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Single-entity SUDAFED keeps young
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of diagnostic instruments
With Halogen illumination for faster, more accurate diagnosis
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with world leadership in the field of
illuminated diagnostic instruments.

Our use of advanced fiber optic
components and Halogen light
sources has become the standard
of quality for the medical community
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This kind of industry leadership
and innovation exemplifies our
company’s overall philosophy: to
provide the profession with fine
diagnostic instruments, utilizing
ever-brighter sources of light.for
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Prsscr�bIng Information than another antibiotic when both are suggested by 4. Hypersensitivity Reactions
Chioromycetin Sodium Succinate In vitro atudiea to be effective against a apeci�c Fever, macular and vesicular rashes, angioedema,
(chioramphenicol sodium auccinate for injection, USP) pathogen ahould be based upon severity of the in- urticaria, and anaphylaxis may occur. Herxheimer reac-
For intravenoua administration fection, ausceptibility of the pathogen to the varioua tions have occurred during therapy for typhoid fever.
___________________________________________ antimicrobial druga, efficacy of the varloua drugs In 5. Gray Syndrome”

the infection, and the important additional concepta Toxic reactions including fatalities have occurred in
WARNING contained in the Warning Box above. the premature and newborn� the signs and symptoms

Serioua and fatal blood dyacrasiaa (aplastic � , Acute infections caused by S typhi’ associated with these reactions have been referred to
anemia, hypoplastic anemia, thrombocytopenia,
and granulocytopenia) are known to occur after � 5 not recommended for the routine treatment of as the gray syndrome. One case of gray syndromehas been reported in an infant born to a mother havingthe administration of chloramphenlcol. In addi- the typhoid carrier state. received chioramphenicol during labor. One case has
lion, there have been reports of aplastic anemia 2. Serious infections caused by susceptible strains in been reported in a 3-month-old infant. The following
attributed to chloramphenicol which later termi- accordance with the concepts expressed above. summarizes the clinical and laboratory studies that
nated in leukemia. Blood dyscraslas have oc- a) Salmonella species have been made on these patients:
curred after both short-term and prolonged b) H influenzae, specifically meningeai infections a) In most cases, therapy with chloramphenicoi had
therapy with this drug. Chloramphenicol must c) Rickettsia been Instituted within the first 48 hours of life.
not be used when less potentially dangerous d) Lymphogranutoma-psittacosis group b) Symptoiis first appeared after three to four days
agents will be effective, as described in the
indications section. It must not be used in the e) Various gram-negative bacteria causing bacte- of continued treatment with high doses of chioram-
treatment of trivial Infections or where It is not remia, meningitis, or other serious gram-negative infec- phenicoi.
indicated, as in colds, influenza, infections of the tions c) The symptoms appeared in the following order:
throat; or as a prophylactic agent to prevent f) Other susceptible organisms which have been (1) abdominal distention with or without emesis;
bacterial infections. demonstrated to be resistant to all other appropriate (2) progressive pallid cyanosis;

Precautions: It is essential that adequate blood antimicrobial agents (3) vasomotor collapse, frequently accompanied
studies be made during treatment with the drug. 3. Cystic fibrosIs regimens by irregular respiration;(4) death within a few hours of onset of these
While blood studies may detect early peripheral ‘In the treatment of typhoid fever, some authorities recommend symptoms.
blood changes, such as leukopenia, reticulocyto- that chioramphenicol be administered at therapeutic levels for 8
penis, or granulocytopenia, before they become to 10 days after the patient has become afebrile to lessen the pos- d) The progression of symptoms from onset to exitus
irreversible, such studies cannot be relied on to sibilitY of reiapse. was accelerated with higher dose schedules.
detect bone marrow depression prior to develop. CONTRAINDICATIONS e) Preliminani blood serum level studies revealed Un-
ment of apiastic anemia. To facilitate appropriate Chloramphenicol is contraindicated in individuals with usually high concentrations of chioramphenicoi(over 90 mcg/mi after repeated doses).
studies and observation during therapy, it is a history of previous hypersensitivity and/or toxic reac- f) Termination of therapy upon early evidence of the
desirable that patients be hospitalized. lion to it. It must not be used in the treatment of trivial

infections or where it is not indicated, as in colds, in- associated symptomatology frequently reversed the
fluenza, infections of the throat; or as a prophylactic process with complete recovery.

IMPORTANT CONSIDERATIONS IN PRESCRIBING IN- agent to prevent bacterial infection. ADMINISTRATION
JECTABLE CHLORAMPHENICOL SODIUM SUCCINATE PRECAUTIONS Chloramphenicol, like other potent drugs, should be

CHLORAMPHENICOL SODIUM SUCCINATE iS IN- 1 Base line blood studies should be followed by pen- prescribed at recommended doses known to have thera-
TENDED FOR INTRAVENOUS USE ONLY. IT HAS odic blood studies approximately every two days during peutic activity. Administration of 50 mg/kg/day in di-
BEEN DEMONSTRATED TO BE INEFFECTIVE WHEN therapy. The drug should be discontinued upon appear- vided doses will produce blood levels of the magnitudeance of reticuiocytopenia, leukopenia, thrombocytope- to which the majority of susceptible microorganisms
GIVEN INTRAMUSCULARLY. ma, anemia, or any other blood study findings attribut- will respond.
1. Chloramphenicol sodium succinate must be hydro- able to chioramphenicol. However, it should be noted As won as feasible, an oral dosage form of

lyzed to its microbioiogicaliy active form and there is that such studies do not exclude the possible later chioramphenicol should be substituted for the intra-
a lag in achieving adequate blood levels compared appearance of the irreversible type of bone marrow venous form because adequate blood levels are
with the base given intravenously. depression. achieved with chioramphenicol by mouth.

2 The oral form of chloramphenicoi is readily absorbed 2. Repeated courses of the drug should be avoided The following method of administration is recom-
and adequate blood leveis are achieved and main- if at all possible. Treatment should not be continued mended.
lamed on the recommended dosage longer than required to produce a cure with little or no intravenously as a 10% (100 mg/mi) solution to be

3. Patients started on intravenous chloramphenicol so- risk of relapse of the disease. injected over at least a one-minute interval. This is pre-
dium succinate should be changed to the oral form � Concurrent therapy with other drugs that may pared by the addition of 10 ml of an aqueous diluent
as soon as practicabie. cause bone marrow depression should be avoided. such as waler for injection or 5% dextrose injection.

4. Excessive blood levels may result from administra-
DESCRIPTION tion of the recommended dose to patients with im- Adults DOSAGE

Chloramphenicol is an antibiotic that is clinically use- paired liver or kidney function, including that due to Adults should receive 50 m�/k�/da� in divided doses
ful for, and should be reserved for, serious infections immature metabolicprocesses in the infant.Thedosage at six-hour intervals. In exceptiona cases, patients
caused by organisms susceptible to its antimicrobial should be adjusted accordingiy or, preferably, the biood with infections due to moderately resistant organisms
effects when less potentially hazardous therapeutic concentration should be determined at appropriate may require increased dosage up to 100 mg/kg/day to
agents are ineffective or contraindicated. Sensitivity intervals. achieve blood levels inhibiting the pathogen, but these
testing is essential to determine its indicated use, but 5. There are no studies to establish the safety of this high doses should be decreased as soon as possible.
may be performed concurrently with therapy initiated drug in pregnancy. Adults with impairment of hepatic or renal function or
on clinicai impression that one of the indicated condi- 6. Since chioramphenicol readily crosses the pla- both may have reduced ability to metabolize and ex-
lions exists (see Indications section). cental barrier, caution in use of the drug is particularly crete the drug. In instances of impaired metabolic

Each gram (10 ml of a 10% solution) of chioram- important during pregnancy at term or during labor be- processes, dosages should be adjusted accordingly.
phenicol sodium succinate contains approximately 52 cause of potential toxic effects on the fetus (gray syn- (See discussion under Newborn Infants.) Precise con-
mg (2 25 mEq) of sodium drome) trol of concentration of the drug in the blood should be

ACTIONS AND PHARMACOLOGY �‘ Precaution should be used in therapy of premature carefully followed in patients with impaired metabolic
and full-term infants to avoid gray syndrome toxIcity. processes by the available microtechniques (informa-

In vitro chloramphenicol exerts mainly a bacteriostatic (See Adverse Reactions.) Serum drug levels should tion avaiiabie on request).
effect on a wide range of gram-negative and gram- be carefully followed during therapy of the newborn Children
positive bacteria and is active in vitro against rickett- infant Dosage of 50 mg/kg/day divided into four doses at
sias, the lymphogranuloma-psittacosis group, and Vibrio 8 Precaution should be used in therapy during lacta- six-hour intervals yields blood levels In the range effec-
cholerae. It is particularly active against Salmonella lion because of the possibility of toxic effects on the tive against most susceptible organisms. Severe infec-

nursing infant. tions (eg, bacteremia or meningitis), especially whentyphi and Hemophilus influenzae. The mode of action
is through interference or inhibition of protein syn- � The use of this antibiotic, as with other antibiotics, adequate cerebrospinat fluid concentrations are esired,
thesis in intact cells and in cell-free systems.

