


Her stuffy nose and ears are bad enough.
Why make her drowsy, too?

Single-entity SUDAFED� (pseudoephedrine HCI) Syrup works without

ontihistomines-so it opens the nose without closing the eyes. Can
cause antihistamine �overdry’ � either.

SUDAFED Syrup also h�ps to decongest thesft�usesqndto restore
eustachiantubepaten�y for easser drainage in otitis media. Orally
effective, SUDAFED Syrup reaches areas drops and sprays can t.

Avoids the rebound problem, too.
SUDAFED Syrup. Available on your Rx

Burroughs Weilcome Co.
or recommendation. Research Triangle Park

It has the taste children like. Welicome North Carohna 27709

PRESCRIPTiON iNDICATIONS: #{149}acute coryza #{149}vasomotor rhinitis #{149}acute eustachian salpingitis. aerotitis (borotitis) media

#{149}serous otitis media with eustachian tube congestion
In the following conditions, adiunctive therapy with analgesics� antihistaminics antibiotic�i expectorants and other measures
may be employed with Sudafed brand Pseudoephedrine Hydrochloride for optimum results #{149}allergic rhinitis #{149}asthma

#{149}croup #{149}acute otitis media #{149}acute and subacute sinusitis #{149}acute tracheobronchitis
PRECAUTION: Although pseudoephedrine is virtually without pressor effect in normotensive patients, it should be used with

caution in hypertensives.
SIDE EFFECTS: While the great ma1ority of patients will experience no side effects, those particularly sensitive to sympatho-

mimetic drugs may note mild stimulation

decongestion
without drowsiness pseudoephed ri ne

30 mg/5 cc Syrup
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WARNING
Serious and fatal blood dyscrasias (apiastic
anemia, bypoplastic anemia, thrombocytopinia,
and granuiocytopsnia) are known to occur after
the adinistration of chioramphenicol. in addi-
tiost, there have been reports of aplsstic anemia
attributed to chioramphenicol which later termi.
nated in ieukemia. Blood dyscrasias have oc-
curred after both shod-term and prolonged
therapy with this drug. Chloramphenicol must
not be used when less potentially dangerous
agents wiil be effective, as described in the
indications section. if must not he used In the
treatment of trivial infections or where it is not
indicated, as In colds, Influenza, infections of the
throat; or as a prophylactic agent to prevent
bacterial Infections.

Precautions: it is essential that adequate blood
studies be made during treatment with the drug.
While blood studies may detect early peripheral
blood changes, such as ieulcopsnla, r.ticulocyto-
pnia, or granuIocytopenia, before they become
irreversible, such studies cannot be relied on to
detect bone marrow depression prior to develop-
mint of aplastic anemia. To facilitate appropriate
studies and observation during therapy, It is
desirable that patients be hospitalized.

Prscrthlng Information
Chloromycstln Sodium Succlnate
(chloramph.nlcol sodium succlnate for injection, USP)
For Intravsnous 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. Chioramphenlcol sodium succinate must be hydro-

lyzed to its microbiologicalty 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 chioramphenicol so-
dium succinate should be changed to the oral form
as soon as practicable.

DESCRIPTION
Chioramphenicol 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).

Each gram (10 ml of a 10% solution) of chloram-
phenicol sodium succinate contains approximately 52
mg (2.25 mEq) of sodium.

ACTIONS AND PHARMACOLOGY
In vitro chloramphenicol exerts mainly a bacterlostatic
effect on a wide range of gram-negative and gram-
positive bacteria and Is active in vitro against rickett-
slas, the lymphogranuloma-pslttacosis group, and Vibrio
cholerae. It is particularly active against Salmonella
typhi and Hemophi!us intluenzae. 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 11.2 mcg/ml
one hour after the first dose. A cumulative eflect 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/ml 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 microbiolog-
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. Chloramphenlcul dIffuses rapidly, but Its distri-
butlon 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 Warning Box and
this indications sction, chiorsmphsnicol must be
used only in those serious infections for which less
potentially dangerous drugs are ineffective or con-
traindicated. However. chioramph.nicol may be
chosen to initiate antibiotic therapy on the clinical
impression that one of the conditions below is be-
li.ved to be present; In vitro sensitivity tests should
be performed concurrently so that the drug may be
d!scontinued as soon as possible If less potentially
dangerous agents are indicated by such tests. The
decision to continue use of chlorsmph.nicol rather

than another antibiotic when both are suggested by
In vitro studies to be effective against a speciltc
pathogen should be based upon severity of the In-
faction, susceptibility of the pathogen to the various
antimicrobial drugs, efficacy of the varIous drugs in
the infection, and the important additional concepts
contained in the Warning Box above.
1 . Acute infections caused by S typhP

It is not recommended for the routine treatment of
the typhoid carrier state.

2. Serious infections caused by susceptible strains in
accordance with the concepts expressed above.
a) Salmonella species
b) H influenzae, specifically meningeal infections
c) Rickettsia
d) Lymphogranuloma-psittacosis group
e) Various gram-negative bacteria causing bacte-

remia, meningitis, or other serious gram-negative infec-
tions

f) Other susceptible organisms which have been
demonstrated to be resistant to alt other appropriate
antimicrobial agents
3. Cystic fibrosis regimens
in the treatment of typhoid fever, some authorities recommend

that chloramphenicol be administered at therapeutic levels for 8
to to days after the patient has become afebrlie to lessen the pos-
sibility of relapse.

CONTRAINDICATIONS
Chloramphenicol is contraindicated in individuals with
a history of previous hypersensitivity and/or toxic reac-
tion to it. It must not be used in the treatment of trivial
infections or where it is not indicated, as in colds, in-
Iluenza, infections of the throat; or as a prophylactic
agent to prevent bacterial infection.

PRECAUTIONS
1 . Base line blood studies should be followed by pen-

odac blood studies approximately every two days during
therapy. The drug should be discontinued upon appear-
ance of reticulocytopenia, leukopenia, thrombocytope-
nia, anemia, or any other blood study findings attnibut-
able to chloramphenicol. However, It should be noted
that such studies do not exclude the possible later
appearance of the irreversible type of bone marrow
depression.

2. Repeated courses of the drug should be avoided
if at all possible. Treatment should not be continued
longer than required to produce a cure with little or no
risk of relapse of the disease.

3. Concurrent therapy with other drugs that may
cause bone marrow depression should be avoided.

4. Excessive blood levels may result from administra-
tion of the recommended dose to patients with im-
paired liver on kidney function, including that due to
immature metabolic processes in the infant. The dosage
should be adjusted accordingly or, preferably, the blood
concentration should be determined at appropriate
intervals.

5. There are no studies to establIsh the safety of this
drug in pregnancy.

6. Since chloramphenicol readily crosses the pla-
cental barrier, caution in use of the drug is particularly
important during pregnancy at term or during labor be-
cause of potential toxic effects on the fetus (gray syn-
drome).

7. Precaution should be used in therapy of premature
and full-term infants to avoid gray syndrome toxicity.
(See Adverse Reactions.) Serum drug levels should
be carefully followed during therapy of the newborn
infant.

8. Precaution should be used in therapy during lacta-
tion because of the possibility of toxic effects on the
nursing infant.

9. The use of this antibiotic, as with other antibiotics,
may result in an overgrowth of nonsusceptible organ-
ama, including fungi. If infections caused by nonsus-

ceptible organisms appear during therapy, appropriate
measures should be taken.

ADVERSE REACTIONS
1. Blood Dyscrasias

The most serious adverse effect of chloramphenicol
is bone marrow depression. Serious and fatal blood
dyscrasias (aplastic anemia, hypoplastic anemia, throm-
bocytopenia, and granulocytopenia) are known to occur
after the administration of chloramphenicol. An irre-
versible type of marrow depression leading to aplastic
anemia with a high rate of mortality is characterized by
the appearance weeks or months after therapy of bone
marrow aplasia or hypoplasia. Peripherally, pancyto-
penis is.most often observed, but in a small number of
cases only one or two of the three major cell types
(erythrocytes, leukocytes, platelets) may be depressed.

A reversible type of bone marrow depression, which
is dose-related, may occur. This type of marrow depres-
sion is characterized by vacuolization of the erythroid
cells, reduction of retlculocytes, and leukopenia, and
responds promptly to the wIthdrawal of chloramphenicol.

An exact determination of the risk of serious and
fatal blood dyscrasias is not possible because of lack
of accurate information regarding (1) the size of the
population at risk, (2) the total number of drug-asso-
ciated dyscrasias, and (3) the total number of nondrug-
associated dyscrasias.

In a report to the California State Assembly by the
California Medical Association and the State Depart-
ment of Public Health in January 1967, the risk of fatal
aplastic anemia was estimated at 1:24,200 to 1:40,500
based on two dosage levels.

There have been reports of aplastic anemia attri-
buted to chloramphenicol which later terminated In
leukemia.

Paroxysmal nocturnal hemoglobinuria has also been
reported.
2. Gastrointestinal Reactions

Nausea, vomiting, glossitis and stomatitis, diarrhea
and enterocolitis may occur in low incidence.
3. Neurotoxlc Reactions

Headache, mild depression, mental confusion, and
delirium have been described in patients receiving
chioramphenicol. Optic and peripheral neuritis have
been reported, usually following tong-term therapy. If
this occurs, the drug should be promptly withdrawn.

4. Hypersensitivity Reactions
Fever, macular and vesicular rashes, angioedems,

urticaria, and anaphylaxis may occur. Herxheimer reac-
tions have occurred during therapy for typhoid fever.
5, “Gray Syndrome”

Toxic reactions including fatalities have occurred in
the premature and newborn: the signs and symptoms
associated with these reactions have been referred to
as the gray syndrome. One case of gray syndrome
has been reported in an infant born to a mother having
received chloramphenicol during labor. One case has
been reported in a 3-month-old infant. The following
summarizes the clinical and laboratory studies that
have been made on these patients:

a) In most cases, therapy with chloramphenicol had
been Instituted within the first 48 hours of life.

b) Symptoms first appeared after three to four days
of continued treatment with high doses of chloram-
phenicol.

c) The symptoms appeared in the following order:
(1) abdominal distention with or without emesis;
(2) progressive pallid cyanosis;
(3) vasomotor collapse, frequently accompanied

by irregular respiration;
(4) death within a few hours of onset of these

symptoms.
d) The progression of symptoms from onset to exitus

was accelerated with higher dose schedules.
e) Preliminary blood serum level studies revealed un-

usually high concentrations of chloramphenlcol
(over 90 mcg/ml after repeated doses).

f) Termination of therapy upon early evidence of the
associated symptomatology frequently reversed the
process with complete recovery.

ADMINISTRATION
Chloramphenicol, like other potent drugs, should be
prescribed at recommended doses known to have thera-
peutic activity. Administration of 50 mg/kg/day In di-
vided doses will produce blood levels of the magnitude
to which the majority of susceptible microorganisms
will respond.

As soon as feasible, an oral dosage form of
chloramphenicol should be substituted for the intrs-
venous form because adequate blood levels are
achieved with chloramphenlcol by mouth.

The following method of administration is recom-
mended:

Intravenously as a 10% (100 mg/mI) solution to be
injected over at least a one-minute interval. This Is pre-
pared by the addition of 10 ml of an aqueous diluent
such as water for injection or 5% dextrose injection.

Adults DOSAGE
Adults should receive 50 mg/kg/day in divided doses

at six-hour Intervals. In exceptional cases, patients
with infections due to moderately resistant organisms
may require increased dosage up to 100 mg/kg/day to
achieve blood levels inhibiting the pathogen, but these
high doses should be decreased as soon as possible.
Adults with impairment of hepatic or renal function or
both may have reduced ability to metabolize and cx-
crete the drug. In instances of impaired metabolic
processes, dosages should be adjusted accordIngly.
(See discussion under Newborn Infants.) Precise con-
trol of concentration of the drug In the blood should be
carefully followed in patients with impaired metabolIc
processes by the available microtechniques (informa-
tion available on request).
Children

Dosage of 50 mg/kg/day dIvided Into four doses at
six-hour intervals yields blood levels in the range effec-
tive against most susceptible organisms. Severe infec-
tions (eg, bacteremia or meningitis), especially when
adequate cerebrosplnal fluid concentrations are desired,
may require dosage up to 100 mg/kg/day; however, it is
recommended that dosage be reduced to 50 mg/kg/day
as soon as possible. Children with impaired liver or kid-
ney function may retain excessive amounts of the drug.
Newborn Infants
(Ses section titled Gray Syndrome under Adverse
Reactions.)

A total of 25 mg/kg/day in four equal doses at sIx-
hour intervals usually produces and maintains concen-
trations in blood and tissues adequate to control most
infections for which the drug Is Indicated. Increased
dosage in these individuals, demanded by severe Infec-
lions, should be given only to maintain the blood con-
centration within a therapeutically effective range. After
the first two weeks of life, full-term infants ordinarily
may receive up to a total of 50 mg/kg/day equally dl-
vided into four doses at six-hour intervals. These dosage
recommendations are extremely important because
blood concentration in all premature infants and full-
term infants under two weeks of age differs from that
of other infants. This difference is due to variations in
the maturity of the metabolic functions of the liver and
the kidneys.

