


Brief Summary
Actions: Pyrvinium porno-
ate appears to exert its an-
thelmintic effect by pre-
venting the parasite from
using exogenous carbohy-
drates. The parasite’s en-
dogenous reserves are de-
pleted, and it dies. Povan
is not appreciably ab-
sorbed from the gastroin-
testinal tract.
indication: Povan is indi-
cated for the treatment of
enterobiasis.
Warnings: No animal or
human reproduction
studies have been per-
formed. Therefore, the
use of this drug during
pregnancy requires that
the potential benefits be
weighed against its pos-
siblehazards to the
mother and fetus.
Precautions: To forestall
undue concern and help
avoid accidental staining,
patients and parents
should be advised of the
staining properties of
Povan. Care should be ex-
ercised not to spill the sus-
pension because it will
stain most materials. Tab-
lets should be swallowed
whole to avoid staining of
teeth. Parents and pa-
tients should be informed
that pyrvinium pamoate
willcolorthestoola bright
red. This is not harmful to
the patient. If emesis oc-
curs, the vomitus will prob-
ably be colored red and
will stain most materials.
Adverse Reactions:
Nausea, vomiting, cramp-
ing, diarrhea, and hyper-
sensitivity reactions
(photosensitization and
other allergic reactions)
have been reported. The
gastrointestinal reactions
occur more often in older
children and adults who
have received large doses.
Emesis is more frequently
seen with Povan Suspen-
sion than with Povan
Fi Imseals.
How Supplied: Each
Povan Filmseal� contains
pyrvinium pamoate equiv-
alent to 50 mg pyrvinium,
supplied in bottles of 50
(NDC 0071-0747-50; Stock
No. 25-747-50). Povan Sus-
pension. a pleasant-tast-
ing strawberry - flavored
preparation containing
pyrvinium pamoate equiv-
alent to 10 mg pyrvinium

per milliliter, is supplied
in 2-oz bottles (NDC 0071-

1254-31: Stock No.22-253-
31).
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In treating urinary tract
infections in children,

you have 3 major pioblems...

1. Choice of
A balance of
safety and cost.

2.

How long

3. Patient
Will the child
entire course of

Before prescribing, please consult complete
product information, a summary of which
follows:
Indications: Nonobstructed urinary tract in-
fections (mainly cystitis, pyelitis. pyclone-
phritis) due to susceptible organisms.
IMPORTANT NOTE: in vitro sensitivity
tests not always reliable; must be coordi-
nated with bacteriological and clinical re-
sponse. Add aminobenzolc acid to follow-up
culture media. Increasing frequency of
resistant organisms limits usefulness of
antibacterial agents, especially in chronic

and recurrent urinary infections. Maximum
safe total sulfonamide blood level,
20 mgI 100 ml; measure levels as variations
may occur.
Contraindications: Hypersensitivity to sul-
fonamides; infants less than 2 months of
age: pregnancy at term and during the nurs-
ing period.
Warnings: Safety in pregnancy not estab-
lished. Do not use for group A beta-hemo-
lytic streptococcal infections, as sequelae
(rheumatic fever, glomerulonephritis) are
not prevented. Deaths reported from hyper-

reactions, agranulocytosis,
anemia and other blood dyscrasias.

throat, fever, pallor, purpura or jaun-
dice may be early indications of serious
blood disorders. CBC and urinalysis with
careful microscopic examination should be
performed frequently.
Precautions: Use cautiously in patients with
impaired renal or hepatic function, severe
allergy or bronchial asthma. Hemolysis,
frequently dose-related, may occur in gin-
cose-6-phosphate dehydrogenase-deficient
patients. Maintain adequate fluid intake to



with 3 answers

1. Gantrisin#{174} Pediatric Suspension
(acetyl sulfisoxazole) Roche�
On the basis of effectiveness, safety and cost, consider Gantrisin Pediatric Suspension
and Syrup for nonobstructed cystitis, pyelitis or pyelonephritis in your young patients.
Broad range of efficacy: Against susceptible strains of E. coli, Klebsiella-A erobacter,
Staph. aureus, Proteus mirabilis and, less frequently, Proteus vulgaris. Economy: Average
cost of therapy to the patient is about 5Oi� a day. Established safety: Tolerance of the
Suspension and Syrup is similar to that of Gantrisin (sulfisoxazole) Tablets, and adverse
reactions occur with no greater frequency. Sulfonamides should not be given to infants
under 2 months of age, and adequate fluid intake should be maintained.

2. 10 to 14 days therapy
Recent studies suggest that in acute nonobstructed urinary tract infection , therapy should
be continued for 10 to 14 days. (Bibliography available on request.)

3. Rich raspberry and chocolate flavors
The rich raspberry flavor of the Suspension and the chocolate flavor of the Syrup-both
popular with children-help to ensure acceptance of the treatment program.

Usual pediatric dosage
(0.5 Gm15-ml teasp.)

stat q.4h.

1#{188}teasp./20 lbs #{189}teasp./20 lbs

Gantrisin#{174}Pediatric Suspension �
acetyl suIfisoxazoIe/Roche�’
Uncomplicated therapy for unobstructed urinary tract
infections due to susceptible organisms in children

prevent crystaliuria and stone formation.
Adverse Reactions: Blood dyscrasias:
Agranulocytosis, aplastic anemia, throm-
bocytopenia, leukopenia, hemoiytic anemia,
purpura, hypoprothrombinemia and
methemoglobinemia; Allergic reactions:
Erytbema muitiforme (Stevens-Johnson
syndrome), generalized skin eruptions, epi-
dermai necrolysis, urticaria, serum sickness,
pruritus, exfoliative dermatitis, anaphylac-
toid reactions, periorbitai edema, conjunc-
tival and scleral injection, photosensitization,
arthralgia and allergic myocarditis; Gastro-

intestinal reactions: Nausea, emesis, abdom-
mal pains, hepatitis, diarrhea, anorexia,
pancreatitis and stomatitis; C.N.S. reactions:
Headache, peripheral neuritis, mental de-
pression, convulsions, ataxia, hallucinations,
tinnitus, vertigo and insomnia; Miscella-
neous reactions: Drug fever, chills and toxic
nephrosis with oliguria and anuria. Periar-
teritis nodosa and L.E. phenomenon have
occurred. Due to certain chemical similari-
ties with some goitrogens, diuretics (aceta-
zolamide, thiazides) and oral hypoglycemic
agents, sulfonamides have caused rare in-

stances of goiter production, diuresis and
hypoglycemia as well as thyroid malig-
nancies in rats following long-term adminis-
tration. Cross-sensitivity with these agents
may exist,
Supplied: Pediatric Suspension and Syrup
containing the equivalent of 0.5 Gm sul-
fisoxazole per teasp. Tablets containing
0.5 Gm suifisoxazole.

Roche Laboratories

RO�H E Division of Hoffmann-La RocP* Inc.
Nutley. New Jersey 07110
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Until he’i two or three,
hii dental health is in your hands.
Dental authorities agree that a child who drinks water
deficient in fluoride content needs a daily intake of a
sodium fluoride supplement to help prevent caries-from
infancy to age fourteen. But since most children do not
visit a dentist until they are at least two or three, it’s up to
you to prescribe a supplement if your community water is
deficient.

Vitamin-fluoride combinations are not accepted by
dental authorities because the proportions of ingredients
are fixed. Such combinations make it difficult to
compensate adequately for varying degrees of fluoride
deficiency without also altering the desired vitamin intake.1

Contraindications: LURIDE Lozi-Tabs are contraindicated when the fluoride
content of dnnking water exceeds 0.3 ppm F. LURIDE Half-Strength Lozi-Tabs
and LURIDE Drops are contraindicated when the fluoride content of drinking
water is 0.7 ppm F or more. Precaution: Recommended dosage should not be
exceeded, since prolonged over-dosage may result in dental fluorosis. Admin-
istration and Dosage: When drinking water does not exceed 0.3 ppm F: infants
and children up to age 3-5 drops daily: age 3 and over-iD drops or 1 tablet
daily. When drinking water is partially fluoridated (0.4 to 0.7 ppm F): age 3
and over-O.5 (half-strength) tablet daily or a reduction in dosage of drops by
one drop for every 0.1 ppm F present in the water. Under age 3-one-half dos-
age of older children. Supplied: Drops: 40 ml. drop-delivery plastic bottle.
Lozi-Tabs chewable lozenge-type tablets: bottles
of 120; bottles of 1000 and 5000 for dispensing.
0.5 Lozi-Tabs tablets (half-strength): bottles of 120;
bottles of 1200 for dispensing.
1 Accepted Dental Therapeutics 1973/ 1974, 241 -242. �

Luride brand standardized sodium fluoride supplements
are accepted by the American Dental Association. They’re
as effective as fluoridated water in preventing caries when
used on a consistent and continuous basis. And just as
safe, too.

If the water in your community contains suboptimal
amounts of fluoride (less than 0.7 ppm F), consider
prescribing good-tasting Luride Drops and Lozi-Tabs for
your younger patients. What you do now to prevent caries

can play a major role in a child’s future dental health.

LURIDE#{174}Drops and LoziTabsTablets
(standardized sodium fluoride)

Please send me the following:

n Prescription pads
0 More information about Luride Drops and Lozi-Tabs

DR.

ADDRESS

CITY

STATE ZIP

Mail to: Hoyt Laboratories,
633 HIghland Avenue, Needham, Massachusetts 02194
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D EDiATRiC� publishes papers on original research or observations and special feature
.1: or review artides in the field of pediatrics as broadly defined. Papers on material
pertinent to pediatrics will also be �nduded from related fields such as nutrition, surgery,
dentistry, public health, human genetics, animal studies, psychology, psychiatry, education,
sociology and nursing.

PEDIATRICS is the official publication of the American Academy of Pediatrics, Inc., and
serves as a medium for expression to the general medical profession as well as pediatri-
cians. The Executive Board and Officers of the American Academy of Pediatrics, Inc.
have delegated to the Editor and the Editorial Board the selection of the articles appear-
ing in PEDIATRICS. Statements and opinions expressed in such articles are those of the
authors and not necessarily those of the American Academy of Pediatrics, Inc., its Corn-
mittees, PEDIATRICS, or the Editor or Editorial Board of PEDIATRICS.

COMMUNCATIONS
Concerning editorial matters and manuscripts should be sent to PEDIATRICS, Dr. Jerold

F. Lucey, Editor, Mary Fletcher Hospital, Coichester Avenue, Burlington, Vermont 05401.
Concerning books for review, and books themselves, should be sent to PEDIATRIcs,
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Concerning the American Academy of Pediatrics should be sent to Dr. Robert G.
Frazier, Executive Director, P.O. Box 1034, Evanston, Illinois 60204.

Concerning subscriptions should be sent to Pediatrics P.O. Box 1034, Evanston, Illinois
60204.

INFORMATION FOR CONTRIBUTORS

Papers are accepted on the condition that they have not been published elsewhere in
whole or in part and that they are contributed exdusively to this Journal, except by special
consideration. Manuscripts should be prepared according to the instructions for “Prepara-
tion of Manuscripts” as published monthly in the advertising section of PEDIATRICS.

Review of manuscripts by the Editorial Board and promptness of publication will be
greatly facilitated if two complete copies of the manuscript, including tables and figures,

are supplied.
Galley proofs and engraver’s proofs are sent to authors. Permission to reproduce material

from PEDIATRICS must be requested in writing.

OFFPRINT AND REPRINT ORDERS

When galley proofs are received, read the accompanying offprint and reprint order
forms carefully. All instructions thereon are final.

PEDIATRICS will supply, upon request, at no charge. 50 offprints of each article without

covers. All offprints are printed at the same time as PEDIATRICS-any in excess of the 50
free must be ordered immediately upon receipt of your galley proof on the form which will
accompany proof. Offprints are side-stitched and distributed more promptly than reprints.

Offprint orders are limited to 250 (including 50 free) and must be ordered through the
Sen ior Author. The type from each issue of PEDIATRICS is killed as soon as it is prrnted,
except for reprint orders in band. Offprints are not available thereafter.

All orders in excess of 250 offprints will be printed as a reprint job ; saddle-stitched
and self-covered, unless covers are ordered. Orders over 1 ,000 are subject to special
quotations and any additional changes from standard pages are subject to additional
charges. Any orders entered after PEDIATRICS has gone to press will be more costly.
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Measles, mumps, and rubella

are �simple” childhood diseases...

until serious complications develop

The complications that can result
from measles. Bronchopneumo-
nia, middle ear infection, and en-
cephalitis are complications that
frequently make measles a severe
disease. From 1966 through 1971
the average annual rate of occur-
rence of reported encephalitis was
95.7 per 100,000 cases of mea-
sles. Death from measles occurs
primarily in children under five
years of age, with about one half
the fatalities occurring in children
under two years.2

Measles has by no means been
eradicated. Although the mci-
dence of measles has been greatly

reduced within the last decade, the
disease has not been eradicated.
Persisting incidence of measles
must be regarded as significant,
especially in view of the potential
for complications. The decline in
incidence which occurred after the
introduction of live measles virus
vaccine (1963) was interrupted in
1969, and by 1971 there was a na-
tionwide resurgence of the dis-
ease. This upswing in incidence
correlates with a steadily declining
use of vaccine between 1966 and
1970.2 Widespread use of vaccine
for susceptible children is urged in
the effort to reduce further the in-
cidence of measles.

Mumps can have serious, even
fatal, consequences. In 1971 , 310
cases of encephalitis associated
with mumps were reported in the
United States, and 288 cases were
reported in 1970. One half of the
reported cases from 1967 through
1970 occurred in children 5 to 9
years old.3 According to yearly re-

ports from 1960 to 1969, there was
a relatively constant incidence of 2
to 4 cases of mumps encephalitis
in every 1,000 cases of mumps.
From 1960 to 1968, the case fatality
ratio likewise showed relative con-
stancy, with a range of 1 .6 to 3.8
deaths per 10,000 reported cases
of mumps.3

Congenital defects that may re-
suIt from maternal rubella. The
risk of congenital defects, such as
deafness, congenital heart disease,
cataract, and psychomotor retarda-
tion, is greatest following maternal
rubella infection during the first
four months of pregnancy.4 In one
study, multiple defects occurred in
almost all affected infants.5 Fur-
thermore, infants infected in utero
may shed rubella virus in pharyn-
geal secretions for weeks or
months. They remain infective for
susceptible persons during this
period.4



All

You can vaccinate against all three
with just one injection...

(MEASLES, MUMPS AND RUBELLA
VIRUS VACCINE,LIVE �MSD)

Single-Dose Vials

M-M-R, a single injection, sim-
plifies your routine vaccina-
tion program for susceptible
children age one to puberty.
Given at 12 months of age,
M-M-R provides for vaccina-
tion early in life against mea-
sles, mumps, and rubella.
(Clinical experience with live
attenuated measles, mumps,
and rubella virus vaccines
given individually indicates
that encephalitis and other
nervous system reactions
have occurred very rarely.
These might occur also with
M-M-R. See brief summary on
following page for a more
complete discussion.)

In 71 5 triple seronegative chil-
dren age 7 months to 8 years
receiving M-M-R, antibodies
were induced against measles
in 96 percent, against rubella
in 94 percent, and against
mumps in 95 percent. It is ex-
pected that antibody levels
produced by M-M-R will be as
durable as those produced by
administration of the single
vaccines given separately.

The adverse clinical reactions
associated with the use of

M-M-R are those expected to
follow administration of the
monovalent vaccines given
separately. These may include
fever and rash; mild local re-
actions such as erythema, in-
duration, tenderness, and
regional lymphadenopathy;
parotitis; thrombocytopenia
and purpura; allergic re-
actions such as urticaria; and

arthritis, arthralgia, and poly-
neuritis. Moderate fever (101-
102.9 F) occurs occasionally,
and high fever (above 103 F)
occurs less commonly. On
rare occasions, children de-
veloping fever may exhibit
febrile convulsions. Rash
occurs infrequently and is
usually minimal without gen-
eralized distribution.
Combination measles, mumps
and rubella virus vaccine, live,
is recommended for use by
the Committee on Infectious
Diseases of the American
Academy of Pediatrics
(AAP)6 and the United States
Public Health Service
(USPHS) Advisory Committee
on Immunization Practices.2’7

1. USPHS, center for Disease control, Neu-
rotropic Vi rat Diseases Surveillance, Enceph-
alitis, July 1973.
2. uSpHS, center for Disease Control, Immu-
nization Against Disease-i 972.
3. USPHS,CenterforDiseaseControl,
Mumps Surveillance Report No. 2, Sept 1972.
4. Cooper LZ et at: Rubella: Clinical manifes-
tations and management, Am J Dis Child
118:18, July 1969.
5. Peterson DR, Chinn N: Rubella-induced
congenital defects and rubella
immunization, Northwest Med
70:169, March 1971.
6. Report of the Committee on
Infectious Diseases “Redbook”, � 50
1974, American Academy of
Pediatrics, Evanston 1974. E K
7. USPHS, Center for Disease
Control, MMWR,Vol. 21 , No. 25-
Supplement, June 24, 1972. HM

For a brief summary of prescribing information, please see following page.



