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BRIEF SUMMARY
INDICATIONS AND USAGE

Ambien (zolpidem lartrate) is indicated for the short-term treatment
of insomnia. Hypnotics should generally be limited to 7 to 10 days
of use, and réévaluation of the patient is recommended if they are
to be taken for more than 2 to 3 weeks.

Ambien should not be prescribed in quantities exceeding a 1-month
supply (see Warnings).

CONTRAINDICATIONS
None known.

WARNINGS
Since sleep disturbances may be the presenting manifestation of a
physical and/or psychiatric disorder, symptomatic treatment of in¬
somnia should be initiated only after a careful evaluation of the
patient. The failure of insomnia to remit after 7 to 10 days of
treatment may indicate the presence of a primary psychiatric and/or
medical illness which should be evaluated. Worsening of insomnia
or the emergence of new thinking or behavior abnormalities may be
the consequence of an unrecognized psychiatric or physical disorder.
Such findings have emerged during the course of treatment with
sedative/hypnotic drugs, including Ambien. Because some of the
important adverse effects of Ambien appear to be dose related (seePrecautions and Dosage and Administration), it is important to use
the smallest possible effective dose, especially in the elderly.

A variety of abnormal thinking and behavior changes have been
reported to occur in association with the use of sedative/hypnotics.Some of these changes may be characterized by decreased inhibition
(eg. aggressiveness and extroversion that seemed out of character),
similar to effects produced by alcohol and other CNS depressants.
Other reported behavioral changes have included bizarre behavior,
agitation, hallucinations, and depersonalization. Amnesia and other
neuropsychiatrie symptoms may occur unpredictably. In primarily
depressed patients, worsening of depression, including suicidal think¬
ing, has been reported in association with the use of sedative/
hypnotics.

It can rarely be determined with certainty whether a particularinstance of the abnormal behaviors listed above are drug induced,
spontaneous in origin, or a result of an underlying psychiatric or
physical disorder. Nonetheless, the emergence of any new behavioral
sign or symptom of concern requires careful and immediate evaluation.

Following the rapid dose decrease or abrupt discontinuation of
sedative/hypnotics, there have been reports of signs and symptoms
similar to those associated with withdrawal from other CNS-depres¬
sant drugs (see Drug Abuse and Dependence).