Chloramphenicol administered orally is absorbed may result in an overgrowth of nonsusceptible organ- may require dosage up to 100 mg/kg/day; however, it isisms. including fungi. if infections caused by nonsus- recommended that dosage be reduced to 50 mg/kg/day
rapidly from the intestinal tract. In controlled studies ceptibie organisms appear during therapy, appropriate as soon as possible. Children with impaired liver or kid-
in adult volunteers using the recommended dosage of measures should be taken. ney function may retain excessive amounts of the drug.
50 mg/kg/day. a dosage of 1 g every six hours for eight Newborn Infants
doses was given. Using the microbiological assay ADVERSE REACTIONS (See section tItled Gray Syndrome under Adverse
method, the average peak serum level was 11.2 mcg/ml 1. Blood Dyscraslas Reactions.)
one hour after the first dose. A cumulative effect gave The most serious adverse effect of chloramphenicol
a peak rise to 18.4 mcg/ml after the fifth dose of 1 9. 5 bone marrow depression. Serious and fatal blood A total of 25 mg/kg/day in four equal doses at sIx-
Mean serum levels ranged from 8 to 14 mcg/ml over the dyscrasias (aplastic anemia, hypoplastic anemia, throm- hour intervals usually produces and maintains concen-
48-hour period. Total urinary excretion of chioramphen- bocytopenia, and granulocytopenia) are known to occur trations in blood and tissues adequate to control most
icol in these studies ranged from a low of 68% to a after the administration of chloramphenicol. An irre- infections for which the drug is indicated. Increased
high of 99% over a three-day period. From 8% to 12% versible type of marrow depression leading to aplastic dosage in these individuals, demanded by severe Infec-
of the antibiotic excreted is in the form of free chlor- anemia with a high rate of mortality is characterized by tions, should be given only to maintain the blood con-centration within a therapeutically effective range. After
amphenicol; the remainder consists of microbiolog- the appearance weeks or months after therapy of bone the first two weeks of life, full-term infants ordinarily
icalty inactive metabolites, principally the conjugate marrow aplasia or hypoplasia. Peripherally, pancyto-
with glucuronic acid. Since the gtucuronide is excreted penia is most often observed, but in a small number of may receive up to a total of 50 mg/kg/day equally dl-
rapidly, most chloramphenicol detected in the blood is cases only one or two of the three major cell types vided into four doses at six-hour intervals. These dosagerecommendations are extremely important because
in the microbiologically active free form. Despite the (erythrocytes. leukocytes, platelets) may be depressed. blood concentration in all premature infants and full-
small proportion of unchanged drug excreted in the A reversible type of bone marrow depression. which term infants under two weeks of age differs from that
urine, the concentration of free chioramphenicot is is dose-related. may occur. This type of marrow dc,�es- of other infants. This difference is due to variations in
relatively high, amounting to several hundred mcg/ml sion is characterized by vacuolization of the erythroid the maturity of the metabolic functions of the liver and
in patients receiving divided doses of 50 mg/kg/day. cells, reduction of reticulocytes, and leukopenia, and the kidneys.
Small amounts of active drug are found in bile and responds promptly to the withdrawal of chloramphenicol. When these functions are immature (or seriously im-
feces. Chioramphenicol diffuses rapidly, but its distri- An exact determination of the risk of serious and
bution is not uniform. Highest concentrations are found fatal blood dyscrasias is not possible because of lack paired in adults), high concentrations of the drug are
in liver and kidney, and lowest concentrations are found of accurate information regarding (1) the size of the found which tend to increase with succeeding doses.
in brain and cerebrospinal fluid. Chloramphenicol en- population at risk, (2) the total number of drug-asso- Infants and Children with Immature Metabolic Pro-
ters cerebrospinal fluid even in the absence of menin- ciated dyscrasias, and (3) the total number of nondrug- cesses
geal inflammation, appearing in concentrations about associated dyscrasias. In young infants and other children in whom Imma-
half of those found in the blood. Measurable levels are in a report to the California State Assembly by the lure metabolic functions are suspected, a dose of 25
also detected in pleural and in ascitic fluids, saliva, California Medical Association and the State Depart- mg/kg/day will usually produce therapeutic concen-
milk, and In the aqueous and vitreous humors. Transport ment of Public Health in January 1967, the risk of fatal trations of the drug in the blood. In this group par-
across the placental barrier occurs with somewhat lower aplastic anemia was estimated at 1 :24,200 to 1 :40,500 ticularly, the concentration of the drug in the blood
concentration in cord blood of newborn Infants than based on two dosage levels. should be carefully followed by microtechniques. (In-
in maternal blood. There have been reports of aplastic anemia attri- formation available on request.)

INDICATIONS buted to chloramphenicol which later terminated in
In accord with the concepts in the Warning Box and leukemia. HOW SUPPLIED
this indications section, chloramphenicol must be Paroxysmal nocturnal hemogloblnuria has also been N 0071-4057.3 (Steri-Vial#{174} No. 57)
used only in those serious infections for which less reported. Chloromycetin Sodium Succinate (chloramphenicol
potentially dangerous drugs are ineffective or con- 2. GastroIntestinal Reactions sodium succinate for injection, USP) is supplied as
traindicated. However, chloramphenicol may be Nausea, vomiting, glossitis and stomatitis, diarrhea a dried powder in Steri-Vials (rubber-diaphragm-
chosen to initiate antibiotic therapy on the clinical and enterocolitis may occur in low Incidence. capped vials). When reconstituted as directed, each
impression that one of the conditions below is be- 3. Neurotoxic Reactions vial contains a sterile solution equivalent to 100 mg
Iieved to be present; in vitro sensitivity tests should Headache, mild depression, mental confusion. and of chloramphenicol per milliliter (1 gilD ml). Avail-
be performed concurrently so that the drug may be delirium have been described in patients receiving able in packages of 10 vials.
discontinued as soon as possible if less potentially chloramphenicol. Optic and peripheral neuritis have CHLOROMYCETIN, brand of chioramphenicot. Rag
dangerous agents are indicated by such tests. The been reported, usually following long-term therapy. If US Pat Off RJ
decision to continue use of chloramphenlcol rather this occurs, the drug should be promptly withdrawn. PDJA128t2P(1277)

PARKE-DAVIS, Division of Warner-Lambert Company, Morris Plains, NJ 07950
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PREPARATION OF MANUSCRIPTS

A CURRENT issue of PEDIATRICS should be con-
suited for general style. Three complete copies of

the manuscript (including tables and illustrations) must
be supplied. ALL material (including tables and refer-
ences) should be double-spaced and typed on white 8�/2

x 11-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, MD, Editor,
Pediatrics Editorial Office, Mary Fletcher Hospital,

Colchester 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 Pediat-
rics taking action in reviewing and editing my sub-
mission entitled , also known as _______
the author(s) undersigned hereby transfers, as-
signs, or otherwise conveys all copyright owner-
ship to the AAP in the event that such work is
published by the AAP.” We regret that transmittal
letters not containing the foregoing language
signed by all authors of the submission will delay
review of the manuscripts.

Manuscripts should include a clear introductory state-
ment of purpose; a historical review when desirable; a
description of the technique and the scope of the experi-
ments or observations (previously published procedures
require only references to the original); a fuil 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 Specu-
lation 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.
Terminology should follow Standard Nomenclature of

Diseases and Operations. 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, for-
mulas, 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, city and

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

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 abbrevi-

ations used, with meanings.

Illustrations-Photographs of line drawings and any
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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 submit-
ted only when parental permission has been obtained. It

is the responsibility of the authors to obtain this permis-
sion and to keep it in their files. Use cardboard inserts to
protect illustrations in the mail. Legends for figures are
to be on a separate sheet.
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photographed, and accompanied by headings. Care
should be taken to make tables as concise and brief as
possible.

Revised, December 1974

PEI)IATRICS (ISSN 01)31 4(X)5) is owned and con-
trolled by the American Academy of Pediatrics. Ij is
published monthly by the American Academy of Pe-
diatrics, Pediatrics, P.O. Box 1034, Evanston, IL 602(14.

Subscriptions must be entered on a volume basis.
Subscriptions may be entered with the January or
July issue and expire with the June or I)ecember issue.
Payment must accompany the order.

Subscription price per year: U.S., Mexico, Canada,
Central and South America, $21.iX); other countries,
$30.00. Special rates for medical students, hospital
residents and fellows in full time training in U.S.,
Mexico, Canada, Central and South America, $13.0()
per year. Renewal at special rate beyond two years
will require a letter from an appropriate authority
stating the individual’s eligibility. Current single issue
$3.00.

