irse~ot control~d 
wrth Lotensin alone, a diuretic can be added. 

Total daily doses above 80 mg have not been evaluated. 
Concomnant administration ol Lotensin with potassium 

supplements, potassium salt substitutes
1 

or potassium-
(~~~~b~O'fflJ~~).~d to increases o serum potassium 

In patients who are currently bein~ treated with a diuretic, 
symptomatic hypotension occasional can occur following the 
inrtial dose of Lotensin. To reduce the ikelihood of hypotension, the 
diuretic should, ff possib~, be discontinued two to three days prior to 
beginning therapy with Lotensin (see WARNINGS). Then, ff blood 
pressure 1s not controlled wrth Lotensin alone, diuretic therapy should be 
resumed. 

If the diuretic cannot be discontinued, an inrtial dose of 5 mg 
Lotensin should be used to avoid excessive hypotension. 
Dosage Adjustment in Renal Impairment 
For patients wrth a creatinine clearance <30 mUmin/1.73 m2 (serum 
creatinine >3 mgldl), the recommended initial dose is 5 mg Lotensin 
once daily. Dosage may be trtrated upward until blood pressure is 
controlled or to a maximum total daily dose of 40 mg. 

Printed in U.S.A. 

CIBA 
Dist. by: 
CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summ~. New Jersey 07901 

References: 

C91·13 

1. Whalen J, Skalky C, deSilva J, Weber M. Peak and trough effects of 
3 once daily dose levels of benazepril in mild-moderate 
hypenension. Am J Hypettens. 1989;2(pan 2):45A. 

2. Gomez HJ, Glazer R, Mallows S. deSilva J. Benazepril in the 
treatment of older and elderly hypenensive patients. Royal 
Society of Medicine Services International Congress and 
Syrnposium Series No.166 ;1990:111·121 . 

3. Data on file , CIBA Pharmaceutical Company. 
4. Kaiser G, Ackermann R, Sioufi A. Pharmacokinetics of a new 

angiotensin-converting e11Lyme inhibitor, benazepril hydrochloride, 
in special populations. Am Heatt J. 1989;117:746. 

5. Van Hecken A, De Lepeleire I. Verbesselt Ret al. Effect of 
benazepril , a converting enzyme inhibitor, on plasma levels and 
activity of acenocoumarol and warfarin. lnt J Clin Pharmacal 
Res. 1989; 8:315·319. 

;. De Lepeleire I, Van Hecken A, Verbesselt R et al . Interaction 
between furosemide and the converting enzyme inhibitor 
benazepril in healthy volunteers. Eur J Clin Pharmacal. 
1988;34:465-468. 

f. Kaiser G, Dresse A, Ackermann A et at. Interaction between 
benazepril hydrochlorothiazide and hydrochlorothiaziade in healthy 
volunteers. Eur Heatt J. 1989;10(suppl):118. 

!:l 1992, CIBA-GEIGY Corporation. 144-13017-A 



Your education 
is important to us! 

Left Photo: Don Middleton, D.O., Resident, 
Tracy Middleton, D.O., Resident 
and "small" patient at FOH. 

Right Photo: Sucheta Kulkarni, D.O., Intern 

"Flint Osteopathic Hospital has provided acute and general health 
care for the Flint community for 50 years. The hospital is affiliated 
with Michigan State University and offers a full range of medical, 
surgical, emergency, and intensive care services. All medical and 
surgical subspecialties are covered. At FOH the intern and resident 
receives training in both outpatient ambulatory care as well as 
inpatient practices. 

FOH, with 359 beds, is the largest osteopathic hospital in 
Michigan offering intern and residency training programs for 
osteopathic physicians. The medical education program is designed 
to provide a structured curriculum and experience in diagnosis and 
treatment. Morning reports and guest physician lectures occur 
daily. Reading lists and objectives have been developed for each 
service. A monthly journal club is conducted by each clinical 
department. EKG conferences are scheduled twice monthly. The 
FOH Congdon Lecture Series brings both D.O. and M.D. physicians 
to the hospital each month. Prominent practitioners, representative 
of both medical communities, share expertise in research findings 
during these monthly, day-long seminar presentations. 

Ambulatory clinics have been established and provide 
longitudinal continuity training for interns and residents. Both 
traditional and alternative track internships are available at FOH. 
The hospital is a charter member of the Consortium of Osteopathic 
Graduate Medical Education and Training (COG MET) in association 
with Michigan State University." 

Residencies 
• Anesthesia 
• Family Practice 
• Gastroenterology 
• Internal Medicine 
• Obstetrics/Gynecology 
• Ophthalmology 
• Orthopedics 
• Otorhinolaryngology 
• Pathology 
• Pulmonary 
• Radiology 
• Surgery 
• Urology 

+EQt! 
3921 Beecher Rd. 
Flint, MI 48532 

Fellowships/Subspecialty 
Residencies 
• Medical Diseases of the Chest 
• Gastroenterology 

One-year rotating Internships 
Student externshtps 

Christopher T. Meyer, D.O. 
Vice President of Medical 
Education 

Dennts V. DeSimone, D.O. 
Director of Medical Education 

(313) 762-4707 

Where family matters 
· ··:..~.:,· 



Antihistamines can have an 
overwhelming effect on sinusitis. 
There are no antihistamines in Guaifed. So there's 
no excess dryness or drowsiness. 
Guaifed relieves sinusitis with the most widely used 
nasal decongestant, pseudoephedrine HCl, and a 
proven mucoevacuant, guaifenesin. But unlike 

GUAIFED®capsules 
(pseudoephedrine HCI120 mg and 

guaifenesin 250 mg) 

most other brands, the guaifenesin in Guaifed is 
immediately released for more rapid relief. It's an 
advantage your patients will truly appreciate. 
Also available as Guaifed-PD Capsules. 
Please see adjacent page for brief summary of prescribing in formation. 

GUAIFED·PD®capsules 
(pseudoephedrine HCI60 mg and 

guaifenesin 300 mg) 

Muro 