Ambien, like other sedative/hypnotic drugs, has CNS-depressant
effects Due to the rapid onset of action, Ambien should only be
ingested immediately prior to going to bed. Patients should be
cautioned against engaging in hazardous occupations requiring com¬
plete mental alertness or motor coordination such as operating
machinery or driving a motor vehicle after ingesting the drug, including
potential impairment of the performance of such activities that may
occur the day following ingestion of Ambien. Ambien showed additive
effects when combined with alcohol and should not be taken with
alcohol. Patients should also be cautioned about possible combined
effects with other CNS-depressant drugs. Dosage adjustments may
be necessary when Ambien is administered with such agents because
of the potentially additive effects.
General PRECAUTIONS
Use in the elderly and/or debilitated patients: Impaired motor
and/or cognitive performance after repeated exposure or unusual
sensitivity to sedative/hypnotic drugs is a concern in the treatment
of elderly and/or debilitated patients. Therefore, the recommended
Ambien dosage is 5 mg in such patients (see Dosage and Adminis¬
tration) to decrease the possibility of side effects. These patients
should be closely monitored.
Use in patients with concomitant illness: Clinical experience with
Ambien in patients with concomitant systemic illness is limited.
Caution is advisable in using Ambien in patients with diseases or
conditions that could affect metabolism or hemodynamic responses.
Although preliminary studies did not reveal respiratory depressant
effects at hypnotic doses of Ambien in normals, precautions should
be observed if Ambien is prescribed to patients with compromised
respiratory function, since sedative/hypnotics have the capacity to
depress respiratory drive. Post-marketing reports of respiratory in¬
sufficiency, most of which involved patients with pre-existing respi¬
ratory impairment, have been received. Data in end-stage renal failure
patients repeatedly treated with Ambien did not demonstrate drug
accumulation or alterations in pharmacokinetic parameters. No dosage
adjustment in renally impaired patients is required; however, these
patients should be closely monitored (see Pharmacokinetics). A study
in subjects with hepatic impairment did reveal prolonged elimination
in this group; therefore, treatment should be initiated with 5 mg in
patients with hepatic compromise, and they should be closely
monitored.
Use in depression: As with other sedative/hypnotic drugs, Ambien
should be administered with caution to patients exhibiting signs or
symptoms of depression. Suicidal tendencies may be present in such
patients and protective measures may be required. Intentional over¬
dosage is more common in this group of patients; therefore, the
least amount of drug that is feasible should be prescribed for the
patient at any one time.
Information for patients: Patient information is printed in the com¬
plete prescribing information and is available in pads for distribution
to patients.
Laboratory tests; There are no specific laboratory tests recommended.
Drug interactions
CNS-active drugs: Ambien was evaluated in healthy volunteers in
single-dose interaction studies for several CNS drugs. A study in¬
volving haloperidol and zolpidem revealed no effect of haloperidol on
the pharmacokinetics or pharmacodynamics of zolpidem. Imipramine
in combination with zolpidem produced no pharmacokinetic interac¬
tion other than a 20% decrease in peak levels of imipramine, but
there was an additive effect of decreased alertness. Similarly, chlor-
promazine in combination with zolpidem produced no pharmacoki¬
netic interaction, but there was an additive effect of decreased
alertness and psychomotor performance. The lack of a drug inter¬
action following single-dose administration does not predict a lack
following chronic administration.

An additive effect on psychomotor performance between alcohol
and zolpidem was demonstrated.

Since the systematic evaluations of Ambien in combination with
other CNS-active drugs have been limited, careful consideration
should be given to the pharmacology of any CNS-active drug to be
used with zolpidem. Any drug with CNS-depressant effects could
potentially enhance the CNS-depressant effects of zolpidem.
Other drugs: A study involving cimetidine/zolpidem and ranitidine/
zolpidem combinations revealed no effect of either drug on the
pharmacokinetics or pharmacodynamics of zolpidem. Zolpidem had
no effect an digoxin kinetics and did not affect prothrombin time
when given with warfarin in normal subjects. Zolpidem's sedative/
hypnotic effect was reversed by flumazenil; however, no significant
alterations in zolpidem pharmacokinetics were found.
Drug /Laboratory test interactions: Zolpidem is not known to in¬
terfere with commonly employed clinical laboratory tests.
Carcinogenesis, mutagenesis, impairment of fertility
Carcinogenesis: Zolpidem was administered to rats and mice for 2
years at dietary dosages of 4, 18, and 80 mg/kg/day. In mice, these
closes are 26 to 520 times or 2 to 35 times the maximum 10-mg
human dose on a mg/kg or mg/m2 basis, respectively. In rats these
doses are 43 to 876 times or 6 to 115 times the maximum 10-mg
human dose on a mg/kg or mg/m2 basis, respectively. No evidence
of carcinogenic potential was observed in mice. Renal liposarcomas
were seen in 4/100 rats (3 males, 1 female) receiving 80 mg/kg/
day and a renal lipoma was observed in one male rat at the 18 mg/

kg/day dose. Incidence rates of lipoma and liposarcoma for zolpidem
were comparable to those seen in historical controls and the tumor
findings are thought to be a spontaneous occurrence.
Mutagenesis: Zolpidem did not have mutagenic activity in several
tests including the Ames test, genotoxicity in mouse lymphoma cells
in vitro, chromosomal aberrations in cultured human lymphocytes,
unscheduled DNA synthesis in rat hepatocytes in vitro, and the
micronucleus test in mice.
Impairment of fertility: In a rat reproduction study, the high dose
(100 mg base/kg) of zolpidem resulted in irregular estrus cycles and
prolonged precoital intervals, but there was no effect on male or
female fertility after daily oral doses of 4 to 100 mg base/kg or 5
to 130 times the recommended human dose in mg/m2. No effects
on any other fertility parameters were noted.
Pregnancy
Category B. Studies to assess the effects of zolpidem on human
reproduction and development have not been conducted.