Second-class postage paid at EVANSTON, ILLI-
NOIS 60204 and at additional mailing offices.

© American Academy of Pediatrics, 1979.
All Rights Reversed, Printed in U.S.A. No part may
be duplicated or reproduced without permis.sii)n of the
American Academy of Pediatrics.



. . And just a touch of

,, the right antibiotic
- ,. can help clear it upe

fr_ Neosporin Ointment can help control

, minor cases of impetigo before other

I children catch it from your young patient,

and it may be used as an adjunct to
appropriate systemic therapy in more

extensive disease. Neosporin Ointment
- provides broad, reliable antibiotic action

C against susceptible organisms -notably

�‘Staphylococcus and Streptococcus- with
antibiotics that are seldom used systemically.

fungi. Appropriate measures should be taken if

this occurs.
Adverse Reactions: Neomycin is a not un

common cutaneous sensitizer. Articles in the

current literature indicate an increase in the

prevalence of persons allergic to neomycin.

Ototoxicity and nephrotoxicity have been re-

ported (see Warning section).

Complete literature available Ofl request from

Professional Services Dept. PML.

c�’�t / Burroughs Weilcome Co.

.5 � ,y / Research Triangle Park
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‘� �e�of the potential hazard of
el , � _-� ‘_‘ yduetoneomycin,

...... ----.- be exercised w..en using this prod-
,. . . . in treating extensive burns, trophic ulcera-

I n and other extensive conditions where ab-
sorption of neomycin is possible, In burns where
more than 20 percent of the body surface is
affected, especially if the patient has impaired
renal function or is receiving other aminogly-
coside antibiotics concurrently, not more than
one application a day is recommended,

When using neomycin-containing products to

control secondary infection in the chronic der-
matoses, it should be borne in mind that the
skin is more liable to become sensitized to many

Neosporin Ointment
(polymyxin B -bacitracin-neomycin)
Each gram contains: Aerosporin5 brand Polymyxin B Sulfate 5,000 units; zinc bacitracin
400 units; neomycin sulfate 5 mg (equivalent to 3.5 mg neomycin base); special white

petrolatum qs. In tubes of I oz and 1/2 oz and 1/32 oz (approx.) foil packets.

substances, including neomycin. The manifesta

tion of sensitization to neomycin is usually a

low grade reddening with swelling, dry scaling

and itching; it may be manifest simply as failure
to heal. During long�term use of neomycin-con
taming products, periodic examination for such

signs is advisable and the patient should be told

to discontinue the product if they are observed.
These symptoms regress quickly on withdraw.

ing the medication. Neomycin-containing appli-
cations should be avoided for that patient
thereafter.

Precautions: As with other antibacterial prep-

arations, prolonged use may result in over-

growth of nonsusceptible organisms, including
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. free of dye

. free of artificial preservatives

. free of potential additive-

. .
150 mg and glyceryl gUaiacolate (guaifenesin) 90 mg

Therapeutically equivalent to the Elixir it replaces...
with these important benefits:

S Provides 100% free theophylline-its sole

Meatt!iiTi�DiI PHARMACEUTICAL DIVISION

c 14/9 Mead Joh:so: �. Compass . i .ass�:fl’ Id�,, 4 7 ,‘,j U S A Mi: H -1.1 71

free of alcohol

induced side effects

bronchodilotor agent-for low dosage
volume.

. Pleasant tasting to encourage patient accept-

once and compliance in the young asthmatic.

lndicorions: For rhe sympromanc relief of bronchosposric conditions such

Os bronchial asrhma, chronic bronchiris and pulmonary emphysema.
Dosoge: Trearmenr should be iniriared ar 150 mg rheophylline every

6 hours for adults and 4 mg/kg every 6 hours for children. the usual
recommended dosages are Adults: I -2 capsules or I -2 tablespoons
( I 5 ml) liquid every 6-8 hours Chi/dren 9 to 12: 4-5 mg
rheophylline/kg bodyweighr every 6-8 hours. Children under 9:

4-6 mg rheophy//ine/kg bodyweight every 6-8 hours. When necessary.
to achieve greater efficacy rheophy//ine dosage may be cautiously
adjusted upward. Serum rheophyl/ine dererminarions are helpful in
monitoring therapeutic progress. When dosages exceed the usual rec-

ommended ranges serum determinations are essential In the absence

of side effects the dosage may be titrated upward cautiously by incre-
ments of no more than 25#{176}�of previous dose. increasing the dose no

more than every third day until the desired clinical response is obtained.
If nausea. vomiting or other evidence of toxicity occurs. omit one dose

and resume treatment at a lower dose.
Warnings: Do not administer mote frequently than every 6 hours. or
within 12 hours after rectal dose of any preparation containing
theophylline or aminophylline Do not give other compounds contain-

ing xanthine derivatives concurrently.

. Controlled theophylline content for
effective round-the-clock therapy.

. Contains glyceryl guaiacolate, a beneficial
ingredient lacking in many other theophyl-
line bronchodilators.

Precautions: Use with caution in patients with cardiac disease. heparic or
renal impairment. Concurrent administration with certai n antibiotics,
i.e. . clindamycin. erythromycin. rroleandomycin. may result in higher

serum levels of rheophyfline. Plasma prorhrombin and factor V may
increase. but any clinical effect is likely to be small Metabolites of

guaifenesin may conmbute to increased urinary 5-hydroxyindoleacetic
acid readings. when determined with nitrosonaphthol reagent. Safe

use in pregnancy has not been established. Use in case of pregnancy
only when clearly needed.
Adverse Reactions: Theophylline may exert some stimulating effect on
the central nervous system. Its administration may cause local irritation

of the gastric mucosa. with possible gastric discomfott. nausea, and
vomiting The frequency of adverse reactions is related to the serum

theophylline level and is not usually a problem at serum rheophylline

levels below 20 mcg/ml.
How Supplied: Capsules in bottles of 100 and 1000 and unit-dose packs

of 100: Liquid in bottles of I pint and I gallon

See package insert for complete prescribing information.



971 Failure-to-Thrive: A Study in a Primary Care Setting. Epi-
demiology and Follow-up-Wendy G. Mitchell, Ralph W. Gor-
rell, and Robert A. Greenberg

AMERICAN ACADEMY 978 Infant Feeding Practices of Families Belonging to a Prepaid

OF PEDIATRICS Group Practice Health Care Plan-Elizabeth M. Andrew,

. Katherine L. Clancy, and Marcella G. Katz
1801 Hinman Avenue

Evanston IL 60204
989 Prolonged Use of Large Intravenous Steroid Pulses in the

Rheumatic Diseases of Children-John J, Miller III

SCHEDULE
0 F MEETINGS 995 Coronal Craniostenosis: Fetal Head Constraint as One Pos-

sible Cause-John M. Graham, Jr, Richard J. Badura, and David
W. Smith

ANNUAL MEETINGS

1000 Metopic Craniostenosis as a Consequence of Fetal Head
Constraint: Two Interesting Experiments of Nature-John
M. Graham, Jr and David W. Smith

1980
Detroit Plaza Hotel 1003 Pulmonary Echinococcosis: A Pediatric Disease of the

. Southwestern United States-Robert Katz, Shirley Murphy,
Detroit and Ann Kosloske

October 25 to 30

1007 Ventriculoperitoneal Shunt-Associated Infection Due to
Haemophilus influenzae-Peter A. Patriarca and Brian A. Lauer

1981 1010 Selenium and Glutathione Peroxidase Levels in Cystic Fi-

New Orleans brosis-John D. Lloyd-Still and Howard E. Ganther

Oct 31 to Nov 5

1013 Pulmonary Function Abnormalities in Thalassemia Pa-
tients on a Hypertransfusion Program-Thomas G, Keens,
Margaret H. O’Neal, Jorge A. Ortega, Carol B. Hyman, and Arnold

C. G. Platzker

1982
New York Hilton . . . .

. 1018 Insulin Receptors in Cystic Fibrosis: Increased Receptor
Americana Hotel Number and Altered Affinity-Barbara M. Lippe, Solomon A.

New York City Kaplan, Naomi D. Neufeld, Angeline Smith, and Marilyn Scott

October 23 to 28

1023 The Pancytopenia of Isovaleric Acidemia-John F. Kelleher,
Jr, Marc Yudkoff, Raymond Hutchinson, Charles S. August, and
Robert M. Cohn

1983
San Francisco 1028 Systolic Blood Pressure in a Population of Infants in the

First Year of Life: The Brompton Study-Michael de Swiet,
October 22 to 27 Peter Fayers, and Elliot Anthony Shinebourne

1036 Early Diagnosis of Neonatal Sepsis-Alistair G. S. Philip and
Jean R. Hewitt

COMMENTARIES

1042 The ‘Vulnerable Child’: Intimations of Mortality-Morris
Green

Note: All Annual Meetings start on

Saturday 1043 Experimental Power: The Other Side of the Coin-Donald
M. Berwick

1045 Who Gives Nutritional Advice? Who Follows It?-Lewis A.
Barness

AlO



, . �,.