vaccinate
against measles, mumps, and rubella

with just one irgection

Mu.
(MEASLES, MUMPS AND RUBELLA

VIRUS VACCINE,LIVE �MSD)
Single-Dose Vials

Contraindicatlons: Pregnancy or possibility of pregnancy
within three months following vaccination; infants less
than one year old; sensitivity to chicken or duck, chicken
or duck eggs or feathers, or neomycin: any febrile res-
piratory illness or other active febrile infection; active
untreated tuberculosis; therapy with ACTh, cortico-
steroids, irradiation, alkylating agents, or antimetabo-
lites; blood dyscrasias, leukemia, lymphomas of any
type, or other malignant neoplasms affecting the bone
marrow or lymphatic systems; gamma globulin defi-
ciency, i.e., agammaglobulinemia, hypogammaglobulin-
emia, and dysgammaglobulinemia.
Precautions: Administer subcutaneously; do not give
intravenously. Epinephrine should be available for im-
mediate use should an anaphylactoid reaction occur.
Should not be given less than one month before or after
Immunization with other live virus vaccines, with the
exception of monovalent or trivalent poliovirus vaccine,
live, oral, which may be administered simultaneously;
vaccination should be deferred for at least three months
following blood transfusions or administration of more
than 0.02 ml immune serum globulin (human) per pound
of body weight, or human plasma.
Due caution should be employed in children with a his-
tory of febrile convulsions. cerebral injury, or any other
condition in which stress due to fever should be avoided.
The physician should be alert to the temperature eleva-
tion which may occur 5 to 12 days after vaccination.
Excretion of the live attenuated rubella virus from the
throat has occurred in the majority of susceptible mdi-
viduals administered the rubella vaccine. There is no
definitive evidence to indicate that such virus is con-
tagious to susceptible persons who are in contact with
the vaccinated individuals. Consequently. transmission,
while accepted as a theoretical possibility, has not been
regarded as a significant risk.
Attenuated live virus measles, mumps, and rubella vac-
cines, given separately, may temporarily depress tuber-
culln skin sensitivity; therefore, if a tuberculin test is to
be done, It should be scheduled before vaccination, to
avoid the possibility of a false negative response.
Before reconstitution, refrigerate vaccine at 2-8 C
(35.6-46.4 F) and protect from light. Use only diluent
supplied to reconstitute vaccine. If not used immedi-
ately, return reconstituted vaccine to refrigerator at
2-8 C (35.6-46.4 F), and discard after eight hours.
Adverse Reactions: To date, clinical evaluation has not
revealed any adverse reactions peculiar to the combina-
tion.
Fever, rash; mild local reactions such as erythema, indur-
ation, tenderness, regional lymphadenopathy; parotitis;
thrombocytopenia and purpura; allergic reactions such as
urticaria; arthritis, arthralgia, and polyneuritis.
Occasionally, moderate fever (101-102.9 F): less common-
ly. high fever (above 103 F): rarely, febrile convulsions.
Encephalitis and othernervous system reactions that have
occurred very rarely with the individual vaccines may

also occur with the combined vaccine. Experience from
more than 44 million doses of all live measles vaccines
given In the U.S. by mid-1971 Indicates that significant
central nervous system reactions such as encephalitis,
occurring within 30 days after vaccination, have been
temporally associated with measles vaccine approxi-
mately once for every million doses. In no case has it
been shown that reactions were actually caused by vac-
cine. The Center for Disease Control has pointed out
that “a certain number of cases of encephalitis may be
expected to occur in a large childhood population in a
defined period of time even when no vaccines are ad-
ministered. A survey conducted in New Jersey In 1965
showed that 2.8 cases of encephalitis (of unknown
cause) occurred per million children, ages 1-9 years per
30-day period’ However, the Center for Disease Con-
trol has analyzed the reported reactions following
measles vaccines and pointed out that “the clustering
of cases In the period 6 through 13 days after inocula-
tion as well as the recovery of measles virus (probably
the vaccine strain) from the CSF of one patient does
suggest that some of these cases may have been caused
by the vaccine’ The risk of such serious neurological
disorders following live measles virus vaccine adnilnis-
tration remains far less than that for encephalitis with
measles (oneper thousand reported cases).
Transient arthritis, arthralgia, and polyneuritis are fea-
tures of natural rubella and vary in frequency and se-
verity with age and sex, being greatest in adult females
and least In prepubertal children. Such reactions have
been reported with live attenuated rubella virus vac-
cines. Symptoms relating to joints (pam, swelling, stiff-
ness, etc.) and to peripheral nerves (pain, numbness,
tingling, etc.) occurring within approximately two
months after immunization should be considered as pos-
sibly vaccine related. Symptoms have generally been
mild and of no more than three days’ duration. The mci-
dence in prepubertal children would appear to be less
than 1% for reactions that would interfere with normal
activity or necessitate medical attention.
How Supplled Single-dose vials of lyophilized vaccine,
containing when reconstituted not less than 1,000 TCID�,o
(tissue culture infectious doses) of measles virus vac-
cine, live, attenuated, 5,000 TCIDso of mumps virus vac-
cine, live, and 1,000 TCIDso of rubella virus vaccine, live,
expressed in terms of the assigned titer of the FDA Ref-
erence Measles, Mumps, and Rubella Viruses, and ap-
proximately 25 mcg neomycin, with a disposable syringe
containing diluent and fitted with a 25-gauge, Wneedle.
Also in boxes of 10 single-dose vials nested in a pop-out
tray with a separate box of 10 dlluent-
containing syringes.

For more detailed information, con- __________

suit your MSD representative or see
full prescribing information. Merck
Sharp & Dohme, Division of Merck &
Co., INc., West Point, Pa. 19486. OHM



The feverish pediatric patient,
often troubled by gastric upset, may

not tolerate aspirin well. And if the
infant or young child is dehydrated,
the increased plasma concentration

of salicylate leads to greater suscep-
tibility to acid-base changes and a
toxic reaction.Ia

TYLENOL (acetaminophen),
however, presents far less
risk of stomach irritation, does not

produce acid-base changes,�b and is
comparable to aspirin both as an
antipyretic2 and as an analgesic.3

The febrile child is only one of

several �types for TYLENOL’- that is,
patients who should avoid aspirin.
Considering �ll of them, wouldn’t

it provide added safety(as well
as added convenience) to recommend
TYLENOL (acetaminophen) routinely

for simple analgesia?

References: 1. Goodman, L. S., and
Gilman, A., ed.: The Pharmacological Basis of
Therapeutics, ed. 4, New York, The Macmillan
Company, 1970, (a) p. 326, (b) p. 330. 2. Tarlin,
L., et al.: Amer. J. Dis. Child. 124:880-882

(Dec.) 1972. 3. Reuter, S. H., and Mont�
gomery, W. W.: Arch. �tolaryng. 8a214.217
(Aug.) 1964.

Precautions and Adverse Reactions: If a rare
sensitivity reaction occurs, the drug should
be stopped.TYLENOL (acetaminophen) has
rarely been found to produce any side effects.

Elixir, 120 mg./5cc. (alcohol 7%).

Drops, 60 mg./O.6cc. (alcohol 7%).

Chewable Tablets, 120 mg.

Safer than aspirin,
yet just as effective for relief

of pain and fever

rMcNEIL� McNeil Laboratories, Inc., Fort Washington, Pa. 19034 0 McN. 1973
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dtIdIi:�ebIc acuvil; iii auuiuuii, ue- merem�aiote�ese*veortmpacte�cen�men.
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congestant action with the driest �
glycerl n available for use in the ear. �‘ � � facilitate removal

ofplug. Irrigatewith �rmwater.

Fully compatible with antibacterial N�flc�. Do notrinsedropper after use.

therapy. Available on your pre- SUPPIJED No. 1000-AURALGAN O& Solution,
in package contaIning 15 cc. bottle with sep- L�y�rst1 AYERST LABORATORIES

scription only. arate dm r-screw cap attachment. ________ New York, N.Y. 10017 7431
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EXP ECTO
(two with codeine)

PH EN ERGAN#{174}Expectorant
PLAIN (without codeine)

PHENERGAN#{174} VC
Expectorant with codeine C

PHENERGAN#{174} Expectorant with
Dextromethorphan PEDIATRIC

NE

EN ERGAN#{174}Expectorant
codeine C

HENERGAN#{174}VC Expectorant
IN (without codeine)

Laborato�es
� Philadelphia, Pa. 19101

For prescribing information
write to Professional 5ervice,
W�’eth Laboratories, Box 8299,
Philadelphia, Pa. 19101, or
contact your local W�’eth
representative.





Seefollowingpageforprescribing information.

Excellent efficacy In otitis media...
AMOXIL has achieved therapeutic success or improvement in a

high percentage of children and adults with otitis media due to

susceptible pathogens such as Diplococcuspneumoniae,

Haenwphilus influenzae, Staphylococcus, �-hemolytic Strepwcoccus�

No. patients Success/
Improvement

%

Study 12
48

47 97.9

Study23 49 41 83.7

Study 3 � 50 43** 86.0
**Oflly successe s reported

. . .and other susceptible iflfections found in
everyday practice:

The AMOXIL spectrum ofactivity includes the following

Gram-positive and Gram-negative pathogens: susceptible strains

of streptococci, pneumococci, nonpenicillinase-producing

staphylococci, H. influenza� E. coli, P mirabths and N gonor-

rhoeae; and the following infections due to susceptible pathogens:
streptococcal sore throats, pharyngitis, tonsillitis, lower

respiratory infections, genitourinary infections, skin and soft
tissue infections.

Amoxil also offers:
Rapid absorption - high serum levels -

low protein binding
AM0xIL is rapidly absorbed and attains exceptionally high

serum levels. In blood serum AMOXIL is approximately
20% protein bound as compared to 60% for penicillin-G.

Good tissue penetration
AMOXIL diffuses readily into most body tissues and fluids,
with the exception ofbrain a�d spinal fluid, except when
meninges are inflamed.

Low incidence of diarrhea
In clinical studies of2658 patients, the incidence ofdiarrhea was

only 2.8% (24 of847 patients) with oral suspension and only

1.7% ( 30 of 1811 patients) with the capsules.’

Plus these patient advantages:
. simplified t.i.d. dosage schedule
. may be taken with meals without appreciable loss of potency
. convenient capsules and pleasant tasting fruit-flavored oral

suspension -leaves no bitter aftertaste.

1. Clinical data on file, Beecham-Massengill Pharmaceuticals.
2. Aronovitz, G.H.: J. Infectious D. 129:185 (June) 1974.
3. Howie, V.M., et a!: Ibid. p. 181.

4. Jones, F.F.: Ibid. p. 187.

Amoxil
(omox�d�n)
t. Id. dosage
broad�spectrum* antibiotic
with rapid absorption,
high serum levels and a
low incidence of diarrhea

*For specified infections due to

susceptible organisms, please see
prescribing information
on last page ofthis advertisement.

S #{149}Beecham-Massengill

S Pharmaceuticals
Div. ofBeecham Inc., Bristol, Tenn. 37620



DESCRIPTION: AMOXIL (amoxicillin) is a semisynthetic antibiotic, an analog of
ampicillin . Chemically it is D-( . ) � i�-amino-p-hydroxybenzyl penicillin trihydrate.

PHARMACOLOGY: Amoxicillin is stable in the presence of gastric acid and may be
given without regard to meals. It is rapidly absorbed after oral administration, It dif-
fuses readily into most body tissues and fluids, with the exception of brain and spi-
nal fluid, except when meninges are inflamed. The half-life of amoxicillin is 61.3
minutes. Most of the amoxicillin is exc�ted unchanged in the urine; its excretion
can be delayed by concurrent administration of probenecid. Amoxicillin is not
highly protein-bound. In blood serum, amoxicillin is approximately 20% protein-
bound as compared to 60% for penicillin-G. The administration of a 500 mg. dose
of amox,cillin results in peak blood serum levels averaging 7.5 mcg./ml. Following
a 500 mg. dose, measurable serum levels are present at 8 hours. Following a
1 Gm. dose and utilizing a special skin window technique to determine levels of
the antibiotic, it was noted that therapeutic levels were found in the interstitial fluid.
About 60% of an oral dose of amoxicillin is excreted in the urine.

AMOXICILLIN SERUM LEVELS AND URINARY EXCRETION
Urinary

Oral Serum Levels mcg.ImI. Excretion
Dose /2 hr. 1 hr 2 hr. 3 hr. 4 hr. 6 hr. 8 hr. 0.8 hr.
�‘go��ig. 0.3 2.6 4.2 2.7 - 0 3 0.04 4 1.0%
500 mg. 3.0 7.5 7.0 4 3 2.0 0.5 0.2 60.2%

MICROBIOLOGY: AMOXIL lamoxicillin) is similar to ampicillin in its bactericidal
action against susceptible organisms during the stage of active multiplication. It
acts through the inhibition of biosynthesis of cell wall mucopeptide. In vitro studies
have demonstrated the susceptibility of most strains of the following Gram-positive
bacteria: alpha- and beta-hemolytic streptococci, Diplococcus pneumoniae, non-
penicillinase-producing staphylococci, and Streptococcus faecalis. It is active in
vitro against many strains of Haemophilus influenzae, Neisseria gonorrhoeae,
Eschenchia co/i and Proteus rnirabilis. Because it does not resist destruction by
penicillinase, it is aQt effective against penicillinase�producing bacteria, particu-
larly resistant staphylococci. All strains of Pseudomonas and most strains of Kleb�
siella and Enterobacter are resistant.

INDICATIONS: AMOXIL (amoxicillin) is indicated in the treatment of infections
due to susceptible strains of the following:

Gram.negative organisms-M. influenzae, E co/i, P. mirabi/is and N. gonor-

rhoeae.

Gram.positive organisms-Streptococci Ii ncludi ng Streptococcus faeca/is),
D. pneumoniae and nonpenicillinase-producing staphylococci.

Therapy may be instituted prior to obtaining results from bacteriological and
susceptibility studies to determine the causative organisms and their susceptibility
to amoxicillin.

Indicated surgical procedures should be performed.

CONTRAINDICATIONS: The use of this drug is contraindicated in individuals with
a history of an allergic reaction to the penicillins

WARN/NGS: Serious and occasiona//y fatal hypersensitivity (anaphylactoid) reac-
tions have been reported in patients on penicillin therapy. Although anaphylaxis is
more frequent following parenteral therapy, it has occurred in patients on oral
penicillins. These reactions are more likely to occur in individuals with a history of
sensitivity to multiple allergens. There have been reports of individuals with a his-
tory of penicillin hypersensitivity who have experienced severe reactions when
treated with cephalosporins. Before therapy with any penicillin, careful inquiry
should be made concerning previous hypersensitivity reactions to penicillins,
cepha/osporins, or other allergens. If an allergic reaction occurs, appropriate ther-
apy should be instituted and discontinuance of amoxicillin therapy considered.

Serious anaphylactoid reactions require immediate emergency treatment with
epinephrine. Oxygen, intravenous steroids, and airway management, including
intubation, should also be administered as indicated.

USAGE IN PREGNANCY: Safety for use in pregnancy has not been established.

PRECAUTIONS: As with any potent drug, periodic assessment of renal, hepatic
and hematopoietic function should be made during prolonged therapy.

The possibility of superinfections with mycotic or bacterial pathogens should be
kept in mind during therapy. If superinfections occur (usually involving Enterobac-
ter, Pseudomonas or Candida), the drug should be discontinued and/or appropri-
ate therapy instituted

ADVERSE REACTIONS: As wtth other penicillins, it may be expected that un-
toward reactions will be essentially limited to sensitivity phenomena. They are
more likely to occur in individuals who have previously demonstrated hypersensi-
tivity to penicillins and in those with a history of allergy, asthma, hay fever or ur-
ticaria. The following adverse reactions have been reported as associated with the
use of the penicillins:

GASTROINTESTINAL: Nausea, vomiting and diarrhea

HYPERSENSITIVITY REACTIONS: Erythematous maculopapular rashes and ur-
ticaria have been reported. NOTE: Urticaria, other skin rashes and serum
sickness-like reactions may be controlled with antihistamines and, if necessary,
systemic corticosteroids. Whenever such reactions occur, amoxicillin should be
discontinued unless, in the opinion of the physician, the condition being treated is
lifethreatening and amenable only to amoxicillin therapy

LIVER. A moderate rise in serum glutamic oxaloacetic transaminase (SGOT) has
been noted, but the significance of this finding is unknown.

HEMIC AND LYMPHATIC SYSTEMS: Anemia, thrombocytopenia, thrombocy-
topenic purpura, eosinophilia, leukopenia and agranulocytosis have been reported
during therapy with the penicillins. These reactions are usually reversible on dis-
continuation of therapy and are believed to be hypersensitivity phenomena.

DOSAGE AND ADMINISTRATION: Infections o( the ear, nose and throat due to
streptococci, pneumococci, nonpenicillinase.producing staphylococci and H. in�
fluenzae;

Infections of the genitourinary tract due to E. co/i, Proteus mirabiis and Strep.
tococcus faecalis;

Infections of the skin and soft.tissu.s due to streptococci, susceptible staphyto-
cocci and E. co/i:

USUAL DOSAGE: Adults: 250 mg. every8 hours.
Children: 20 mg/kg/day in divided doses every 8 hours.

Children weighing 20 kg. or more should be dosed according to the adult rec-
ommendations.

In severe infections or those caused by less susceptible organisms: 500 mg.
every 8 hours for adults, and 40 mg/kg/day in divided doses every 8 hours for
children may be needed.

Infections of the lower respiratory tract due to streptococci, pneumococci, non�
penicillinase-producing staphylococci and H. influenzae:

USUAL DOSAGE: Adults: 500 mg. every 8 hours.
Children: 40 mg/kg/day in divided doses every 8 hours.

Children weighing 20 kg. or more should be dosed according to the adult rec-
ommendations.

Gonorrhea, acute uncomplicated ano-genital and urethral infections due to
N. gonorrhoeae: (males and females) 3 grams as a single oral dose.

Cases of gonorrhea with a suspected lesion of syphilis should have dark-field
examinations before receiving amoxicillin. and monthly serological tests for a
minimum of four months.

Larger doses may be required for stubborn or severe infections.
The children’s dosage is intended for individuals whose weight will not cause a

dosage to be calculated greater than that recommended for adults.
It should be recognized that in the treatment of chronic urinary tract infections,

frequent bacteriological and clinical appraisals are necessary. Smaller doses than
those recommended above should not be used. Even higher doses may be
needed at times. In stubborn infections, therapy may be required for several
weeks. It may be necessary to continue clinical and/or bacteriological follow-up for
several months after cessation of therapy. Except for gonorrhea, treatment should
be continued for a minimum of 48 to 72 hours beyond the time that the patient

becomes asymptomatic or evidence of bacterial eradication has been obtained. It
is recommended that there be at least 10 days’ treatment for any infection caused
by hemolytic streptococci to prevent the occurrence of acute rheumatic fever or
�omeruIonephritis.

DOSAGE AND ADMINISTRATION OF PEDIATRIC DROPS: Usual dosage for all
indications except infections of the lower respiratory tract:

Under 6 kg. (13 lbs.): 0.5 cc. every 8 hours
6-8 kg. (13-18 lbs.): 1 cc. every8 hours

Infections of the lower respiratory tract:
Under6 kg. (13 lbs.): 1 cc. every8 hours
6-8 kg. (13-18 lbs.): 2 cc. every8 hours

Children weighing more than 8 kg. (18 lbs.) should receive the appropriate dose
ofthe Oral Suspension 125 mg. or 250 mg./5 cc.

After reconstitution, the required amount of suspension should be placed
directly on the child’s tongue for swallowing. Alternate means of administration are
to add the required amount of suspension to formula, milk, fruit juice, water,
ginger ale or cold drinks. These preparations should then be taken immediately.
To be certain the child is receiving full dosage, such preparations should be con-
sumed in entirety.

DIRECTIONS FOR MIXING ORAL SUSPENSION: Prepare suspension at time of
dispensing as follows: Add the required amount of water (see table below) to the
bottle: For ease of preparation, add water in two portions. Shake well after each
addition of water. Each teaspoonful (5 cc.) will contain 125 mg. or 250 mg.
amoxicillin.

Amount of Water
Bottle Size Required for Reconstitution

80cc 53cc.
150cc 100cc.

DIRECTIONS FOR MIXING PEDIATRIC DROPS: Add 10 cc. of water to the bottle
and shake vigorously. Each cc. of suspension will contain 50 mg. amoxicillin.

NOTE: SHAKE WELL BEFORE USING.
Keep bottle tightly closed. Any unused portion of the reconstituted suspension
must be discarded after 7 days at room temperature (70#{176}F)or 14 days under
refrigeration (40#{176}F).

HOW SUPPLIED: AMOXIL (amoxicillin) Capsules. Each capsule contains 250
mg. or 500 mg. amoxicillin as the trihydrate. 250 mg. Capsule available in bottles
of 15, 100, 500, and unit dose cartons of 100. 500 mg. Capsule available in bottles
of 15, 50, 500, and unit dose cartons of 100.

AMOXIL (amoxicillin) For Oral Suspension. Each 5 cc. of reconstituted suspen-
sion contains 125 mg. or 250 mg. amoxicillin as the trihydrate. 125 mg./5 cc.
available in bottles of 80 cc. and 150 cc. 250 mg./5 cc. available in bottles of 80
cc.and 150cc.

AMOXIL (amoxicillin) Pediatric Drops for Oral Suspension. Each cc. of reconsti-
tuted suspension contains 50 mg. amoxicillin as the trihydrate available in 15 cc.
bottles.