Teratology studies were conducted in rats and rabbits.
In rats, adverse maternal and fetal effects occurred at 20 and 100

mg base/kg and included dose-related maternal lethargy and ataxia
and a dose-related trend to incomplete ossification of fetal skull
bones.

In rabbits, dose-related maternal sedation and decreased weight
gain occurred at all doses tested. At the high dose, 16 mg base/kg,there was an increase in postimplantation fetal loss and underossi-
fication of sternebrae in viable fetuses.

This drug should be used during pregnancy only if clearly needed.
Nonteratogenic effects: Studies to assess the effects on children
whose mothers took zolpidem during pregnancy have not been
conducted. However, children born of mothers taking sedative/hyp¬
notic drugs may be at some risk for withdrawal symptoms from the
drug during the postnatal period. In addition, neonatal flaccidity has
been reported in infants born of mothers who received sedative/
hypnotic drugs during pregnancy.
Labor and delivery: Ambien has no established use in labor and
delivery.
Nursing mothers: Studies in lactating mothers indicate that between
0.004 and 0.019% of the total administered dose is excreted into
milk, but the effect of zolpidem on the infant is unknown.

The use of Ambien in nursing mothers is not recommended.
Safety and effectiveness in children below the age of 18 have not

been established.
ADVERSE REACTIONS

Associated with discontinuation of treatment: Approximately 4%
of 1,701 patients who received zolpidem at all doses (1.25 to 90
mg) in U.S. premarketing clinical trials discontinued treatment because
of an adverse clinical event. Events most commonly associated with
discontinuation from U.S. trials were daytime drowsiness (0.5%),
dizziness (0.4%), headache (0.5%), nausea (0.6%), and vomiting
(0.5%).

Approximately 6% of 1,320 patients who received zolpidem at all
doses (5 to 50 mg) in similar foreign trials discontinued treatment
because of an adverse event. Events most commonly associated
with discontinuation from these trials were daytime drowsiness
(1.6%), amnesia (0.6%), dizziness (0.6%), headache (0.6%), and
nausea (0.6%).
Incidence in controlled clinical trials
Most commonly observed adverse events in controlled trials:
During short-term treatment (up to 10 nights) with Ambien at doses
up to 10 mg, the most commonly observed adverse events associ¬
ated with the use of zolpidem and seen at statistically significant
differences from placebo-treated patients were drowsiness (reported
by 2% of zolpidem patients), dizziness (1%), and diarrhea (1%).
During longer-term treatment (28 to 35 nights) with zolpidem at
doses up to 10 mg, the most commonly observed adverse events
associated with the use of zolpidem and seen at statistically signifi¬
cant differences from placebo-treated patients were dizziness (5%)
and drugged feelings (3%).

Incidence of Treatment-Emergent Adverse Experiences in
Short-term Placebo-Controlled Clinical Trials

(Percentage of patients reporting)

Body System/
Adverse Event*

Zolpidem
(^10 mg) Placebo
(N=685) (N=473)

Central and Peripheral Nervous System
Headache 7
Drowsiness 2
Dizziness 1

Gastrointestinal System
Nausea 2
Diarrhea 1

Musculoskeletal System
Myalgia 1

'Events reported by at least 1% of Ambien patients are included.