.. __

safety

and aspirin are -

Ucingfever. . .
.;4 ....

( �1 �at:er�ts)

�
.�r.

IMeNEIL]
McNeil Consumer Products Conipany
Fort Washington. Pa 19034

your logical
first choice
for fever
and pain

© McN 1978





AMERICAN ACADEMY OF PEDIATRICS

1047 Prophylaxis and Treatment of Neonatal Gonococcal Infec-

tions-Committee on Drugs, Committee on Fetus and Newborn,
and Committee on Infectious I)iseases

AMERICAN ACADEMY
OF PEDIATRICS

1801 Hinman Avenue
Evanston, Illinois 60204 1049 AMERICAN BOARD OF PEDIATRICS

SCHEDULE
OF MEETINGS LE�VFERS TO ThE EDITOR

SPRING SESSIONS
1051 Nasal CPAP and Work of Breathing Study Questioned-

John Kattwinkel; Reply by Steven L. Goldman, June P. Brady,
and Fe M. Dumpit

1981
. 1052 Pericardial Effusions in Bacterial Meningitis Are Not Corn-

Washington, DC mon-John L. Bass and Edward L. Kaplan; Reply by John I).

April 4 to 9 Nelson and W. Pennock Laird

1053 Circumcision Disasters-Jeffrey R. Woodside: Abram Kanof;

Reply by Thomas G. Cleary and Steve Kohl

1982
Honolulu 1054 Early History of Heait Surgery-Thom Mayer

March 20 to 25

1054 Home Monitoring of Infant at Risk for Apnea-Lawrence R,

Berger; Reply by Dorothy Kelly and Daniel C. Shannon

1055 Styrofoam Aspiration-Edward M. Sessa

1055 Age and Blood Pressure-L. Jerome Krovetz

1056 Other Effects of Bilirubin-Y. H. Thong

1057 ‘Knocked Out’-An Early Sign of Intussusception-Don L.
Thurston, Jean Holowach Thurston, and Ernest E. McCoy

1057 Evaluation of Perinatal Care Education Programs-Herman
A, Hem and Norma N. Ferguson

1057 Intracranial Bleeding-Follow-up Needed-Gary M, Miller;
Reply by K. S. Krishnamoorthy and D. C, Shannon

1006 ERRATA

. A56 BOOKS RECEIVED

A5 PREPARATION OF MANUSCRIPTS
Note: All Spring Sessions start Ofl

Saturday
A48 GENERAL INFORMATION

A80 CLASSIFIED ADS

-�-�- -- -.- A88 INDEX TO ADVERTISERS

A13



1.

�.�-N- � �.‘



1980 Warner-Lambert Company Please see brief summary of prescribing information on following page.

Your diagnosis may take
just 5 minutes.

She may have to live with
the therapy for 10 years.

Voluntary hyperventilation
producing brief, clinical seizure
of 5-30 second duration1. . . EEG
showing 3-per-second spike-
wave forms . . . confirming your
diagnosis: absence seizures
(petit mal).

For effective management of
absence seizures, sometimes
spanning a decade or more of
continued drug therapy, con-
sider ZARONTIN#{174}(ethosuximide).

Why ZARONTIN? Because

crucial factors concerning its
long-term use are a matter of
extensive record:

S Well-known specificity-does
not mask developing tonic-
clonic activity in susceptible
patients.

. Well-known efficacy against
absence seizures.

. Well-known safety.

. Predictably compatible with
barbiturates.

. Low daily costto patients.
ZARONTIN. . . the drug of

choice in absence epilepsy.2 Its
last 20 years of experience may
make her next ten easier to
live with.

1 /Livingston S, Pruce I: Petit mal
epilepsy. Am Pam Physician

17(l):107-114, January 1978.
2/Livingston S, Pruce I, Pauli fl:

Initiation of drug therapy. Pediatr

Ann 8 (4):213-229, 1979.

ZARONTIN
(ethosuximide,. usp)
Capsules/Syrup

250mg 250mg/5m1

the drug of choice
in absence epilepsy

PARKEDAVIS
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atric nephrology to apply for
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Membership may be obtained

from the Section Secretary at

the address below.

AMERICAN ACADEMY OF
PEDIATRICS

P.O. Box 1034
Evanston, Illinois 60204

ZARONTIN’ (Ethosuxi mide Capsules. USP)
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Before prescribing. please consult full prescribing information

A brief summary follows

Indication: Zarontin is indicated for the control of absence (petit mat)

epilepsy
Contraindication: Ethosuximide should not be used in patients with

a history of hypersensitivity to succinimides

Warnings: Blood dyscrasias. including some with fatal outcome.
have been reported to be associated with the use of ethosuximide.
therefore. periodic blood counts should be performed

Ethosuximide is capable of producing morphological and func-

tional changes in the animal liver In humans. abnormal liver and
renal function studies have been reported

Ethosuximide should be administered with extreme caution to

patients with known liver or renal disease Periodic urinalysis and
liver function studies are advised for all patients receiving the drug

Cases of systemic lupus erythematosus have been reported with
the use of ethosuxi mide The physician should be alert to this possibility.

Usage in Pregnncy: The effects of Zarontin in human pregnancy
and nursing infants are unknown

Recent reports suggest an association between the use of anti-

convulsant drugs by women with epilepsy and an elevated incidence
of birth detects in children born to these women Data are more
extensive with respect to phenytoin and phenobarbital. but these are

also the most commonly prescribed anticonvulsants, less systematic
or anecdotal reports suggest a possible similar association with the
use of all known anticonvulsant drugs

The reports suggesting an elevated incidence of birth defects in
children of drug�treated epileptic women cannot be regarded as
adequate to prove a definite cause-and-effect relationship There are
intrinsic methodologic problems in obtaining adequate data on drug
teratogenicity in humans. the possibility also exists that other factors.
eq. genetic factors or the epileptic condition itself. may be more

important than drug therapy in leading to birth defects The great

malority of mothers on anticonvulsant medication deliver normal
infants It is important to note that anticonvulsant drugs should not be
discontinued in patients in whom the drug is administered to prevent
malor seizures because of the strong possibility of precipitating

status epilepticus with attendant hypoxia and threat to life In individual
cases where the severity and frequency of the seizure disorder are

such that the removal of medication does not pose a serious threat
to the patient. discontinuation of the drug may be considered prior
to and during pregnancy. although it cannot be said with any con-
fidence that even minor seizures do not pose some hazard to the
developing embryo or fetus

The prescribing physician will wish to weigh these considerations

in treating or counseling epileptic women of childbearing potential
Hazardous Activities: Ethosuximide may impair the mental and/or
physical abilities required for the performance of potentially haz-
ardous tasks, such as driving a motor vehicle or other such activity
requiring alertness. therefore. the patient should be cautioned

accordingly
Precautions: Ethosuximide, when used alone in mixed types of

epilepsy. may increase the frequency of grand mal seizures in some
patients

As with other anticonvulsants. it is important to proceed slowly

when increasing or decreasing dosage. as well as when adding or

eliminating other medication Abrupt withdrawal of anticonvulsant

medication may precipitate absence (petit mat) status
Adverse Reactions
Gastrointestinal System: Gastrointestinal symptoms occur frequently
and include anorexia. vague gastric upset, nausea and vomiting.

cramps. epigastric and abdominal pain, weight loss, and diarrhea
Hemopoietic System: Hemopoietic complications associated with

the administration of ethosuximide have included leukopenia,
agranulocytosis. pancytopenia, aplastic anemia. and eosinophilia
Nervous System: Neurologic and sensory reactions reported during

therapy with ethosuximide have included drowsiness. headache.
dizziness, euphoria. hiccups. irritability. hyperactivity. lethargy.

fatigue. and ataxia Psychiatric or psychological aberrations asso-
ciated with ethosuximide administration have included disturbances
of sleep. night terrors, inability to concentrate, and aggressiveness
These effects may be noted particularly in patients who have pre-

viously exhibited psychological abnormalities There have been rare
reports of paranoid psychosis. increased libido. and increased state

of depression with overt suicidal intentions
intgumentary System: Dermatologic manifestations which have

occurred with the administration of ethosuximide have included
urlicaria. Stevens-Johnson syndrome. systemic lupus erythema-
tosus. and pruritic erythematous rashes

Miscellaneous: Other reactions reported have included myopia.
vaginal bleeding. swelling of the tongue. gum hypertrophy. and
hirsutism

Yc

PARKEDAVI S
Div of Warner-Lambert Co
Morris Plains, NJ 07950 USA PD�JA-O2O9-1-P(2-8O)