When these functions are immature (or seriously Im-
paired in adults), high concentrations of the drug are
found which tend to increase with succeeding doses.
infants and Children with Immature Metabolic Pro-
ceases

in young infants and other children in whom imma-
ture metabolic functions are suspected, a dose of 25
mg/kg/day will usually produce therapeutic concen-
trations of the drug in the blood. In this group par-
ticularly, the concentration of the drug In the blood
should be carefully followed by microtechniques, (In-
formation available on request.)

HOW SUPPLIED
N 0071.4057.3 (Steri-ViaIS No. 57)
Chloromycetin Sodium Succinate (chloramphenicol
sodium succinate for injection, USP) is supplied as
a dried powder in Steri-Vials (rubber-diaphragm-
capped vials). When reconstituted as directed, each
vial contains a sterile solution equivalent to 100 mg
of chloramphenicol per milliliter (1 g/10 ml). Avail-
able in packages of 10 vials.
CHLOROMVCETIN, brand of chloramphenicol. Reg
US Pat Off RJ
PD-JA- 1281 2�P( 1277)

PARKE, DAVIS & COMPANY. Detroit, Michigan 48232



PREPARATION OF MANUSCRIPTS

A CURRENT issue of PEDIATRICS should be consulted for
general style. Three complete copies of the manuscript

(including tables and illustrations) must be supplied. ALL
material (including tables and references) should be double-
spaced and typed on white 8#{189}x 1 1-inch bond paper with
margins at least 1#{189}inches wide. Single-spaced material will
be returned for retyping. Number pages consecutively.

Send all manuscripts to Jerold F. Lucey, M.D., Editor,
Pediatrics Editorial Office, Mary Fletcher Hospital, Colches-

ter Avenue, Burlington, VT 05401.

In view of the Copyright Revision Act of 1976, effective
January 1, 1978, transmittal letters to the editor should
contain the following language: “In consideration of the
American Academy of Pediatrics taking action in reviewing
and editing my submission entitled , also
known as , the author(s) undersigned hereby
transfers, assigns, or otherwise conveys all copyright owner-
ship to the AAP in the event that such work in published by
the AAP.” We regret that transmittal letters not containing
the foregoing language signed by all authors of the submis-
sion will delay review of the manuscripts.

Manuscripts should include a clear introductory statement

of purpose; a historical review when desirable; a description
of the technique and the scope of the experiments or

observations (previously published procedures require only
references to the original); a full presentation of the Results

obtained; a brief Comment or Discussion on the significance

of the findings and any correlation with those of other
workers; a paragraph headed Speculation and Relevance, or

Implications; and a Summary, in brief, logical r#{233}sum#{233}which

may include conclusions.

The author’s style will be respected; however, writing
should conform to acceptable English usage and syntax.
Titles should be concise and clear, subtitles avoided. Termi-

nology should follow Standard Nomenclature ofDiseases arid

op erations. Give authors’ full names and professional
degrees, principal author’s address, and name of institution(s)
where work was done; omit departmental appointments

unless necessary for special reasons. Slang, medical jargon,
obscure abbreviations, and abbreviated phrasing should be
avoided. Mathematical terms, formulas, abbreviations, and
units of measurement must conform to usage in PEDIATRICS,

based on standards in Science, 120: 1078, 1954. The metric

system will be used; equivalent measurement in the English
system may be included in parentheses. Name of chemical
compounds-not formulas-should be given. Proprietary
names, if unavoidable, will be indicated by capitalization of
the first letter. Conversions to accepted standards and terms
should be made before the manuscript is submitted.

References must be numbered consecutively according to
order of appearance in the text. They must conform to the
style employed in PEDIATRICS and be keyed in the text.
Abbreviations for journals should be those listed in Index
Medicus. References to books should contain the authors’
names, title of book, volume, edition, and city and state,

name of publisher, year of publication, and page numbers.

A5

Authors are requested to furnish (in addition to the full

title) a condensed title for the cover, not exceeding 60 spaces,

and a running foot of not more than 35 spaces. Original
articles should be accompanied by an Abstract, prepared by
the author in 200 words or less, as well as up to five key
words under which the paper should be indexed and an

alphabetical list of any unusual abbreviations used, with

meanings.

illustrations-Photographs of line drawings and any other
figure which is not composed simply of letters, numerals, and

routine symbols must be furnished. Do not send original

artwork or printed forms. A reasonable number of black-and-
white illustrations will be printed from black-and-white

glossies or film without cost, but the cost of color illustrations
and other special processing is usually borne by the author.

Manuscripts containing such materials will not be processed
until arrangements for payment, on the basis of estimated
prices, are made. Color work requires one month longer for
production and authors will be expected to pay for the extra
expenses involved.

Illustrations must be identified by number, author’s name,

and “top.” They should be keyed in the text. If unessential,

their omission may be requested. The prints should not be
stapled, clipped together, mounted or trimmed. Details to be
emphasized or crop marks should be indicated on a tissue

overlay, not on the illustration itself. Illustrations of poor
quality may be returned for improvement. Photographs of

patients should be submitted only when parental permission
has been obtained. It is the responsibility of the authors to

obtain this permission and to keep it in their files. Use

cardboard inserts to protect illustrations in the mail. Legends

for figures are to be a separate sheet.

Tables must be comprehensible to the reader without
reference to the text, typed (double-spaced) rather than
photographed, and accompanied by headings. Care should

be taken to make tables as concise and brief as possible.

Revised, December 1974
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..�e’s active
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I
,ie or tobiespoothsl(15 rr�) elixir contoins rheophylline

(onhydrous) 150 mg and giyceryl guoaocoiate (guoifenessn) 90 mg.

Eiixir: alcohol 15%

theophylline for effective
around-the-clock therapy
Quibron may give the asthmatic up to eight hours
of bronchodilation with each dose and provides
dosages of theophylline which are now believed
necessary to keep patients free of acute attacks and
chronic wheezing.

100% free theophylline
Quibron helps achieve therapeutic serum theophyl-
line levels with minimal dosage volume. . delivers
100% free theophylline in comparison to many other
compounds which contain from 47% to 91% effective

theophylline.

individualized theophylline
dosage schedule
Today’s more effident usage of theophylline calls for
individualizing dosage. Treatment should be initiated
at 150 mg theophylline every 6 hours for adults and
4 mg/kg every 6 hours for children. When necessary,
to achieve greater efficacy the dosage may be
cautiously adjusted upward while monitoring serum
theophylline levels.

Moo�Jiiiir��im PHARMACEUTICAL DIVISION

Indkofions: For the symptomoric reliefof bronchosposnc condeicns such
as bronchial osthmo. chronic bronchitis. and p..knonory emphysema.
Dosoge: Trearmenr should be rsinored or I 50 mg rheophy$ne every 6
hoursfor adulrs and 4 mg/kg every #{244}hoursforchildren. The usual recom-
mended dosogesare��: I -2 copsuiesor I -2 tablespoons (15 ml)

eltxtrevery #{244}-8hours.thiidren 9ro 12: 4-5 mg theophyiine/kg body-
weight every 6-8 hours� thildren under 9: 4-6 mg rheophyfEne/kg
bodyweighr every 6-8 hours. When necessary to achieve greater
efficacy theophylilne dosage may be cautiously adjusted upward. Serum
theophylline determinations ore helpftl n monironng rherapeunc
progress. When dosages exceed the usual recommended ronges serum
dererrrsnonons ore essennol. In the absence of side effects. the dosage
may be titrated upward cautiously by rscremenrs of no more than 25%

of previous dose. increasing the dose no mare than every rt�ard day until
the desired dinical response is obtained. if nausea. vorneing or other
evidence of roxKsty occurs. omit one dose and resume treatment at a
kwer dose.

Warnings: Do not administer more frequently than every 6 hours. or
withn 12 hours after rectal dose of any preporotion containrig rheophyl-

line or omriophyiiine. Do not �ve other compounds containing xanrt’une
denvanves concurrently.
Precautions: Use with caution w� patients with cardiac disease. heporic or
rend impairment. can�enr odmintsrranon with certain anribioncs. i.e.
dindamyon. erythromyon. rroleandomyon. may reu* n higher serum
�vels of theophylhne. Plasma prothrornbo and factor V may increase.
but any chnicd effect slikely to be small. Metaboktesof guoifenesw� may

contribute to ncreosed urnory 5-hydroxyindoleocenc acid readings.
when determined with nitrosonaphtal reagent. Safe use in pregnancy has
not been established. Use in cose of pregnancy only when dearly needed.

Adverse Reactions: TheophylI�e may exert some snmu$anng effect on
the central nervous system. Its administration may cause local irritation of
the gastric mucosa. wirh possible gasrnc discomfort, nausea. and vorTatrig.
The frequency of adverse reactions e related to the serum theophylkne
level and is not usually a problem at serum theophylline levels below

20 �tg/ml.

How Supplied: C�$esin bottles of 100 and 1000 and unit-dose packs of
100: Ehxir in bottles of 1 pint and 1 gallon.

�pa#{231}j�oge insert for com�t�prescrib.ng information.
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Twenty years of research are now
shedding an entirely different light on the
canker sore, or as physicians now call
it-recurrent aphthous ulceration (R.A.U.).
Because the apparently arbitrary exacer-
bations and remissions that characterize
R.A.U. may actually be linked to the
presence of emotional stressY�5
R.A.U.-how to recognize It

The aphthous ulcer appears out of
nowhere and usually disappears without
incident. So most patients dismiss it as
little more than a bothersome fact of
life. But R.A.U. is actually a complex
medical syndrome. It is characterized
by single or multiple lesions of 2-20 mm
in diameter that appear repeatedly on
any of the moist mucous membranes of
the mouth. A positive history of recur-
rences, the healthy appearance of sur-
rounding tissue and the absence of
associated systemic disorders will dis-
tinguish it from any other oral disease,
induding a herpetic infection.4

Extremely high incidnce seen in
studnts undr stress

Ship et a15 uncovered the most
extensive evidence of the relationship
between R.A.U. and stress in a major
study of medical, dental, nursing and
veterinary students in the University of
Pennsylvania area. Of over 1700 stu-
dents,55%suffered from R.A.U. Further-
more, the medical histories of 64% of
the students revealed that the group
with R.A.U. reported significantly more
emotional problems than those without
the disease-problems that were in fact
related to the frequency of each attack.

Correlation between R.A.U. and
other ulcerative syndromes

Naturally a highly-selected popula-
tion survey should be interpreted with
caution. But additional findings by Ship
in a subsequent investigation4 suggest
that the connection between R.A.U. and
the mind under stress is more than
coincidental: for the typical R.A.U. pa-
tient, the problem of ulcers doesn’t stop
in the oral cavity. Gastrointestinal and/or
vulvovaginal ulcers plus a variety of
other disorders, especially allergies, are

often present as well.

Treatment remains palliative
No one knows the precise etiology

of R.A.U. Its high incidence in environ-
ments notorious for intense pressure
and mental strain, and its correlation
with disorders long known to be at least
partly psychogenic, strongly implicate
stress as a leading factor. But until we
can positively discern and treat the
primary cause of R.A.U., treatment is
still centered on debnding the lesion
and relieving the pain.

Proxigel: to cleanse and help
soothe minor oral inflammations

Proxigel is the ideal antiseptic to
recommend for the R.A.U. patient in
your practice and is also useful as ad-
junctive therapy in gingivitis, penodon-
titis, stomatitis, Vincent’s infection and
denture irritation.

Its unique viscous base adheres to
affected areas-for longer debnding
action on necrotic or pathological tissue.

Proxigel also helps to inhibit odor-
causing bacteria. It is bactericidal
against pathogens and other microor-
ganisms which may be found in the oral
cavity

And Proxigel helps soothe painful
tissue and thus aids in healing.

Refrsncss: 1. Francis, 1.: Recurrent aphthous
stomatftis and Behcet’s �sease, Oral Surg. 30:476.
October 1970. 2. Greenfleid, D.S. and Fasaano,
R.W: Oral ulcerative disease in young adults:
�agnosis and management, J. Am. Coil. Health
Assoc. 23:167, December 1974. 3. McCarthy P.
and Shk1a� G.: �seases of the Oral A*jcosa,
McGraw�HiII Book Company, New ‘vbrk. 1964.
p. 192.200. 4. Ship, II.: Epidemiologic aspects of
recurrent aphthous ulcerations, Oral Surg. 33:400.
March 1972. 5. Ship, II., Morris, A.L, Duroche#{231}
R.t et a!: Recurrent aphthous ulcerations and re�
current herpes labialis in a professional school stu.
dentpopulation, OreiSurg. 13:1191, 1317,1438,
Oct. 1960, Nov. 1960, Dec. 1960.
Proxigel Active Ingrec�ent: Carbamide peroxide
1 1% in a water-free gel base.

-I #{176}�d &
(enilworth, New Jersey 07033
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ma study of94 children with
bacterial otitis media confirmed by
culture, Septra Suspension produced
a success rate of 95#{149}7%#{149}t

Septra Suspension has proved highly
effective in acute otitis media caused by the

V #{163}�AA �L � #{163}i�L&��

performed during therapy. Septra is contra-

indicated in infants under two months.
Septra should not be used in the treat-
ment of streptococcal pharyngitis.

tl)�r� on file, Medical Department, Burroughs Weilcome Co.