Incidence of Treatment-Emergent Adverse Experiences in
Long-term Placebo-Controlled Clinical Trials

(Percentage of patients reporting)

Body System/
Adverse Event*

Zolpidem
(<10 mg) Placebo
(N=152) (N=161)

Autonomie Nervous System
Dry mouth

Body as a Whole
Allergy
Back pain
Influenza-like symptomsChest pain
Fatigue

Cardiovascular System
Palpitation

Central and Peripheral Nervous System
Headache
Drowsiness
Dizziness
Lethargy
Drugged feeling
Lightheadedness
Depression
Abnormal dreams
Amnesia
Anxiety
Nervousness
Sleep disorder

Gastrointestinal System
Nausea
Dyspepsia
Diarrhea
Abdominal pain
ConstipationAnorexia
Vomiting

Immunologie System
Infection

Musculoskeletal System
Myalgia
Arthralgia

Incidence of Treatment-Emergent Adverse Experiences in
Long-term Placebo-Controlled Clinical Trials (Cont'd)

(Percentage of patients reporting)
Zolpidem

Body System/ (<10 mg) Placebo
Adverse Event'_(N=152) (N=161)

Respiratory System
Upper respiratory infection 5 6
Sinusitis 4 2
Pharyngitis 3 1
Rhinitis 1 3

Skin and Appendages
Rash 2 1

Urogenital System
Urinary tract infection 2 2

'Events reported by at least 1% of patients treated with Ambien.
There is evidence from dose comparison trials suggesting a dose
relationship for many of the adverse events associated with zolpidem
use, particularly for certain CNS and gastrointestinal adverse events.

Adverse events are further classified and enumerated in order of
decreasing frequency using the following definitions; frequent adverse
events are defined as those occurring in greater than 1/100 subjects;
infrequent adverse events are those occurring in 1/100 to 1/1,000
patients; rare events are those occurring in less than 1/1,000
patients.
Frequent: abdominal pain, amnesia, ataxia, confusion, depression,
diarrhea, diplopia, dizziness, dreaming abnormal, drowsiness, drugged
feeling, dry mouth, dyspepsia, euphoria, fatigue, headache, insomnia,
lethargy, lightheadedness, myalgia, nausea, upper respiratory infec¬
tion, vertigo, vision abnormal, vomiting.
Infrequent: agitation, allergy, anorexia, anxiety, arthralgia, arthritis,
asthenia, back pain, bronchitis, cerebrovascular disorder, chest pain,
constipation, coughing, cystitis, decreased cognition, detached, dif¬
ficulty concentrating, dysarthria, dysphagia, dyspnea, edema, emo¬
tional lability, eye irritation, falling, fever, flatulence, gastroenteritis,
hallucination, hiccup, hyperglycemia, hypertension, hypoaesthesia,
infection, influenza-like symptoms, malaise, menstrual disorder, mi¬
graine, nervousness, pallor, palpitation, paresthesia, pharyngitis, pos¬
tural hypotension, pruritus, rash, rhinitis, scleritis, SGPT increased,
sinusitis, sleep disorder, sleeping (after daytime dosing), stupor,sweating increased, tachycardia, taste perversion, tinnitus, tooth
disorder, trauma, tremor, urinary incontinence, urinary tract infection,
vaginitis.
Rare: abdominal body sensation, abscess, acne, acute renal failure,
aggressive reaction, allergic reaction, allergy aggravated, anaphylactic
shock, anemia, appetite increased, arrhythmia, arteritis, arthrosis,
bilirubinemia, breast fibroadenosis, breast neoplasm, breast pain
female, bronchospasm, bullous eruption, BUN increased, circulatory
failure, corneal ulcération, delusion, dementia, depersonalization, der¬
matitis, dysphasia, dysuria, edema periorbital, enteritis, epistaxis,
eructation, esophagospasm, ESR increased, extrasystoles, eye pain,face edema, feeling strange, flushing, furunculosis, gastritis, glau¬
coma, gout, hemorrhoids, hepatic function abnormal, herpes simplex,
herpes zoster, hot flashes, hypercholesteremia, hyperhemoglobine-
mia, hyperlipidemia, hypertension aggravated, hypotension, hypoto¬
nie, hypoxia, hysteria, illusion, impotence, injection site inflammation,
intestinal obstruction, intoxicated feeling, lacrimation abnormal, lar¬
yngitis, leg cramps, leukopenia, libido decreased, lymphadenopathy,
macrocytic anemia, manic reaction, micturition frequency, muscle
weakness, myocardial infarction, neuralgia, neuritis, neuropathy, neu¬
rosis, otitis externa, otitis media, pain, panic attack, paresis, person¬
ality disorder, phlebitis, photopsia, photosensitivity reaction, pneu¬
monia, polyuria, pulmonary edema, pulmonary embolism, purpura,
pyelonephritis, rectal hemorrhage, renal pain, restless legs, rigors,
saliva altered, sciatica, SGOT increased, somnambulism, suicide at¬
tempt, syncope, tendinitis, tenesmus, tetany, thinking abnormal,
thirst, tolerance increased, tooth caries, urinary retention, urticaria,
varicose veins, ventricular tachycardia, weight decrease, yawning.