Markell open4oe boots are
all” made this way -

and for good reason...
No need for patients to pay extra for open-toe boots

with steel screw receptacles for splints. Splint Adaptor Markell Shoe Company. Inc.

receptacles are standard in all Markell open-toe boots! 504 Saw Mill River Road. Yonkers. N.Y. 10702

No need for complicated clamps or costly riveting I Please send me your new catalog and free new

either; Markell splints attach in minutes. Just tighten Sticker Kit to help me prescribe the tight last.

the four slotted screws with a coin.
Markell makes a last for every problem: Tarso DOCTOR

Medius straight and Tarso Pronator outfiare (mild or
full abduction). ADDRESS

Next time, prescribe Markell open-toe boots and
splints in combination. For our catalog and a free _______________________________
Sticker Kit specially designed to help you prescribe the f CITY STATE ZIP

last of your choice, write today. I

t�i�a�<ea
Markell Shoe Company, Inc., 504 Saw Mill River Road, Yonkers, N.Y. 10702
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CHARLES C THOMAS PUBLISHER
SENSORY INTEGRATION IN CHILDREN

Evoked Potentials and Intersensory Functions

in Pediatrics and Psychology

!3\. Thorne Shipley, ( ‘niz. of Uzarnz

.�i( /zaol of �le(Il(’l�Ze’. %Iia,,ii, Florida.
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F(:P �n lx�liatr1( ophthaltnolog�’ t11(l

neuroIog� . 1IIurs(nR)r� F1( :l� it� (era-

tologs �tI)(l (flutiSt’ Ill’urosensorv 1)lrth

(�(�f(�(’(�, and tC(’hIii(’�tI �t.SEX’(’tS of E( :P

111 ( lini’al i.x’diatrks, A report of se-

lt’( ted (‘lifli(’�tl results involving alx)u(

200 children %%‘ho %s’ere evaluated in lhe

laboratory is given along ‘ii’ith high-

lights of the baSi( findings. \Iethods
for rn’onau)logi(’al (�(dfl’I i lid I ion are

pro�x)sed and suggestions arc i’nadc for
t ER’ roti t i tie neurosensorv screening of
high-risk ne%%’horn infants.
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IlWth(XlS for differentiating organic �r
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(lisal)ililies that are Ps\(hiatrl(’allY or

educationally l�tsed.
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z’elop7n(’nlal Te.�t.s’ of (oqn ito ‘e Inter-
sensory I�i.i Pi(’ti OPt.

,-�I1 important benefit of this b(X)k is its

illtfl)dU(tiOlt of the tktSiS for a lxtter
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(.k’%elopfli(’ttt t11(I his or her acquisi-
tiOR of (OIlitiiuIii(’ittiott skills. which
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single st�itst’ I1R)dalit’V, ‘80, 176 pp., �#{243}

ii., ‘I tables. $15.50

Xeu’! PARENT EDt’:ATION AND INTERVENTION
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.‘sTew! THE HOUSEHOLD ENVIRONMENT AND
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REFLEX TESTING METHODS FOR E�ALtATIN(; (;.N.S.
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SPEE(:H AND LAN(;I’A(;E DEVEIA)PMENT OF THE PRE-

M:HOOL (:HILD: A Surves (3rd Pig.) by Colleen Wilkinson
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MAJOR MEDI(;INAL PLANTS: Botany, Culture and Uses by
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Ii fsit,uiii il ‘�i)iit( IS of (liffii(tIt (Irugs. 7t, 5o2.75

SPEE(;H AND LAN(;tA(;E DELAY: A Home Training Program

(3rd Ed.) by R. Ra� Baum. C. Olaf Ilaug. (:ristine Blair (Old Susan
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EPILEPSY ANI) �Ot by Frank 0. VoIle and Patricia A. Heron.

I hi.. l)4)(il., (li’.( ii’,’,i-’, the l.iil� I1t�1)li1t)� tli.ii (I)il(I)ti( ‘� titlist fa t.

;-,y� � bib-SI 1(1(1, /)(ifk’T-5O.2�
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New! THE SIGNS AND SYMPTOMS OF CHEMICAL EX-
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i)% (1’ 3)() ( h(�t1ti( �tls (h(’tfli( al ( oiiipounds are I�’ (‘S(’nt(’(l i ii a ri�inia’t

I l�it fd( ii I t11(’s I al)i(1 i(l(itt if i( �It ii)fl of I l�’ i ff(’iRli ng ( l�’tni all sI. ‘XO.

510.75. If’XOtOPie

HANDBOOK OF MENTAL RETARDATION SYNDROMES

(3rd Ed., 2nd Pig.) by Charles H. Carter. Mental ti’iatdation ssii-

(ft 010(5 r(Sulti ng f ruin �n (t Ot�( � U)iI�tl. 1)1 ‘iiit�il , I��” I thital. an(f

J)()St I’iat al i nf I litER (‘S (t1’(’ (IiS( IiSS(’(l. 70 $2(,. 2�

�‘OUR DEAF (:HILD: A (.uide for Parents (7th Pig.) h� Helmer
R. �iyklebust. lhe author (bs( usses fsart’ntal alt it 11(1(5, t(-a( hi ug
s�’lf - alt’ ttitl ( Oti�i�iL1i1i( �ttiOi1 ski I Is. arid iflgatii/at 0)115 1 hat ( dii

h(’l }) I 1w (l(’df ( hild. ‘79, 55. �O. /)a�(’T

MEDI(:AL WRITING: The Te’hnk’ and the Art (4th Ed., 2nd
Pig. ) by M orris Fishbein. I lu steps out’ sfntil d f ol 1 ss’ i n pi ‘paring

(I l)(tlx’r I or �t SIX’( i f i( �tL1(Ii(’it((’ di I’ (XI)l�ii tied. .‘s ss-ctI I h �f t(’( hIii( al
a(Is i((’ is OR bided. 7/1. 5l2.7�

(:LASSI(: DESCRIPTIONS OF DISEASE: With Biographical

Sketches of the Authors (3rd Ed., 7th Pig.) by Ralph H. Major.
( ), igi nal , � h-maLi ng d( ( OLlilts of n tinn’t i )LiS (Iis(’itS(’S dt’(’

s(’Ilt(’(I. \ to ti�il I ‘ t he (‘Ii tir(’ f irld i )f tin’di i ut’ is ( ( )% (‘I (‘(I. ,X. SI 5.25

Ht’MAN E(;OLIX;y AND St’S(:EPTIBILITY TO THE CHEM-
l(:AL ENVIRONMENT (6th Pig.) by Theron G. Randolph. (Jiti-

i( tI tiiatiift’siatitiiis of tiialadaitat ion iii I In- ( li-tiii .tl ins ii i)titii(’iit

.u t- (ft’i i li(’att’(I along 5%. i I Ii ifiagiii )st U I )Lit i ill’s .111(1 I I t’.it tiu’iit strait’-

gus. 75, 511.5(1

DIA(;NOSIS AND REHABILITATION IN (:LINI(;AL NEt’-

ROPSY(:HOLX;� h�- (:harles J. (;oldeii. I he atulitit (‘Xl)laitis

In os I��’ ( liologu �tl tt’si i ng t an lx’ tis’d ii idtni if s , lx ili,t’, and
(ft’tt’rtn i tie I hi- ( dusts i � a hi ai ii di si )1(l(t . #{149}75, 51/’. 75

BEHAVIORAL S(:IEN(;E IN (;LINICAL MEDI(:INE b’� Stewart

‘*%Olf (iPi(1 Helen (;o�dell. ( :liipti’t s ( uS ti the fiistot i �iI lxt k-
gti)un(f of f)s5( hosianatu IIi((fi( ito-. patfiiqhssiologi I)�Itt(’t us and

(fis(ast’ .15 a(laJ)ti\(’ fs’has ot , nid u’lati-d topi s. ,O, 515’. 5�

Orders with remittance sent, on approval, postpaid

301-327 East Lawrence Avenue #{149} Springfield #{149} Illinois #{149} 62717
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You can help
the ADD* child

with Cylert
(pemoline)



�i:l1

Day-long behavior therapy
without dosing problems
at school

Impressive all-day control.
Cylert works extremely well, given an adequate period

of trial. Single daily doses are as effective for behavior

control as multiple doses of methylphenidate or

amphetamines. Blood levels are well sustained,

without necessity for multidose administration.

No troublesome midday dose.
Cylert avoids problems of taking a drug at school.

No involvement of school personnel. No peer

teasing about noon-time dosing. The parents

manage all medication, and the child carries no

drugs. (And note that Cylert is Schedule IV, not II.)

Cylert. #{128}
(perTlol ine) �

Just once a day. At home.