AMOXIL’ (amoxicillin)

t�I�I� Beecham-Massengill Pharmaceuticals. Div. of Beecham Inc., Bristol, Tenn. 37620
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a pediatric vaccine line
that’s more than

a line...

Meruvax#{174}
(Rubella Virus Vaccine,

Live � MSD)

Mumpsvax#{174}
(Mumps Virus Vaccine,

Live MSD)
Jeryl Lynn Strain

Attenuvax
(Measles Virus
Vaccine, Live,

Attenuated�MSD)
Biavax#{174}

(Rubella and Mumps
Virus Vaccine,

Live �MSO)

M.R�Vax*(MeaslesandRubella

Virus Vaccine,
Live IMSD(

M-M.R#{174}(Measles, Mumps and
Rubella Virus Vaccine,

Live � MSD(

lrademark of Merck& Co.,INc
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Merck Sharp &

MSD

For a brief summary of prescribing Division of Merck & co., INC., West Point, Pa. 19486
information, please see following page. LEADER IN VIRAL IMMUNOLOGY



pediatric vaccines from
Indications: ATTENUVAX� (M8asIes Virus Vaccine, Live, Attenuated, MSD)-
Active immunization against measles (rubeola) in children one year of age
or older.
BIAVAX’ (Rubella and Mumps Virus Vaccine, Live, MSD)-Simuitaneous im#{149}
munization against rubella and mumps in children one year of age to puberty.
MERUVAX#{176}(Rubella Virus Vaccine, Live, MSD)-lmmunization against rubella
(German measles) in children one year of age to puberty. May be useful for
postpubertal males to prevent or control rubella outbreaks in circumscribed
population groups. In postpubertal females vaccination must not be under.
taken unless the woman is not pregnant, is susceptible to rubella (as shown
by Hemagglutination Inhibition test), understands it is imperative not to
become pregnant for next three months and will follow a medically accept#{149}
able method for pregnancy prevention (also in immediate postpartum period),
and is informed of frequent occurrence of seIf�limited arthralgia and possi.
ble arthritis beginning two to four weeks after vaccination.
M.M.R� (Measles, Mumps and Rubella Virus Vaccine, Live, MSD)-Simultane.
ous immunization against measles, mumps, and rubella in children one year
ofage topuberty.
M.R.VAX” (Measles and Rubella Virus Vaccine, Live, MSD)-Simultaneous
immunization against measles (rubeola) and rubella (German measles) in
children one year of age to puberty.
MUMPSVAX�(Mumps Virus Vaccine,Live,MSD)-lmmunjzation against mumps
forallages overone year.
Contraindicatlons: Pregnancy; for rubeIIa�containing vaccines, possibility of
pregnancy within three months following vaccination; infants less than one
year old, except that measles.containing vaccines may be administered
during the first year of life in certain populations (infants vaccinated under
such conditions should be revaccinated after 12 months of age); sensitivity
to eggs, chicken, chicken feathers, or neomycin, and, for rubeIIa�containing
vaccines, duck, or duck eggs or feathers; any febrile respiratory illness or
other active infection; for measles-containing vaccines, active untreated
tuberculosis; therapy with ACTH, corticosteroids, irradiation, alkylating
agents, or antimetabolites; blood dyscrasias, leukemia, lymphomas of any
type, or other malignant neoplasms affecting the bone marrow or lymphatic
systems; gamma globulin deficiency, i.e., agammaglobulinemia, hypogamma.
globulinemia, and dysgammaglobulinemia.
Precautions: Administer subcutaneously; do not give intravenously. Epineph.
rine should be available for immediate use should an anaphylactoid re-
action occur. Should not be given less than one month before or after
immunization with other live virus vaccines, with the exception of mono-
valent or trivalent poliomyelitis vaccine, live, oral, which may be admin-
istered simultaneously. Vaccinations should be deferred for at least three
months following blood transfusions or administration of human plasma or
more than 0.02 ml immune serum globulin (human) per pound of body
weight, and for MERUVAX (Rubella Virus Vaccine, Live, MSD) following anti-
Rh. (D) immune globulin (human).
Attenuated live virus measles, mumps, and rubella vaccines, given sep.
arately, may temporarily depress tuberculin skin sensitivity; therefore, if a
tuberculin test is to be done, it should be scheduled before vaccination, to
avoid the possibility of a false negative response.
Measles-Containing Vaccines-Due caution should be employed in children
with a history of febrile convulsions, cerebral injury, or any other condition
in which stress due to fever should be avoided. The physician should be
alert to the temperature elevation which may occur 5 to 12 days after vac�
cination. The occurrence of thrombocytopenia and purpura has been ex-
tremelyrare.
Rubella-Containing Vaccines-Excretion of live attenuated rubella virus from
the throat has occurred in the majority of susceptible individuals admin-
istered rubella vaccine. There is no definitive evidence to Indicate that such
virus is contagious to susceptible persons who are in contact with vac-
cinated individuals. Consequently, transmission, while accepted as a the-
oretical possibility, has not been regarded as a significant risk.
MERUVAX (Rubella Virus Vaccine, Live, MSD)-lf given to postpubertal
females, patient must not be already pregnant at the time of vaccination,
and adequate medical information should be provided to prevent conception
for at least three months. (See Indications.)
Adverse Reactions: To date, clinical evaluation of the combination vaccines
has revealed only those adverse reactions expected to follow administration
of the monovalent vaccines given separately.
Measles-Containing Vaccines-Occasionally, moderate fever (101-102.9 F);
less commonly, high fever (above 103 F); rarely, febrile convulsions. Infre-
quently, rash, usually minimal without generalized distribution. Reactions
at injection site. Local reactions characterized by marked swelling, redness,
and vesiculation at the injection site of attenuated live measles virus vac-
cines have occurred in children who received killed measles vaccine pre-
viously; the combination vaccines were not given under this condition in
clinical trials.
Experience from more than 44 million doses of all live measles vaccines
given in the U.S. by mid-1971 indicates that significant central nervous
system reactions such as encephalitis, occurring within 30 days after vac-
cination, have been temporally associated with measles vaccine approxi-
mately once for every million doses. In no case has it been shown that
reactions were actually caused by vaccine. The Center for Disease Control
has pointed out that “a certain number of cases of encephalitis may be
expected to occur in a large childhood population in a defi�ed period of
time even when no vaccines are administered. A survey conducted in

Merck Sharp & Dohme
New Jersey in 1965 showed that 2.8 cases of encephalitis (of unknown cause)
occurred per million children, ages 1-9 years per 30-day period.” t However,
the Center for Disease Control has analyzed the reported reactions following
measles vaccines and pointed out that “the clustering of cases in the
period 6 through 13 days after inoculation as well as the recovery of
measles virus (probably the vaccine strain) from the CSF of one patient does
suggest that some of these cases may have been caused by the vaccine.”
The risk of such serious neurological disorders following live measles virus
vaccine administration remains far less than that for encephalItis with
measles (one per thousand reported cases).
Rubella-Containing Vaccines-Adverse reactions may include fever and rash;
mild local reactions such as erythema, induration, tenderness, and regional
lymphadenopathy; thrombocytopenia and purpura; allergic reactions such as
urticaria; and arthritis, arthralgia, and polyneuritis.
Moderate fever (101-102.9 F) occurs occasionally, and high fever (103 F)
occurs less commonly. Rash occurs infrequently and is usually minimal with-
out generalized distribution. Encephalitis and other nervous system reac-
tions have occurred very rarely.
Transient arthritis, arthralgia, and polyneuritis vary in frequency and sever-
ity with age and sex, being greatest in adult females and least in prepubertal
children. Symptoms relating to joints (pain, swelling, stiffness, etc.) and to
peripheral nerves (pain, numbness, tingling, etc.) occurring within approxi-
mately two months after vaccination should be considered as possibly vac-
cine related. These symptoms need not be associated with other features
of rubella, such as fever, rash, and lymphadenopathy. In prepubertal chil-
dren, the symptoms have generally been mild and of no more than three
days’ duration, with an incidence of less than 1 percent for reactions that
would interfere with normal activity or necessitate medical attention. In
teen-age girls, the rates of reactions are somewhat higher but probably do
not exceed 5 to 10 percent. In women, the rates are greater and may cx-
ceed 30 percent; the symptoms in older females tend to be more prominent
and of longer duration, rarely persisting for a matter of months, but have
not generally interfered with normal activity. There is, at present, no
evidence that the joint involvement or neuritis accompanying infection with
either natural rubella or the attenuated viruses predisposes to any of the
known chronic arthritic or neurologic diseases. Transient arthralgia and
arthritis in nonimmune postpubertal males may occur; however, as in the
natural disease, the incidence is expected to be lower than in women.
Mumps-Containing Vaccines-Parotitis. Rarely, purpura and allergic reactions
such as urticaria. Very rarely, encephalitis and other nervous system reac-
tions. With the monovalent mumps vaccine, mild fever occurs occasionally,
and fever above 103 F is uncommon.
Storage and Reconstitution: Before reconstitution, store vaccines at 2�8 C
(35.6-46.4 F) and protectfrom light. Use only diluent supplied to reconstitute
vaccines. If not used immediately, store reconstituted vaccines in a dark
place at 2-8 C (35.6-46.4 F), and discard if not used within eight hours.
How Supplied: ATTENIJVAX#{174} (Measles Virus Vaccine, Live, MSD)-Single.dose
vials of lyophilized vaccine, containing when reconstituted not less than
1,000 TCID5O(tissue culture infectious doses) of measles virus vaccine cx-
pressed in terms of the assigned titer of the FDA Reference Measles Virus,
and approximately 25 mcg neomycin.
BIAVAX#{174}(Rubella and Mumps Virus Vaccine, Live, MSD)-Single.dose vials of
lyophilized vaccine, containing when reconstituted not less than 1,000 TCID50
of rubella virus vaccine, live, and 5,000 TCIDSO of mumps virus vaccine, live,
expressed in terms of the assigned titer of the FDA Reference Rubella and
Mumps Viruses, and approximately 25 mcg neomycin.
MERUVAX#{174}(Rubella Virus Vaccine,Live,MSD)-Single.dose vials of lyophilized
vaccine, containing when reconstituted not less than 1,000 1C1D50 of
rubella virus vaccine expressed in terms. of the assigned titer of the FDA
Reference Rubella Virus, and approximately 25 mcg neomycin.
M-M-R� (Measles, Mumps and Rubella Virus Vaccine, Live, MSD)-Single-dose
vials of lyophilized vaccine, containing when reconstituted not less than
1,000 TCID5O of measles virus vaccine, live, attenuated, 5,000 TCID5O of
mumps virus vaccine, live, and 1,000 TCID50 of rubella virus vaccine, live,
expressed in terms of the assigned titer of the FDA Reference Measles,
Mumps, and Rubella Viruses, and approximately 25 mcg neomycin.
M-R-VAX” (Measles and Rubella Virus Vaccine, Live, MSD)-Single-dose vials
of lyophilized vaccine, containing when reconstituted not less than 1,000
TCID5O of measles virus vaccine, live, attenuated, and 1,000 TCID50 of
rubella virus vaccine, live, expressed in terms of the assigned titer of the
FDA Reference Measles and Rubella Viruses, and approximately 25 mcg
neomycin.
MUMPSVAX#{176}(Mumps Virus Vaccine, Live, MSD)-Single.dose vials of Iyophil-
ized vaccine, containing when reconstituted not less than 5,000 TCID50 of
mumps virus vaccine expressed in terms of the assigned titer of the FDA
Reference Mumps Virus, and approximately 25 mcg neomycin.
Each of these �laccines is supplied as a single-dose vial packed with a
disposable syringe containing diluent and fitted with a 25-gauge, #{190}”needle,
and as a box of 10 single-dose vials in a pop-out tray with an accompanying
box of 10 diluent-containing disposable syringes with affixed needles.
For more detailed information, consult your MW
representative or see fullprescribing information. IVI S 0
Merck Sharp & Oohme, Division of Merck & Co., lac.,
West Point, Pa. 19486.
tNational Communicable Disease Center, Encephalitis
Surveillance Report, 1965 Annual Supplement, July 1, 1966.
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don’t you?

NOVAHISTINE DH
NOVAHISTINE EXPECTORANT

decongestant-antitussive
Each 5-mi. teaspoonful of Novahistine DH contains:
codeine phosphate 10 mg. IWarning: May be habit formingl
phenylephrine hydrochloride 10 mg.
chlorpheniramine maleate 2 mg.
chloroform 13.5 mg.

alcohol 5%

In addition to the above ingredients,
each 5-ml. teaspoonful of Novahistine

Expectorant also contains:

glyceryl guaiacolate 100 mg.

PRECAUTIONS. Use with caution in patients with severe hypertension,
diabetes mellitus, hyperthyroidism or urinary retention. Caution

ambulatory patients that drowsiness may result. Continuous dosage
over an extended period of time is generally contraindicated, since

codeine phosphate may cause addiction.

awful cold . . . and those zm’etched coughing

spasms . . . he just had to please, please
do something .

What he did was recommend

Novahistine Expectorant.To open
respiratory passages so she could breathe and

speak clearly. It made her cough up a lot of yukky

gunk but she felt much better after that. And
she didn’t have those terrible coughing
spasms .

If she’d had a dry, hacking cough, Melissa’s
doctor would have prescribed or recommended

Novahistine DH, which does not have the glyceiylO guaiacolate of the expectorant formulation. Because

he knows Novahistine products are safe and
dependable. And understands that patients are

grateful for symptomatic relief. And doesn’t
mind if some of them over-dramatize and

� tell him he’s “absolutely da-reamy”

At Dow, we think a little hero

worship is good for the doctor,

DOW PHARMACEUTICALS
. . The Dow Chemical Company

Indianapolis. md. 46268



undergoes changes as the patient ages, and curves

The glucose tolerance curve:
Diagnostic?... Deceptive?

The oral glucose tolerance test is usually
considered the chief means to establish a diag-
nosis of diabetes. The patterns of
plasma glucose disappearance fol-
lowing ingestion of a glucose chal-
lenge can, in most cases, indicate
whether the patient in question is
normal or has diabetes mellitus.
However, it should be remembered
that in certain instances the glucose
tolerance test may be limited and its inter-
pretations distorted by variables caused by the status
of the patient’s metabolic system. The patient’s age,
bedrest, concurrent infection, concomitant drug
therapy, and testing technique may also influence the
test results. Following is a discussion of practical
factors that can influence the validity of this most
important test.

Are the patient’s metabolic mechanisms
in “peak” operating condition?

There is significant diurnal variation in oral glu-
cose tolerance; testing in the morning will result in
lower readings than in the afternoon or evening.
Plasma immunoreactive insulin levels, however are
highest in a morning test. It would seem advisable to
perform the test at a standard time to avoid the van-

ation in glucose and insulin levels. It
is important that the patient consume

a high-carbohydrate diet for at least
three days before the test (and longer
if he is undernourished). The metabolic
mechanisms being challenged by the
nh ‘cose load should be in “peak” open-

� condition before the challenge, so
. the results may be interpreted
inst standard criteria. If the pa-

it’s normal carbohydrate intake is
� his insulin response will tend to be
�,gish and he may very well show a
�lucose tolerance curve suggestive

of mild diabetes. This can be pre-
vented by the simple expedient
of reviving the sluggish mech-

anisms through a few days of
pretest carbohydrate “forcing.”

Drugs affect glucose tolerance

Certain drugs are known to
affect glucose tolerance. Oral con-
tnaceptives, glucocorticoids, thiazide
diuretics,and high doses of nicotinic
acid all tend to increase blood glu-
cose. On the other hand, aspirin and
other salicylatescan decrease blood
glucose.

Fever impairs glucose tolerance test

Febnile infections impair glucose tolerance in
diabetic patients, and this phenomenon occurs also
in some people who apparently do not have diabetes.
It is of questionable value to test for diabetes in
persons who have signs or symptoms of an infec-
tion. As standard procedure, body tem-
perature should be recorded atthe begin-
ning and end of each glucose tnl�r�nr� I
test. Nevertheless, glucose
testing should not be perle
the presence of infection or f
if standardized results are to
achieved.

Bedrest distorts!

There is a significant
reduction in glucose toler-
ance during prolonged bed
rest, and this reduction �
take place in as little as 72 hours after the onset of
absolute bedrest.1 It appears that prolonged physical
inactivity induces peripheral insulin resistance which
in turn causes the muscles to fail to utilize glucose
normally. This fact should be borne in mind when the
need for testing arises in patients who have been sub-
jected to long periods of hospitalization and bedrest.
To obtain meaningful readings in these patients, the
role of physical inactivity should be considered in the
interpretation of glucose tolerance tests, especially
in the bedridden hospitalized patient.

Are older patients actually different?

It appears that the glucose tolerance curve



When an oral hypoglycemic agent is
indicated in maturity-onset diabetes

When a definitive diagnosis of non-ketotic
maturity-onset diabetes is made and diet alone

proves insufficient for control, Orinase
(tolbutamide, Upjohn) provides the gradual

blood-sugar-lowering effect that is often desired.
The maximal response to Orinase occurs in 5 to 8

hours; the blood sugar then rises gradually, and by the
24th hour has usually returned to the pretest level.

Orinase should not be used in patients with severe

renal insufficiency.

For gradual blood-sugar-lowering action

0.5 Gm tablets

Orinase
tolbutamide, Upjohn

Maximal response in 5 to 8 hours

For brief summary of prescribing information, please turn page.

if necessary. ©1974 The Upjohn Company
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that would be considered diagnostic of
diabetes in a younger patient may not
necessarily indicatediabetes in the older
patient. A recent study2 has shown that
fasting blood glucosewas more frequently
over 100 mg/100 ml in females over 60
than in younger age groups, while this
phenomenon was not observed in males.
On the other hand, males and females over
60 showed higher two-hour post-glucose
reading than did younger patients. In males
there was no tendency to increased reading
beyond the 60 to 64 age group,while in females
higher values became more common with advancing age.

Two-Hour Blood Glucose in 1,500 Patients of Different Ages
%

90

80

70

60

50

40

30

20

10

:i�: column heights indicate percentage of each group with two-hour blood
glucose readings greater than 120 mgJlOO ml
U The height of the shaded portion indicates percentage of readings
over 140
U Black column height indicates percentage of readings above 180

Number in each column refers to number of patients tested

Some authorities feel that the frequency of the
diabetic type of glucose tolerance curve among older
people indicates the importance of glucose tolerance
testing in such patients. The author of the above study
questionsthemeaningofglucosetolerancetest results
in the elderly. He points out that “At least it is evident
that results obtained should be evaluted on a com-
pletely different basis from that applied to younger
people’

Is the curve diagnostic-or reflective
of other illness?

Three types of hypenlipidemia (Types III, IV and V)
are often associated with impaired glucose tolerance.
In Types Ill and IV, elevated triglyceride levels are
carbohydrate-induced; in Type V, carbohydrates and
fats tend to raise the triglycerides. All three types are
associated with obesity. For practical purposes, ab-
normal glucose tolerance readings in these condi-
tions should be managed as in ordinary diabetes, with
controlled diet, weight reduction, and drug therapy,

Glucose toleranceisalso impaired
during pregnancy, though in many pa-
tients an abnormal curve may be prog-
nostic of the eventual development of
diabetes. Similarly, obese patients may
manifest impai red glucose tolerance.
Although it may not be completely clear
whether these patients have clinical
diabetes, such results should be viewed
with suspicion.