DRUG ABUSE AND DEPENDENCE
Controlled substance: Schedule IV.
Abuse and dependence: Studies of abuse potential in former drug
abusers found that the effects of single doses of zolpidem tartrate
40 mg were similar, but not identical, to diazepam 20 mg, while
zolpidem tartrate 10 mg was difficult to distinguish from placebo.

Sedative/hypnotics have produced withdrawal signs and symptomsfollowing abrupt discontinuation. These reported symptoms range
from mild dysphoria and insomnia to a withdrawal syndrome that
may include abdominal and muscle cramps, vomiting, sweating,
tremors, and convulsions. The U.S. clinical trial experience from
zolpidem does not reveal any clear evidence for withdrawal syndrome.
Nevertheless, the following adverse events included in DSM-III-R
criteria for uncomplicated sedative/hypnotic withdrawal were report¬
ed at an incidence of < 1 % during U.S. clinical trials following placebo
substitution occurring within 48 hours following last zolpidem treat¬
ment: fatigue, nausea, flushing, lightheadedness, uncontrolled crying,
emesis, stomach cramps, panic attack, nervousness, and abdominal
discomfort.

Individuals with a history of addiction to, or abuse of, drugs or
alcohol are at risk of habituation and dependence; they should be
under careful surveillance when receiving any hypnotic.

OVERDOSAGE
Signs and symptoms: In European postmarketing reports of over¬
dose with zolpidem alone, impairment of consciousness has ranged
from somnolence to light coma, with one case each of cardiovascular
and respiratory compromise. Individuals have fully recovered from
zolpidem tartrate overdoses up to 400 mg (40 times the maximum
recommended dose). Overdose cases involving multiple CNS-depres¬
sant agents, including zolpidem, have resulted in more severe symp¬
tomatology, including fatal outcomes.
Recommended treatment: General symptomatic and supportive
measures should be used along with immediate gastric lavage where
appropriate- Intravenous fluids should be administered as needed.
Flumazenil may be useful. Respiration, pulse, blood pressure, and
other appropriate signs should be monitored and general supportive
measures employed. Sedating drugs should be withheld following
zolpidem overdosage. Zolpidem is not dialyzable.

The possibility of multiple drug ingestion should be considered.
Caution: Federal law prohibits dispensing without prescription.
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1992, serum specimens were collected from 79 802 teen¬
agers; 591 of these specimens were positive for HIV-1 an¬

tibody. Seropositive test results were found in all 24 cit¬
ies surveyed, and in 95 (73%) of the 130 clinics surveyed.
The median clinic-specific prevalence was 0.2% (range,
0% to 1.4%) in 22 adolescent medicine clinics, 0.3%
(range, 0% to 6.8%) in 33 correctional facilities, 0.5%
(range, 0% to 3.5%) in 70 sexually transmitted disease
clinics, and 1.1% (range, 0% to 4.1%) in five homeless
youth centers. Rates exceeded 1% in 37 sites (28%). Ex¬
cluding sites with many men reporting sex with men, rates
in women were similar or somewhat higher than rates
in men. Rates were highest among young men reporting
sex with men, with clinic rates ranging from 16% to 17%

in two homeless youth sites and 13% to 17% in two sexu¬

ally transmitted disease clinics. Most teenagers with risk
information reported heterosexual activity as their only
potential risk exposure to HIV-1.
Conclusions: Seroprevalence of HIV was generally low
but varied by type of clinic and geographic area. The high¬
est rates were observed among young women and gay men

in some settings, suggesting that targeted prevention mes¬

sages are needed.