*ADD: Attention Deficit Disorder (formerly called MBD,

Minimal Brain Dysfunction), or the Hyperkinetic ASIOTI

Syndrome. Please see next page for Brief Summary.
9083319
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0/ Peiiatric3

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 he cared for in a facility best suited to

handle them. Included in this edition of
Standards (ifld Recommendations for Hospi-

to! Care of \#{176}etvborn 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

a Abbott, Pharmaceuticals. Inc.
NorthChicago. 11.60064. U.S.A. 9083319R1

A22

Cylert.(pemoline)
DESCRIPTiON: CYLIRT pe�oI�ne� s a centrtl ne�ous sys?e� st�muiant P�moI,ne s structuraII�
� to Sc amphetam�e� and methyiphen�date

I, � a’� o,aioIt1�p (ompound and s chem�c.�lii dent�f,ed as 2 amno 5phe�yI ?o,azoiu� 4 one
Pemohne s a nOte tasieless odorless powder elahve$y nso$uble (less than I mg ml � n water

� hioroiorrn ether acetone and benzene �to olutirhty n 95.. ethyl alcohol ro 2 2 mg ml
couRt pemohne) � suppled as tablets or oral admnstratorr

CLINICAl. PNARNACOI_OCY: COuRT pemolrrrel hao a pharmacolog�c.al actarty s,mrlar to that of
other known central neroous system stmul�nts however t hao m,rcmal sympathomrmet�c effects
Although studres ‘ rrd�cate that pemolrrre may act �rr anmals through dopamnergsc mechan�sms the

eXact mechan!sm and ste of actron of the drug n man s not known
There s nejther spect�c eudence whrctr clearly estabI�shes the mechanjsm whereby CYIERt

produces to mental and behauroral effects o chjldren nor conclus�ue �yrdence regardjng how these

effer ts relate to the condtroir of the central nervous system

The serum half Inc of pemolrrre 5 appronmately 1? hours Peak serum levels of the drug occur

w�th�rr 2 to 4 hours after ngestron of a sngle dose Yulbple dose studies ii adults at several dose
levels indicate that steady state s reached �n appro�mately 7 to 3 iays

Yetaboltes ot pemolirre rrclude pemolirre (O�lugate pemolne drone mandelic acid and uniderr

‘tied polar compounds CYI1Rt s e,creted primarily by the kidneys approXimately 75. of an oral
dose is rec�ered in the urine within ?4 hours Appro*imatelf 43. of pemolirre is e’creted un
I hairgnd

CYLERT pemolinel has a gradual onset of action Using the recommended schedule of dosage
titration significant clinical bcn�fit may rot be evident until the third or fourth weck of dtu(
administration

tHOICATIONS: COuRt s indicated as air integral part of a total treatment program which typically
includes other remedial measures �psychological educational socialu for a stabilizing effect ii

children with a behavioral syndrome characterized by the following group of developmentally
inappropriate symptoms moderate to severe distractibility short attention span hyperactivity

emotional lability and impulsiuty The diagnosis of this syndrome should not be made with finality

when these symptoms are only of comparatively recent origin Nonlocaluzing i softl neurological signs
learning disability and abnormal lEG may or may not be present and a diagnosis of central nervous

system dysfunction may 0? ma, not be warranted
Attention Defic it Disorder and ffyperkinetic Syndrome are among the terms being used to describe

the above signs and symptoms In the past a variety of terms has been associated with these signs

and symptoms including Minimal Brain Dysfunction Hyperkinetic Reaction 0f Childhood Hyper
kinetic Syndrome Hyperactive Child Syndrome Minimal Brain Damage Minimal Cerebral Dysfunc

ion and Minor Cerebral Dfsfuoctiorc

CONTRAINOICATIONS: CYI1Rt ‘pemoline’ is ontia,ndi.ated n patients with known hypersen
u.ti,ity ci ‘d.osynirasy 0 the drug ‘See ADViRSi Ri.ACTIclfys

WARNtNGS coii�t � cOO ni omnienijeul iii i hildren ess than 6 years of a geinc C its safety arid
ft1. acv n ho agr- group haue not S eeces tahi,shed

Cini�ai e,peri enirsu ggestc that in Oooihiti, i n,idrec aitccic,stiatioc if CYLIRT na, e.aierbate
ovn)pt(ims of behauior disturb ancraci d thought disorder

Data air- inadequate to determine whether , hrovnio adnniiiiotiat,oii of CfllRt ira, be associated

uith gricuth inhibition therefore growth should be monitored during tre,itmrrnt

PRECAUTIONS: Druu� treatment is not .nctiiyte� .n vii asec if the beh,yv,ora’ syndronir , hatac
t,-r ‘ted 0, niodecate to severe d,stractibiiir, short attention opac hyperaitiv.t, emotionai iabiiity

,init .nrpuuiosv.t, it should he . unsidered oniv ii iight of the . iornpiete h’stoiy and evaluation of the
SilO the decision to presor’be COuRT should depend on the physicians assessment of the

I hioiviiiity and seuy-rity of the i hild s symptonis and their appropriateness for his her age Prescrip

t,,iii shouid rot depend soleiv in the pr cserroe if one or more of the behauioral characteristics

When these symptoms air. associated with acute stress na’ t’�ns ticatinient with CVI itt ,�
uu.o.yiIv not ,nd,�,yted

I org term effr-ts of CAl i RI ‘ii �hi dren have not been weli estabiiohrd
I .vv�r funi toe tests shouid be performed p ‘iii to and per,odiiaiiy dicing therapy with CYdRt the

�tru�’ shouid by- discontinued if abnorrnralitir’s .4cc reveaied arid chimed by follow up tests See
ADVIRSf R1ACIiON5 regarding reports �f abnormal i,,er I ciii ion t�sto md aundoe I

cod iRt should be adnrioiotered uith action to pat.eiito vith s�nrIi�anfiy impaired hepatir or

thy- rrterai ion of CYI f Hf with other driu�o has rot been studied in humans Patients who are
receiving CYIFRI ooni ortentlv with other drug se-pro i.vliy drugs with CPkS aitivity should he

troniticred artfully

CYS1RT failed to dernrornstrate a potential f.�r seit .ydnr.rristration in primates However the

charina, ologo similar.�, of pemoline ti’ other psyohostitoulants with known dependence liability

suc(grsts that psyrhologioai and or physioai deperrdenie niigftt aiso iccour with CfLiRt There haue
been isirl.vted reports of transient psychotic symptoms o orurrin g in adults following the long ternr
iiiisusc il e,i essrue orai doses of penroline CVI fRt should be given with caution to emotionally
unstably- hatiento who may i noreasr- hr dosagn otr their own i nitiatiue

Usite durmgPregnancy and Lactatyon the safety of CYSiRT (pemoline’ for use during pregnancy
.ynd iaitafion has not b eenes tabiished

Studies in rats have shown an inireased incidence of stillbirths and cannibalization when

Orenrolinn- was administered at a dose of 37 5 mg kg day Pottnatal suruiuai of offspring was

reduced at doses of 18 15 and 37 5 mg kg day

ADVERSE REACTiONS Insomnia is the most frequently reported side effect of CYLERT it usually
Occurs early in therapy prior to an Optimum therapeutic response In the majority of cases it is
transient in nature or responds to a reduction in dosage

Unore,ra with weight loss may Occur durirg the first weeks of therapy In the ma�onity Of cases it is

transit-nt in nature weight gain usually resumes within three to 5i, mqrrths

5t.onrr.y. h aohe skin rashes increased irritability mild depression nausea dizziness headache
drowsin essan d hallucinations have been reported

Elevations of SCOT SGPI and serum CDH have occurred in patents taking CYIPRt usually after
several rrronfhs ‘if therapy These effects appear to be reversible upon withdrawal of the drug arid are
thought to be manifestations of a delayed hypersensitiuitv reaction there have also been a few
reports of aundcce occurring in patients taking COURt a causal relationship between the drug and

this clinical inding has not been established
the following CBS effects have been reported with the use of CYLERT dyskinetic movements of the

tongue lips face and e,tremitces nystagmus and nystagmocd eye mo�ements and convulsive
seizures A definite causal relationship between CYIFRI and these reactions has not been estab
lished

Mild adverse reactions appearing early during the Course of treatment with CYbERT often remit
with continuing therapy if adverse reactions are Of a significant or protracted nature dosage should
tie reduced or the drug discontinued

OVERDOSAGE Signs and symptoms of acute CYLiRT overdosage may include agitation restless
ness halluoi nations dyskitnetic movements and tachyc.ardia the treatment for an acute ovendosage
if pemoline is essentially the same as that for an overdosage of any CR5 stimulant Management is

primarily symptomatic and nray include induction of emesis or gastric lauage sedation and other

appropriate supportivi- measures
Results of studies in dogs indicate that e�traoorporeal hemodialysis may be useful in the

management of CYP1Rt cwerdosage forced duress and peritoneal dialysis appear to be of little

DOSAGEAND ADMINISTRATION COuRT lpemolcnel is administered as a single oral dose each
morning The recommended starting dose is 37 5 mg day this daily dose should be gradually
increased by lB 75 mg at one week intervals until the desired clinical response is obtained the
effective daily dose for most patients will range from #{182}n6?5 to 15 mg the ma,imum recommended
daily dose of pemoline is 112 5mg

Clinical improvement with CYLERT is gradual Using the recommended schedule of dosage
titration significant benefit may not be evident until the third or fourth week of drug administration

Where possible drug administration should be interrupted occascovaify to determine if there is a
p curten cc of behavioral symptoms sufficient to require continued therapy
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. . . suction patients without
disconnecting the ventilator!