Other disease states in which glu-
cose tolerance may be impaired in-

elude acromegaly, hyperthyroidism, chron ic liver
disease, and diseases involving potassium depletion.
It is important under such circumstances to determine
whether a diabetic curve is actually diagnostic or
secondary to the presence of concomitant disease.

The importance of meticulous technique
Since the concentration of glucose in

capil any and arterial blood is generally higher
than in venous blood, the same source
must be used throughout the test, and
the nature of the source taken into con-
sideration in interpretation. It is impor-
tant that whole blood be analyzed
within half an hour after col lection (un-
less a preservative such as fluoride is
added), since glycolysis takes place in
whole blood storedatroom temperature.
It is also importantto rememberthatwhole
blood values are 10 to 15 percent lower
than plasma values.
References: 1. Lipman, RL et al. : Diabetes 21 : 101-107 (February) 1972.
2. Heikinheimo, R.: J. Am. �eriat. Soc. 20:55-58(February) 1972.



When dietalone isinsufficient in nonketotic
maturity-onset diabetes

Gm tablets

For gradual blood-sugar lowering action with maximal response in 5 to 8 hours

An orally active hypoglycemic agent principally indicated
in relatively mild, adult, maturity-onset, nonketotic diabetes;
also, as a supplement to insulin therapy in selected diabetic pa-
tients, it may effect a stabilization of labile diabetes and reduce
insulin requirement. Certain patients intolerant to chlorpropa-
mide therapy at usual therapeutic doses have subsequently
been successfully managed with Orinase (tolbutamide).

Use in mild asymptomatic diabetic patients with abnormal
glucose tolerance tests not responding to diet therapy may re-
suit in improvement of the glucose tolerance test.

Use in conjunction with phenformin is indicated when op-
timal control is not obtained with Orinase or phenformin alone.
contraindications: Orinase alone is not effective in juvenile or
growth-onset diabetes nor in unstable brittle diabetes where
insulin therapy isrequired.

Orinase should not be used: when diabetes is compli-
cated by acidosis, ketosis, or coma, or when a history of re-
peated bouts of acidosis or coma is obtained; in the presence
of other acute complications such as fever, severe trauma, or
infections, and in patients with severe renal insufficiency.
Insulin is indicated in these circumstances.
Pregnancy warning: The safety and usefulness of Orinase
during pregnancy has not been established either from the
standpoint of the mother or the fetus. Animal studies have
demonstrated feticidal and teratogenic effects of doses of
1,000-2,500 mg/kg/day, but application to human subjects
unknown. Therefore, Orinase is not recommended for the
pregnant diabetic, and when administering Orinase to women
of childbearing age, these factsshould be borne in mind.
Precautions: Diagnostic and therapeutic measures necessary
foroptimal control with insulin arealso necessarywith Orinase.
The patient on Orinase must be fully instructed: about the
nature of his disease; how to prevent and detect complica-
tions, how to control his condition; not to neglect dietary re-
strictions, develop a careless attitude or disregard instructions
relative to body weight, exercise, personal hygiene, and avoid-
a nce of i nfection ; how to recogn ize a nd counteract impending
hypoglycemia; how and when to test for glycosuria and
ketonuria; how to use insulin; and to report to the physician
immediately if he does not feel as well as usual.

Caution, very close observation, and careful adjustment of
dose are necessary when: insulin is withdrawn during the trial
period in order to avoid ketosis, acidosis, and coma; thiazide
diuretics are administered which may result in aggravation of
diabetic state and increased tolbutamide requirement, tempo-
rary loss of control, or even secondary failure; treating patients
with impaired hepatic and/or renal function and debilitated,
malnourished, or semistarved patients in order to avoid severe
hypoglycemia which may require corrective therapy over sev-
eral days; and treating patients with severe trauma, infection,
or surgical procedures where temporary return to insulin or
addition of insulin may be necessary. Response to tolbutamide
is diminished in patients receiving therapy with beta-blocking
agents.

As some diabetics are not suitable candidates, it is es-
sential that the physician familiarize himself with the indica-
tions, limitsofapplication, and selection of patients for therapy.

Patients must be under continuous medical supervision,
and during the initial test period should communicate with the
physician daily, and during the first month report at least once

weekly for physical examination and definitive evaluation.
After a month, examinations are recommended monthly or as
indicated. Appearance of ketonuria, increase in glycosuria, un-
satisfactory lowering or persistent elevation of blood sugar, or
failure to obtain and hold clinical improvement indicate non-
responsiveness to Orinase (tolbutamide). Orinase does not
obviate need for maintaining standard diet regulation. Unco-
operative patients should be considered unsuitable for therapy.
Prescriptions should be refilled only on specific instruction of
physician. In treating mild asymptomatic diabetic patients with
abnormal glucose tolerance, glucose tolerance tests should be
obtained at three to six-month intervals. Orinase is not an oral
insulin or a substitute for insulin and must not be used as sole
therapy in juvenile diabetes or in diabetes complicated by
acidosis or coma where insulin is indispensable.

If phenformin is prescribed in combination with Orinase,
appropriate package literature should be consulted.
Adverse reactions: Severe hypoglycemia, though uncommon,
may occur and may mimic acute neurologic disorders such as
cerebral thrombosis. Certain factors such as hepatic and renal
disease, malnutrition, advanced age, alcohol ingestion, and
adrenal and pituitary insufficiency may predispose to hypo-
glycemia and certain drugs such as insulin, phenformin, sul-
fonamides, oxyphenbutazone, salicylates, probenecid,
monamine oxidase inhibitors, phenylbutazone, bishydroxy-
coumarin, and phenyramidol may prolong or enhance the
action of Orinase and increase risk of hypoglycemia. Orinase
long-term therapy has been reported to cause reduction in
RAI uptake without producing clinical hypothyroidism or
thyroid enlargement and at high doses is mildly goitrogenic
in animals. Photosensitivity reactions, disulfiram-like reactions
after alcohol ingestion, and false-positive tests for urine albu-
mm have been reported.

Although usually not serious, gastrointestinal distur-
bances (nausea, epigastric fullness, and heartburn) and head-
ache appear to be dose related and frequently disappear with
reduction of dose or administration with meals. Allergic skin
reactions (pruritus, erythema, urticaria, and morbilliform or
maculopapular eruptions) are transient, usually not serious,
and frequently disappear with continued administration.
Orinase should be discontinued if skin reactions persist. Re-
cent reports indicate that long-term use of Orinase has no
appreciable effect on body weight.

Orinase appears to be remarkably free from gross clinical
toxicity: crystalluria or other renal abnormalities have not
been observed; incidence of liver dysfunction is remarkably
low and jaundice has been rare and cleared readily on dis-
continuation of drug (carcinoma of the pancreas or other
biliary obstruction should be ruled out in persistent jaundice);
leukopen a ; agranulocytosis; thrombocytopen ia ; hemolytic
anemia; aplastic anemia; pancytopenia; and hepatic porphyria
and porphyria cutanea tarda have been reported.
How supplied: 0. 5 Gm Tablets - bottles of 50, 200, 500 and
1000 and cartons of 100 in foil strips.

For additional product information, see your Upjohn rep-
resentative or consult the package insert.

ijj�rn.� The Upjohn Company, Kalamazoo, Michigan 49001J-3669-6 MED B-6-S









WARNING
Ssrlous and fatal blood dyscraslas (aplastlc
ansmla, hypoplsstlc ansmla, thrombocytop.nla,
and granulocylop.nla) an known to occur aft#{149}r
the administration of chloramphsnlcol. In addi-
floe, thrs hav#{149}b.sn reports of aplastlc anmela
attrlbut#{149}d to chloramph.nlcol which Iat.r t#{149}rml-
nstsd In Iil*smIs. Blood dyscraslas havi oc-
currsd after both shod-term and prolonged
therapy with this drug. Chloramphnlcol must
not be usd whmi less potentially dangerous
agents will be affective, as descrIbed In the
IndicatIons section. It must not be used In the
treatment of trIvIal Infections or phere It Is not
indicated. as In colds, lnluenza, Infections of the
throat� or as a prophylactic agent to prsvsnt
bacterial infections.

Precautions: It Is essential that adequat. blood
studies be made during treatment with the drug.
While blood studies may detect early perIpheral
blood changes, such as Ieukop.nla, reticulocyto-
p.nla, or granulocytopenla, before they become
IrreversIble, such studies cannot be relied on to
d.tect bone marrow depression prior to develop-
mint of aplastlc anemia. To facilitate approprlat.
studies and observatIon during therapy, It Is
desirable that patIents be hospItalIzed.

CIFIC PATHOGEN SHOULD BE BASED UPON SE- Fever, maculai and vesicular rashes, angloedema.
VERITY OF THE INFECTION. SUSCEPTIBILITY OF THE urticarla, and anaphylaxis may occur. Herxhelmer reac-
PATHOGEN TO THE VARIOUS ANTIMICROBIAL lions have occurred during therapy for typhoId fever.
DRUGS, EFFICACY OF THE VARIOUS DRUGS IN THE � “Gray Syndrome”Toxic reactions Including fatalities have occurred In
INFECTION, AND THE IMPORTANTADDITIONAL CON- the premature and newborn; the signs and symptoms
CEPTS CONTAINED IN THE WARNING BOX ABOVE: associated with these reactions have been referred to
1 . Acute infectIons caused by S typhl* � the gray syndrome. One case of gray syndrome

It is not recommended for the routine treatment of has been reported in an infant born to a mother havIng
the typhoid carrier state. received chloramphenicol during labor. One case has

2. SerIous Infections caused by susceptible strains In been reported in a 3-month infant. The following sum-
accordance with the concepts expressed above: marizes the clinical and laboratory studies that have
a) Salmonella species been made on these patients:
b) H influenzae, specifically meningeal infections a) In most cases, therapy with chloramphenicol had

been instituted within the first 48 hours of life.
c) Rickettsia b) Symptoms first appeared after three to four days
d) Lymphogranuloma-psittacosis group of continued treatment with high doses of chloram-
e) Various gram-negative bacteria causing bacte- phenicol.

remia, meningitis, or other serious gram-negative infec- C) The symptoms appeared in the following order:
tions (1) abdominal distension with or without emesis;

f) Other susceptible organisms which have been (2) progressive pallid cyanosis;
demonstrated to be resistant to all other appropriate (3) vasomotor collapse, frequently accompanied
antimicrobial agents by irregular respiration;
3. CystIc fibrosis regimens (4) death within a few hours of onset of these
�ln the treatment of typhoid fever, some authorities recommend symptoms.

that chlorsmphenlcol be administered at therapeutic levels for a d) The progression of symptoms from onset to exitus
to 10 days after the patient has become afebrile to lessen the poa- was accelerated with higher dose schedules.
siblilty of relapse. e) Preliminary blood serum level studies revealed un-

CONTRAINDICATIONS usually high concentrations of chloramphenicol
Chioramphenicol is contraindicated in individuals with (over 90 mcg/ml after repeated doses).
a history of previous hypersensitivity and/or toxic reac- f) Termination of therapy upon early evidence of the
tion to it. It must not be used in the treatment of trivial associated symptomatology frequently reversed the
infections or where it is not indicated, as in colds, In- process with complete recovery.
fluenza, infections of the throat; or as a prophylactic ADMINISTRATION
agent to prevent bacterial infection. Chloramphenicol, like other potent drugs, should be

prescribed at recommended doses known to have thera-
PRECAUTIONS peutic activity. Administration of 50 mg/kg/day In di-

1 . Baseline blood studies should be followed by pen- vided doses will produce blood levels of the magnItude
odic blood studies approximately every two days during to which the majority of susceptible microorganIsms
therapy. The drug should be discontinued upon appear- will respond.
ance of reticulocytopenia, leukopenia, thrombocytope- AS SOON AS FEASIBLE AN ORAL DOSAGE FORM
nia. anemia, or any other blood study findings attribut- OF CHLORAMPHENICOL SHOULD BE SUBSTITUTED
able to chioramphenicol. However, it should be noted FOR THE INTRAVENOUS FORM BECAUSE ADEQUATE
that such studies do not exclude the possible later BLOOD LEVELS ARE ACHIEVED WITH CHLORAM-
appearance of the irreversible type of bone marrow PHENICOL BY MOUTH.
depression. The following method of administration Is recom-

2. Repeated courses of the drug should be avoided mended:
if at all possible. Treatment should not be continued Intravenously as a 10% (100 mg/mI) solution to be
longer than required to produce a cure with little or no injected over at least a one-minute interval. This Is pre-
risk of relapse of the disease. pared by the addition of 10 ml of an aqueous dlluent

3. Concurrent therapy with other drugs that may such as water for Injection or 5% dextrose injectIon.
cause bone marrow depression should be avoided.

4. Excessive blood levels may result from administra- DOSAGE
Adults

lion of the recommended dose to patients with Im. Adults should receive 50 mg/kg/day in divided doses
paired liver or kidney function, including that due to
immature metabolicprocesses in the infant.Thedosage at six-hour intervals. In exceptional cases, patients
should be adjusted accordingly or, preferably, the blood with infections due to moderately resistant organisms
concentration should be determined at appropriate may require increased dosage up to 100 mg/kg/day to

achieve blood levels inhibiting the pathogen, but these
intervals.

5. There are no studies to establish the safety of this high doses should be decreased as soon as possible.
drug in pregnancy. Adults with impairment of hepatic or renal function or

6. Since chioramphenicol readily crosses the pla- both may have reduced ability to metabolize and cx-
cental barrier, caution in use of the drug is particularly crete the drug. In instances of impaired metabolic
important during pregnancy at term or during labor be- processes, dosages should be adlusted accordingly.
cause of potential toxic effects on the fetus (gray syn- (See disc�ission under Newborn Inf’ants.) Precise con-trol of concentration of the drug in the blood should bedrorne) should be used in therapy of premature carefully followed in patients with impaired metabolic

and full-term infants to avoid gray syndrome toxicity. processes by the available microtechniques (Informs-
(See Adverse Reactions.) Serum drug levels should tion aV�iIabIe on request).
be carefully followed during therapy of the newborn Children
infant. Dosage of 50 mg/kg/day divided Into four doses at

8. Precaution should be used in therapy during lacta- six-hour intervals yields blood levels In the range effec-
lion because of the possibility of toxic effects on the tive against most susceptible organisms. Severe infec-
nursing infant. tions (eg, bacteremia or meningitis), especially when

9. The use of this antibiotic, as with other antibiotics, adequate cerebrospinal fluid concentrations are desired.
may result in an overgrowth of nonsusceptible organ- may require dosage up to 100 mg/kg/day; however. it is
isms, including fungi. If infections caused by nonsus- recommended that dosage be reduced to 50 mg/kg/day
ceptible organisms appear during therapy, appropriate as soon as possible. Children with impaired liver or kid-
measures should be taken. ney function may retain excessive amounts of the drug.

ADVERSE REACTIONS Newborn Infants
1 . Blood Dyscraslas (See section tItled Gray Syndrome under Adverse

The most serious adverse effect of chloramphenicol Reactions.)
is bone marrow depression. Serious and fatal blood A total of 25 mg/kg/day in four equal doses at six-
dyscrasias (apiastic anemia, hypoplastic anemia, throm- hour intervals usually produces and maintains concen-
bocytopenia, and granulocytopenia) are known to occur trations in blood and tissues adequate to control most
after the administration of chloramphenicol. An irre- infections for which the drug is Indicated. Increased
versible type of marrow depression leading to aplastic dosage in these individuals, demanded by severe infec-
anemia with a high rate of mortality is characterized by tions, should be given only to maintain the blood con-
the appearance weeks or months after therapy of bone centratlon within a therapeutically effective range. After
marrow aplasis or hypoplasia. PerIpherally, pancyto- the first two weeks of life, full-term infants ordinarIly
penia is most often observed, but in a small number of may receive up to a total of 50 mg/kg/day equally di-
cases only one or two of the three major cell types vided into four doses at six-hour intervals. These dosage
(erythrocytes, leukocytes, platelets) may be depressed. recommendations are extremely important because

A reversible type of bone marrow depression, which blood concentration in all premature infants and full-
is dose related, may occur. This type of marrow depres- term infants under two weeks of age differs from that
sion is characterized by vacuolization of the erythroid
cells, reduction of reticulocytes, and leukopenia, and of other infants. This difference is due to variations in
responds promptly to the withdrawal of chloramphenicol. the maturity of the metabolic functions of the liver and

An exact determination of the risk of serious and the kidneys.
fatal blood dyscrasias is not possible because of lack When these functions are immature (or seriously im-
of accurate Information regarding (1) the size of the paired in adults), high concentrations of the drug are
population at risk, (2) the total number of drug-asso- found which tend to increase with succeeding doses.
dated dyscrasias, and (3) the total number of nondrug- Infants and Children with Immature Metabolic Proc-
associated dyscrasias. esses

In a report to the California State Assembly by the in young infants and other children in whom imma-
California Medical Association and the State Depart- lure metabolic functions are suspected, a dose of 25
ment of Public Health in January 1967, the risk of fatal mg/kg/day will usually produce therapeutic concen-
aplastic anemia was estimated at 1:24,200 to 1:40,500 trations of the drug in the blood. In this group par-
based on two dosage levels. ticularly, the concentration of the drug in the blood

There have been reports of aplastic anemia attn. should be carefully followed by microtechniques. (In-
buted to chloramphenicol which later terminated in formation available on request.)
leukemia. HOW SUPPLIED

Paroxysmal nocturnal hemoglobinuria has also been NDC 0071-1089-01 (Sterl-Vial#{174} No. 57)
reported. Chloromycetin (chloramphenicol) Sodium Succinate
2. Gastrointestinal Reactions is supplied as a dried powder in Sterl-Vials (rubber-

Nausea, vomiting, glossitis and stomatitis, diarrhea diaphragm-capped vials). When reconstituted as di-
and enterocolitis may occur In low incidence. rected, each vial contains a sterile solution equiva-
3. Neurotoxic Reactions lent to 100 mg of chloramphenicol per ml (1 g/1O ml).

Headache, mild depression, mental confusion, and Available individually and in packer units of 10 tens,
delirium have been described in patients receiving NSN 6505-00-754-0280
ctdoramphenicol. Optic and peripheral neuritis have CHLOROMYCETIN, brand of chloramphenicol, Reg
been reported, usually following long-term therapy. If US Patent Office MK
this occurs, the drug should be promptly withdrawn.

PD-JA-1281-1-P 8/74
PARKE, DAVIS & COMPANY, Detroit, Michigan 48232

(ohlo,�mpJ.njcoj)$odium $UOCII%It.
Por Intravenous administration

IMPORTANT CONSIDERATIONS IN PRESCRIBING IN-
JECTABLE CHLORAMPHENICOL SODIUM SUCCINATE

CHLORAMPHENICOL SODIUM SUCCINATE IS IN-
TENDED FOR INTRAVENOUS USE ONLY. IT HAS
BEEN DEMONSTRATED TO BE INEFFECTIVE WHEN
GIVEN INTRAMUSCULARLY.

1. Chloramphenlcol sodium succlnate must be hydro-
lyzed to its microbiologically active form and there is
a lag in achieving adequate blood levels compared
with the base given intravenously.

2. The oral form of chloramphenicol is readily absorbed
and adequate blood levels are achieved and main-
tamed on the recommended dosage.