(1995;149:521-528) Patricia Sweeney, MPH, et al, Divi¬
sion of HIV/AIDS, Mailstop E-47, Centers for Disease Con¬
trol and Prevention, 1600 Clifton Rd, Atlanta, GA 30333.



to 5 minutes after administration. The usual dose of mid¬
azolam for an adult is 2.5 to 5.0 mg (0.05 to 0.10 mg/kg)
titrated in increments slowly over 5 minutes until the de¬
sired level of sedation is obtained. Midazolam is often
given as a 0.5- to 1.0-mg initial dose and, approximately
2 to 3 minutes later, at a rate of 1 mg/min until signs of
sedation occur, such as slurring of words, dullness, or

spontaneous closure of the eyes and drowsiness. At this
level of conscious sedation, the patient should still be able
to follow commands such as "swallow" or "take a deep
breath."

Occasionally, benzodiazepines (midazolam or di¬
azepam) result in a paradoxical agitation. As soon as agi¬
tation is noted, no further medication should be given.
If paradoxical agitation occurs, one should consider ad¬
ministration of flumazenil (Romazicon), a benzodiaz¬
epine receptor antagonist, to reverse the effects of the ben¬
zodiazepine. In this situation, administration of droperidol
(Inapsine) (1.0 to 2.5 mg titrated in small increments up
to 5 mg) may be considered to achieve adequate seda¬
tion. If the patient remains agitated or is uncooperative
and the procedure cannot be completed safely, the pro¬
cedure should be terminated and the patient should be
monitored until awake and vital signs have returned to
baseline. Effects of the analgesics (meperidine or fen-
tanyl) can be reversed with naloxone hydrochloride (Nar-
can), and the effects of the sedative (benzodiazepine) can
be reversed with flumazenil. Pulse oximeter monitoring

should be continued until oxygen saturations are greater
than 90% while the patient is breathing room air or at

preprocedure baseline.
Although nonintravenous sedation (oral, intrana-

sal, or rectal) is very attractive for outpatient sedation, it
requires further study. At this time, intravenous seda¬
tion has the advantage of titratability and rapid revers¬

ibility.
Jay A. Swedberg, MD
Casper, Wyo

Reprint requests to 1300 East A St, Suite 208, Casper, WY
82601 (Dr Swedberg).
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cient in caring for the patient with the most difficult prob¬
lem, but we should all be able to recognize when a patient
needs help and either provide the help ourselves or refer
the patient to someone who can.

The last major barrier may be the need to reorga¬
nize our practices to provide and reinforce nutrition guid¬
ance. Inexpensive office-based interventions are just now

becoming available.12 Focused interventions that are based
on the patients' readiness to change and their barriers to
change are yet to come.5 Once these programs are tested
and widely available, there should be little to keep us from
making nutrition counseling a regular and powerful part
of our practice. We are inundated with the needs and de¬
mands of our patients, our colleagues, and the payers.
As we sort through these competing needs, we likely will
find that providing brief nutrition counseling is a ser¬
vice that is wanted by our patients and relatively easy for
us to provide. Most of all, counseling about diet can be
effective in helping reduce the impact of the many dis¬
eases of overconsumption that now afflict our society and
our patients.