See last page of this advertisement for prescribing information.





Each teaspoonful (5 ml) contains:

40 mg trimethoprim and 200 mg sulfamethoxazole

Suspension

I effective in vitro against major middle ear
pathogens-Haemaphilus influenzae, including
ampicillin-resistant strains, and Streptococcus
pneunwnzae*

U available in pleasant tasting cherry-flavored
suspension or in tablet form for use in older
children

. encourages compliance; unlike other
U well tolerated by infants and childrent (Contra- antibacterials for otitis media, Septra requires no
indicated in infants under two months. See brief middle-of-the-thght dose
summary below for possible adverse reactions.)

Dose-every 12 hours

For patients with renal impairment:

Creatinine Clearance Recommended
(mI/mm) Dosage Regimen

15-30

� Below 15

Usual Standard Regimen
Half of the usual

dosage regimen

Use Not Recommended

Burroughs Wellcome Co.
Research Triangle Park

Wellcome North Carolina 27709

Septra#{174}introduces
i.cJ. dosage convenience

to the treatment
of acute othis media

in children

Each

80mg trimethoprim and 400 mg sulfamethoxazole

Tablets

Sqtra�bblsts aid Suqusiu

ludicstlens sad Usage:
ACUTE OTITIS MEDIA: Far the treatment of acete stills media in children due to susceptible
strainsci Haemophslus :nfluenzae or Streptococcus pneumonsae wben in the judgmest of
the pbysician Sepira offers some advastage over the use of ether astimicrebial ageuts.
Limited clinical Information is presently available as the ellectiveneu of treatmest of otitis
media wiTh Sepira when the infection is due to Haemophilus snfluenzae resistant to
ampicillin.b date. there are limited data on the safety of repeated use of Septra in children
under two years of age. Septra is not indicated for prephylactic or prolonged adminIstration
is otitis media at any age.

Csntraindlcatlsns: Hypersensitivity to trimethoprim or sulfonamides. Pregnancy and
during the nursing period. Infants less than two months of age.

�nuings: SEPTRA SHOULD NOT BE USED IN THE TREATMENT OF STREPTOCOCCAL
PHARYNGITIS.

Clinical studies have documented that patients with Group A fl-hemolytic streptococcal
tonsillopharyngitis have a greater incidence of bacteriologic failure when treated with
Septra than do those patients treated with penicillin as evidenced by failure to eradicate
this organism from the tonsillopharyngeal area.

Deaths from hypersensitivity reactions, agranulocytosis, aplastic anemia and other
blood dyscrasias. Experience with trimethoprim alone is much more limited, but
occasional interference with hematopoiesis has been reported as well as an increased
incidence of thrombopenia with purpura in elderly patients on certain diuretics,
primarily thiazides.

Sore throat. fever. pallor, purpura or jaundice may be early signs of serious blood
disorders. Frequent CBCs are recommended; therapy should be discontinued if a
significant reduction in the count of any formed blood element is noted.

Precastiens: Use with caution in patients with impaired renal or hepatic function,
possible folate deficiency, severe allergy or bronchial asthma. In glucose-6-phosphate
dehydrogenase-deficient individuals, hemolysis may occur (frequently dose-related).
During therapy, maintain adequate fluid intake and perform frequent urinalyses with
careful microscopic examination and renal function tests, particularly where there is
impaired renal function.

Adverse Reactlsns: All major reactions to sulfonamides and trimethoprim are included,
even if not reported with Septra. Blood Dyscrasias: Agranulocytosis, aplastic anemia,
megaloblastic anemia, thrombopenia, leukopenia, hemolytic anemia, purpura, hypo-
prothrombinemia and methemoglobinemia. Allergic Reactions Erythema multiforme,
Stevens-Johnson syndrome, generalized skin eruptions, epidermal necrolysis, urticaria,
serum sickness. pruritus, exfoliative dermatitis, anaphylactoid reactions, periorbital

edema, conjunctival and scleral injection, photosensitization, arthralgia and allergic
myocarditis. Gastrointestinal Reactions: Glossitis, stomatitis, nausea, emesis, abdominal
pains, hepatitis, diarrhea and pancreatitis. C.N.S. Reactions. Headache, peripheral
neuritis. mental depression. convulsions, ataxia, hallucinations, tinnitus, vertigo,
insomnia, apathy, fatigue. muscle weakness and nervousness. Miscellaneous Reactions:

Drug fever, chills, and toxic nephrosis with oliguria and anuria. Periarteritis nodosa and
I.E. phenomenon have occurred. Due to certain chemical similarities to some
goitrogens, diuretics (acetazolamide and the thiazides) and oral hypoglycemic agents,
sulfonamides have caused rare instances of goiter production, diuresis and hypogly.
cemia; cross-sensitivity may exist with these agents. In rats, long-term administration
of sulfonamides has produced thyroid malignancies.

Desage and Administration: Not recommended for use in infants less than two months of age.

ACUTE OTITIS MEDIA IN CHILDREN. The recommended dose for children with acute
otitis media is 8 mg/kg trimethoprim and 40 mg/kg sulfamethoxazole per 24 hours,
given in two divided doses every 12 hours for 10 days. The following table is a guideline
for the attainment of this dosage using Septra Tablets or Suspension.

Children: Two months of age or older:

lb kg Teaspoonfuls Tablets

20 9 1(5m1) �“2

40 18 2(lOml) 1
60 27 3(15m1) 1/?-80 36 4 (20 ml) 2 (or 1 DS tablet)

Supplied: SEPTRA TABLETS containing 80 mg trimethoprim and 400 mg sulfamethox-
azole-bottles of 40, 100, 500 and 1000 tablets; unit dose pack of 100. ORAL
SUSPENSION. containing the equivalent of 40 mg trimethoprim and 200 mg sul-
famethoxazole in each teaspoonful (5 ml), cherry flavored-bottle of 450 ml.

Also available in double strength, oval-shaped, pink, scored tablets containing 160 mg
trimethoprim and 800 mg sulfamethoxazole-bottles of 60 and unit dose packs of 100.
*Clinical results do not necessarily correspond with in vitro data.

tData on file, Medical Department, Burroughs Wellcome Co.



Infant Formula for 12 Months?
Think of it as Nutritional Insurance

For a more in-depth discussion of
this subject, as well as other as-
pects of infant nutrition, an educa-

tional newsletter series entitled
“Dialogues in Infant Nutrition” is
available. This is part of a continu-
ing education program on infant

nutrition. For copies of the newslet-
ter, contact your Mead Johnson
Representative or Health Learning
Systems, 1455 Broad Street,

Bloomfield, New Jersey 07003.

Material presented at March 23, 1977, symposium,
Infant Nutrition: A Foundation for Lasting Health?

ENFAMIL#{174}
rIIEIRJ11#{174}WITH
IJIIflIUIL IRON
INFANT FORMULA

C1978. Mead Joh�w� & COV�5.3VY � f � fl� I�d�a�a 47721 U S A L-K6

That’s why you should specify that
new mothers keep their babies on
breast milk or infant formula for a
full 12 months.

Switching to cow’s milk in the
first year is not advisable. The high
sodium content and the high
protein content of cow’s milk may
increase the risk of dehydration
and hypernatremia when diarrhea
or other conditions increase the
demand for water. Cow’s milk
feedings may place infants at risk
for developing iron deficiency. And
cow’s milk is a poor source of
copper and Vitamin C.1

Enfamil Provides Balanced Nutrition
ENFAMIL infant formula is
patterned after breast milk and is a
good source of digestible
heat-treated protein,
polyunsaturated fat, vitamins and
minerals.

Recommend ENFAMIL until the
end of the first year for infants who
aren’t breast feeding or who stop
breast feeding.

Mea.!�JIIiTi’�x!Ji1NUTRITIONAL DiVISiON





Get thru the
ambush with

S #{149}

Decongestant and

ALi
Decongestant Plus Antihistamine
They just love little kids. Snedley Sniffles, Watery Eyes Waldo or The Stuffies. The
whole gang. Novafed Liquid and Novafed A Liquid keep Snedley and his road gang in

check, for effective, fast-acting relief.

DOSAGE: Children over 12 years, 2 teaspoonfuls; 6 to 12 years, 1 teaspoonfui;in�ant&-...�
and-chikir��j�nder 6 years, #{189}teaspoonful. May be given �jjours1Jo not exceed 4

d#{243}sesina24-h#{243}iif�?t--------�--- -- -

.i__ ___..._,_. �





125 mg/5 ml amoxicillin oral suspensions.., eight hours after reconstitution.

AMOXIL (amoxicillin)

Please see next page for brief summary of prescribing information

Compare these stability
curve differences:
The three “ME-TOO” amoxicillin for
oral suspensions are labeled for
7 days reconstituted stabilily at room
temperature, and bioassay results
(above) show that these products
lost an average of 10% or more of
their initial potencies in 7 days after
reconstitution when stored at room
temperature. But AMOXILR lost an
average of only 1.9% of initial potency
after 10 days at room temperature.

When 10-day therapy is prescribed.
can you rely on a “keep in refrig-
erator” sticker? What if mother
ignores the label? What if she forgets
to refrigerate? What if the family takes
a tnp?

Compare the differences
in suspendibility:

A high proportion of the amoxicillin is
contained in the sediment seen on
the boffom of the three “ME-TOO”
products. Negligible sedimentation
occurs with AMOXILR oral suspension.
What if the mother fails to “shake
well” before administering a dose?

Amoxicillin was discovered and
developed by Beecham. We trust
that you will look upon our AMOXIL;’
the innovator’s brand, as deserving of
your support. Beecri�m

laboratories



11
laboratories

Bristol, Tennessee 37620

AMOXII� (amoxicillin)
For complete preschbing information. consult Official
Package Insert.

mdlcoftons: AmoxiI (amoxicitlin) is similar to
arnpicillin in Its bactericidal action against susceptible
sfrains of Gram.negative organisms-H, influenzoe,
E. coli P meabllis and N.gonorrhoeae: and Gram-
positive organisms-Streptococci (includingStreo-
tococcus foecalisl.D.oneurrcniae and non-
peniciIlinase�producing staphylococci. culture and

sensilivity studies should be obtained. Indicated
surgical procedures should be performed

Controlndlcoflont A history of a prevtous hyper-
sensitivity reoction to any of the penicillins is a
contraindication.

�rnlng Anaphylads may occur.parlicularty after
. porenter� odministration and especially in patients
with an allergic diothesis. c�e� for a history of allergy
to peniciltins. cephalosporins or other allergens.lf an

allergic reaction occurs� discontinue amo�cillin and
Institute appropriate treatment. Serious ariaph�1actic
reactions require immediate emergency treatment
with eplnephdne. oxygen, intravenous steroids arid

airway management.

UsoQ. In Prgnancy Safety for use in pregnancy is
not estabtished.

Pr#{149}couflons: Mycotic or bactedal superintections
may occtx. c�s of gonorrhea wffti a suspected
primary lesion of syphilis should have darkfield
examinations before receiving freatment.ln all other
cases wt’iere concomitant syphilis is suspected,
monthly serologicd tests should be performed for a
minimum offour months.Assess renal, hepolic and
hematopoietic functions intermiffently during tong-
term therapy

Adv#{149}ts#{149}reocIIonL� Untoward reactions include:
glossilis. nausea, vomiting and diarrhea. skin rashes.
urticaha.extdlative dermatltis,erythema muftiforrne
and anaphylaxis (usuafly with porenteral administra-
tion).Although anemia. fhrombocylopento, fhrom-
bocylopenic purpura. eosinophiha,Ieukopenia, and
ogronulocytosis have been noted. they are usually
reversible and are believed to be hypersensitivity
phenomena. Moderate elevations in 5GOT have
been noted.

Usual Dosage: Adutts-250 to 500 mg orally q. 8h
(depending on infection site andoffending organisms).
Children-20-40 mg/kg/day orally q 8h (depending

on infection site and offending organisms). children
over 20 kg should be given adult dose.

Gonorrhea.ocute uncorr�licated-3 Gms as a
single oral dose (see PREcAUTIONs). Serious infections.
such as meningitis or septicemia. should be treated
with porenterci antibiotics.

SuppII�

250 mg in bottles of 100’s and 500’s. unit-dose
cartons of 100.

500 mg in bottles of 50’s and 500’s. unit-dose
cartons of 100.

forOrd Susoension-
125 mg/5 ml and 250 rng/5 ml in 80 ml, 100 ml and

150 ml bottles.

Pediatric Droos for Oral Susoension-
50 mg/nI in 15 ml bottles with calibrated dropper.

Monitor for apnea

wfthout electrodes,
win’s, thermlstoi�s,
strops, magne� or...
A highly sensitive tr&isducer pod beneoth the mottress
detects the slightest respiratory movement. Should
bre#{248}thingstop, the RE-134 Apne� Monitor octivotes
both eudible ond visu& �lorms. Alerts nurse to opneo
within o pre-select�ble I 0, 1 5 or 20 seconds.

No electrodes. No wires. No weights. No irnt&ing gels
ortopes. Nothing to botherthe boby . . . or hamper the
nurse.

The sm&l lightweight RE- I 34 console features
#{248}utomotic sensitivity control. Sensor p�d slips eosily
under mottress, works reliably even when the baby’s
heod is elevoted.

