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Brief Counseling
Achieves the Best
Cessation Results
N E W O R L E A N S —  Behavioral inter-
ventions aimed at smoking cessation
showed modest albeit statistically signifi-
cant efficacy in a new meta-analysis of 51
randomized controlled trials totaling near-
ly 27,000 smokers, Salvatore Mottillo re-
ported at the annual meeting of the Amer-
ican College of Cardiology.

There were four types of interven-
tions: brief physician-given advice to quit,
typically a one-on-one intervention last-
ing 30 seconds to a couple of minutes; in-
dividual counseling by a therapist or
physician in a more in-depth session of at
least 20 minutes; group counseling; or
proactive telephone counseling in which
a nurse or therapist makes multiple
phone calls to follow up on the patient’s
smoking status.

All of the studies used biochemically
validated patient self-reported smoking
abstinence at 6 and/or 12 months as an
end point.

Control subjects were individuals who
felt motivated to quit smoking but got no
assistance. Their success rate was about
10%. All four types of behavioral inter-
vention boosted the success rate to about
15%-17%, with no significant difference
among them, according to Mr. Mottillo.

“Clearly, there’s not one intervention
that stands out as being more effective
than the others. It seems as though mini-
mal clinical intervention—that’s the brief
advice provided by a physician—may be as
effective as these more resource-intensive
interventions requiring more time and a
lot more money,” said Mr. Mottillo, an un-
dergraduate student at McGill University,
Montreal, in an interview. He said he and
his coinvestigators have applied to the
Canadian Institutes for Health Research
for funding of a head-to-head comparative
trial testing that hypothesis.

Nicotine patches and other pharma-
cotherapies appear to be slightly more ef-
fective than are behavioral interventions.

In a separate meta-analysis, Mr. Mottil-
lo’s coinvestigators found that motivated
patients given pharmacotherapeutic help
were roughly twice as likely to quit smok-
ing as controls. However, there has not
been a randomized trial that compares be-
havioral and pharmacologic interventions,
Mr. Mottillo noted.

—Bruce Jancin

Focus on Comorbidities, Not Tics, in Tourette’s 
B Y  PAT R I C E  W E N D L I N G

Chicago Bureau

N E W Y O R K —  Tourette’s syndrome
treatment should be targeted to improve
comorbidities rather than on the char-
acteristic vocal and motor tics, Dr. John
T. Walkup said at a psychopharmacolo-
gy update sponsored by the American
Academy of Child and Adolescent Psy-
chiatry.

“To enhance outcome, go for the co-

morbidity; don’t go for the tics,” said Dr.
Walkup of the department of psychiatry
and behavioral sciences at Johns Hopkins
University, Baltimore.

“As tics are easy to spot, doctors have a
tendency to treat tics first and then stop,”
Dr. Walkup said at the meeting. “It’s an
impulse I would encourage everyone to re-
strain.”

As tics wax and wane even during treat-
ment, treating physicians can get caught
“chasing” tics by upping the dose, and

adding or changing meds. Because tics
wax and wane, doctors may falsely believe
that the medication just delivered was re-
sponsible for the improvement, Dr.
Walkup said. 

Additionally, the comorbidity may not
respond to tic-suppressing medications,
and a few children with Tourette’s will
actually develop anxiety or depressive
disorders on antipsychotics, Dr. Walkup
said.

Tics can present in upward of 25% of

school-aged children. Tourette’s syn-
drome is associated with several coexist-
ing conditions, including obsessive-com-
pulsive disorder, attention-deficit
hyperactivity disorder (ADHD), anxiety
and depressive disorders, and other be-
havioral problems. 

A small percentage of patients have a
poor outcome from tics alone, Dr.
Walkup said.

Taking a good family and social histo-
ry is essential to identifying genetic and



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†
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environmental factors for these condi-
tions. 

Children are at risk for specific comor-
bid conditions at certain ages. As a gen-
eral rule, ADHD is more likely to occur
in children at about ages 5-7 years, where-
as anxiety tends to present between 8-10
years, depression between 10-14 years,
and the classic version of bipolar disorder
from age 14 years and up, Dr. Walkup
said.

“If you’ve got a kid with a history of
mild tics and who at age 9 deteriorates in
his course, I’d be looking for an anxiety
disorder as a potential cause of the dete-
rioration, he said.

Many Tourette’s syndrome patients also
have behavioral problems, Dr. Walkup
said. 

Since Tourette’s is considered a neuro-
logic disorder, parents inadvertently may
back off routine discipline strategies re-
sulting in an increase in behavior prob-
lems, he explained. 

Dr. Walkup recommends parent train-
ing for child behavioral problems, includ-
ing emotional outbursts.

Data are expected at the end of 2007
from two large National Institutes of
Health–funded studies evaluating behav-
ioral strategies for tic suppression in chil-
dren with Tourette’s, he said. ■

Tics wax and wane, so they’re not a reliable measure for gauging treatment
effectiveness, says Dr. John T. Walkup of Johns Hopkins University in Baltimore.
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