J. Lloyd Michener, MD
Durham, NC

Reprint requests to Community and Family Medicine, Duke
University Medical Center, Box2914, Durham, NC 27710
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HEALTH BELIEFS

The function of our patient's symptoms also illustrates
sociocultural contributions to illness causality. Many
Southeast Asians consult Western physicians for com¬
mon physical complaints and maintain strong beliefs in
the power of Western medicine. However, if treatment
fails, the problem may be viewed as spiritual, and tradi¬
tional healers and rituals will be sought.13 Our patient's
failure to obtain a "Western cure" and subsequent sub¬
mission to a traditional healer signified his return to the
"old ways" and helped to reestablish the family's homeo-
stasis. By redefining a psychological symptom as spiri¬
tual in nature, the healer was able to release the patient
from his chronic throat clearing and spitting.
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"sexual abuse" revealed hundreds of publications in each
category but none discussing an association between
breast-feeding and abuse.

The high proportion of women who breast-fed in the
study practice may have unmasked an association be¬
tween family violence and lack ofbreast-feeding that would
be less apparent in a group with a low prevalence ofbreast¬
feeding. In a low-prevalence population, the presence of
many factors lowering the likelihood ofbreast-feeding would
tend to obscure any effect of abuse. Future studies of this
issue may best be undertaken using a population with a

relatively high prevalence of breast-feeding.
Accepted for publication February 23, 1995.
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About AnhivesJournal Club
Peer-reviewed medical journals have long been established as the physician's
number one source of new medical information. Journals are also the physi¬
cian's most frequent and accessible form of continuing education. With so many
medical publications available, no individual or group could hope to keep abreast
of all the developments relevant to their practice. Archives Journal Club at¬

tempts to bridge two of the most familiar and well-accepted forms of continu¬
ing medical education: reading primary-source medical journals, and journal
club review.

Archives Journal Club draws on the American Medical Association's vast
network of editors, reviewers, and specialist physicians to identify the most

important articles in the world literature relevant to the treatment of women

patients—not only the weeklyJAMA and the AMA's nine Archives specialty jour¬
nals, but more than 50 other primary source journals from around the world.
The Journal Club presents a "windows approach" to the medical literature by
presenting structured summaries of the selected articles, with the complete text

usually available via fax or first-class mail. A clinical conclusion by a specialist
in the pertinent area of medicine appears with each structured summary, which
attempts to address the more practical applications of the article.

By virtue of receiving this issue of Archives Journal Club, you participate
in a "virtual journal club" with thousands of members. Shortly we will be of¬
fering the Archives Journal Club on the World Wide Web, opening new pos¬
sibilities for discussion and interaction among authors, editors, and readers.

Archives Journal Club may be used in a variety of ways:
e As a quick review of the current medical literature on women's health;
e As a discussion guide for face-to-face journal club discussions with col¬

leagues, if you already participate in ajournai club;
e As a source for the complete text of the full-length article, most of which are

available via fax or first-class mail through AMA Publishing's network of docu¬
ment delivery providers. The names, addresses, phone and fax numbers of
these providers will appear in every issue of the Journal Club.

ArchivesJournal Club has selected women's health as its initial subject area

for a variety of reasons. This is an area of growing interest and importance to
researchers and healthcare professionals, with an expanding base of pertinent
scientific material available. There is also the nature of the information itself,
which crosses many specialty boundaries, making the subject difficult to track
through any other single source. Archives Journal Club/Women's Health hopes
to provide a convenient link for the many branches of medicine concerned with
the healthcare of women patients.

For this inaugural issue, Archives Journal Club/Women's Health offers a

very special feature: a Journal Club Roundtable discussion of the effects of es¬

trogen replacement therapy and heart disease based on the recent Postmeno¬
pausal Estrogen/Progestin Interventions (PEPI) Trial (JAMA. 1995;273:199-
208; see page 10 for structured summary). The distinguished panel shows the
cross-specialty nature of the topic (and the Journal Club), bringing together
experts from the specialties of family medicine, obstetrics & gynecology, and
cardiology. We hope that this and future Roundtables will be of interest to our

readers, and suggestions for topics are welcome.
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