For more details on the � p�pij�j�pi�,
RE-134 Apneo Monitor, c&l
your Electronic Monitors
disthbutor. Or wnte
ElectronicMonitors, Inc.,P 0.
Box 8280, Fort Worth, Texos 76112;
(817) 457-2747.





“ Before prescribing,

I IlN�IL%IA#{174}please consult complete productinformation, a summaryof which follows:’

(cromolyn sodium ) 20 iii� capsules

INDICATIONS: INTAL is indicated as an adjunct in the management of
patients with severe bronchial asthma in whom the frequency, intensity and
predictability of episodes indicate the use of a continuing program of symp-
tomatic medication. Such patients must have a significant bronchodilator-
reversible component to their airway obstruction as demonstrated by a gen-
erally accepted pulmonary function test of airway mechanics.

If improvement occurs, it will ordinarily occur within the first 4 weeks of
administration as manifested by a decrease in the severity of clinical symp-
toms of asthma, or in the need for concomitant therapy, or both.

A decision to continue the administration of INTAL on a long term basis
is justified if introduction of the drug into the patients regime:

produces a significant reduction in the severity of the symptoms of
asthma, or
permits a significant reduction in or elimination of steroids, or

permits better management of patients who have intolerable side effects
to sympathomimetic agents or methylxanthines.

CONTRAIN DICATIONS: INTAL is contraindicated in those patients who
have shown hypersensitivity to it.

WARNINGS: IP�TAL5 (cromolyn sodium) has no role in the treat-
ment of an acute attack of asthma, especially status asthmatlcus.

In some animal toxicity studies, a previously unreported proliferative
arterial lesion found predominantly in the kidneys occurred in both treated
and untreated macaque monkeys. The possibility that the increased mci-
dence of the lesion in the treated monkeys is due to the administration of
INTAL can neither be affirmed nor refuted. (For additionaldetaits, see Animal
Toxicology in the package insert.) The relevance of these data to man is un-
known. In considering the long term administration of INTAL to a patient, the
physician should take into consideration the possible risk as well as the
degree of efficacy achieved in the individual patient.

In view of the biliary and renal routes of excretion for INTAL, considera-
tion should be given to decreasing the dosage or discontinuing the admin-
istration of the drug in patients with impaired renal or hepatic function.

If eosinophilic pneumonia (pulmonary infiltrates with eosinophilia) oc-
curs during the course of INTAL therapy, the drug should be discontinued.

USE IN PREGNANCY: Reproduction studies have been performed in
rabbits, rats, and mice. Adverse fetal effects (increased resorptions, de-
creased fetal weight( were noticed only at very high parenteral doses that
produced maternal toxicity. The relevance to the human is not known. Since
there is no experience in pregnant women who have received this drug,
safety in pregnancy has not been established and its use in pregnancy is not
recommended.

USE IN CHILDREN: clinical experience in children under 5 years of age
is limited due to the necessity for administration by inhalation. Use of INTAL
is not recommended for such children. Because of the possiblity that ad-
verse effects of the drug could become apparent only after many years, a
benefit-risk consideration of the long term use of INTAL is particularly im-

portant in pediatric patients.

PRECAUTIONS: Occasionally patients may experience cough and/or
bronchospasm following INTAL inhalation. At times, patients with cromolyn
sodium induced bronchospasm may not be able to continue its administra-
tion despite prior bronchodilator administration.

Symptoms of asthma may recur if INTAL is reduced below the recom-
mended dosage, or discontinued.

ADVERSE REACTIONS: The most frequently reported adverse reac-
tions attributed to INTAL (on the basis of reoccurrence following readmin-
istration) involve the respiratory tract and include:

Bronchospasm
Cough
Laryngeal Edema (rare)
Nasal Congestion
Pharyngeal Irritation
Wheezing

Other adverse reactions which have also been attributed to the drug (on
the basis of reoccurrence following readministration) are:

Angioedema
Dizziness
Dysuria and Urinary Frequency
Joint Swelling and Pain
Lacrimation
Nausea and Headache
Rash
Swollen Parotid Gland
Urticaria

In addition, the following adverse reactions have been reported as r�4
events and it is unclear whether these are attributable to the drug:

Anaphylaxis
Anemia
Exfoliative Dermatitis
Hemoptysis
Hoarseness
Myalgia
Nephrosis
Periarteritic Vasculitis
Pericarditis
Peripheral Neuritis
Photodermatitis
Polymyositis
Pulmonary Infiltrates with Eosinophilia
Vertigo
The following adverse effects which have occurred are related to the

cromolyn sodium delivery system:
Inhalation of gelatin particles
Inhalation of mouthpiece or propeller

DOSAGE AND ADMINISTRATION: The usual Starting Dosage for
adults and children 5 years of age and over is the contents of one INTAL
(cromolyn sodium)capsule inhaled fourtimesdailyat regular intervals using
a SPINHALER turbo-inhaler. Because INTAL and the Spmnhaler represent
a different approach to the treatment of asthma, careful explanation and
instruction in the use ofthe Spinhalershould be given to each patient. (Please
see the instructions for the use of the Spinhaler included with the device.)
It should be emphasIzed to the patIent that the drug Is not ab-
sorbed when swallowed and Is not effectIve by thIs route of ad-
mInistratIon. Patients should be advised that the effect of INTAL therapy
is dependent upon its administration at regular intervals, as directed. INTAL
should be introduced into the patient’s therapeutic regimen when the acute
episode has been controlled, the airway cleared and the patient is able to
inhale adequately. INTAL has no role in the treatment of an acute asthma
attack especially status asthmaticus.

Once a patient is stabilized on INTAL, if there is no need for steroids,
the frequency of administration may be titrated downward to the least fre-
quent level consistent with the desired effect. The usual decrease is from
four to three INTAL capsules per day. It is important that the dosage be
reduced slowly, maintaining close supervision of the patient, to avoid ex-
acerbationofasthma. ttshould beemphasized that in patients who have been
titrated to less than four capsules per day, an increase in dosage may be
needed if the patient� clinical condition worsens.

CORTICOSTEROID TREATMENT AND ITS RELATION TO IN-
TAL USE: An attempt to decrease corticosteroid administration and parti-
cularly to institute an alternate day regimen should be made in asthmatic
patients receiving corticosteroids. Concomitant corticosteroids, as well as
bronchodilators, should be continued following the introduction of INTAL If
the patient improves, an attempt todecrease corticosteroids should be made.
Even if the steroid-dependent patient fails to improve following INTAL ad-
ministration, gradual tapering of steroid dosage may nonetheless be at-
tempted. It is important that the dose be reduced slowly, maintaining close
supervision of the patient to avoid an exacerbation of asthma. It should be
borne in mind that prolonged corticosteroid therapy frequently causes a
reduction in the activity and size of the adrenal cortex. Relative adrenocor-
tical insufficiency upon discontinuation of therapy may be avoided by
gradual reduction of dosage.

However, a potentially criticaldegree of insufficiency may persist asymp-
tomatically for some time even after gradual discontinuation of adrenocor-
tical steroids. Therefore, if a patient is subjected to significant stress, such
as a severe asthmatic aftack, surgery, trauma or severe illness while being
treated or within one year (occasionally up to two years) after corticosteroid
treatment has been terminated, consideration should be given to reinsti-
tuting corticosteroid therapy. When the inhalation of INTAL is impaired, as
may occur in severe exacerbation of asthma, a temporary increase in the
amount of corticosteroids and/or other medications may be required.

It is particularly important that great care be exercised if for any reason
INTAL is withdrawn in cases where its use has permitted a reduction in the
maintenance dose of steroids. In such cases, continued close supervision of
the patient is essential since there may be sudden reappearance of severe
manifestations of asthma which will require immediate therapy and possible
reintroduction of corticosteroids.

HOW SUPPLIED: INTAL capsules, each containing 20 mg. cromolyn so-
dium in strips of four capsules each, in trade packages of 60 and 300 cap-
sutes. SPINHALERA turbo-inhalers are supplied separately in individual
containers.

CAUTION: Federal law prohibits dispensing without prescription.
October 1977
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Each Infant is an Ifldivjduai
that’s Why Gerber

alternatwesth Choice 1�Y0Urs
1��oducin3 Varj� in a b#{228}by�diet is a m�t pra�ica! w� to
help assure a nutritionally adequ��� diet. Early �
With � Varie� of tastes ‘�ds to �ture Wide acceptance of The
foods common to most family die�

Gerber procju��5 a wide variep,, of foo�j� all prepared
under the most exacting standards to assure quaIi�>, cle�nli
ness and high retention of nutrient

Simple ‘fl91edlent � Fo��cg� gerber simple iflgredi���
strained fOods, introduced one at a time in conjun�ion

With Your Program of feeding to dete� � intoleranc�
add a Variety of nev� taste experiences for infan�

CombInati0� Foo�j� Once many Simple ingredient foocj5
h�e been in�o�uced a varie� of combi�tI� foo� mixed
cer�Jsjujc� veg�bl� and fruit � combfr�tI�5 of The�
fOOd �es bring flavo� and te�ur� into the infant diet.

� & lbddler Foo�#{149}Many Gerber junior foods are
prepar�� with coa�er textures to encourage chewi�8 and
to provide the gradual shift from strained to family foods

� Pro�d� mo� � d varj� of produ� to cho��
from for the pr�ram you recommend in introduci� and
feeding solid foods

Gerber
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(Don’t mistake one for the other)

From Huckleberry Finn to the Katzen-

jammer Kids, the mischievous child has been
an integral part of American folklore.

But his normal, youthful
overexuberance can be difficult
to distinguish fror

Ritalin (methyl-
phenidate): an
important
element in the
remedial
program

Only ac-
curate medical
diagnosis can
differentiate
the child with
MBD from the
child who is
simply over-
active, as many
normal children
are, and from the
personality and b
disorders not assc
with MBD.

When the di�
is MBD, Ritalin c�
prove to be an imi
element in a reme
program that can
vide immediate ai
long-term benefit.

For Ritalin
has demonstrated
its effectiveness ii

reducing such
manifestations as
hyperactivity’,2 di:
tractibility,1 and
disorganized beh�

Ritalin can help improve classroom
performance, interpersonal relations

The alleviation of these symptoms often
makes the child more responsive to the non-
nhs�rmn1noi�i1 mnc]�i1iti�s3 thus h�1nino- him



S 5#{128}

(methyiphenidate)
without medication. In some MBD chil- An effective
dren they permit a reduction in dosage member of the MBD
and eventual discontinuance of drug
therapy. management team
Only when medication
is indicated

Please turn page
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Drug Dependence
Ritalin should be given cautiously to emo-
tionally unstable patients. such as those with
a history of drug dependence or alcoholism,
because such patients may increase dosage
on their own initiative.
Chronically abusive use can lead to marked
tolerance and psychic dependence with
varying degrees of abnormal behavior Frank
psychotic episodes can occur especially
with parenteral abuse Careful supervision is
required during drug withdrawal, since se-
vere depression as well as the effects of
chronic overactivity can be unmasked.
Long-term follow-up may be required be-
cause of the patients basic personality dis-
turbances

S

(methylphenidate)
Only when medication

is indicated

Ritalin#{174}hydrochloride #{128}
(methyiphenidate hydrochloride)
TABLETS
INDICATIONS
Minima) Brain Dysfunction in Chidren-as ad(unc�
live therapy to other remedia) measures
(psychological. educational. social)
Special Diagnostic Considerations
Specific etiology of Minimal Brain Dysfunction
(MBD) is unknown. and there is no single diagnos-
tic lest. Adequate diagnosis requires the use not
only of medical but of special psychological, edu�
cational. and social resources
Characteristics commonly reported include
chronic history of short attention span. distractibil�
ity. emotional lability. impulsivity, and moderate to
severe hyperactivity: minor neurological signs and
abnormal EEG Learning may or may not be im-
paired The diagnosis of MBD must be based
upon a complete history and evaluation of the
child and not solely on the presence of one or
more of these characteristics
Drug treatment is not indicated for all children with
MBD Stimulants are not intended for use in the
child who exhibits symptoms secondary to en-
vironmental factors and,or primary psychiatric dis-
orders, including psychosis Appropriate educa-
tional placement is essential and psychosocial in-
tervention is generally necessary When remedial
measures alone are insufficient, the decision to
prescribe stimulant medication will depend upon
the physician’s assessment of the chronicily and
severity of the child’s symptoms
CONTRAINDICATIONS
Marked anxiety. tension. and agitation. since Ritalin
may aggravate these symptoms Also contraindi-
cated in patients known to be hypersensitive to the
drug and in patients with glaucoma
WARNINGS
Ritalin should not be used in children under six
years. since safety and efficacy in this age group
have not been established
Sufficient data on safety and efficacy of long-term
use of Ritalin in children with minimal brain dys-
function are not yet available Although a causal
relationship has not been established. suppression
of growth (ie, weight gain and or height) has been
reported with long-term use of stimulants in chit-
dren Therefore. children requiring long-term
therapy should be carefully monitored
Rilalin should not be used for severe depression
of either exogenous or endogenous origin or for
the prevention of normal fatigue stales.
Ritalin may lower the convulsive threshold in pa-
tients with or without prior seizuies. with or without
prior EEG abnormalities, even in absence of sei-
zures Sate concomitant use of anticonvulsants
and Ritalin has not been established It seizures
occur Ritalin should be discontinued
Use cautiously in patients with hypertension Blood
pressure should be monitored at appropriate inter-
vals in all patients taking Ritalin. especially those
with hypertension
Symptoms of visual disturbances have been en-
countered in rare cases. Difficulties with accom-
modation and blurring of vision have been re-
ported
Drug InteractIons
Rilalin may decrease the hypofensive effect of
guanelhidine Use cautiously with pressor agents
and MAO inhibitors Ritalin may inhibit the

metabolism of coumarin anticoagulants. anticon-
vulsants (phenobarbital. diphenylhydantoin.
primidone), phenylbutazone, and tricyclic antide-
pressants (imipramine. desipramine) Downward
dosage adjustments of these drugs may be re-
quired when given concomitantly with Ritalin
Usage In Pregnancy
Adequate animal reproduction studies to establish
safe use of Ritalin during pregnancy have not
been conducted Therefore, until more information
is available, Ritalin should not be prescribed for
women of childbearing age unless. in the opinion
of the physician. the potential benefits outweigh
the possible risks