3. Patients started on intravenous chloramphenicol so-
dium succinate should be changed to the oral form
as soon as practicable.

DESCRIPTION
Chloramphenicol is an antibiotic that is clinically use-
ful for, and should be reserved for, serious infections
caused by organisms susceptible to Its antimicrobial
effects when less potentially hazardous therapeutic
agents are ineffective or contraindicated. Sensitivity
testing Is essential to determine its indicated use, but
may be performed concurrently with therapy initiated
on clinical Impression that one of the indicated condi-
tions exists (see Indications section).

ACTIONS AND PHARMACOLOGY
In vitro chloramphenicol exerts mainly a bacteriostatic
effect on a wide range of gram-negative and gram-
positive bacteria and is active in vitro against rickett-
alas. the lymphogranuloma-pslttacosis group, and Vibrlo
cho!erae. It is particularly active against Salmonella
typhi and Hemophilus influenzae. The mode of action
is through interference or inhibition of protein syn-
thesis in intact cells and in cell-free systems.

chloramphenicol administered orally is absorbed
rapidly from the Intestinal tract. In controlled studies
in adult volunteers using the recommended dosage of
50 mg/kg/day, a dosage of 1 g every six hours for eight
doses was given. using the microbiological assay
method, the average peak serum level was 1 1 .2 mcg/ml
one hour after the first dose. A cumulative effect gave
a peak rise to 18.4 mcg/ml after the fifth dose of 1 g.
Mean serum levels ranged from 8 to 14 mcg/mI over the
48-hour period. Total urinary excretion of chloramphen-
icol in these studies ranged from a low of 68% to a
hIgh of 99% over a three-day period. From 8% to 12%
of the antibIotIc excreted is in the form of free chlor-
amphenicol; the remainder consists of microblolog�
ically inactive metabolites, principally the conjugate
with glucuronic acid. Since the glucuronide is excreted
rapidly. most chloramphenicol detected In the blood Is
in the microbiologically active free form. Despite the
small proportion of unchanged drug excreted in the
urine, the concentration of free chloramphenicol Is
relatively high, amounting to several hundred mcg/ml
In patients receiving divided doses of 50 mg/kg/day.
Small amounts of active drug are found in bile and
feces. Chloramphenlcol diffuses rapidly, but its distrl-
bution Is not uniform. Highest concentrations are found
In liver and kidney, and lowest concentrations are found
In brain and cerebrospinal fluid. chloramphenicol en-
ters cerebrospinal fluid even in the absence of menin-
geal inflammation, appearing In concentrations about
half of those found In the blood. Measurable levels are
also detected in pleural and in ascitic fluids, saliva,
milk, and in the aqueous and vitreous humors. Transport
across the placental barrier occurs with somewhat lower
concentration In cord blood of newborn Infants than
in maternal blood.

INDICATIONS
IN ACCORD WITH THE CONCEPTS IN THE WARN-
ING BOx AND THIS INDICATIONS SECTION, CHLOR-
AMPHENICOL MUST BE USED ONLY IN THOSE SERI-
ous INFECTIONS FOR WHICH LESS POTENTIALLY
DANGEROUS DRUGS ARE INEFFECTIVE OR CON-
TRAINDICATED. HOWEVER, CHLORAMPHENICOL
MAY BE CHOSEN TO INITIATE ANTIBIOTIC THERAPY
ON THE CLINICAL IMPRESSION THAT ONE OF THE
CONDITIONS BELOW IS BELIEVED TO BE PRESENT;
IN VITRO SENSITIVITY TESTS SHOULD BE PER-
FORMED CONCURRENTLY SO THAT THE DRUG MAY
BE DISCONTINUED AS SOON AS POSSIBLE IF LESS
POTENTIALLY DANGEROUS AGENTS ARE INDICATED
BY SUCH TESTS. THE DECISION TO CONTINUE USE
OF CHLORAMPHENICOL RATHER THAN ANOTHER
ANTIBIOTIC WHEN BOTH ARE SUGGESTED BY IN
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COMMENTARIES

Pediatric turf

It seems like just yesterday that the pages be-

tween these green covers were filled with dire
pronouncements about the child-health manpow-

er shortage. The “pediatric numbers game” was
worked to prove that since fewer kids’ doctors

were going to be around to see more kids, pedia-

tricians couldn’t possibly carry the whole load. I
was among those calling for “others” to assume

many of the tasks traditionally performed by pedi-
atricians. Well, it’s worked; the crisis cries were
heeded. In the span of two short years, such pro-
found changes have taken place in the manpower
game, that general pediatricians in the United
States may well be teetering on the threshold of a
museum.

Who could have forseen how precipitously the

birth rate would drop in the face of the trend
towards smaller families, more efficient contra-
ceptive agents, and liberalized abortion laws?

The family-practice movement, nutured by feder-
al and state dollars, has burdgeoned forth, and is
now capturing many of the top students. Too few
graduates of family-practice residency programs
have yet entered the “market” to assess their im-
pact on other specialities. Judging from their
training emphasis in the primary ambulatory
medicine, however, there is little doubt that they
will be caring for significantly more children.

NURSE PRACTITIONERS

Probably the greatest force currently affecting

the practice of general pediatrics is the perfor-
mance of nurse practitioners. Elsewhere in this
issue, McAtee and Silver hurl down the gauntlet

with a resounding crash.’ More than 1,100 pediat-
nc nurse practitioners (PNPs) have graduated to
date from approximately 50 training programs in
the United States. Based on evaluations of the pi-
oneer programs at the University of Colorado,

they state PNPs can “care for approximately
three fourths of all children coming to ambulatory
health care settings.” They make abundantly

clear that PNPs are not band-aids for busy pedia-

tricians. “The addition of nurse practitioners to
the health care system results in improved as well
as increased health care,” they say. Nowhere is
this point better illustrated than in their evalua-
tion of nurse practitioners in that wasteland

called school health.
What about future training of pediatric as well

as the host of other specialized nurse practition-

ers? McAtee and Silver aim high. They advocate
that the general clinical skills of nurse practiti#{243}n-
ers be included in the undergraduate nursing cur-
riculum, and that specialized skills (e.g., pediat-
rics, obstetrics, geriatrics,) be taught in a type of
nursing “internship.” Rational as this may sound,
the proposed scenario must over#{235}ome some for-
midable barriers. First of all, the idealistic as-
sumption is made that the curriculum of nursing
schools will be guided by community health
needs. As is suggested later, medical schools are
not exactly shining beacons, but, in recent years,
nursing schools have been obsessed with a nar-

cissistic struggle to define the role of a nurse.
Searching for their own Holy Grail, which usually
equates quality with a long string of graduate de-
grees, nursing educators are sensitive about re-
turning to “trade school” status, and picking up
tasks discarded by the symbols of their oppression,
physicians. Perhaps, if those who practice nursing
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proposed selection protocol does not allow us to
predict the prognosis of a child with myelomenin-

gocele with complete accuracy at birth, it ap-
pears to provide the most reliable estimate pres-

ently available.
Our selection protocol is applied only retro-

spectively in this report; a prospective study
would be necessary to confirm our findings. Dur-

ing the past several months, we have begun such a
study. However, too few children have yet been
evaluated and their follow-up has been too brief
to permit any conclusions at this time.
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DR. PAUL STOLLEY’S ASTUTE OBSERVATION AND COMMENT ON ADS

I would also propose that drug advertising in
the U.S. be much more stringently regulated.
With the written copy coming under tighter regu-

lation, the drug ads rely more on visual devices to
attract the attention of the busy physician. Oper-
ating under the theory that, though the physician
may be overworked, he is still alive, the newer ads
are often picturing nude or nearly nude women.
These ads exploit women, doctors and patients

alike. The needed prescribing information can
sometimes be found decoratively arranged around

the body. Ingeniously, the indications for use

seem to favor the genital area or breasts whereas
the adverse effects and contraindications are
more likely to be found near the armpits or toes.

Aside from a picture that would somehow add to
the doctors’ knowledge of drug action or use,
many believe there is no place for such obvious at-

tention-getting representations in professional

journals.1
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SCHEDULE OF MEETINGS

ANNUAL MEETINGS

1975-Forty-Fourth October 18 to 23

Washington Hilton, Washington, D.C.

1976-Forth-Fifth October 16 to 21

Palmer House, Chicago

1977-Forth-Sixth November 5 to 10

New York Hilton and Americana, New York City

1978-Forty-Seventh October 21 to 26

Palmer House, Chicago

1979-Forty-Eighth October 13 to 18

San Francisco Hilton and St. Francis, San Francisco

SPRING SESSIONS

1975-Denver Hilton April 14 to 17

Denver, Cob.

1976-Bellevue Stratford April 12 to 15

Philadelphia, Pa.

1977-New Orleans Marriott April 18 to 21

New Orleans, La.

1978-Century Plaza April 10 to 13

Los Angeles, Calif.
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The decongestant designed lorchlldren.

DEMAZIN#{174}REPETABS� Tablets
brand of chiorpheniramine ma!eate 2 mg., brand of
u.s.P., and phenylephrine 10 mg. repeat-action tablets

Dosage: One or two tablets, morning and evening-
depending on severity.

A spedal form for
� �ung patients - *en bab.s.

DEMAZIN�Syrup
brand of chiorphenirarnine maleate 1 rng., U.S.P.,

and phenylephrine hydrochloride 2.5 mg., U.S.P., alcohol (approx ) 7.5% by volume

Dosage: From 3-6 years-one to two teaspoonfuls every 3 to 4 hours.
1’ From 1 -3 years- Y2 to 1 teaspoonful every 3 or 4 hours. Infants under one year-

‘ #{188}to Y2 teaspoonful every 3 or 4 hours. Dosage may vary with severity of symptoms.

� � DEMAZIN quickly opens up stuffy little noses. REPETABS Tablets or tasty kid-flavored syrup,
DEMAZIN works to decongest sinuses, clear nasal passages, and improve drainage. Simple dosage

with REPETABS for older children gives where-it’s-needed relief from cold and allergy symptoms.
And the syrup is gentle enough for infants. The DEMAZIN formula contains no aspirin.

Clinical Considerations: INDICATIONS: DEMAZIN REPETABS Tabists and Syrup are indicated for the relief of nasal
congestion accompanying respiratory allergic conditions, sinusitis or the common cold. The syrup is primarily intended for

pediatric respiratory disorders. The syrup is also indicated in the unproductive cough of allergic bronchitis and in bronchial
asthma. Its use in edematous nasal obstruction often makes topical nasal instillation unnecessary; thus, it is invaluable in relieving

nasal congestion associated with the common cold, hay fever or vasomotor rhinitis and summer colds. In the runny nose frequently seen
In the 2 to 6 year-old group who have adenoidal hypertrophy or allergic rhinitis. its use dries up the discharge. DEMAZIN REPETABS Tabl.ts

and Syrup are also suggested for use in skin allergies. In allergic skin conditions, the sympathomimetic agents are a time-honored therapy and
their complementary action with antihistamines in urticaria, neurodermatitis, poison ivy. allergic eczema, and contact dermatitis is of value.

PRECAUTIONS: Sympathomimetic drugs such as phenylephrine and phenylephrine hydrochloride should be used with caution in patients with
cardiovascular disease, thyrotoxicosis or diabetes. Since drowsiness may occur with chlorpheniramine maleate, caution patients against engaging in

mechanical operations requiring alertness, such as driving an automobile, until their response has been determined. ADVERSE REACTIONS: Slight to
moderate drowsiness occurs relatively infrequently with chlorphenirarnine maleate. Other possible side effects include restlessness, dry mouth, dizziness, weakness,

anorexia, nausea, headache, nervousness, polyuria, heartburn, diplopia. sweating. dysuria, and very rarely dermatitis. For mors compist. dstalls, consult packag#{149}
Insert or Sch.rlng lltsrstur#{149} svslIabl. from your Sch.rlng R#{149}pr#{149}s#{149}ntstlv#{149}or Profssslonal Ssrvlcss Departm.�t. Sch.rlng CorporatIon, K#{149}nllworth, N.w Jsrssy 07033.

COPYRSGHT C 1974, SCHERINC CORPORATION. ALL RIAHTS �CS�NV(D. SLR.5O6



Why more pediatricians
recommend Stnde Rite.

According to an independent 1973 survey by
Pediatrics Magazine, over 50% of all pediatricians
who recommend children’s shoes recommend
Stride Rite.

Why?
1. Stride Rite dealers never have to

compromise fit. We make more sizes and widths in
each style than other brands.

2. Stride Rite shoes are more consistently fitted
by trained personnel because we make a fetish of
training shoe-fitters properly.

3. We offer the fullest possible range of
straight-last and extra-support shoes.

4. Our shoes are designed and made by
dedicated people with a commitment to quality and
foot health.

If you recommend your patients to your local
Stride Rite store, they’ll get good shoes and good fit.
And that’s a promise you can hold us to.

� ,

�1h��’ �

AOO!��*#{149}

f

The Stride RiteCorporation, 960 Harrison Avenue� BostDn, MassachusettsO2ll8 8tride Rite
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TIlE PEDIATRICIANAND

THE CHILDWITH

MENTALRETARDATION

The Committee on Children with

Handicaps wrote this manual to provide

pediatricians with up.to.date information

for the treatment of children with mental

retardation. Information pertaining to

the history, causes, and treatment of

mental retardation is included. The Corn.

mittee has attempted to provide simple,

useful material to professionals dealing

with mental retardation. The pediatric

problems associated with this condition

and the right of the child to adequate

community service are highlighted.

The manual is divided into three

parts : A General Approach to the Prob-

bern, Professional Aspects, and The Par.

ent and Society. The role of individual

disciplines in the diagnosis and treat.

ment of mental retardation, the role of

the physican as coordinator of the other

disciplines, and attitudes toward mental

retardation are discussed. This manual

attempts to give pediatricians all the

aspects of mental retardation they must

know to diagnose and treat it properly.

Indexed ; illustrated ; 180 pages.

Price: $3.00 per copy postage paid;

quantity prices on request. Payment

must accompany order.

AMERICAN ACADEMY OF
PEDIATRICS

Department P, P.O. Box 1034

Evanston, illinois 60204
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Your epilepsy patient

walks a Dilantin#{174} blood level tightrope

balanced between side effects and breakthrough seizures.

Our Emit#{174}Antiepileptic Drug Assays tell you where he is.

The Emit AED assays are the latest application

of Syva’s revolutionary enzyme immunoassay technology.

They’re about 70% less expensive

than present test methods,

fast (about two minutes), accurate I
and simple (mix two reagents �

with 50 �il of serum and

read out on a digital

spectrophotometer).

Assays for phenobarbital and diphenylhydantoin

are available now, and assays for the other anticonvulsant

drugs you prescribe will be introduced soon.

It’s all described in our new brochure.

Syva, 3181 Porter Drive,

Palo Alto, California 94304, 415-493-2200.

Dilanlin is the brand name of diphenyihydantoin manufactured by Parke-Davis & Company.
Emit is a registered trademark of Syva. Palo Alto, California.

No license is granted. either express or implied, under any Syva Company patent
by purchase or lease, except as specifically provided for in writing.
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but antiliistamines make . sleepy.
SUDAFED#{174}(pseudoephedrine hydroch bride) syrup contains
no antihistamines, so it clears up stuffy heads and

noses without making youngsters drowsy.

su DAFED decongests nasal passages, eustach ian tubes,
paranasal sinusesand bronchi.

It tastes good,too.

Precaution: Although pseudoephedrine is virtually without pressor effect in
normotensive patients, it should be used with caution in hypertensive patients.
Side Effects: While the great majority of patients will experience no side effects,
those particularly sensitive to sympathomimetic drugs may note mild stimulation.
Supplied: Syrup-30 mg./5 cc., bottles of 4 fI. oz. and 1 pt.
Also available as tablets-60 mg., bottles of 100 and 1000 and
30 mg. in vials of 24 and bottles of 100 and 1000.

syrup
( pseudoephed rine hydrochioride ) � ,� Burmughs Wellcome Co.

I Research Triangle Park
complete literature available on request from Professional Services Dept. PML. Wellcome/ North carolina 27709





Urinary infections
return for many
reasons.
Resistant fecal
flora m��y be one
of them.
The potential impact
of GU therapy on GI flora
Treatment of urinary infections with absorb-
able sulfonamides or potent new antibiotics
may cause profound changes in intestinal
flora leading to reinfection of the urinary
tract by resistant organisms�

The one-tract impact� of Furadantin (nitrofurantoin) leaves GI flora intact
U Antibacterial action is confined to the urinary tract
U Does not suppress normal bacterial flora elsewhere in the body’�
. Consistently active against the majority of bacterial uropathogens
. Still only limited development of resistance after years of wide clinical use

Ftiradantin� Oral Suspension
(nitrofurantoin) the only nitrofurantoin oral suspension 25 mg per 5 cc

Unique, good-tasting nitrofurantoin dosage form for children too young to take
capsules or tablets, and for fractional dosage in infants (contraindicated under one
month).

See brief summary below.

1 . LINCOLN K� LIDIN-JANSON G, WINBERG J: Br Med J 3:305-309, 1970
�Cystitis, pyelitis or pyelonephritis due to susceptible organisms.
�As with other antibacterials, superinfections may occur, but with Furadantin these are limited to the urinary tract. Pseudomonas

is the organism most commonly implicated.

Furadantin Oral Suspension (nitro-
furantoin)
Indications: Indicated for the treatment
of pyelonephritis, pyelitis and cystitis
dueto E. coli, enterococci, Staph. aureus,
some strains of Klebsiella-Aerobacter
and Proteus, or a small percentage of
strains of Pseudomonas, when demon-
strated to be susceptible by in vitro
susceptibility testing. Not indicated for
the treatment of renal cortical or pen-
nephnic abscesses, systemic infections,
prostatitis, or in any genitouninary tract
infections other than pyelonephnitis,
pyelitis or cystitis.
Contraindicatlons: Anunia, oligunia, or
extensive impairment of renal function,
infants under one month, pregnant
patients at term, known hypersensitivity.
Warnings: May cause hemolytic anemia
ofthe pnimaquine sensitivity type,
apparently linked to a glucose-6-
phosphate dehydrogenase deficiency
(found in 10% of Negroes and in a small

percentage ofethnic groups of Mediter-
ranean and Near-Eastern origin. Such
patients should be closely observed
while receiving nitrofurantoin). Dis-
continue the drug at any sign of
hemolysis . Hemolysis ceases on with-
drawal. Supe#{241}nfections (limited to the
genitouninary tract) may occur, most
commonly due to Pseudomonas.

Safetynot established during pregnancy
and lactation. Should not be used in
women of childbearing potential unless
the expected benefits outweigh the
possible hazards.
Precautions: Peripheral neuropathy may
occur. Afatality has been reported.
Predisposing conditions such as renal
impairment, anemia, diabetes, electro-
lyte imbalance, vitamin B deficiency, and
debilitating disease may enhance such
occurrence.
Adverse Reactions: Nausea, emesis and
diarrhea may occur; reduction in dosage
may alleviate these symptoms. Sensi-

tization appearing as cutaneous erup-
tions or pruritus has occurred.
Hypersensitivity reactions resulting in
nonfatal anaphylaxis, angioedema,
pulmonary infiltration with pleural
effusion, and eosinophilia have been
reported. Other possible reactions are
chills, fever, jaundice, asthmatic symp-
toms and hypotension. Occasionally
headache, dizziness, nystagmus, vertigo,
drowsiness, malaise and muscular aches
have occurred. Transient alopecia has
been reported. Leukopenia, including
granulocytopenia, has been reported
rarely.The blood picture has returned to
normal following cessation of therapy.
Supplied: Furadantin (nitrofurantoin)
Oral Suspension 25 mg per 5 cc tsp., in
bottles of 60 and 473 cc.