During airway suctioning the
Novametrix Suction Adapter*

. reduces loss of pressure

I permits continuous
oxygen administration

. minimizes hypoxemia

. minimizes bradycardia

and is simple and
convenient to use

A complete range of
Neonatal and Adult sizes
are available.

A For medical journal references please phone or write . . . i’�ovametrix Medkal Systems, Inc.

I Barnes Industrial Park Road
P. 0. Box 690
Wallingford, Connecticut 06492
Tel: (203) 265.770l
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SUCTION ADAPTER
PATENT PENDING
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possible soaps you can recommend for
sensitive skin. More doctors recontniend
Ivory titan any other soap.

It makes sense.

Ivory’sabsence of many extra
ingredients helps minimize
chances of irritation.

Thirty-eight years

oflaboratory testing-
including patch tests and arm

A24

lvoiy may safelybe

used as an adjunct to treatment
ofcradle cap, scabies. impetigo

immersion experiments- and seborrhea.

confirm that Ivory is one

of the mildest, least irritating
soaps you can recommend.

And 89 years of
safe consumer use support

this clinical experience.



Be sure they’re
Flintstones are widely

n �__n� of retail outlets

ced 75� to $1
eading ethical
J in pharmacies.

mess.

‘�1

_____________I
Consumer Product.

Division IVUILES

FLINTSTONES Characters C. 1971 Hanna-Batbera Prociuctnons. Inc
Trademark of Columbia Pictures Industries, Inc Miles Laboratories, Inc . Authorized User

C too MILES LABORATORIES INC MLb#{176}t034820

Recommend Flintstones#{174}
...and be sure.

Help be sure children get their RDAS.
Since children are often picky about the food they
eat, mothers ma� ‘ ‘ �-. �-

multivitamin sr1
Flintstones C

Vitamins are ava�
without iron an(i�

to provide slight�
oftheU.S. Rec:
Allowance for c
old or younger.

One Flintstones tali

Vitamin A 2500 Il1

Vitamin D 400 IU

V�aminE 151U

VitaminC 60mg

Folic acid 0.3 mg

Thiamine 1.05 m,

Riboftavin 1.20i

Niacin 13.50

Vitamin’� 1.05)

Vitamini�.� 4.50r

Be sure of
“little patient”

comphance.
Children recognize the
character shapes of
Flintstones. Flavored wi
an all-natural sweetener
Flintstones taste good.
This means they’ll be re
accepted by even the
pickiest eaters.

ure they’re safe.
ones Chewable Vitamins are bottled with

lJ-resistant cap. And each package is complete
�.1 expiration date that ensures product

Be sure with Miles
Laboratories ... makers of

One-A-Day#{174} brand
vitamins.
Miles is dedicated to good nutrition-
providing consistent product potency
and unsurpassed manufacturing quality.
That’s why we’ve become one of the
world’s largest suppliers of vitamins.
And because Miles is a name you can
trust, you can always be sure of
Flintstones.

I

� FLINTSTONES#{174}
Children’s Chewable Vitamins

Be sure to get your
free sample kit.
Just mail the attached
coupon to Miles
Laboratories, Inc.,
P.O. Box 249,
Elkhart, IN
46515.



Memorial and Endowment Fund for Children

The l\lCfl�)riil and Fixiownicut Fuixi for Children was established in 1974 l)V thc Execu
tivc 13(Urd for the priniarv P�rP�S�’ of iiiakiiii.� financial resources �t�ailahlc to

pediatricians to cneouragc �itid assist them in accornplishin,t� iI1VCSti�Ditli)Ii and rcscarch

that ��-ill in�provc thc health iiid svclfarc of children.

Four pediatricians rcccntlv received grants ranging to $2.50() for their clinical research.
Fhe number and sii.e of future grants to be distributed to Fellows depend entirely U�Ofl

the �enerositv of vnir contributions to the Fund.

Please n�ail �(M.1f donations to:

AI.EXANDER HATOFF. M.D.
Fund Administrator

AMERICAN ACADEMY OF PEI)IAI’RICS
1801 Hinman Avenue

Evanston, Illinois 60204

Cook County Graduate School of Medicine
announces

Specialty Review Cou rse In
PEDIATRICS

July 14-19, 1980
This six-day intensive refresher course is especially designed
to prepare candidates for the examination for licensure by the

American Board of Pediatrics.

A.M.A. Category I Credit: 59 Hours

For further information and registration please write or call.

Cook County Graduate School of Medicine
707 South Wood Street

(312)
Chicago, Illinois 60612

733-2800

AMERICAN ACADEMY OF PEDIATRICS

A26



WE ADD:
� NO SUGAR

� NOPR���
� NOMSGORFLAV#{231}j�
(u.�c� ARTIFICIALFLAVORS ORC

BEECH-NUT IS THE ONLY
BABY FOOD WITH NO SUGAR
AND NO SALT ADDED
TO ANYJAR!

And, of course, Beech-Nut contains no preservatives,
artificial flavors or colors, and no MSG or other flavor
enhancers. No wonder a recent national survey* re-
vealed that 9O% of pediatricians want Jimmy to eat a
baby food like Beech-Nut.

*Supjey results available upon request from

Beech-Nut Medical Services.

licensed trademark.

iT MEDICAL SERVICES

I127, FortWashington, PA 19034
leech-Nut Foods Corporation

�“s �

This
label
shows
why 90%
of pediatr!�2n�
want Jimmy to eat
a baby food like
Beech-NutI
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FROM 0.1 mI/hr
TO 99.9 mlhr

�1 I
� J

�1

LITTLE THINGS
MEAN A LOT

IMED 965
MICROINFUSION
PUMPS DELIVER
IN 0.1 ml
INCREMENTS.

The IMED 965 Microinfusion
Pump provides superb accuracy
and helps end “averaging”. It is
safe and easy-to-use. And the
IMED 965 Microinfusion pump
keeps you informed with status
reports like those shown, which
appear only when appropriate.

Microsets have design character-
istics to help ensure uneventful
infusions: optional metered
chambers, microbore tubing, two
injectionsites for retrograde
push, Luer-lok connections, and
unique microcassettes which
prevent open lines between the
fluid container and the patient.

.. a �.-

MED CORP.
9925 Carroll Canyon Rd
San Dfego. CA 92131. US.A
Tel (8�) 854-2210
TWX 910 335 2004

MED GmbH
Gotzenstrasse 57
0-6236 Eschborn/TS Gerrirany

Tel 06196-48718

Telex: 418 317

MED S.A. GENEVA
4 rue du Mont-Blanc

CH1 201 Geneva. Switzerland

Tel (022) 32 69 38

Telex 289 806 ADF OH

IMED SCANDINAVIA
Sandhamnsgatan 25

1 1 5-28 Stockholm, Sweden

Tel 60-31-20

Telex 17996

MED LTD.
57A Milton Trading Estate

Abingdon

Oxon 0X14 4RX, England

Tel (0235) 8321 1 1

Telex 837460 IMED G

MED CANADA, INC.

Unit 1 1

Mrllcreek Drive

Missrssauga. Ontario. Canada L5N 2M2

Tel (416)821-2212

Telex 065-24578 (MED CAN MSGA

imBrJ
VOLUMETRIC



that lets you
accurately adjust dosage.

.4

NEW 1979
REVISED DOSAGE

FOR FLUORIDE
SUPPLEMENTATIONO

Reference: American
Academy of Pediatrics

Committee on Nutrition,
Pediatrics 63:150-2,

Jan. , 1979.

,I.
-I

I

Vitamin
Drops

And it costs your patients less!
The only way to accurately prescribe a systemic fluoride is vitamin/fluoride combinations, Luride and vitamins can
to adjust the dosage to each patient’s drinking water and be purchased separately and still costless than vitamin/
age. Fixed-dose combination vitamin/fluoride supple- fluoride combination products.
ments do not allow you to do this without altering desired Clinical studies have shown fluoride supplements, like
vitamin intake. This is an important reason why vitamin/ Luride drops, to be as effective as fluoridated water in pre-
fluoride combination products are not recognized by venting caries when used on a consistent and continuous
dental authorities. basis.’2 Caries reductions of up to 8O% have been re-

But adjustable-dose Luridew drops is Accepted by the ported when used on a regular, daily basis.3 And you can
American Dental Association. titrate dosage to the nearest 0.1 25 (1 /8) mg.