PRECAUTIONS
Patients with an element of agitation may react
adversely. discontinue therapy it necessary.
Periodic CBC, differential, and platelet counts are
advised during prolonged therapy
ADVERSE REACTIONS
Nervousness and insomnia are the most common
adverse reactions but are usually controlled by re-
ducing dosage and omitting the drug in the after-
noon or evening Other reactions include hyper-
sensitivity (including skin rash. urlicaria. fever.
arthralgia. exfoliative dermatitis, erythema mul-
tiforme with histopathological findings of necrotiz-
ing vasculitis, and thrombocytopenic purpura),
anorexia, nausea, dizziness; palpitations,
headache; dyskinesia; drowsiness; blood pressure
and pulse changes. both up and down, lachycar-
dia, angina. cardiac arrhythmia, abdominal pain;
weight loss during prolonged therapy. Toxic
psychosis has been reported. Although a definite
causal relationship has not been established, the
following have been reported in patients taking
this drug. leukopenia and/or anemia, a few in-
stances of scalp hair loss.
In children, loss of appetite, abdominal pain,
weight loss during prolonged therapy, insomnia,
and tachycardia may occur more frequently; how-
ever. any of the other adverse reactions listed
above may also occur
DOSAGE AND ADMINISTRATION
Children with Minimal Brain Dysfunction (6 years
and over)
Start with small doses (eg. 5 mg before breakfast
and lunch) with gradual increments of 5 to 10 mg
weekly. Daily dosage above 60 mg is not recom-
mended. If improvement is not observed after ap-
propriate dosage adjustment over a one-month
period, the drug should be discontinued
If paradoxical aggravation of symptoms or other

adverse effects occur. reduce dosage, o� it
necessary, discontinue the drug.
Ritalin should be periodically discontinued to as-
sess the child’s condition. Improvement may be
sustained when the drug is either temporarily or
permanently discontinued.
Drug treatment should not and need not be
indefinite and usually may be discontinued after
puberty.
HOW SUPPUED
Tablets, 20 mg (peach, scored); bottles of 100 and
1000.
Tablets, 10 mg’(pale green. scored); bottles of
100, 500, 1000 and Accu-Pak� blister units of 100.
Tablets, 5 mg (pale yellow), bottles of 100, 500,
and 1000.
Consult complete product literature before
prescribing. C76-16 Rev. 7/76

CIBA Pharmaceutical Company
Division of CIBA-GEIGY Corporation
Summit, New Jersey 07901

2/8854
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Hearing screening tests
anyone can give...

a 3-year old can follow.
The ZENITH ZA-II1A is a semi-automatic
screening audiometer using pre-recorded
cassette pure tone or voice signals. This por-
table, solid-state instrument reliably screens
one, or as many as four children simulta-
neously . . . in less than 5 minutes.

With minimal training, any nurse, receptionist
or other supportive personnel can conduct
tests with ease and accuracy. Information on
the ZA-1 1 1A test procedures �
can be found in the new publi- �

cation “Detection of Hearing #{176}�-‘

Loss and Ear Disease in Chil-
dren”, written by Kenneth S.
Gerwin, M.D., and Aram Glorig,
M.D.

A library of tapes, in English, Spanish and
French, is available for screening pre-
schoolers to young adults. For more informa-
tion or a demonstration send in the coupon.

Zenetron�
Independent of and not affiliated with Zenith Radio Corp.

Zenetron In C., Auditory Instrument Division

Dl W. Grand Avenue,
liCago, Illinois 60635 Dept. P48

I’d like to know more about the
ZA-1 1 1A Programmed cassette
5creening Audiometer.

0 Send information
i: Id like a demonstration

Name

Institution

I Address

City State Zip

TEDRAL5fIEDRAL5 SUSPENSION
TEDRAL5 Elixir
Description. Tedral: each tablet contains
130 mg theophylline, 24 mg ephedrlne hydro-
chloride, and 8 mg phenobarbital.

TedralSuspension: each 5 ml teaspoonful of
suspension contains 65 mg theophylline,
12 mg ephedrine hydrochloride, and 4mg
phenobarbital.

Tedral Elixir: each 5 ml teaspoonful contains

32.5 mg theophylline, 6 mg ephedrine hydro-
chloride, and 2 mg phenobarbital alcohol
content is 15%.
Indications. Tedral, Tedral Suspension and
Tedral Elixir are indicated for the symptomatic
relief of bronchial asthma, asthmatic bron-
chills, and other bronchospastic disorders.
They may also be used prophylactically to
abort or minimize asthmatic attacks and are of
value in managing occasional, seasonal and
perennial asthma.

Tedral Suspension and Tedral Elixir are
convenient for persons who may have diffi-
culty in swallowing tablets.

These Tedral formulations are adjuncts in
the total management ofthe asthmatic patient.
Acute or severe asthmatic attacks may necessi-
tate supplemental therapy with other drugs by
inhalation or other parenteral routes.
Contraindication.. Sensitivity to any of the
ingredients; porphyria.

. Warnings. Drowsiness may occur. PHENO-
BARBITAL MAY BE HABfl�FORM1NG.
Precaution.. Use with caution in the
presence of cardiovascular disease, severe
hypertension, hyperthyroidism, prostatic
hypertrophy, or glaucoma.
Adverse Reactions. Mild epigasthc distress,
palpitation, tremulousness, insomnia, difficulty
of micturitlon, and CNS stimulation have been
reported.
Average Dosage. Prophylactic or Thera-
peutic.

Tedral. Adults-One or two tablets every 4
hours. Children-(Over 601b) one-half the
adult dose.

Tedral Suspension. Note: One teaspoonful
is equivalenttoone-half Tedral tablet
Adu1ts-1�wo to four teaspoonfuls every 4
hours. Children-One teaspoonful per 601b
body weight, every 4-6 hours unless pre-
scnbed other�se by physician, Should be
given to children under 2 years of age only
with extreme caution.
SHAKE BOULE WELL.

Tedral Elixir. Note: One teaspoonful is equi-
valentto one-quarter Tedral tablq Children-
One teaspoonful per 301b body weight. every
4-6 hours unless prescribed otherwse by
physician. Should be given to children under
2 years of age only with extreme caution.
Adults-One to two tablespoonfuls every
four hours.
Supplied. Tedral: White, uncoated scored
tablets in bottles of 24 (N 0047-0230-24) 100
(N 0047-0230-51 ) and 1000 (N 0047-0230-
60). Also in Unit Dose-package of 10 x 10
sthps (N 0047-0230-11).

Tedral Suspension: Yellow, licorice-flavored
suspension in bottles of237 ml (8 fi oz)
(N 0047-0237-08) and 474 ml (16 fi oz)
(N 0047-0237-16),

Tedral Elixir: Dark red and cherry-flavored
in 474 ml (16 fi oz) bottles (N 0047-0242-16).

STORE BETWEEN 59#{176}-86#{176}F (15#{176}-30#{176}C).
Full information is available on request

WARNER/CHILCOTI

w C Dlv. �mer-Lambert Company
Morris Plains, NJ. 07950
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Tap Water Scald Burns in Children

Kenneth W. Feldman, M.D., Robert T. Schaller, M.D., Jane A. Feldman, M.Ed., and

Mollie McMillon

From tile Odessa Brown Children ‘s Clinic and Burn Unit of the Children �s Orthopedic Hospital and Medical

Center and the Ambulatory Division, Department of Pediatrics, University of Washington School of

Medicine, Seattle

ABSTRACT. Tap water scald burns account for 7% to 17% of

all childhood scald burns that require hospitalization. Often

the burns are severe and disabling. Toddlers and preschool

children are the most frequent victims. In 45% of the injuries,
the imsupervised victim or a peer turned on the tap water; in
28% the cause was abuse. Eighty percent of the homes tested
had unsafe bathtub water temperatures of 54 C (130 F) or

greater, exposing the occupants to the risk of hill-thickness
scalds with 30-second exposure to hot water. Such burns may
be prevented passively by limiting household water temper-
atures to less than 52 C (125 F). New water heaters could be
preset at this temperature and families could be taught to
turn down the temperature on existing units. Pediatrics

62: 1-7, 1978, burns, accidents, child abuse.

The most effective approaches to prevention of
childhood accidents do not depend on the cooper-
ation of the child or the person who is taking care
of him. Recent examples of passive preventive
techniques include flame-resistant clothing and
poison-prevention packaging. Methods that re-

quire active effort (e.g., automobile safety
restraints) have also reduced injury, but their

effectiveness is hampered by poor compliance.
Scald burns are the most common type of

thermal injury in childreni2 and their prevention
has been frustrated because of the need for active

methods. Scald bums caused by hot tap water are
a subgroup that has received little attention but

that may be amenable to both active and passive

modes of prevention. This study was undertaken

to assess the magnitude of the problem and to

determine the feasibility of preventive mea-
sures.

Charts of hospitalized scald burn victims and
emergency surveillance data were analyzed to
determine whether the characteristics of the
victims and circumstances of their injuries
suggested modes of prevention. Home water

temperatures were surveyed to determine the
frequency of exposure to dangerous water

temperatures. Households were questioned about
their knowledge of the risk of hot tap water,

satisfaction with the quantity and temperature of
their hot water, and past preventive efforts such

as tuming down the water heater thermostat.
Pediatric health care professionals also were ques-
tioned about their knowledge of appropriate
home water temperatures.

MATERIALS AND METHODS
Emergency Room Surveillance

The computer data bank of the National Elec-

tronic Injury Surveillance System (NEISS) of the

Received October 1; revision accepted for publication
December 25, 1977.
ADDRESS FOR REPRINTS: (K.W.F.) Odessa Brown Chil-

dren’s Clinic, 2017 East Spruce Street, Seattle, WA 98122.





a reliabk partner

The ROCHE Cutaneous p0 Monitor
Non-invasive p02 measurement and recording by a specially
developed temperature stable skin sensor.

Clinical Application
Continuously monitors and records changes in the patient’s
oxygenation state.

High Reliability
Clinical studies have established a significant correlation between
arterial and cutaneous P#{176}2measurement in high risk newborns.

Versatile Use
One or two patients can be simultaneously monitored. Visual and
audible maximum/minimum alarms are fitted.

new technology at reasonable prices

fi .r� KONTRON LTD.Medical International

H � Bernerstrasse-S#{252}d 169CH-8048 Zurich�, 01/62 92 62

Brussels: 25378280
Copenhagen: 02651666
Maarssen: 34 65 60 894
Madnd 1 402 55 86
Milan: 22152741
Mississauga: 272 06 93
In USA: Roche MedIcal Electronic

Munich: 81 65771
Oslo: 2170390
Pans: 946 97 22
S#{227}oPaulo: 282 72 89
Stockholm: 8980770
Sydney: 9383433

s Inc., Cranbury N.J.: 4481200

Tehran: 9821831086
Tokyo: 2145371
Vienna 222945646
Watfotd: 923 47 666
Zurich: 01629262
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Or yourself?
Injection penicillin G benzathine is recommended
as the method of choice* to prevent streptococcal
infection and possible recurrence of rheumatic
fever. One reason is that just one injection of
1 200,000 units, once a month, usually offers
effective and continuous prophylaxis. So there’s
no need to worry that your patient will forget to
take a tablet every day.

Mild to moderate group A streptococcal pharyn-
gitis (without bacteremia) therapy is in your
hands, too. Because a single injection (600,000

FOR DEEP INTRAMUSCULAR INJECTION ONLY.
Indications: In treatment of infections due to penicillin G�sensitive micro-
organisms susceptible to the low and very prolonged serum levels common to
this dosage form. Therapy should be guided by bacteriological studies (including
sensitivity tests) and clinical response.

The following infections usually respond to adequate dosage of IM penicillin
G benzathine.
Str.ptococcalisfections (Group A-without bacteremia). Mild to moderate upper
respiratory infections (e.g. . pharyngitis).
Ven.reaIisifections -Syphilis, yaws, bejel, and pinta.