� #{174}Orlginators and Developers ofThe Nitrofurans
EATON LABORATORIES
division of Morton-Norwich Products, Inc.
NORWICH. NEWYORA 13815





(for the rapid detection of Cystic Fibrosis in the newborn)
Earliest detection of CYSTIC FIBROSIS allows
for early and more successful therapy.

BMC-TEST MECONIUM is a rapid test-
strip method which, bythe demonstration of

albumin in meconium, is a reliable aid in the

detection of CYSTIC Fl BROSIS. Easy to per-

form (one-minutetechnique), reliable results.

BMC-TEST MECONIUM is ideal for rou-
tine screening ofthe newborn.

DIAONOSTIC$/IIOCHIM$CALI

bma
BOEHRINGER MANNHEIM CORPORATION
NEW YORk IAN PNANCI$CO
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Brief Summary

ERYTHROCIN#{174}
(ETHYLSUCCINATE)

LIQUID -400
(ERYTHROMYCINETHYLSUCCINATE

ORALSUSPENSION)

Indications: Streptococcus pyogenes
(Group A beta hemolytic streptococ-
cus)-Upper and lower respiratory tract
infections, skin, and soft tissue infec-

tions of mild to moderate severity,
where oral medication is preferred.
Therapy should be continued for 10

days.
Aipha-hemolytic streptococci (viridans
group)-Short-term prophylaxis of bac-

terial endocarditis prior to dental or
other operative procedures in patients
with a history of rheumatic fever or

congenital heart disease who are hyper-
sensitive to penicillin.
S. aureus-Acute infections of skin and

soft tissue of mild to moderate severity.
Resistant organisms may emerge dur-
ing treatment.
D. pneumoniae-Upper and lower re-
spiratory tract infections of mild to
moderate degree.
M. pneumoniae - In primary atypical
pneumonia due to this organism.
Treponema pallidum-As an alternate
treatment in patients allergic to peni-

dim.

C. diphtheriae and C. minutissimum-

As an adjunct to antitoxin. In the treat-
ment of erythrasma.
Entamoeba histolytica-In the treatment
of intestinal amebiasis.
L. monocytogenes - Infections due to
this organism.
Establish susceptibility of pathogens to
erythromycin, particularly when S. au-
reus is isolated.

Contraindkations: Known hypersen-
sitivity to erythromycin.

Warnings: Safety for use in pregnancy
has not been established.

Precautions: Exercise caution in ad-
ministering to patients with impaired
hepatic function. Surgical procedures
should be performed when indicated.

Adverse Reactions: Dose-related ab-
dominal cramping and discomfort. Nau-
sea, vomiting, and diarrhea infrequently
occur. During prolonged cr repeated
therapy, there is a possibility of over-
growth of non-susceptible bacteria or
fungi. Mild allergic reactions such as
urticaria and other skin rashes may oc-
cur. Serious allergic reactions, including
anaphylaxis, have been reported.

Supplied: In pint bottles, 400 mgJ
5-mi. teaspoonful. �oa�ns
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CEPHRADINE �
For Oral Suspension
125 and 250 mg./5 ml.



Bactericidal Against Major
Respiratory Pathogens In Vitro

U In tonsillitis. phan�,’ngitis. and Iobarpneumoniadue to susceptible strains of D. pneumoniae

and group A beta-hemolytic streptococci�

U I n otitis media due to susceptible strains of H. inf!uenzae. D. pneumoniae. group A beta-

hemolytic streptococci, and S. aureus (including penicillinase-producing strains)

With These Additional Features...
S Effective in urinary tract infections caused by susceptible strains of E. coil, Pr mirabilis,

and Klebsiella species

U Effective in skin and soft-tissue infections caused by susceptible strains of staphylococci

(including susceptible penicillin-resistant strains)

U Documented safety

a Rapidly absorbed. Average peak serum levels within one-half hour.(8.2 and 15.6

mcg./ml. following 1 25 and 250 mg. doses respectively, in normal volunteers.)

. Excreted essentially unchanged in the urine

U Acid stable. Can be given without regard to meals, antacids, or milk.

S Pleasant fruit flavor

U Also available in capsules for older children and adults

Culture and susceptibility tests should be initiated prior to and during therapy. Renal

function studies should be performed when indicated

‘Anspor’ is contraindicated in patients with known hypersensitivity to the cephalo-

sporins. In penicillin-sensitive patients, cephalosporin C derivatives should be used

with great caution because of evidence of partial cross-allergenicity of the peni-

cillins and the cephalosporins.

Adverse Reactions
The following adverse reactions have been reported: glossitis, nausea, vomiting,

diarrhea or loose stools, abdominal pain and heartburn; mild urticaria or skin rash,

pruritus, joint pains; transient eosinophilia, leukopenia, neutropenia; transient rise of

SCOT, SOPT, total bilirubin, BUN; dizziness, tightness in the chest, and candidal

vaginitis.

#{174}Note:Penicillin is the usual drug of choice in the treatment of streptococcal

infections, including the prophylaxis of rheumatic fever.

For a brief summary of prescribing information, including indications, contrain-
dications, warnings, precautions, adverse reactions, and dosage, please see the
following page.

SMITH KLINE
& FRENCH
LABORATORIES



BRAND OF

cr1’) CEPHRADINE
y y For Oral Suspension

Smith Kline & French Laboratories SK&F
Division ofSmithKline corporation, Philadelphia, Pa. 19101

NEW
FROM
SK&F

125 and 250 mg./5 ml.

SPORTM

Before prescribing, see complete prescribing information in SK&F
literature. The following is a brief summary.

DESCRIPTION
Anspor (cephradine, S�i&F ) is a semi-synthetic cephalosporin antibiotic
chemically designated as 7- D-2-amino-2-( 1 4-cyclohexadien- 1 -yl)
acetamido -3-methyl-8-oxo-5-thia- 1 -azabicyclo 4 2.0 -oct-2-ene-2-

carboxylic acid.

ACTIONS
Microbiology: In itrotests demonstrate that the cephalosporins are
bactericidal because oftheir inhibition of cell-wall synthesis. Cephradine
is active against the following organisms in ‘Elm

Beta-hemolytic streptococci

Staphylococci, including coagulase-

positive. coagulase-negative,
and penicillinase-producing strains

Diplococciis pneumncirliae

Escliencli;a coil

Proteus nimahil:s
K!ehsiella sp.
I. !i’mopliilus influenzae

Note-Some strains of enterococci (Streptococcus fumco!is)are resistant to
cephradine. It is not active against most strains of [.nte.roboctersp., Pm

Vli()rqo?ilI and Pr ‘ulgans It has no activity against Pset4donionas or Herelleo

species. When tested by ‘1 ‘urn methods, staphylococci exhibit cross-
resistance between cephradine and methicillin-type antibiotics.

INDICATIONS
Anspor (cephradine. seoF) is indicated in the treatment ofthe following

infections when caused by susceptible strains of designated micro-
organisms.

Infections of the respiratory tract leg., tonsillitis, pharyngitis, and lobar
pneumonia) caused by group A beta-hemolytic streptococci and t)
piieunhi)n:(-ir�

( Penicillin is the usual drug of choice in the treatment and prevention of

streptococcal infections, including the prophylaxis of rheumatic fever.
‘Anspor’ is generally effective in the eradication of streptococci from the
nasopharynx; substantial data establishing the efficacy of ‘Anspor’ in

the subsequent prevention of rheumatic fever are not available at present.)

Otitis media caused by group A beta-hemolytic streptococci, 1) pneurnoniae.

Hemoph�Iiis :nfluen?’.ae a nd staphylococci.

Infections of the skin and soft tissues caused by staphylococci.

Infections of the urinary tract, including prostatitis. caused by Escle’nchia
colt. Pr n:ratsl,s. and Klehsiello species.

Note-Culture and susceptibility tests should be initiated prior to and

during therapy. Renal function studies should be performed when
i id icated.

CONTRAINDICATIONS
Anspor (cephradine, seiie) is contraindicated in patients with known

hypersensitivity to the cephalosporin group of antibiotics.

WARNINGS
IN PENICILLIN-SENSITIVE PATIENTS, CEPHALOSPORIN C DERIVA-
TIVES SHOULD BE USED WITH GREAT CAUTION. THERE IS
CLINICAL AND LABORATORY EVIDENCE OF PARTIAL CROSS-
ALLERGENICITY OF THE PENICILLINS AND THE CEPHALOSPORINS,
AND THERE ARE INSTANCES OF PATIENTS WHO HAVE HAD
REACTIONS TO BOTH DRUGS (INCLUDING FATAL ANAPHYLAXIS

AFTER PARENTERAL USE).

Any patient who has demonstrated some form of allergy, particularly to
drugs. should receive antibiotics cdutiously and then only when absolutely
necessary.

Usage in Pregnancy and Lactation: Safety of (his product for use in
pregnancy has not been established, Cephradine is secreted in breast

niilk dun rig lactation.

PRECAUTIONS
Follow patients closely to detect side effects or unusual manifestations of
drug idiosynciasy. If hypersensitivity reaction occurs . discontinue drug
and treat patient with usual agents, e.g.. pressor aniiries, antihistamines,
or corticosteroids.

Administer with caution in presence of markedly impaired renal function.
In known or suspected renal impairment. careful clinical observation and
appropriate laboratory studies should be made prior to and during
therapy as cephradine accumulates in the serum and tissues. See f)OSAGE

� for information on treatment of patients

with impaired renal function.

Prolonged use of antibiotics may promote the overgrowth of non-
susceptible organisms. Take appropriate measures if superinfection
occurs during therapy.

After cephradine therapy, a false positive reaction for glucose in the urine
may occur with Benedict’s solution, Fehling’s solution, or with Clinitest*
tablets, but not with enzyme-based tests such as Clinistix� and Tes�Tape*

A positive Coombs test may be due to the drug.

Indicated surgical procedures should be performed in conjunction with

antibiotic therapy.

ADVERSE REACTIONS
The following adverse reactions have been reported:

Gastrointestinal: Glossitis, nausea, vomiting, diarrhea or loose stools,
abdominal pain and heartburn.

Skin and Hypersensitivity Reactions: Mild urticaria or skin rash, pruritus,

and joint pains.

Blood: Mild, transient eosinophilia, leukopenia and neutropenia.

Liver: Transient mild rise of SGOT, SGPT, and total bilirubin with no
evidence of hepatocellular damage.

Renal: Transitory rises in BUN. In adults for whom serum creatinine

determinations were performed, the rise in BUN was not accompanied
by a rise in serum creatinine.

Other adverse reactions have included dizziness and tightness in the chest

and candidal vaginitis.

DOSAGE AND ADMINISTRATION
Anspor lcephradine, SPc&F) may be given without regard to meals.

Adults: For skin and soft-tissue and respiratory tract infections (other

than lobar pneumonia), the usual dose is 250 mg. g.i.d. in equally spaced
doses. For acute infections of the urinary tract, including prostatitis, and
pneumococcal lobar pneumonia, the usual dose is 500 mg. q.i.d. in
equally spaced doses; severe or chronic infectIons may require larger

doses.

Children: The usual dose is 25 to 50 mg/kg/day total, q.i.d. in equally
divided and spaced doses. For otitis media due to H infhienzae. doses from
75 to 1 00 mg/kg/day in equally divided and spaced doses are recom-

mended. Maximum dose should not exceed 4 grams per day.

All patients, regardless of age and weight: Larger doses (up to 1 gram,

q.i.d. ) may be given for severe or chronic infections.

In patients with impaired renal function, a modified dosage schedule is
necessary. Consider each patient individually utilizing the following
guideline: In adults, initial loading dose is 750 mg. and maintenance dose
is 500 mg. at following time intervals: creatinine clearance >20 mI/mm.,
6- 1 2 hours between doses; creatinine clearance 1 5- 1 9 mI/mm., 1 2-24
hours between doses; creatinine clearance 1 0- 1 4 mI/mm., 24-40 hours
between doses; creatinine clearance 5-9 mI/mm., 40-50 hours between

doses; creatinine clearance <5 mI/mm., 50-70 hours between doses.

Further modification may be necessary in children.

HOW SUPPLIED
ANSPOR (cephradine, SKOF) Capsules-’-250 and 500 mg.

‘ANSPOR’ for Oral Suspension - Pleasant fruit-flavored oral suspension
which, after reconstitution, provides 1 25 mg. or 250 mg. of cephradine per
5 ml. teaspoonful.

A New Oral Antibiotic
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INDICATIONS: Indicated primarily in treatment of infections
caused by susceptible strains of the following micro-organisms:
Shigella, Salmonella lincluding S. typhosa), E. coil, H. in-
f!uenzae, P. mirabiiis, N. gonorrhoeae and enterococci. Also
indicated in certain infections caused by susceptible gram-
positive organisms: penicillin C-susceptible staphylococci,
streptococci and pneumococci. Bacteriologic studies to deter-
mine the causative organisms and their susceptibility to ampi-
cillin should be performed. Therapy may be instituted prior to
the results of susceptibility testing. It is advisable to reserve
the parenteral form for moderately severe and severe infections;
critically ill patients and patients unable to take the oral forms

Icapsules or oral suspension or, for newborn or small infants,
drops). Change to oral ampicillin may be made as soon as
appropriate.

Testing for Susceptibility: The invading organism should be
cultured and its susceptibility demonstrated as a guide to ther-
apy. If the Kirby-Bauer method of disc sensitivity is used, a
10 mcg. ampicillin disc should be used to determine the relative
in vitro susceptibility.

The drug does not resist destruction by penicillinase, hence it
is not effective against penicillin C-resistant staphylococci.

CONTRAINDICATIONS: History of allergic reaction tO any
penicillin.

WARNINGS: Serious, occasionally fatal hypersensitivity (ana-
phylactic) reactions to both oral and (more often) parenteral
penicillin have been reported. Such reactions are more likely
in patients with history of sensitivity to multiple allergens.
Severe reactions to cephalosporins are reported in patients
with history of penicillin hypersensitivity. Before penicillin
therapy, inquire carefully into previous hypersensitivity reac-
tions to penicillins, cephalosporins or other allergens. If allergic
reaction occurs discontinue ampicillin and institute appro-
priate therapy. Serious anaphylactoid reactions require
immediate emergency treatment with epinephrine. Oxygen,
intravenous steroids, and airway management, including
intubation, should be administered as indicated.

Usage in Pregnancy: Safety for use in pregnancy has not been
established.

PRECAUTIONS: As with any potent drug, periodically assess
renal, hepatic and hematopoietic function during prolonged
therapy. Keep in mind possibility of superinfections with
mycotic or bacterial pathogens; if they occur, institute appro-
priate therapy.

ADVERSE REACTIONS: Will likely be essentially limited to
sensitivity phenomena; more likely in patients with history of
penicillin hypersensitivity or allergy, asthma, hay fever or

FOR ORAL SUSPENSION

urticaria. Also associated with ampicillin: Gastrointestinal
-glossitis, stomatitis, nausea, vomiting and diarrhea-all
usually with oral dosage. Hypersensitivity Reactions-ery-
thematous maculopapular rashes reported fairly frequently;
urticarla, erythema multiforme, and an occasional case of
exfoliative dermatitis have been reported. Anaphylaxis, most
serious reaction, usually associated with parenteral dosage.
NOTE: Control urticaria, other skin rashes and serum sickness-
like reactions with antihistamines and, if necessary, systemic
corticosteroids. Unlessthe infection is considered life-threaten-
ing and amenable only to ampicillin, discontinue ampicillin.
Seriousanaphylactic reactions require immediate epinephrine,
oxygen and IV. steroids. Liver-Moderate rise in SCOT has

been noted, particularly in infants; significance unknown.
Hemic and Lymphatic Systems-Penicillins have been re-
ported to produce anemia, thrombocytopenia, thrombo-
cytopenic purpura, eosinophilia, leucopenia and agranulo-
cytosis. All are usually reversible upon discontinuation of
penicillin and are believed to be hypersensitivity reactions.

NOTE: In gonorrheal infections, follow-up cultures should be
performed in maleswithin 4-7 days and in females from 7-14 days
post therapy. All gonorrhea patients should have a serologic test
for syphilis at the time of diagnosis. Patients with negative ser-
ology and no suspected lesions of syphilis should have a follow-
up test for syphilis monthly for 4 months to detect possible
syphilis masked by gonorrhea therapy. Patients with gon-
orrhea who also have syphilis should be given additional treat-
mentappropriateto the stageofsyphilis. In gonorrheal complica-
tionssuch asprostatitisandepididymitis, prolonged and intensive
therapy is recommended. Chronic CU or Cl infections require
frequentbacteriologicandclinicalappraisal, plusseveral months’
post-treatment follow.up. In stubbom or severe infections,
therapy may be required for several �seeks. Do not use smaller
than recommended dosages. Continue treatment at least 48 to
72 hours after symptoms disappear or bacterial eradication is
evidenced. Treat beta-hemolytic streptococcal infections with
full therapeutic dosage for at least lOdays to help prevent acute
rheumatic fever or glomerulonephritis. Keep in mind that treat-
ment of gram-negative infections is often complicated by emer-
gence of resistant organisms (A. aerogenes, Ps. aeruginosa
and others) which may cause superinfections.

COMPOSITION: OMNIPEN (ampicillin) Capsules: 250 or
500 mg. ampicillin anhydrous. OMNIPEN (ampicillin) for Oral
Suspension: Reconstituted suspension contains 125 or 250
mg. ampicillin anhydrous per 5 cc. Pediatric OMNIPEN
(ampicillin) Drops for oral use: Reconstituted suspension con-
tains 100 mg. ampicillin per cc. Also available-OMNIPEN-N
(sodium ampicillin) for Injection (IM or IV): Sodium ampicillin
equivalent to 125 mg., 250 mg., 500 mg. and 1 Cm. or 2 Cm.
ampicillin per vial.

(AMPICILLIN) WYITH
In otitis medIa

Wyeth Laboratoiies
Philadelphia, Pa. 19101



Chewable Multiple Vitamin Tablets with or without Iron

FIINTSTONES (horocters ©l97l Hanno-Borbero Productions, Inc BUGS BUNNY Chorocters ©l97l ‘v%ktrner Bros Inc

The shopping list
may meet it.
But does he
eat it?

Intakes of various nutrients (Vitamins A
and C, and iron, for example) have been
shown to be far below the Recommended
Dietary Allowances for a surprising number
of children from comfortable American
homes� Often the problem stems from the
child� fussy eating habits. Too often high-
calorie, low-micronutrient snack foods and
soft drinks win out over nutritious foods.

When you recommend a vitamin supple-
ment for your young patients to help make
sure their diets are up to paz consider one
of the Miles Chewables, FLINTSTONES�,
CHocKsx or CHOCKS�-BUGS BUNNY� Multi-
pie Vitamins. You’ll find their formula easy
to approve because they provide ten essen-
fia.I vitamins carefully formulated with refer-
ence to the RDAs for children two through

twelve. And children find them acceptable

j �

because of the attractive shapes and colors,
and because of the naturally sweetened fruit-
like flavors.

