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For moderate to severe pain when a continuous, around-the-clock
analgesic is needed for an extended period of time

THERE CAN BE 
LIFE WITH RELIEF

TM

•Q12h dosing convenience
•Onset of analgesia within 1 hour in most patients1*
•Convenient conversion and titration
•OxyContin® is an opioid agonist and a Schedule II controlled substance with 

an abuse liability similar to morphine. Consider this when an increased risk of 
misuse, abuse, or diversion is a concern

•OxyContin® Tablets are NOT intended for use as a prn analgesic
•OxyContin® TABLETS ARE TO BE SWALLOWED WHOLE AND ARE NOT 

TO BE BROKEN, CHEWED, OR CRUSHED. TAKING BROKEN, CHEWED, 
OR CRUSHED OxyContin® TABLETS LEADS TO RAPID RELEASE AND 
ABSORPTION OF A POTENTIALLY FATAL DOSE OF OXYCODONE

•OxyContin® 80 mg and 160 mg Tablets ARE FOR USE IN OPIOID-TOLERANT 
PATIENTS ONLY. These tablets may cause fatal respiratory depression when administered 
to opioid-naive patients

• The most serious risk with OxyContin® is respiratory depression, which can be fatal
• OxyContin® is not indicated for pre-emptive analgesia, pain in the immediate 

postoperative period (the first 12 to 24 hours following surgery) in patients not previously 
taking OxyContin® (because its safety in this setting has not been established), or pain 
that is mild or not expected to persist for an extended period of time

• As used here, “moderate” and “moderate to severe” pain do not include 
commonplace and ordinary aches and pains, pulled muscles, cramps, sprains, 
or similar discomfort
Purdue is firmly committed to maintaining the highest standards of marketing practices in the industry while continuing 
to advance the proper treatment of pain in America. If Purdue’s marketing and sales practices fail to meet this standard, 
we urge you to contact us at 1-888-690-9211.

*From a single-dose study.
Reference: 1. Sunshine A, Olson NZ, Colon 
A, et al. Analgesic efficacy of controlled-
release oxycodone in postoperative pain. 
J Clin Pharmacol. 1996;36:595-603.

Please read brief summary of prescribing information, 
including boxed warning, on adjacent page.
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MRI Equals CT for Acute Brain Hemorrhage
B Y  C H R I S T I N E  K I L G O R E

Contributing Writer

Magnetic resonance imaging is su-
perior to CT for detection of
chronic brain hemorrhage and is

its equal in confirming suspected acute in-
tracerebral hemorrhage, judging from the
findings of a prospective, multicenter
study.

Many stroke centers currently obtain
both MRI and CT in initial evaluations of
suspected brain hemorrhage, a practice
that is costly in both time and money. Giv-
en the new findings, MRI “may be ac-
ceptable as the sole imaging technique for
acute stroke at centers with expertise,” re-
ported Chelsea S. Kidwell, M.D., of the
UCLA Stroke Center, and associates.

Noncontrast CT has been the standard
brain imaging
study for the
initial evalua-
tion of patients
with stroke, but
interest in mul-
timodal MRI—
and its potential
ability to distin-
guish hemor-
rhage from
cerebral is-
chemia—has
been building.

The findings
of the Hemor-

rhage and Early MRI Evaluation (HEME)
study also suggest that gradient recalled
echo (GRE) MRI—in addition to detecting
hyperacute and chronic hemorrhage—
may be able to detect regions of hemor-
rhagic transformation of an acute is-
chemic stroke that are not evident on CT
( JAMA 2004;292:1823-30).

The study was performed between 2000
and 2003 at two stroke centers—UCLA
Stroke Center in Los Angeles and Subur-
ban Hospital in Bethesda, Md. Patients
presenting with focal stroke symptoms
within 6 hours of onset underwent brain
GRE MRI followed by noncontrast CT.
Scans were read by four blinded readers.

The findings complement another re-
cently published study performed by the
German Stroke Competence Network,
which suggested that MRI is as accurate as
CT for the detection of hyperacute hem-
orrhage (Stroke 2004;35:502-6).

In fact, when preliminary results of this
other study became available, the HEME
investigators performed an interim analy-
sis of their own data and found that MRI
was detecting acute hemorrhages not seen
on CT. They stopped their own study ear-
ly, after 200 patients were enrolled, to ex-
pedite their analysis.

The panel detected hemorrhage of any
type in 71 patients with MRI and in 29 pa-
tients with CT. Acute hemorrhage specif-
ically was diagnosed in 25 patients on
both MRI and CT.

In four additional patients, however,
acute hemorrhage was identified on the
MRI but not on the corresponding CT.
The panel interpreted each of these cases
as hemorrhagic transformation of an is-
chemic infarct.

In three patients, regions interpreted as
acute hemorrhage on CT were interpret-
ed as chronic hemorrhage on MRI. In one
patient, subarachnoid hemorrhage was di-
agnosed on CT but not on MRI. And in 49
patients, chronic hemorrhage, most often
microbleeds, was seen on MRI but not CT.

In an accompanying editorial, Louis R.
Caplan, M.D., of Beth Israel Deaconess
Medical Center, Boston, said that results of
this and other studies indicate that “for di-
agnosis of acute stroke, CT is not needed

if a medical center has rapid access to
modern MRI” ( JAMA 2004;292:1883-5).

The investigators noted that it is unclear
whether evidence of hemorrhagic trans-
formation on MRI conveys a higher risk of
symptomatic hemorrhage with throm-
bolytic treatment. The role of microbleeds
in determining patient eligibility for
thrombolytic therapy is also unknown,
the investigators said.

An important caveat to the role of MRI,
they noted, is that with small hemorrhages,

blood that appears as acute on CT may ap-
pear as chronic on GRE MRI. “A noncon-
trast CT may be required to confirm the
diagnosis in these cases,” they said.

Patients in the study had a mean age of
75 years. The median times to MRI and to
CT were approximately 2 and 3 hours af-
ter symptom onset, respectively. The MRI
stroke protocol generally took 10-15 min-
utes—timing that should allay concerns
about the length of MRI’s image acquisi-
tion time, they reported. ■

Many stroke
centers currently
obtain both MRI
and CT in initial
evaluations of
suspected brain
hemorrhage, a
practice that is
costly in both
time and money.