Medical conditions in which penicillin G benzathine therapy is indicated as
prophylaxis:
Rbeumaticfevorand/orchoroa -Prophylaxis with penicillin G benzathine has proven
effective in preventing recurrence of these conditions. It has also been used as
followup prophylactic therapy for rheumatic heart disease and acute glomeru-
lonephritis.
Contraindications: Previous hypersensitivity reaction to any penicillin.
Warnings: Serious and occasionally fatal hypersensitivity (anaphylactoid) reactions
have been reported. Anaphylaxis is more frequent following parenteral therapy but
has occurred with oral penicillins. These reactions are more apt to occur in
individuals with history of sensitivity to multiple allergens. Severe hypersensitivity
reactions with cephalosporins have been well documented in patients with history
of penicillin hypersensitivity. Before penicillin therapy, carefully inquire into pre-
vious hypersensitivity to penicillins, cephalosporins and other allergens. If allergic
reaction occurs, discontinue drug and treat with usual agents. e.g. , pressor
amines, antihistamines and corticosteroids.
Precautions: Use cautiously in individuals with histories of significant allergies
and/or asthma.

INJECTION

Bicilliif LA
(sterile penicillin G
benzathine suspension)

to 900,000 units in children and 1 ,200,000 units
in adults) usually maintains serum concentrations
for the ten days deemed necessary to eradicate
the streptococci and preclude the initial onset
of rheumatic fever.t

You, more than anyone else, know the impor-
tance of effective and continued rheumatic fever
prophylaxis. So is there any question of whom
you’d rather trust?

*Rheumatic Fever Committee of the Council on Rheumatic Fever

and Congenital Heart Disease of the American Heart Association.

Carefully avoid intravenous or intraarterial use. or injection into or near major
peripheral nerves or blood vessels, since such injection may produce neurovascular
damage.

tIn streptococcal infections. therapy must be sufticientto eliminate the organism.
otherwise the sequelae of streptococcal disease may occur. Take cultures following
completion of treatment to determine whether streptococci have been eradicated.

Prolonged use of antibiotics may promote overgrowth of non-susceptible
organisms including fungi. Take appropriate measures if superinfection occurs.
Adverse Reactions: Hypersensitivity reactions reported are skin eruptions (maculo-
papular to exfoliative dermatitis), urticaria and other serum sickness-like reactions,
laryngeal edema and anaphylaxis. Fever and eosinophilia may frequently be only
reaction observed. Hemolytic anemia, leucopenia, thrombocytopenia, neuropathy
and nephropathy are infrequent and usually associated with high parenteral doses.

As with other antisyphilitics. Jarisch-Herxheimer reaction has been reported.
Composition: (units penicillin G benzathine as active ingredient in aqueous sus-
pension): 300,000 units per ml. - 10-mI. multi’dose vial. Each ml. also contains
sodium citrate buffer. approximately 6 mg. lecithin, 3 mg. povidone. 1 mg. carboxy-
methylcellulose, 0.5 mg. sorbitan monopalmitate, 0.5 mg. polyoxyethylene
sorbitan monopalmitate, 1.2 mg. methylparaben and 0.14 mg. propylparaben.

600,000 units in 1-mI. TUBEX’ (sterile cartridge’needle unit) Wyeth, packages
of 10.

900,000 units, 1.5-mt. fill in 2-mi. TUBEX, packages of 10.
I 200,000 units in 2-mI. TUBEX, packages of 10, and in 2-mI. single-dose

disposable syringe, package of 10.
2,400,000 units in 4�ml. single-dose disposable syringe, packages of 10
Each TUBEX or disposable syringe also contains sodium citrate buffer and, as

w/v, approximately 0.5% lecithin, 0.6% carboxymethylcellulose, 0.6% povidone,

0.1% methylparaben and 0.01% propylparaben.

Once-a-month
rheumatic fever
prophylaxus.

Wyeth Laboratones
� Philadelphia, Pa. 19101
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Most Physicians Have Patients
Who Need a Bowel Retraining Program
Introducing the Fleet Bowel Retraining Program

For the Patient Who Needs
Bowel Retraining:
Immediate Results Without
Systemic Involvement.
Forthe chronically constipated pa-
tient, a bowel retraining program
may offer a solution to the problem
of oral laxative dependence. The
Fleet Bowel Retraining Program
is excellent in its systematic and
physiologic approach which in-
cludes the use of diet and exercise
combined with the concurrent use
of Fleet Enema for a short initial
period.

The Fleet Bowel
Retraining Program

. Take one Fleet#{174}Enema daily, at
intervals of two or three days,
until normal defecation reflexes
have been re-established.
Fleet#{174}Enema combats the oral
laxative habit with its physio-
logic mode of action and lack of
oral administration. The enema
is known “ . . . to cleanse only
the distal colon and thus . . . it

most nearly approximates,
in its results, a normal bowel

“l

. Establish dietary habits that
will facilitate regularity. This in-
cludes increasing fluid intake
and eating such foods as bran,
whole Qrains, leafy vegetables
and fruits.

. Increase exercise and activity
level. Daily exercise is an rn-
portant part of the program
because it helps maintain good
muscle tone throughout the
body, including the intestinal
tract.

As with any habit that has taken
time to develop, chronic constipa-
tion can’t be changed overnight.
During the retraining period, Fleet
Enema may be taken at intervals to
combat any tendency to lapse
back to oral laxatives until good
bowel habits are re-established.

And for the Acute Patient
with Immediate Needs:
Avoid Oral Laxative
Introduction.
When an acutely ill patient needs
immediate relieffrom constipation,

you can prescribe an oral laxative
for him and his symptoms will be
relieved promptly. But you may be
needlessly setting him on the road
to chronic laxative dependence by
unnecessarily involving his whole
system. Don’t let him get started
down that road in the first place.

Think, instead, of recommending
a short-term solution. Prescribe
Fleet Enema promptly for a short
(3-day) period and provide im-
mediate relief without the risk of
oral laxative dependence. Fleet
Enema now so he won’t need re-
training later.

. Physiologic Mode of Action

. Not Orally Administered

. No Systemic Involvement

‘Steinberg H, AImyTP:
Drugsofcho!ce 1964-1965, Modeli
(ad), Saint Louis, C V Mosby Co. 1964, p 351.

Fleet#{174}Enema, the first step in
bowel retraining.

I1r�r�T� C. B. FleetCo., InC.

L � LynChburg. Va



Orders with remittance sent, on approval, postpaid
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CHARLES C THOMAS C PUBLISHER
DECISION MAKING AND THE DEFECTIVE NEWBORN

Edited by Chester A. Swinyard,
Stanford Univ. School of Medicine,
Palo Alto, California. Foreword by

Robert E. Cooke. (49 Participants and
Contributors) Advances in medical
science and technology, coupled with
comprehensive medical care programs,
are now enabling more newborns to
survive and are increasing the number
of infants with developmental defects.
In those newborns who are severely
affected, some physicians are advo-
cating nontreatment - selection for
death - on the basis of poor quality
of life and/or family burden. This
book examines the medical, ethical,

theological, social and legal aspects of

this selective passive euthanasia.

The first section relates professionals’
experiences wi th treati ng defective
newborns. The discussions cover cog-

ni tive function, economic consider-
ations, ethical concepts, quality of
survival, and decision making. The
following group of chapters focus on

medical and family aspects of decision
making, including the roles of parents,
nurses and physicians.

Attitudes toward the newborn are then
analyzed. The contributors present ar-

tides on the rationalizing of reproduc-
tion and parenthood and a case study
of attitudes toward defective newborns.
A segment on health care services out-
lines social and economic factors af-
fecting public policy and decision
making, and discusses normalization
for the child with developmental de-
lays. The section that follows discusses
legal issues in nontreatment, the con-
stitutional right to privacy, the Se-

verely defective newborn, and legal

aspects of informed consent.

The final two sections explore ethical
considerations and the concept of

proxy consent. The former ethically
analyzes the quality of life in defective
newborns, while the latter examines
ethical concepts and gives perspectives
of proxy consent as they apply to de-
fective newborns.

No final resolution of these decision

making dilemmas is offered, nor was
one intended. This book does, how-
ever, make a great contribution to an
understanding of the situation by
raising and debating issues, by mdi-
cating differences in medical opinion,
and by bringing ongoing practices
into the open. ‘78, 672 pp., 19 il., 29
tables, $24.75

PEDIATRIC NUTRITION IN DEVEWPMENTAL DIS-
ORDERS edited by Sushma Palmer, Georgetown Univ.,
Washington, D. C., and Shirley Ekvall, Children’s Hospital

Medical Center, Cincinnati, Ohio. Foreword by Phyllis
Magreb and Philip Calcagno. (32 Contributors) Nutrition-
ists from thirteen centers for handicapped children join
together to comprehensively analyze the nutritional dimen-
sion of developmental disorders. The text spans the spec-
trum of such conditions, from minimal brain dysfunction

to cerebral palsy and myelomeningocele. It also covers he-
reditary metabolic disorders and nutrient deficiency dis-
orders. In each case, nutritional diagnostic, preventive and
therapeutic techniques are described. ‘78, 640 pp. (6 3/4 x 9
3/4), 80 il., 155 tables, $41.50

BASICS OF FOOD ALLERGY by J. C. Breneman, Private
Practice, Kalamazoo, Michigan. This practical and infor-
mative book covers the most recent developments and con-
cepts in food allergy. It is designed for the clinician and
will show him how to incorporate these advances into his
everyday practice. The text outlines and evaluates several
accepted diagnostic and therapeutic procedures and many
of the more controversial methods of treatment. A review of
primary nocturnal enuresis from the perspective of allergy
is presented. The author further explains gastrointestinal

allergy, the allergic components of cholecystitis, postchole-
cystectomy syndrome, ulcerative colitis, aphthous stoma-
titis, and heartburn. The allergic mechanisms involved in
learning disability, epilepsy, dermatological disorders and
some psychoses also receive attention. Medical as well as
dietary plans are presented. ‘78, 296 pp. (6 3/4 x 9 3/4), 66
il. (7 in color), 9 tables, $29.50

COUNSELING PARENTS OF THE MENTALLY RE-
TARDED: A Sourcebook (3rd Ptg.) compiled and edited by

Robert L. Noland. (39 Contributors) The articles in this
book discuss the counseling of parents at the time they are
first told of their child’s deficiency and the problems in-
volved in the parental decision to place the retarded child in
an institution. Other topics include casework activities, pas-
toral counseling, and genetic counseling. ‘78, 420 pp., 4 il.,
18 tables, $11.75

CLEFT PALATE: MIDDLE EAR DISEASE AND
HEARING LOSS edited by Malcolm D. Graham, Univ. of
Southern California School of Medicine, Los Angeles. Fore-

word by Brian F. McCabe. (10 Contributors) The effect that
cleft palate has on the speech, hearing and education of the
child or adolescent is the focus of this book. The text con-
tains chapters on the anatomy and pathology of the cleft
palate as related to eustachian tube function; the prevalence

and pathogenesis of ear disease and hearing loss; the rela-
tionship of pharyngeal disease to ear disease and hearing
loss; and the otologic assessment and management, speech
and hearing problems, and education of the child with cleft
palate and hearing loss. A pictorial account of abnormal
tympanic membranes is included. The material is pre-
sented succinctly, emphasizing clinical applications. ‘78,
168 pp., 59 ii. (25 in color), 4 tables, $15.00

MEDICAL ASPECTS OF MENTAL RETARDATION
(2nd Ed.) edited by Charles H. Carter, Sunland Center, Or-
lando, Florida. (33 Contributors) The completely revamped
Second Edition of this volume offers a singularly useful
overview of medical considerations in mental deficiency.
The contributors examine and explain genetics and cytoge-
netics, infections, trauma, cranial abnormalities, poisons,
nutrition, and prenatal and postnatal damage. Community
diagnostic and treatment centers, cerebral pathology and
metabolism, treatment with drugs, electroencephalography,
neurocutaneous symptoms, metabolic disorders and many
other etiologies are also explored. ‘78, 912 pp. (6 3/4 x 9

3/4), 436 il., 47 tables, $59.50

REFLEX TESTING METHODS FOR EVALUATING
C.N.S. DEVELOPMENT (2nd Ed., 6th Ptg.) by Mary R.
Fiorentino, Newington Children’s Hospital, Newington,

Connecticut. Foreword by Burr H. Curtis. This practical
book on the examination of infants and young children can
be used in the diagnosis and evaluation of abnormal re-
flexive actions. Assessment of other patients who may need
neurophysiologically oriented treatment is included. A sec-
tion is provided on determining maturation level and ab-
normal reflexes for a treatment program. ‘77, 72 pp. (6 3/4 x

9 3/4), 78 il., 1 table, $8.50



Child-proved

Aspirin-the most experienced
analgesic

...with a 75-year record of effectiveness in children
that no other analgesic/antipyretic can match

...with proven anti-inflammatory activity...and an

excellent record of toleration

Bayer- the most experienced
name in aspirin

...the original name in aspirin

.. .a name synonymous with aspirin purity, quality

and stability

Bayer#{174}Children’s Aspirin-
the most widely used children s
aspirin

... 1’/4 grains of aspirin in each tablet

...chewable, orange-flavored, contains no Tartrazine
yellow #5

Other pediatric products
from Bayer:

Bayer� Children’s Cold Tablets
Containing 3.125 rng. of phenylpropano�
larnine HCI and l’/sgrains of Bayer aspirin
in each chewable orange’flavored tablet

Bayer� Cough Syrup for Children
Containing dextromethorphan hydrobro-
mide 7.5 rng. and phenylpropanolaniine
HO, 9 mg. In each cherry-flavored tea-
spoonful

The Bayer Company
Glenbrook Labratories, Division of Sterling Drug Inc.
90 Park Avenue, New York, New York 10016



with effective
relieffrom the
symptoms of
allergic rhinitis.
. tearing and weeping eyes
. uncomfortable itching around

the eyes and nose
. uncontrolled sneezing and

runny nose

There’s hardly any symptom
of allergic rhinitis that can’t be helped
significantly with Benadryl.