FUNTST0NES, CHOCKSand CHOCKS-BUGS
BUNNY. ..fromMiles Laboratories, the people
who care about good nutrition.

Each FLINTSTONES, CHOCKS or CHOCKS- BUGS BUNNY Multiple
Vitamin tablet provides Vitamin A. 3,500 U S P Units. Vitamin D, 400
U S P Units,ThiaminelVitamin B1), 1 1 mg , Riboflavin (Vitamin B2), 1 2
mg , Niacinarrude, 15 mg , Vitamin C (as sodium ascorbatel, 40 mg,
Pyridoxine (Vitamin Ba(, 1 2 mg , Cyanocobalarrun (Vitamin B12(, 50
mcg ,Folic Acid, 0 1 mg ,Pantothenic Acid, 5 mg Each FL1NT�TONES
Plus Iron, CHOCKS with Iron or CHOCKS - BUGS Bi rN�Y Plus Iron Mul.
tiple Vitamin tablet provides, in addition, 10 mg of iron (as ferrous
fumaratel

#{149}US D A , Dietary Levels of Households in the U S Spring, 1965,
Reporl 16 I 19691, Owen, G M ,el al , “Nutritional Status of Preschool
Guldren Biochemical Indices’ J Pediat 78 1055- 1056 1 197 11, Brown,
M L , et al , “Diet and Nutriture of Preschool Children in Honolulu’
J_Amer Dietet Assn 57 22-28 1 19701, Owen, 0 M et al “Preschool
Children in the United States Who has iron deficiency� � I Pediat
7�563-568 I 19711

��Mi’es Laboratones, Inc
uw�ss.�s
__� Elkhart,Ind 46514 ©I�73
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Manifestations of urticaria:
whealing, pruritus, edema.

“Itching is so consistent a manifestation in
urticaria that it has come to be regarded
as the result of whealing. That this is not the The oathogenic
case is, however, shown m the exceptional j

cases of typical hives without itching.’” mecnamsm.
I. Sulzbcrger, MB.. Wolf.J.. and Witten, V.1-I.: Dermatology, Diagnosis and . . . . .

Treatment, ed. 2, Chicago, The Year Rook Publishers, Inc., 1961 , p. 229. C1�OSS�S�CUOfl of capillary with adjoining mast cells.
M -mast cell (releasing granules)

Typical urticarial skin eruptions showing Mi-intact mast cell
sharply demarcated, elevated wheals. In this case, E-erythrocyte
wheals are surrounded by erythema. N - nudeus ofendothelial cell of capillary

Management of urticaria.
Obviously, identifying the etiologic factor and eliminating it - is the most satisfactory approach
to its prevention. However, the search for a causative agent can prove lengthy or unproductive.
Immediate symptomatic treatment should be considered until the etiology is identified.
Administration of an antihistamine is often satisfactory, except for acute episodes with laryngeal
edema in which epinephrine may be required. Overheating or hot baths tend to increase
pruritus; cool colloidal baths tend to be soothing. Sedatives may prove helpful.



Contraindications: Should not be used in newborn or premature infants; nursing mothers (if the drug is

deemed essential, the patient should stop nursing); elderly, debilitated.patients; patients hypersensitive to

cyproheptadine and drugs of similar chemical structure; patients being treated with MAO inhibitors (see

Drug interactions); and those with angle-closure glaucoma, stenosing peptic ulcer, symptomatic prostatic

hypertrophy, bladder neck obstruction, pyloroduodenal obstruction. Do not use to treat lower respiratory

tract symptoms including asthma.

Warnings: Overdosage of antihistamines, particularly in infants and children, may produce hallucinations,

central nervous system depression, convulsions, and death.

Antihistamines may diminish mental alertness; conversely, particularly in the young child, they may

occasionally produce excitation. Patients should be warned about engaging in activities requiring alertness

and motor coordination, such as driving a car or operating machinery. Antihistamines may have additive

effects with alcohol and other CNS depressants, e.g. , hypnotics, sedatives, tranquilizers, antianxiety

agents. In pregnancy or in women of childbearing potential, weigh anticipated benefit against possible

hazards to the embryo or fetus.

Precautions: Because of its atropine-like action, use with caution in patients with a history of bronchial

asthma or with increased intraocular pressure, hyperthyroidism, cardiovascular disease, or hypertension.

Rarely, prolonged therapy with antihistamines may cause blood dyscrasias.

Adverse Reactions: Most frequent-sedation and sleepiness (often transient); dryness ofmouth, nose,

and throat; thickening of bronchial secretions; dizziness; epigastric distress; disturbed coordination.

Others that may occur-fatigue, confusion, restlessness, excitation, nervousness, hallucinations, insomnia,

euphoria, anorexia, nausea, vomiting, diarrhea, constipation, faintness, hypotension, tightness of chest and

wheezing, urticaria, allergic manifestations of rash and edema, anaphylactic shock, blurred vision,

diplopia, vertigo, tinnitus, hea#{231}lache,palpitation, tachycardia, nasal stuffiness, urinary frequency, difficult

urination, urinary retention, photosensitivity, hemolytic anemia, leukopenia, agranulocytosis.

Drug Interactions: MAO inhibitors prolong and intensify the anticholinergic effects of antihistamines.

Manage ment of Overdosage: Reactions may vary from central nervous system depression to stimulation,

especially in children. Atropine-like signs and symptoms (dry mouth; fixed, dilated pupils; flushing; etc.) as

well as gastrointestinal symptoms may occur.

Jfvoini:ing has not occurredspontaneowly, it should be induced. This is best done by having patient drink a

glass of water after which he should be made to gag. Precautions against aspiration must be taken especially

in infants and children. Ifpatient ii unable to vomit, gastric lavage is indicated. Isotonic or #{189}isotonic saline is

the lavage ofchoice. Saline cathartics, as milk of magnesia, are valuable for their action in rapid dilution of

bowel content.
Stimulants should not be used. Levarterenol bitartrate USP may be used for hypotension: 1 ml of 0.2%

solution (0. 1% base) in 250 ml ofdiluent. Drip at 0. 5 mI/mm. to give 2 micrograms (base)/min.

intravenously, 2 micrograms/M2/min. intravenously. Titrate dose with blood pressure. [CAUTION:

Slough results from extravascular leakage. Treat extravasated area quickly; infiltrate phentolamine

(mesylate USP; hydrochloride NF) 5-10 mg in 15 ml ofsaline solution. Check the most recent package

circular of the manufacturer of levarterenol and phentolamine for details concerning contraindications,

warnings, precautions, and adverse reactions.]

How Supplied: Tablets containing 4 mg cyproheptadine HCI each, in bottles of 100; Syrup, containing

2 mg cyproheptadine HCI per 5 ml, with alcohol 5%, and sorbic acid 0. 1% added as preservative, in bottles

of473 ml.

MSD
For more detailed information, consultyourMSD representativeor see full Prescribing

Information. Merck Sharp& Dohme, DivisionofMerck&Co., INC. , WestPoint, Pa. 19486. DOHME

for mild uncomplicated
allergic skm mamfestations of urticaria

(Cyproheptadine HC1I MSD)
Tablets, 4 mg Syrup, 2 mg/S ml



WarnIng
Hepatic dysfunction with or without jaundice
has occurred, chiefly in adults, in associa-
lion with erythromycin estolate administra-
lion. It may be accompanied by malaise,
nausea, vomiting, abdominal colic, and
fever. In some instances, severe abdominal
pain may simulate an abdominal surgical
emergency.

If the above findings occur, discontinue
Ilosone promptly.

Ilosone is contraindicated for patients
with a known history of sensitivity to this
drug and for those with preexisting liver
disease.

Ilosone#{174}(erythromycn estolate(
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IndIcatIons: Streptococcus pyogenes (Group A
Beta-Hemolyticl-Upper and lower-respiratory-
tract, skin, and soft-tissue infections of mild to
moderate severity.

Injectable benzathine penicillin G is considered
by the American Heart Association 10 be the drug
of choice in the treatment and prevention of
streptococcal pharyngilis and in long-term pro-
phylaxis of rheumatic fever.

When oral medication is preferred for treating
streptococcal pharyngitis, penicillin G or V or
erythromycin is the alternate drug of choice. The
importance of the patient’s strict adherence to
the prescribed dosage regimen must be stressed
when oral medication is given.

A therapeutic dose should be administered for
at least ten days.

Alpha-Hemolytic Streptococci (Vi ridans Group)
-Short-term prophylaxis against bacterial endo-
carditis prior to dental or other operative proce-
dures in patients with a history of rheumatic fever
or congenital heart disease who are hypersensi-
tive to penicillin. (Erythromycin is not suitable
prior to genitourinary surgery when the organisms
likely to lead to bacteremia are gram-negative
bacilli or belong to the enterococcus group of
streptococci.)

Staphylococcus aureus-Acute infections of skin
and soft tissue which are mild to moderately
severe. Resistance may develop during treatment.

Diplococcus pneumoniae-Upper and lower-
respiratory-tract infections of mild to moderate
severity

Mycoplesma pneumoniae-In the treatment of
primary atypical pneumonia when due to this
organism.

Treponema pallidum-As an alternate treatment
in penicillin-allergic patients. In primary syphilis,
spinal-fluid examinations should be done before
treatment and as part of follow-up after therapy.

Corynebacterium diphtheriae-As an adjunct to
anlitoxin, to prevent establishment of carriers, and
to eradicate the organism in carriers.

C. minutissimum-In the treatment of ery-
thrasma.

Entamoeba histolytica-ln the treatment of In-
testinal amebiasis only. Extraenteric amebiasis
requires treatment with other agents.

Listeria monocytogenes-Infections due to this
organism.
ContraIndIcatIon: Known hypersensitivity to this
antibiotic.
WarnIngs: (See Warning box above.) The admin-
istration of erythromycin estolate has been associ-
ated with the infrequent occurrence of cholestatic
hepatitis. Laboratory findings have been charac-
terized by abnormal hepatic function test values,
peripheral eosinophilia, and leukocytosis. Symp-
toms may include malaise, nausea, vomiting, ab-
dominal cramps, and fever. Jaundice may or may
not be present. In some instances, severe ab-
dominal pain may simulate the pain of biliary
colic, pancreatitis, perforated ulcer, or an acute
abdominal surgical problem. In other instances,
clinical symptoms and results of liver function
tests have resembled findings in extrahepatic ob-
structive jaundice.

Initial symptoms have developed in some cases
after a few days of treatment but generally have
followed one or Iwo weeks of continuous therapy.
Symptoms reappear promptly, usually within
forty-eight hours after the drug is readministered
to sensitive patients. The syndrome seems to re-
suIt from a form of sensitization, occurs chiefly
in adults, and has been reversible when medica-
lion is discontinued.

Usage in Pregnancy-Safety of this drug for
use during pregnancy has not been established.
Prscautlons: Caution should be exercised in ad-
ministering the antibiotic to patients with im-
paired hepatic function.
Advorss R#{149}actlons: Dose-related abdominal
cramping and discomfort, nausea, vomiting, and
diarrhea have been noted.

During prolonged or repeated therapy, there is
a possibility of overgrowth of nonsusceptible
bacteria or fungi. If such infections arise, the
drug should be ‘ discontinued and appropriate
therapy instituted.

Mild allergic reactions, such as urticaria and
other skin rashes, have occurred. Serious allergic
reactions, including anaphylaxis, have been re-
ported. 10703741

Additional information available

I �o the profession on request.DISTA PRODUCTS COMPANYDivision of Eli Lilly and Company
Indianapolis, Indiana 46206
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Ready-mixed liquids
01 ilosone offer flavors

to please even
the dtscnminattng

patient

Ilosone Liquid 125

125 mg.� per5 ml.
Sweet Valencia orange flavor

liosone Liquid 250
250 mg.� per5 ml.
Tangy cherry-cinnamon flavor

*Equivalentto erythromycin.

II

erythromycin estolate
400047

See opposite page for summary of prescribing information.



Trademark

Each 5 ml. teaspoonful contains 5 mg. caramiphen edisy-
late; 2 mg. Teldrin* (brand of chlorpheniramine maleate);
15 mg. phenylpropanolamine hydrochloride; 0.75 mg.
isopropamide, as the iodide; and alcohol, 7.5%.

Indications
Based on a review of this drug by the National Academy of Sciences-
National Research Council and/or other information, FDA has classified the
indications as follows:

Lacking in substantial evidence of effectiveness as a fixed combination: For
relief from coughing, upper respiratory congestion and hypersecretion
associated with the common cold, sinusitis, vasomotor rhinitis and allergic
rhinitis.

Final classification of the less�than-effective indications requires further
investigation.

SK&F Smith Kline & French Laboratories
Division of SmithKline Corporation, Philadelphia, Pa. 19101

neapple flavored

*

Before prescribing, see complete prescribing information in SK&F literature
or PDR. The following is a brief summary.

Contraindications: Hypersensitivity to any component; concurrent MAO
inhibitor therapy; severe hypertension, bronchial asthma; coronary artery
disease; stenosing peptic ulcer; pyloroduodenal or bladder neck obstruction.
Do not use ‘Tuss-Ornade’ Liquid in children less than six months of age or
under 15 lbs. in weight. Do not use ‘Tuss’Ornade’ Spansule capsules in
children under l2yearsof age.

Warnings: Warn vehicle or machine operators of possible drowsiness. Warn

patients of possible additive effects of alcohol and other C.N.S. depressants.

Usage in Pregnancy: Use in pregnancy, nursing mothers and women who
might bear children only when potential benefits have been weighed against
possible hazards. An inhibitory effect on lactation may occur.

Effect on PB! Determination and P�’ Uptake: The iodine in isopropamide
iodide may alter PBI test results and will suppress U31 uptake; use thyroid
tests unaffected by exogenous iodides.

Precautions: Use with caution in persons with cardiovascular disease,
glaucoma, prostatic hypertrophy, hyperthyroidism.

Adverse Reactions: Drowsiness; excessive dryness of nose, throat or mouth;
nervousness, insomnia; nausea, vomiting, diarrhea; rash ; dizziness; weakness;
tightness ofchest; angina pain; abdominal pain; irritability; palpitation;
headache; incoordination; tremor; difficulty in urination; thrombocytopenia,
leukopenia; convulsions; hypertension, hypotension ; anorexia ; constipation;
visual disturbances; iodine toxicity (acne, parotitis); dysuria; epigastric
distress.
Supplied: ‘Tuss’Ornade’ Spansule capsules: Bottles of 50 and 500 capsules.
‘Tuss-Ornade’ Liquid: An orange-pineapple flavored liquid in 16 ft. oz. bottles.
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RECOMMENDAIIONSFOR DAY CARE CENTERS

FORINFANTSAND CHILDREN

Basic standards for day care centers were published by the Academy in 1971. These

standards were intended only as a guideline until Recommendations for Day Care

Centers for Infants and Children could be compiled and published.

The recommendations in this manual, written by the Committee on Infant and

Preschool Qiild, provide ways for improving the development of a satisfactory pro-

gram for children cared for in centers. The Committee has attempted to define a level

of care which will promote growth and development instead of a minimum level of

care. The recommendations are flexible enough to be used by centers in all areas as the

emphasis is on using community resources rather than spending large sums of money

which may not be available.

This manual will be a valuable aid for those establishing new centers or those wish-

ing to improve existing centers.

Indexed ; 66 pages.

Price, $3.00 per copy postage paid ; quantity prices on request. Payment must ac-

company order.

AMERICAN ACADEMY OF PEDIATRICS

Department P, P.O. Box 1034, Evanaton, Illinois 60204
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Bronkolixir helps give young asthma

and bronchitis patients the change of
air they need-02 for CO2.

Bronkolixir opens congested airways

by providing established bronchodi-
lating activity and in addition

contributes beneficial decongestant
and expectorant actions to enhance
bronchial drainage.

Taken regularly, Bronkolixir helps
youngsters breathe more freely...
maintain a normal or more nearly
normal activity level.

Precautions: Sympathomimetic side effects are
minimal, and there are none of the problems
associated with steroid therapy. However, frequent
and prolonged use may cause nervousness,
sleeplessness, or restlessness. Bronkolixir should be
used with caution in the presence of heart disease,
hypertension, diabetes or hyperthyroidism.
Drowsiness may occur. Ephedrine may cause
urinary retention, especially in the presence of
partial obstruction, as in prostatism.

Usual Dosage: Children over 6, 1 tsp. q.td. Under 6,

as directed by physician. Adults, 2 tsp. three to four
times daily, depending on individual requirements.
Dosage should be adjusted to severity of the
condition and response of the individual patient.

Supplied: Bottles of 16 oz.

Bronkolixir#{174} __

Each 5 ml teaspoonlul contains ephedrine sulfate 12 mg;
guaiacolate 50 mg; theophylline 15 mg; phenobarbital 4 mg �S1�I BREON LABORATORIES INC.
(warning: may be habit-forming). 90 Park Avenue, New York, NY. 10016
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OhioMe�icaI Products
P.O. Box 1319, Dept. P
3030 Airco Drive

Madison, Wisconsin 53501

Ai�#{174}

A life island in
del and
a min
atyourfi
Ohio’s new Neonatal Intensive Care
Center gives the pediatric medical pro-
fession the ultimate in environmental
and procedural capa-

bility.The supports you
need when newborns
are in serious trouble.

Resuscitation, aspi-
ration and inhalation

using piped gas

sources. Or its self-
contained oxygen and
vacuum as a safety

backup. With conveni-
ent oxygen and vacuum

outlets and mounting slides for sec-

ondary equipment.
Dual heater housings provide instant

overhead radiant heat. Allow for X-ray
or phototherapy without moving or in-
terrupting the heat source. There’s an

attached l.V. pole. A Mayo tray. Corn-

plete audio and visual alarms. Shelves

and drawers for equipment storage. All
surrounding an extra large procedure
table which can be elevated or tilted.
And because it’s not married to the
wall, you have maximum accessibility

from four sides in a team effort.
In the nursery, it’s the organizer.

Keeps hoses, cords and extra equip-
ment in order. Clears valuable floor

space. Eases housekeeping and adds

to your efficiency.
In the 0. A. it becomes a pediatric

surgical table. Less tiring for the sur-

geon in prolonged pro-
cedures because table,
heat and light can all

be adjusted simultane-

ously to a comfortable
height. A strong, stable

unit!

Contact your Ohio
representative for more

information. Or write

for our descriptive lit-

erature #519. Discover
our island . . . backed by 130 Ohio
sales and servicemen and four regional

service centers.



* Indications

Based on a review of this drug by the
National Academy of Sciences - Na-
tional Research Council and/or other
information, FDA has classified the
indications as follows:

Tablet and Elixir Form

Effective:
For the symptomatic treatment of sea-
sonal and perennial allergic rhinitis;

vasomotor rhinitis, and allergic con-
junctivitis due to inhalant allergens
and foods. Mild uncomplicated aller-
gic skin manifestations of urticaria
and angioedema. For the ameliora-
tion of the severity of allergic reac-
tions to blood or plasma. Dermograph-
ism. As therapy for anaphylactic
reactions adjunctive to epinephnne
and other standard measures after
the acute manifestations have been
controlled.

