
Why Tofranil-PM™?

Help make it stop.
      Prescribe Tofranil-PM™.

Important Safety Information: Tofranil-PMTM Capsules are indicated for the relief of symptoms of depression. Tofranil-PMTM is 
contraindicated in patients receiving monoamine oxidase inhibiting compounds, or in patients who have taken such compounds within the 
preceding 14 days. Tofranil-PMTM is also contraindicated during the acute recovery period after a myocardial infarction. Tofranil-PMTM may 
impair the mental and/or physical abilities required for the performance of potentially hazardous tasks, such as operating an automobile or 
machinery, and should not be taken with alcohol.

Please see brief summary of Prescribing Information on adjacent page and full Prescribing Information before use.
COVIDIEN, COVIDIEN with Logo, and TM marked brands are trademarks of Covidien AG or its affi liate. © 2008 Covidien AG or its affi liate. All rights reserved. February 2008

SR8195-608  

Suicidality in Children and Adolescents: Antidepressants increased the risk compared to placebo of suicidal thinking 
and behavior (suicidality) in children, adolescents, and young adults in short-term studies of major depressive 
disorder (MDD) and other psychiatric disorders. Anyone considering the use of imipramine pamoate or any other 
antidepressant in a child, adolescent, or young adult must balance this risk with the clinical need. Patients of all 
ages who are started on antidepressant therapy should be monitored appropriately and observed closely for clinical 
worsening, suicidality, or unusual changes in behavior. Families and caregivers should be advised of the need for close 
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Rapid Response May Predict Binge Eating Outcome
B Y  S U S A N  L O N D O N

Contributing Writer

S E A T T L E —  The predictive utility of a
rapid response to treatment for binge eat-
ing disorder and obesity depends on the
type of treatment, a randomized, con-
trolled trial shows.

It also is important to identify predictors,
because many patients with binge eating
disorder do not remit from the binge eat-
ing and many fail to lose weight, lead au-
thor Carlos M. Grilo, Ph.D., reported at an
international conference sponsored by the
Academy for Eating Disorders. 

Efforts aimed at identifying conven-
tional predictors have met with little suc-
cess. A different approach might be to look
at patients’ treatment response rather than

at their characteristics before treatment,
said Dr. Grilo, director of the Eating Dis-
orders and Obesity Research Program at
Yale University, New Haven, Conn.

In a randomized, controlled trial among
125 obese patients with binge eating dis-
order, the investigators compared 6
months of behavioral weight loss thera-
py (BWL), 6 months of cognitive-behav-
ioral therapy (CBT), and a combination of
4 months of CBT followed by 6 months
of BWL. Patients were weighed biweek-
ly. Binge eating frequency was assessed
from self-reports and from the Eating
Disorders Examination Interview, ad-
ministered at baseline, end of treatment,
and 6 and 12 months thereafter, said Dr.
Grilo, also a professor of psychiatry and
psychology at Yale. 

The patients were 44 years old on aver-
age, and 68% were women, Dr. Grilo re-
ported at the conference, which was
cosponsored by the University of New
Mexico. Fully 70% had Axis I diagnoses,
and 27% had Axis II diagnoses. The mean
body mass index was 39 kg/m2, and the
mean number of binge episodes per
month was 16. 

Analyses focusing on the two monother-
apy groups showed that 47% of patients
assigned to BWL and 67% of patients as-
signed to CBT had a rapid response to
treatment—defined as a reduction in the
number of binge episodes by at least 70%
during the first 4 weeks of treatment. 

In the BWL group, the percentage of
patients in binge remission (meaning they
had no bingeing episodes in the previous
month) increased in the year after treat-
ment among rapid responders but re-
mained unchanged among non–rapid re-
sponders. At each assessment (end of
treatment, 6 months, 12 months), the re-
mission rate was significantly higher
among the former group, with a differ-
ence at 12 months of about 68% vs. 18%. 

In the CBT group, the percentage of pa-

tients in remission remained stable in the
year after treatment among rapid respon-
ders and increased among non–rapid re-
sponders, with about 70% and 53%, re-
spectively, in remission at 12 months.

As a result, the remission rate was sig-
nificantly higher in the rapidly responding
subset only at the end of treatment, a pat-
tern that may reflect a “catching up”
among those without a rapid response, Dr.
Grilo speculated.

When it came to weight loss, the change

in body mass index for the BWL group
was significantly greater among rapid re-
sponders than among non–rapid respon-
ders at each assessment, with a reduction
of 4% vs. 0% at 12 months. Dr. Grilo char-
acterized this as an exciting finding given
the difficulty of achieving weight loss in
this population. 

In contrast, in the CBT group, no dif-
ference in this outcome was found ac-
cording to speed of response. “Quite
frankly, whether you had a rapid response

to CBT or not didn’t matter, because you
really didn’t lose much weight,” he said.

“Clinically, we think that the findings
suggest that binge eating patients who re-
spond rapidly may have the best potential
outcome with behavioral weight loss, be-
cause they may be more likely to remit
from binge eating plus they may actually
lose weight,” Dr. Grilo asserted.

Dr. Grilo reported that he had no con-
flicts of interest in association with the
study. ■

‘Whether you had
a rapid response
to CBT or not didn’t
matter, because
you really didn’t
lose much weight.’
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