(di phenhydram Ine
hydrochloride capsules, USP)

PARKE. DAVIS & COMPANY
PARKE-DAVIS o�troit, MI 48232

BrIif �imm.ry of Pr.scrtbing information.
B.nadryl (diphonhydramki.hydrochioridscapsulss, U$P)
IND1CAflONS-Benadryl in the oral form is effective for the
following ndscations:
Antihistaminic: For perennial and seasonat (hay fever) a))erg�c
rhinstis; vasomotor rhin,tss; at)ergic conjunctivitis due to inhalant
a))ergens and foods; mild, uncomplicated allergic skin
manifestations of urticaria and angioedema; amelioration of
altergic reactions to blood or plasma� dermographism: as therapy
for anaphylactic reactions adjunctive to epinephrine and other
standard measures after the acute manifestations have been
controlled
AntIimsttc: For active and prophylactic treatment of motion
sickness
Antipsvidnsonlsm: For parkinsonism (including drug-induced
extrapyramida) reactions) in the elderly unable to tolerate more
potent agents; mild cases of parkinsonism (including drug-
induced) in other age groups; in other cases of parkinsonism
(including drug-induced) in combination with centrally acting
anticholinergic agents

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

“Probably effective: Antihiataminic: Mild. local allergic
reactions to insect bites; physical allergy; minor drug and
serum reactions characterized by pruritus
Sedation: For intractable insomnia and insomnia predominant
in certain medical disorders

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

CONTRAINDICATIONS-This drug should not be used in
premature or newborn infants. Do not use in patients with:
Hypersensitivity to Prostatic hypertrophy

diphenhydramine hydrochloride Stenosing peptic ulcer
Asthmatic attack Pyloroduodenal obstruction
Narrow-angle glaucoma Bladder-neck obstruction

Preparations containing diphenhydramine hydrochloride should
not be given to patients receiving monoamine oxidase inhibitors.
WARN1NGS-Overdosage or accidental ingestion of large
quantities of antihistamines may produce convulsions or death,
especially in infants and children. As in the case of other
preparations containing central nervous system depressant drugs.
patients receiving diphenhydramine hydrochloride should be cau-
honed about probable additive effects with alcohol and other
central nervous system depressants (hypnotics, sedatives, and
tranquilizers).

Patients who become drowsy oii diphenhydramine hydrochloride
should be cautioned against engaging in activities requiring mental
alertness, such as driving a car or operating heavy machinery or
appliances.
Pregnancy Warning: Although there is no evidence that the use of
diphenhydramine hydrochloride is detrimental to the mother or
fetus, the use of any drug in pregnancy or lactation should be
carefully assessed.

As with all anticholinergic drugs, an inhibitory effect on lactation
may occur.
PRECAUT1ONS-Diphenhydramine has an atropine-like action
which should be considered when prescribing diphenhydramine
hydrochloride. Use with caution in patients with a history of asthma.
ADVERSE REACTiONS-The following side effects may occur in
patientstaking diphenhydramine hydrochloride: drowsiness;
confusion; nervousness; restlessness; nausea; vomiting; diarrhea;
blurring of vision; diplopia; difficulty in urination; constipation,
tightness ofthe chest and wheezing; thickening of bronchial
secretions; dryness of mouth, nose, and throat; tingling, heaviness,
weakness of hands; nasal stuffiness; vertigo; palpitation;
headache; insomnia; urticaria; drug rash; photosensitivity;
hemolytic anemia; hypotension; epigastric distress; anaphylactic
shock.
DOSAGE AND ADMINiSTRATiON-A single oral dose of diphen-
hydramine hydrochloride is quickly absorbed. with maximum
activity occurring in approximately one hour. The duration of
activity foflowing an average dose of Benadryl (diphenhydramine
hydrochloride. USP) is from four to six hours.

The usual adult dosage is 50 mg three or four times daily.
Children (over 20 ib): 12.5 to 25 mg three or four times daily.

Maximum daily dosage not to exceed 300 mg. For physicians who
wish to calculate the dose on the basis of body weight or surface
area. the recommended dosage is 5 mg/kg/24 hours or 150 mgi
m’ /24 hours.

The basis for determining the most effective dosage regimen will
be the response ofthe patient to medication and the condition
under treatment.

In motion sickness, full dosage is recommended for prophylactic
use. the first dose to be given 30 minutes before exposure to
motion and similar doses before meals and upon retiring for the
duration of exposure RG

PDJA2303-i -P13781
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Standards and

Recommendations for

HOSPITAL CARE OF
NEWBORN INFANTS

Sixth Edition

The Committee on Fetus and Newborn

recommends regionalization of perinatal
care so all patients, especially those at risk,
can be cared for in a facility best suited to
handle them. Included in this edition of

Standards and Recommendations for Hospi-

uil Care of Newborn Infants are guidelines
for setting up networks of perinatal services
to provide care for all mothers and infants
within a region.

Other recommendations for perinatal care

include: family participation in the hospital
care of infants, the changing pattern of
nursery infections, the environment for the
neonate, and the interhospital care of high-
risk infants.

This book was written for anyone involved
with or interested in improving maternal,

fetal, and neonatal health care.

Indexed; 178 pages.

Price, $6.00 per copy postage paid; quan-

tity prices on request. Payment must
accompany order.

AMERICAN ACADEMY OF
PEDIATRICS
Department P

P.O. Box 1034
Evanston, illinois 60204

WEST WOOD
PHARMACEUTICA(5 INC

Buffalo, New York 14213
In canada, BelleviIte, Ontario K8N 5E9

A45

CAUTiON; Federal law prohibits dispensing
without prescription.

��II1tEI�1�Il%
DESCRiPTION: Westcort Cream contains
hydrocortisone valerate, an active, non-
fluorinated ester of the corticosteroid hydro-
cortisone. it has the following chemical name:

1 1 $21 -dihydroxy-1 7a-valeryloxy-4-
pregnene-3, 20-dione.
The structural formula is:

CH�OH

CH C0 �i3 I... _ OCCH�CH�CH�CH3

Each gram of Westcort Cream contains 2.0
mg. hydrocortisone valerate in a hydrophilic
base composed of white petrolatum. stesryl
alcohol. propylene glycol, amphoterlc-8.
carbomer 940, sodium phosphate, sodium
lauryl sulfate, sorbic acid (as preservative)
and water.

ACTIONS: Westcort (hydrocortisone valerate)
Cream is effective primarily because of its
anti-inflammatory, anti-pruritic, and
vasoconstrictive actions.
INDICATIONS: Westcort Cream is intended
for the relief of the inflammatory manifestations
of corticosteroid responsive dermatoses.

CONTRAINDICATIONS: Topical steroids are
contraindicated in viral diseases of the skin,
such as vaccinia and varicella. Topical steroids
are contraindicated in those patients with a
history of hypersensitivity to any of the com-
ponents of the preparation. Westcort Cream
is not for ophthalmic use.

PRECAUTIONS: If irritation develops, use of
the product should be discontinued and
appropriate therapy instituted.

In the presence of infection, an appropriate
antifungal or antibacterial agent should be
administered concomitantly. If a favorable
response does not occur promptly, the steroid
should be dIscontinued until the infection has
been adequately controlled.

If extensive areas are treated, or if occlusive
dressings are used, the possibility exists of
increased systemic absorption of the steroid,
and suitable precautions should be taken.

Although topical steroids have not been
reported to have an adverse eflect on the
fetus, the safety of their use during pregnancy
has not been definitely established. Therefore,
they should not be used extensively, in large
amounts, or for prolonged periods of time on
pregnant patients.

ADVERSE REACTIONS: The following local
adverse reactions have been reported with
the use of topical corticosteroids: burning
sensations. itching, irritation, dryness,
folliculitis, secondary infection, akin atrophy,
striae, hypertrichosls, acneiform eruptions,
and hypopigmentation.

If occlusion is used, it should be noted that
the following side effects have been reported
with topical steroids used In this manner:
maceration of the skin, secondary infection,
skin atrophy, striae, and miliaria.

DOSAGE AND ADMINISTRATION: A small
amount should be massaged gently into the
affected areas 2 to 3 times daily, as needed.

HOW S UPPLIED: Westcort (hydrocortisone
valerate) Cream. 0.2% is supplied in 15 g.,
NDC 0072-8100-1 5; 45 g., NDC 0072-8100-45;
and 60 g., NDC 0072-8100-60 tubes.
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PRESENTING BEECH-NUT’S

new Cera-Meal
The next step

when formula is no longer
adequate.

Cera-Meal is the logical food to turn to
when formula is no longer adequate-a natural step
when bottle-feeding is to be supplemented or
replaced. Beech-NuVs Cera-Meal, a complete
infant meal, is cereal, infant formula, fruit, honey,
12 essential vitamins, iron and important trace
minerals combined in a unique granular form. Similar
formulations have provided balanced, calorie-
controlled nutrition to millions of infants throughout
Europe for over 10 years.

New Cera-Meal provides a complete,
nutritionally balanced spoon-fed infant meal. And
because Cera-Meal is good-tasting, mothers will
not be tempted to add sugar, salt or milk. All the
mother need add to each one ounce of Cera-Meal
is three and one-half fluid ounces of previously
boiled water.

Cera-Meal broadens the infanVs diet without
adding salt, sucrose, artificial coloring or flavoring.
Without adding antioxidants or preservatives.
And Cera-Meal provides the infant with a balance
of essential saturated and unsaturated fatty acids.
Cera-Meal joins Beech-Nut’s other new
ideas in infant nutrition: Beech-Nut ,

Baby Juices and Beech-Nut . .�

Baby Foods. �. -�. .

Cera-Meal
a complete infant meal.

Beech-Nut? New ideas in baby nutrition.

To suit individual needs and tastes,
Cera-Meal comes in six nutritious varieties-Rice
and Bananas, Rice and Apples, Wheat and Honey,
Wheat and Mixed Fruits, Wheat and Oranges,
and Wheat and Pears. Rice varieties are
gluten-free.

For professional samples write to
Beech-Nut Medical Services,
P.O. Box 127, Fort Washington, PA 19034.

















doctor’s responsibilities, and emphasizes the vast difference between the
handling of pediatric and adult patients. The book covers general
principles such as history-taking and the examination; a wide range of
medical emergencies; and presenting signs and symptoms.

about 160 pages/illustrated/tables/1978/Soft cover, about $12.00

up, for which the physician’s help is often sought. The first chapters

introduce the author’s concept of the comprehensive approach and
explore the role of the child’s emotions, environment, and family in the
development and expression of bodily symptoms; the problems of specific
emotions are examined in depth,

- -

Also available at your medical bookstore P7/78

1. New-PEDIATRIC RADIOLOGY
By JACK C. RABINOWITZ, M.D.
This new, problem-oriented work first discusses the presenting signs and

symptoms, then the diagnostic possibilities, followed by the differential

2. New-CORE TEXTBOOK OF
PEDIATRICS
Edited by ROBERT KAYE, M.D.; FRANK A. OSKI, M.D.; and LEWIS A.
BARNESS, M.D. With 10 contributors.
This concise, current, and problem-oriented textbook is both an ideal

introduction for medical students and a quick reference and refresher for

3. New-SCABIES AND PEDICULOSIS
Edited by MILTON ORKIN, M.D.; HOWARD I. MAIBACH, M.D.; LAWRENCE
C. PARISH, M.D.; and ROBERT M. SCHWARTZMAN, D.V.M., MPH.,
Ph.D.
Based on the proceedings of the International Conference on Scabies,

diagnosis. The book is organized by organs and systems-thorax, lungs,
heart, gastrointestinal tract, the skeleton, etc.

516 pages/885 illustrations/1978/About $50.00

non-specialists who treat infants and children. All major areas of clinical
pediatrics are described, including history-taking and the physical
examination; normal growth and development; and key signs and
symptoms of childhood illness.

646 pages/illustrated/1978/flexible binding, about $17.50

1976. Many experts contribute the latest scientific and clinical informa-
tion on the disease including the natural history and biology of the
scabies-causing parasite, diagnoses and treatment of scabies; epidemic
control, and the epidemiology and treatment of pediculosis.