Extentab Dosage Form

“Probably” eflective:
For the symptomatic treatment of sea-

sonal and perennial allergic rhinitis;
vasomotor rhinitis, and allergic con-
junctivitis due to inhalant allergens
and foods. Mild uncomplicated aller-
gic skin manifestations of urticaria
and angioedema. For the amelioration
of the severity of allergic reactions to
blood or plasma.

Final classification of the less-than-
effective indications requires further
investigation.

TO HELP TAME THE REACTION
WHEN OFFENDING

ALLERGENS CANNOT BE AVOIDED*

DIMETANE Extentabs#{174}
(BROMPHENIRAMINE MALEATE, 8 mg. and 12 mg.)

Contraindications : Use in Newborn or
Premature In/ants. This drug should not be
used in newborn or premature infants.

Use in Nursing Mothers. Because of the

higher risk of antihistamines for infants gen-
erally and for newborns and prematures in
particular, antihistamine therapy is contra-
indicated in nursing mothers.

Use in Lower Respiratory Disease. Anti.
histamines should not be used to treat lower
respiratory tract symptoms including asth-
ma.

Antihistamines are also contraindicated in
the following conditions: hypersensitivity to
Dimetane ( brompheniramine maleate) and
other antihistamines of similar chemical
structure ; monoamine oxidase inhibitor ther-
apy (see Drug Interaction section).

Do not use antihistamines in patients
with : narrow angle glaucoma, stenosing pep-
tic ulcer, symptomatic prostatic hyperirophy,
bladder neck obstruction, pyloroduodenal
obstruction.
Warnings : Use in Children : In infants and
children, especially, antihistamines in over-
dosage may cause hallucinations, convul-
sions, death.

As in adults, antihistamines may diminish
mental alertness in children. In the young
child, particularly, they may produce excita-
tion.

Use in Pregnancy. Reproduction studies
have been performed in rats and mice and
there was no evidence of harm to the animal
fetus. The relevance of these studies to the
human is not known. Since there is no cx-

perience with the use of this drug in preg-
nant women, safety in pregnancy has not
been established.

Use With CNS Depressants. Dimetane may
have additive effects with alcohol and other
CNS depressants (hypnotics, sedatives, tran-
quilizers, antianxiety agents, etc.).

Use in Activities Requiring Mental Alert-
ness. Patients should be warned about en-
gaging in activities requiring mental alert-
ness as driving a car or operating appliances,
machinery, etc.
Precautions : As other antihistamines, Di-

metane has an atropine-like action and,
therefore, should be used with caution in
patients with : history of bronchial asthma,
increased intraocular pressure, hyperthy-
roidism, cardiovascular disease, hyperten-
sion.
Adverse Reactions : The most frequent ad-
verse reactions to antihistamines are: seda-
tion, sleepiness, dryness of mouth, nose and
throat, thickening of bronchial secretions,
dizziness, epigastric distress, disturbed co-
ordination.

Other adverse reactions which occur are:
fatigue, confusion, restlessness, excitation,
nervousness, insomnia, euphoria, anorexia,
nausea, vomiting, diarrhea, constipation,
hypotension, tightness of chest and wheez-
ing, urticaria, drug rash, anaphylactic shock,
blurred vision, diplopia, vertigo, tinnitus,
headache, palpitation, tachycardia, nasal
stuffiness, urinary frequency, difficult urina-
tion, urinary retention, photosensitivity,
hemolytic anemia, leukopenia, agranulocy.
tosis.
Dosage and Administration : Adults. One
to two 4 mg. tablets three or four times a
day. One Extentab (8 or 12 mg.) every eight
to twelve hours or twice daily. Two to four
teaspoonfuls of elixir three or four times a
day.

Children Over Six. One tablet three or
four times a day. One Extentab (8 or 12 mg.)
every twelve hours. One or two teaspoonfuls
of elixir three or four times a day.

Children Under Six. 0.5 mg. of bromph-
eniramine maleate per kg of body weight per
24 hours, or 15 mg. per M2 per 24 hours,
divided into 3-4 doses.
Drug Interactions : MAO inhibitors pro-
long and intensify the anticholinergic (dry-
ing) effects of antihistamines.

A.H.ROBI N5
A. H. ROBINS COMPANY RICHMOND, VA 23220
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Whenever the Baby Can’t Take Milk... Switch FirstTo ISOMILTM

soy PROTEIN FORMULA . -..

NOW FOR TWO I
INFANT PROBLEMS

milk sensitivity or allergy
lactose -complicated diarrhea

Using Isomil to feed infants allergic or sensitive to
cow milk protein is well accepted and well established.
Mothers and infants readily accept Isomil because it
tastes, smellsand looks pleasing. And most importantly,
babies fed Isomil grow as rapidly as those fed milk
formula.

Normal infantgrowth, however, can be interrupted by
poor recovery from an episode of diarrhea accom-
panied by a temporary lactose intolerance acquired in
the course of the diarrhea.’5 In these cases continua-
tion of a lactose-containing milk feeding will maintain
the diarrhea and slow the return of a normal ability to
digest lactose.

Refeeding these infants can be accomplished suc-
cessfully in most cases if a lactose-free formula (such
as Isomil) is used.’5 A recent study showed that diar-
rhea recurred in seven out of eleven infants fed lactose-
containing milk base formulas while it recurred in only
one out of eleven fed lactose-free lsomil.5

Using a lactose-free formula such as Isomil to refeed

infants with diarrhea is a scientifically-supported recom-
mendation, a wise precaution. And it’s an easy one for
mothers to carry out since Isomil is widely available in
supermarkets and pharmacies throughout the country.
REFERENCES: 1. Bartrop, R.W, and Hull, 0.: Transient Lactose Int�erance in In-
fancy, Arch. �s. Quid. 48963-966, 1973. 2. Lifshitz, F., et al.: Carbohydrate Intoler-
ancein Infantswith Darrhea. J. Pediat. 79:760-767, 1971 3 Ufshitz, F., and Coello-
Ramirez. P. : The Response of Infants to Carbohydrate (�aI Loads After Recoiery
from E�arrhea J F�diat 79:612-617, 1971 4. Burke, V. at al : The Relationship �
E�etary Lactose to Refractory �arrhoea in Infancy. �jst. Paediat. J. 1:147-160,
1965. 5 Leake, RD., Schroeder, K C ,Benton, 0 A, and Oh, w.: SOY-Based Formula
In the Treatment of Infantile l�arrhea Amer. J. E�s. Coild 1 27:374-376, 1974

ISOMIL Ready To Feed
INGREDIENTS. 86.4% water, 4.1 % corn syrup, 3.2% sucrose,
2.2% soy pr�ein �oIate, 1 .4% sos, oil, 1 4% coconut oil, 0.7%
corn od, 0.13% dkalcaum phosphate, 0.08% cakium carbonate,
0.08%pc*assiumcarate, 0.07% pclassium chk,nde, 0 04% mono-
catcium phosphate, 0.035% g�ver�l monostearate, 0.035% sc� ‘- �

�c5hin, 0.03% carrageenan, 0.01 % ascorbic and, 0.01 6% meg-
nesium chloride, 0.008% L-mathionine, 0 006% chdine chlonde,
0.005% sodium chloride, 0.003% ferrous sulfate, niar�inamede,
calcium pantc*henate, zinc sulfate, alpha tocopheryl acetate,
cuprc sulfate, vitarrwt A palmitate, ribntlavin, pyridoxine hydro-
chloride, ttharrsne chlonde hydrochlonde, pclassium � bio-
tin, phytonadione. fo� ac4 vfamn D�, and cyanocobatamin. .

��romt�t� makers of SIMILAC#{174} infant frxmula tea�to fee��
� � ..
HRO.aLJ LASORATORS�� COLUMBUS. OHIO 43216

D,v,s,on ofAbbott LabOratones us’
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All of these are in a
good tasting orange-flavored

syrup that children like.

Noscapine: a safe, effective, non-narcotic

antitussive ideally suited for pediatric use. Has
no liability for drug abuse. No evidence
that tolerance to its antitussive effect develops.

Glyceryl Guaiacolate: an effective expectorant
to help make coughs more productive.

Phenylephrine HC1: a leading nasal de-

congestant that helps make breathing easier.

Help relieve cough, congestion and
stuffiness with:

EXPECTORANT
Formula:

Each 5 cc. (1 teaspoonful) contains:

Noscapine
Glyceryl Guaiacolate

Phenylephrine Hydrochloride
Chloroform*

Alcohol
Flavoring

5Loss is unavoidable.

. S Beecham-Massengill Pharmaceuticals
S Div. of Beecham Inc., Bristol,Thnn. 37620

15mg.
100mg.

10mg.
� � � � � � � � � � 1511kg!:



AMERICAN ACADEMY OF PEDIATRICS

Breathing Exercises for Asthmatic Children

A physician or therapist must show the asthmatic child the correct breathing technique,
but he cannot be present for the child’s daily exercises. With the aid of this booklet,
which was written to help asthmatic children institute and maintain correct breathing

patterns, the child can practice the exercises by himself. The booklet is well illustrated,
and the text is printed in big, bold letters for easy reading by young children. There

is a chart on which the child can record his exercises to encourage him to use the

booklet daily.

Prepared by the Section on Allergy of the American Academy of Pediatrics.

Prices: $1.00 each; six or more, 30� each.

AMERICAN ACADEMY OF PEDIATRICS

p. o. Box 1034

Evanston, Illinois 60204

A71

. Economical
Support ...

The Searle Infant CPAP System
. Soft elastomer inflatable neck seal which

provides non-constrictive, positive fit around the
infant’s neck

. Ready accessibility to torso and head with the

Quick Access Hood Assembly
. Economical, convenient single patient use of

components subject to contamination
. Dual-safety system maintaining preset pressure

and limiting maximum pressure
S Clinically-proven performance in over 50

hospitals in less than a year

- - - only with the Searle Infant Continuous Positive
Airway Pressure System.

a #{149} Searle Cardio-Pulmonary

Systems Inc.

Subsidiary of G. D. Searle & Co.
P.O. Box 8068
Emeryville, California 94662



May be the start of a
better life for the epileptic
About nine out of ten epileptics suffer their first

seizure in childhood! Certain physical and psychic
postseizure evidence-a badly bitten tongue, bro-

ken or dropped objects, amnesia, exhaustion-may

suggest grand mal. Once the diagnosis of epilepsy
has been established, MYSOLINE (primidone) may

mean the start ofa seizure-free life.

Early therapy for control of grand
mal, focal and psychomotor epilepsy.
Used alone or as concomitant therapy, MYSOLINE
may reduce the frequency and severity of major

motor seizures-or even eliminate them. Based on
years of dinical success, MYSOLINE has earned

the reputation of being an excellent drug for con-
trol of grand ma! epep2-’t But its usefulness is

not confined to this type alone: MYSOLINE has

proved to be valuable for control of psychomotor2’3

and focal epilepsy5 as well.

Improves response to concomitant
therapy. When other anticonvulsants prove to
be inadequate, adding MYSOLINE to the regimen

can improve seizure control in grand mal and psy-





AYERST LABORATORIES, NewYork, N.Y. 10017

Mysoline#{174} (primidone)
May be the start of a better
life for the epileptic
initial and maintenance therapy for

grand ma!, psychomotor and focal epilepsy

BRIEF SUMMARY
(Forfuliprescribing information, seepackage circular)

MYSOLINE Brand of PRIMIDONE

Anticonvulsant

INDICATIONS: MYsOLINE, either alone or in combina-
tion, is indicated in the control of grand mal, psychomotor, and
focal epileptic seizures. It may control grand mid seizures refrac-
tory to other anticonvulsant therapy.

PRECAUTIONSt The total daily dosage should not exceed
2 Gm. Since MYsOLINE therapy generally extends over prolonged
periods, a complete blood count and a sequential multiple analysis-
12 (SMA-12) test should be made every six months.

Use in pregnancy: The effect of primidone on the human
fetus has not been studied, and the benefit of administration of any

drugduring pregnancy must be weighed against any possible effect
on the fetus.
Neonatal hemorrhage, with a coagulation defect resembling vita-

mm K defidenc� has been described in newborns whose mothers
were taking MYs0uNE and other anticonvulsants. Pregnant worn-
en under anticonvulsant therapy should receive prophylactic vita-
mm � therapy for one month prior to. and during, delivery.

In nursing mothers: There is evidence that in mothers
treated with MYSOLINE, the drug appears in the milk in substan-

tial quantities. Since tests for the presence of primidone in bio-
logical fluidsaretoocomplex tobe carried out in the average clinical
laboratory, it is suggested that the presence of undue somnolence
and drowsiness in nursing newbornsofMysOLlNE-treated mothers
be taken as an indication that nursing should be discontinued.

ADVERSE REACTIONS: The most frequently occur-
ringearlysideeffectsareataxia and vertigo. These tend to disappear
with continued therapy, or with reduction of initial dosage. Occa-
sionally, the following have been reported : nausea, anorexia, vomit-
ing. fatigue, hvperirritability. emotional disturbances, diplopia,

nystagrnus, drowsiness, and morbilliform skin eruptions. On rare
occasion, persistent or severe side effects may necessitate with-

drawal of the drug. Megaloblastic anemia may occur as a rare idio-

syncrasy to MYs0uNE (primidone) and to other anticonvulsants.

The anemia responds to folic acid, 15 rng. daily, without necessity
ofdiscontinuing medication.

DOSAGE AND ADMINISTRATION: The aver-
age adultdose isO.75 to 1.5 Gm. perday. The initial dose is 250 mg.
Increments of 250 mg. are added, usually at weeldy intervals, to

tolerance, or therapeutic effectiveness, up to daily doses not exceed-
ing 2.0 Gm. A typical dosage schedule for the introduction of
MYSOLINE is as follows:

Adults and Children Over 8 Y&zrs of Age

1st Week
250 mg. daily at bedtime

2nd Week
250 mg bid,

3rd Week 4th Week
250 mg. t.i.d. 250 mg. qid.

In children under 8 years ofage, maintenance levels
areestablishedbyasimilarscbedule,butatone-halfthe adult dosage.
It is best to begin with 125 mg., with gradual weekly increases of
125 mg. aday, to a daily total usually between 500 rng. and 750 mg.

In patients already receiving other anticonvul.
sants: MYs0UNE should be gradually increased as dosage of
the other drug(s) is maintained or gradually decreased. This regi-
men should be continued until satisfactory dosage level is achieved
for combination, or the other medication is completely withdrawn.
When therapy with this product alone is the objective, the transi-
tion should not be completed in less than two weeks.

MYs0LINE 50 mg. Tablet can be used to practical advantage when
small fractional adjustments (upward or downward) may be re-
quired, as in the following circumstances: for initiation of corn-
bination therapy; during “transfer” therapy; for added protection
in periods of stress or stressful situations that are likely to precipi-
tate seizures (menstruation, allergic episodes, holidays, etc.).

HOWSUPPLIED: MYSOLINE Tablets-No. 430-Each

tablet contains 250 mg. of primidone (scored), in bottles of 100
and 1,000. Also in unitdosepackageof 100. No. 431 -Each tablet
contains 50 rng. of primidone (scored), in bottles of 100 and 500.
MYSOLINE Suspension-No. 3850-Each 5 cc. (teaspoonful)
contains 250 mg. ofprimidone, in bottles of 8 fluidounces.

References: 1. Livingston, S., and Pruce, I. : Pediatr. Ann.
2: 1O(Aug.) 1973. 2.Livingston,S., and Pruce, IM. : Drug Therapy

for Epilepsy, Springfield, IlL, Charles C Thomas, 1966, p. 23.
3. Scholl, M. L., in Conn, H. F.: Current Therapy 1973, Philadel-
phia, Saunders, 1973, pp. 675-7. 4. Metrick, S.: C.M.D. 37:49

(Jan.) 1970. 5. Forster, F. M.: Med. Om. North Am. 47:1579

(Nov.) 1970. 6. White, P. T: Wis. Med. 68:178 (Apr.) 1969.

7. Millichap, J. G.: Drug Ther. 1:15



BURTON

H�you seen
the new look
in otoscopes?

In the hand and to the eye, it’s a change for
better.

A mere 3.8 ounces, its trim shape is designed
easy, one-handed use, freeing the other for instrum
tation or steadying the patient’s head.

Full access into the aural cavity is permitted by
instrumentation port right behind the speculum, with
loss of light or vision through the 2.5X magnifical
lens.

And there’s no need to stop and shift the viev�
lens to the side or change diagnostic heads as you
with ordinary instruments.

But the unique feature that makes our otoscop
the better to see with is the coaxial optical system we’ve
perfected.

Now your line of sight and the beam of light are
precisely one and the same.

Parallex error is gone for good. No more bother-
some shadows, haloes, half-moons, or speculum re-
flections you get with other endoscopes, like it or not.

When not in use, your otoscope sits snugly in the
11ov AC quick-charging base that keeps the nickel-
cadmium batteries automatically energized and ready
for use at all times.

The six flange-tip specula (2.5mm to 8mm) that
come with your otoscope are always close at hand

equally unique ophthalmoscope.
This instrument also has our unique coaxial

optical system that makes for better viewing than ever
before, plus easy, fingertip selection of all the lenses
and light intensity you’ll ever need, as well as apertures
that now overcome the cornea reflex problem.

Designed and engineered to Burton’s well-known
and exacting standards, each set carries a one-year
warranty.

There’s much more your Burton Dealer can show
and tell you about our new endoscopic instruments.
Just ask him. Or us: Burton, 7922 Haskell Avenue., Van
Nuys, CA 91406.

CAVITRONJ



BUT THE OTHER TEAM WILL NEVER GUESS.

Active youngsters with lots of

energy need to run and play and

yell . . . asthma can make it tougher, but

it need not sideline your young patient.

Fortunately, Elixophyllin#{174}-KI (theophyl-

line potassium iodide elixir) provides rapid bron-

chodilation. With the added expectorant action of

potassium iodide, Elixophyllin-KI helps thin out

tenacious mucus . . . loosen dry cough . . . make it more

productive.

Bronchodilation plus expectorant action plus a
pleasant taste-three good reasons to give Elixophyllin-

KI to your pediatric player. It should help him
easier even if it doesn’t do a thing for his shooting

average.

ELIXOPHYLLIN4(I
( theophvlhne Potassium iodide elixir)

opens the airway more ways than one

c�Qper#{149}’ Cooper Laboratories, Inc.

Wayne, New Jersey 07470, Ste. Therese, P.Q., Canada

ELIXOPHYLLIN#{174}-KI Each 15 cc. (tablespoonful)
contains theophylline (anhydrous) 80 mg., potas-

sium iodide 130 mg., alcohol 10%. Indications:
For excessive tenacious mucus in chronic

asthma, severe chronic and allergic bronchitis,
chronic obstructive pulmonary emphysema.

Contraindications : Contraindicated in pa-
tients with hyperthyroidism or known sen-

sitivity to iodides. May be contraindicated
in peptic ulcer or gout. Side Effects: Pos-
sible erythema, slight rhinitis, mild sore

throat. If these symptoms develop, dis-
continue use. Precautions: Do not use
other theophylline preparations con-

currently. Caution is recommended in
patients during pregnancy. In some
patients prolonged use of iodides
can lead to hypothyroidism. Dosage:
Children, 0.2 cc. per pound of body
weight, t.i.d. on arising, at 3 p.m.
and on retiring. Adults, 30 cc. (2

tablespoons) t.i.d. as above.



Triaminiclyrup...
the orange medicine from Dorsey

� NDC 0043�050�#{176}�
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