203 pages/73 illustrations, 30 in color/1977/Soft cover, $10.00

4. New-NEONATAL RESPIRATION . . . Physiology and Clinical Studies
By LB. STRANG, M.D., F.R.C.P. features, diagnosis, treatment, and prevention of hyaline membrane
This enlightening new work presents a clear picture of the lung in the disease, apnea of prematurity, and other respiratory disorders which
fetus and neonate, with emphasis on the physiological changes that take cause special problems are examined.
place in the respiratory system at birth. The pathogenesis, clinical

316 pages/iSO illustrations/1978 (U.S.)/$40.00

5. New-NEURODEVELOPMENTAL PROBLEMS IN EARLY CHILDHOOD
Assessment and Management
Edited by CM. DRILLIEN, M.D., F.R.C.P.E., D.C.H.; and MB. DRUM- identification of normal and abnormal mental, neurological, sensory, and
MOND, MB., Ch.B., D.C.H. With 25 contributors. behavioral development as well as to the management of common
This authoritative book, the result of a multidisciplinary approach to neurodevelopmental disorders of childhood.
assessment and treatment, serves as a practical guide to the early

499 pages/96 illustrations/1978 (U.S.)/$54.50

6. New-THE DIAGNOSIS AND PRIMARY CARE OF ACCIDENTS AND
EMERGENCIES IN CHILDREN
By CYNTHIA M. ILLINGWORTH, F.R.C.P.
Packed with practical and explicit information covering diagnostic and
initial care of pediatric Emergency Room problems, this small text is
based on the author’s long experience in handling pediatric accidents and

emergencies in a busy teaching hospital. She delineates the admitting

7. New (3rd) Edition . . . THE CHILD AND HIS SYMPTOMS
A Comprehensive Approach
By JOHN APLEY, C.B.E., M.D., F.R.C.P., J.P.; RONALD MacKEITH, D.M.,
F.R.C.P.; and ROY MEADOW, MA., B.M., F.R.C.P.
This updated edition of a widely-admired text expounds the comprehen-
sive approach to pediatric care-reviewing the organic causes of

childhood illness, but emphasizing the emotional and social aspects. This
holistic approach sheds new light on the common problems of growing

Lippincott
Please send me the books I have circled:

1 2 3 4 5 6 7

0 Payment enclosed (save postage & han-
dling)
0 Charge & bill me (plus postage &
handling)

302 pages/tables/3rd Ed., 1978/Soft cover, $18.00

J.B. Lippincott Company

East Washington Square . Philadelphia, Pa. 19105
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Ms. Frances P. White
American College of Allergists

2141 14th Street
Boulder, CO 80302

U .S.A.
303-447-8111
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Birth defects
are forever.

Unless you help.
March of Dimes

THIS SPACE CONTRIBUTED BY THE PUBLISHER

Poliomyelitis
Vaccine (Purified)
Actions
Early data indicate that most individuals
show some antibody response to the first
dose of vaccine.’ Over 85% of seronega-
tive individuals (antibody titer of less than
1:4) show response to two doses of vac-
cine given one month apart.

However, three doses administered at
intervals of 4 to 6 weeks are required for
the initial immunization followed by a
fourth dose 6 to 12 months later to corn-
plete primary immunization.

The absence of measurable antibodies is
not necessarily indicative of susceptibility

to the disease and the presence of such
antibodies may not protect all persons on
exposure.

Indications

Poliomyelitis Vaccine is indicated as an
active immunizing agent to be adminis-
tered for the prevention of poliomyelitis.

Contraindications

Immunization with Poliomyelitis Vaccine
should be deferred in the presence of
acute febrile illness including respiratory
infections.

Warnings

The vaccine should be perfectly clear and

cherry.red in color, Any vaccine showing
particulate matter, turbidity or change of
color should be discarded.

Precautions

Poliomyelitis Vaccine does not protect all
persons against the paralytic manifesta-
tions of the disease. Paralytic poliomye.
Iitis may occur in rare instances in
vaccinated individuals, particularly in
those with certain immunodeficiencies.

Since the vaccine contains streptomycin

and neomycin and traces of animal pro-
tein. the possibility of allergic reactions in
individuals sensitive to these substances
should be borne in mind when consider.

ing the use of this vaccine.

As with any biological product, Epi.
nephnne Hydrochloride Solution 1:1000
should be immediately available in case
an anaphylactoid or acute hypersensitiv.
ity reaction occurs.

Adverse Reactions

Adverse reactions to purified poliomyelitis
vaccine, other than occasional indica-
tions of sensitivity to one or more compo-

nents of the vaccine have not been
encountered.

How Supplied

Poliomyelitis Vaccine is available in pack-
ages containing :ve 1 ml. ampoules and
in vials containing 10 ml.

References

1. Salk, J.E.: Poliomyelitis Vaccination in
the Fall of 1956. Am. J. Public Health,

47:1, 1957.

�-;� CONNAUGHTIn Connaught Laboratories Ltd.
1755 Steeles Ave., West
P.O. Box I 755, Station “A”
Willowdale, Ontario M2N 5T8



Everybody needs polio
protection.

Some bodies need it in the
injectable form.
In a recent report, the Advisory Committee on Immunization of the US Public
Health Service,’ recommended that oral Sabin (live) vaccine be used as the
routine form of immunization against polio. However, the Committee consid#{149}
eN that the Poliomyelitis Vaccine� injectable Salk (killed) vaccine, may be
used for specific patients: children or adults with immune deficiency diseases
or altered immune states and patients undergoing radiation therapy or
immunosuppressive drug therapy (eg, corticosteroids, alkylating drugs, anti-
metabolites). To this recommendation the Committee added that the inject-
able form may also be preferable protection for adults undergoing initial
vaccination who are at risk of exposure to poliomyelitis and those who have
never been vaccinated.but whose children will receive routine oral Sabin vaccine.

Connaught Laboratories Ltd. of Toronto, Canada, a leader in the
research and production of biological products for over 60 years, is the only
North American source of the Poliomyelitis Vaccine (Purified), injectable Salk

(killed) vaccine. It can be obtained directly from Elkins-Sinn, Inc.,
2 Esterbrook Lane, Cherry Hill, NJ 08034. For more information,
please call toll free: (800) 257-8349 , or in NJ (609) 424-3700.
1, Morbidity and Mortality Weekly Report. Published by the Center for Disease Control, Atlanta, Ga,

Vol 26, No 40, pp 329-336.

*Please see precaution section of product information in this advertisement,

PoliomvelitisVacdne
(Purified)

CON NAUGHT
specialist in biologicals
� Connaught Laboratories Limited

distributed by Elkins-Sinn, Inc._____Cherry Hill, New Jersey 08034



k)ILET LI;ARrsIN; has been hailed by
many of the nation’s foremost experts
on child behasior:

- s.� �
�

It’s TOILET LEAi�ING-the medi-
cally and psychologically
approved picture book technique
that takes a whole new approach
to getting a child out of
diapers. TOILET LEARNING

frees parents from the anxi-

ety, frustration and fuss that
accompanies traditional toi-
let training. . . and saves chil-

dren from its emotional
traumas. The technique is
based on professional find-

ings. years of medical expe-
rience, and extensive testing by
parents and children.

TOILET LEARNING has as its

premise that a child

should not be
“housebroken” as a

puppy: that he can
and will learn when

the time is right-
much as he learns to

eat with a spoon or
fasten a button.

In simple. easy-to-

understand language.
Alison Mack guides a parent in
assessing the child’s readiness for

toilet learning, and then provides a

colorful, interesting 48-page picture
story that is to be read to the child.
The story, designed to instill good

bathroom habits and allay

any fears a child may have,
depicts and explains every

step of toilet learning, and is

complemented by notes to
the parent for each and

every page.
TOILET LEARNING 15 the

book to recommend to all
parents of pre-school age

children. Send for your own copy
with the coupon below, and write

to the same address for inforrna-
tion on quantity discounts for the
parents ofyour patients.

TOIILI�IT
L�All1�I�

The Picture Book
Technique for

Children and Parents

by Alison Mack

with a foreword by Paul L. Adams. M.D.

unique approach to a vital

proble ii�-I)i’. I.oiiise Baie.s .1
( 0- I)ireuor. (level! IlisliiIlt(’ of
( bid

‘11)pen. direct. and respeettul of the
child\ real needs and wishes.. . parent.�
will help their child in the he’�t �
possible.

-I’UIiI L. .IdW?l.S, .%/.I).

Deparinn’ni of I��vt LIilUI�’l �1,i(/

Be/iai-ioral ,S� it-is s’s

SChOOl if ,ths/ui,it’.

1.�Fi/I�t’rs.ifl. 0/ I.oiii.s li//c

‘�A thou�htfu1, helptul hssk .. . its useful-
ness goes he�ond toilet learning since
it provides a model fir how parents
can guide and assist their soung chil-
dren in learning 1(1 govern their bodies
with satisfiiction and pleasure.�-Dr. .1 /ht’ri I. ,So/iiii, I)irt’cioi�

}a/t’ (�/ii/(/ Stiu/i#{149}( tiller

�‘Vei’� human and well-considered. the
phifosoph� embodied in this
hook.. can he used in other areas of
child rearing.”-Dr. ‘1 riliiir

(lilt/Oil’ (if “(Iii/il Psvc/io/o,�’i

“ILs major strengths are in its informal,
positive. developmental orientations as
opposed to punitive and operative
orientations.-Dr. Ira J. Gordon.

Dean aizil Professor,

Graduate School of Education.

Lnii-ersiti of .\orth Carolina

- - - - - - - - - - - - - - - - - - - - - -

At bookstores. or from p-778

Little. Brown Distribution Center
200 West Street

Waltham, Mass. 02154
Attn: D. Merideth

I enclose check or money order (payable to Little, Brown and Cornpan� ) in the amount of S..............
including SOC for postage and handling (Calif., N.Y.. Mass. residents include sales tax). Please

allow three weeks for delivery.
copv(ies) ofToiti:t LI.SRNIN(, �? 56.95 e�ich 552334-00709

Name_________________________________________________________

___________________________________________________________________________I
______________________________________________________________________I

- - - - - - - - - - - - - - - - - - - - - - - - -

Address

(uS

State Zip



A revolutionary concept by HotchkissTM

pease fill me in on this “Ultimare Horchkiss Oroscope” PE
and the accessories allowing simplified pneumoscopy
and the photographic capabilities.

NM�E I
ADDRESS

are’ STATE ZIP CODE

1-1’��II San Frar�icisco Medical Instruments, Inc.
1 1 � FIFTH AVE #{149}P.O. BOX 218 #{149}SAN RAFAEL. CA 94902 #{149} SAVE TIME-CALL COLLECT 14151 457-7587

Ideal for Pediatric use
The functionol design ofthe Hou
Otoscope offers greater handi
ease. It can be held with two
fingers permitting canal straigh
ening with the middle finger of
the same hand. The other hand
is free to hold a squirmy child
or perform instrumentation.
The Hotchkiss coaxial optical
s�tem is three times bright-
er than others-the illumin-
ated area and the ‘.iewed
area are the same.

Versatile and
Light Weight

The Hotchkiss Otoscope is
three instruments in one, a
diagnostic, an operative
and a pneumatic instrument,
yet weighs only 5 ounces with
the clip-on battery pc�wer source
This is reduced to only 2#{189}
ounces with the around-the-
neck battery power source. A
transformer which plugs into an�
110 �dtouiiet isavailableforfixe
location useSThese and other ac
sories, including the two people ‘�

er, allowing an interested parent to
observe at the same time are
detailed in a catalog, yours for
the asking.

The Basic unit
includes
Optical Head,
Power Source,
Auroclavable
Specula (6).
Pneumoscopy
Bellows and
Carrying Case.

7



December 6
Los Angeles, California

Educational Services Division

� american
ELECTROMEDICS CORPORATION

“the impedance people”

Raising a happyand bright child- the most
satisfyingthing youcaneverdo.

Probably no living person knows more that can help
you guide your child through the first three years of life
than Dr. Burton L. White, Director ofthe Pre-School
Project at Harvard University.

Not only does Dr. White tell you how to provide a
good start, but how it can be less trouble and anxiety-
and more fun for you and for your child.

The First Three Years ofLife is the result of nearly
twenty years ofresearch under Dr. White’s direction. In
it, you’ll find his seven phases ofearly life, described in
detail, with explicit “do’s” and “don’ts.”

“The most important book on childrearing to be
published in a generation.” Dr. Terrel H. Bell, U.S.
Commissioner of Education.

Dr. Burton L. White’s

The First Three Years of Life
Book-of-the-Month Club selection, hardcover bestseller

An AVON Paperback. $4.95.

A59

THE

t-��A

FOR
Curriculum and Content by:

Virgil M. Howie M.D.
Jerry L. Northern, Ph.D.

. � The School of Tympanometry will be of practical utility for pe-
-�: � diatricians, family practice physicians, allergists, public health

- �- , physicians, nurse practitioners, and indeed any medical, pro-
� fessional or allied health personnel that perform otoscopy,

� audiology or auditory screening evaluations to identify middle
ear disease.

Schedule November 8
St. Petersburg, Florida

August 23
Miami, Florida

September 20
Memphis, Tennessee

October 18
Nashville, Tennessee

the impedance people is
a service roarS of American

Electromedics Corporation

1979
January 10
Salt Lake City, Utah

January 24
Seattle, Washington

February 21
Dallas, Texas

March 14
Detroit, Michigan

March 21

Albuquerque, New Mexico

April 25

Portland, Oregon

May 16
Montreal, Canada

533 Main Street, Box 317
Acton, MA 01720
(617) 263-2986