By recommending vitamins without fluoride, in combina- Consider adjustable-dose Luride drops-itlets you pre-
tion with Luride drops, you can be assured that your young scribe fluoride and vitamins more accurately. And Luride is
patients get the optimal dosage of both vitamins and free of sugar and saccharin unlike many vitamin/fluoride
fluoride. combination products.

And because Luride drops cost 8#{216}-9#{216}less perdose than

Age 3 and over

8 drops

DR.
HOW SUPPLIED Peach flavored. 30 ml. drop-delivery plastic bottles. Also
available’ LURIDE Lozi-Tabs tablets in 1.0 mg. F, 0.5 mg. F, 0.25 mg. F, and
SF (Special Formula containing no artificial colors or flavors) formulations.

Report of Joint Committee of American Academy of Pediatrics and The
American Society of Dentistry for Children: Dental Caries and a Consideration
of the Role of Diet in Prevention. Pediatrics 23:400, 1959. 2Arnold, F.A.. Jr.,
McClure, F.J.. and White, CL. (NIH): Sodium Fluoride Tablets for Children,
Dental Progress 13, 1960. 3Aasenden. R. and Peebles, T.C.: Effects of FIuo-
ride Supplementation from Birth on Human Deciduous and Permanent Teeth.

Ach Oral Biol. 23111, 1978.

�
DiViSiON O� coLGArePAi.Moliv( Co

633 HIGHLAND AVE. NEEDHAM. MA 02194 U.S.A

OFFICE ADDRESS

CITY

STATE ZIP

This is the
vitam i n-fluo�de combi nation

DESCRIPTION LURIDE Drops-Each drop from the dropper bottle contains
approximately 0.125 (1/8) mg. fluortde (from 0.275 sodium fluoride). CON-
TRAINDICATIONS LURIDE Drops are contraindicated where the drinking
water exceeds 0.7 ppm F PRECAUTION Recommended dosage should not

be exceeded since prolonged over-dosage may result in dental ftuorosis.

C ADMINISTRATION and DOSAGE:

F-Content of Daily Dosage ______
Drinking Water Birth to Age 2 Age 2 to 3

Lessihan 0 3 ppm 2 drops 4 drops

0 3 to 0.7 ppm 1 drop 2 drops 4 drops

Over 0.7 ppm Fluoride dietary supplements contraindicated

0 #{174}dropsand

Luride
(sodium fluoride) tablets

Please send me a supply of prescription pads for Luride
fluoride supplements.

Mail to: Hoyt Laboratories, 633 Highland Avenue, Needham,
Massachusetts 02194-or call toil-free (800) 225-3756
Mass. residents call collect (617) 444-8610



The PCGM Pneuino-Caid1oGi�in Recoi�flng:
An advanced tedinique for detecting and quantltatlng

periods ofapnea and/or bradycardia.

..� . � -

I..

Clinical Data, Inc.
1371 Beacon Street, Brookkne, Massachusetts 02146

1 Stein IM, et al: The Pediatric Pneumogram. A New Method for Detecting and Quantitating Apnea in Infants. Pediatrics 55: No. 5, 1975.

PRINTED IN USA.
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Two years ago Clinical Data introduced
the Pediatric Pneumo.gram’ - a continuous
recording of respiration

Now we introduce the Pneumo-
CardioGram - an advanced technique for
recording respiration and ECO sirnulta-
neouslyfor a12 or 24 hourpe#{241}od.

The timeliness of a 12’-hour .. _---

recording is especially help- �
ful in evaluating and
documenting the effec- �
tiveness of pharmaco- ‘:.�--“ �

logical intervention. ‘ �

such as theophylline or �
caffeine. A 24-hour re- � �.

cording provides more --

data to analyze the clinical �
significance of suspected #{182}-.

apneic periods and any
accompanying arrhythmia.

The recording is per- �
formed using a rmmature
battery-operated FM cassette
recorder which sits in the crib with
the infant The recorder is provided
at no capital expense,

and provides continuous data over a 12 or
24 hour period.

To speed the processing of the data,
we offer you a Telephone ‘ftansmission
Unit (TTUTM) which transmits the data to
our reviewing and reporting center in

minutes. Our facilities operate 24
hours a day, seven days a week

.- There, trained medical per-
-. sonnel using a propri-

etary computer-assisted
playback system review
the entire recording, and

identify apneic episodes
and arrhythmia A verbal
report is telephoned to
you immediately and a

printed report follows,
usually within 24 hours.

We’ll gladly send you a
sample PCG Report to show

you how helpful this unique
service can be. (We continue

to offer our PPGnM recording for
respiration only.) Call us toll free

800-225-9180.
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The National Board of Pediatric Nurse
Practitioners and Associates has developed
a mechanism which will permit pediatric
health care professionals to make a “Self-
Assessment” of their individual continuing
educational needs.

A Self-Assessment exercise consists of
multiple choice questions which focus on
general pediatric practice. including recent
advances, and designated areas of special
interest. Answers to the questions are scored
and participants may reflect on her/his re-
sponses to determine whether or not addi-
tional study is desirable. Question critiques
and references are provided to facilitate par-
ticipant study efforts.

Application has been made to the National
Association of Pediatric Nurse Associates and
Practitioners for approval to award CEU’S for the
self-assessment exercises. If approved, the CEUs
will be awarded in the category of independent
study. It is anticipated that participation in self-
assessment exercises will be an acceptable me-
chanism to document continued competence in
states requiring such for relicensure.

If you WISh to receive further informatton re-
garding Self-Assessment cut out the form below
the dotted line and mail it to:
Mary KayeWillian, RN., P.N.A.
Executive Director

National Board of Pediatric Nurse
Practitioners and Associates
550 N. Broadway. Suite 1 15A

Baltimore, Maryland 21205

Name

Address

S/A

COLY-MYCIN � S OTIC
with Neomycin and Hydrocortisone
(Colistin sulfate neomycin sufate thonzon,um

bromide hydrocortisone acetate otiC susflen�
sion)
Caution: Federal law prohibits dispensirrq ,‘.:ttlOut

prescription

Description Coly-Mycin S Otic with Neoniycn and
Hy drocortisone Icoli stri 5L1 tate neoni �1�c � ii

sulfate thonZoniuni brornde hydrocort:sone
acetate otic susper�lsion) is a stere aqueous sus

pension containing in each m� Coistin :,ise ac
tivity 3 mg (as the sulfate) Neomycin )a’�e (ictvity
3 3 mg (as the sulfate) Hydrocortisone acetute tO
mg ) 1xv ) Thonzonium bromide 0 5 rnq (0 O5©�
Polysorhate 80. acetic acid and sodium acetate in

a buffered aqueous vehic’e Thimerosa: 0 OO2�

added as a oreservative It is a non-viscous iquid

buffered at pH 5 f�r instUation into Pie cana: of the
external ear or direct application to the iffected
aual skin
Indications For the treatrner: �i SOeriC., hacte
cal infections nf t�’� , vterrra auditor � c,ana r ai�sec1

by orqanisrris suscettit�e tO the action (DI tin ar:t

hiotics and for the treatment �f ntect Qr:�. of

toidectomy and fenestratori cavitinu C.iu’.E�l n�

organisms susceptibie to the anthiotcu
Contraindications Tris 1)0cc! s c jr:t’�,rl.cate:i

in those indvdua:s �sho have show r:� �e’ners1..

ity to any of its cor1�ponerit’� arid in lierpen uintDie

vaccinia and varceHa
Warnings A with other mnttjiotc )retaaro’u

prolonged treatment may result in overqrowth Of

nonsusceptible orqansmn i:d irj

If the infection is not .rnpro,.ed after Uric .seE?k

cultures an(!f susceptibility tests should 1)0 re

peated to verify the identity of the organsr’� and Ii:)

deterr’nine whether theraty should be chanqed
Patients who prefer to warm the medication be-

fore using should he cautoneil actairlot heat:riu he

solution above l)Od�’ te’Yipe’atire in Order C a �Qif

loss of potency

Precautions If serrotzatior 0 ‘ rOitor OCCurO

me�-catior: ShOuld be CliSCOriTnel p’Orr1)t�

This drug should he usei.l with ca’e in caoes of

perforated ear drum and in IOrjstanclnc.t caol.mH of

chronc OtitS rned:� hecause if ti�’ C)ssh :t� of

OtotOvicity caused by neomycin
Treatnient 5hOiid :01 be COrrtniieO to’ ciriqer

than ten days
Allergic cross-reactions nay OCCur which Cold

prevent the use Of an � Or �H of he fo:o�’ mg Irtib -
otcs for the treatment of future r)feCtOriH K.viirr:y-

cm, paron’ror’nycin streptornycin and iOsStLi� qen-

tamic in

Adverse Reactions NeoroHcn s a nor inco’r’non

cutaneous sensitizer There are articles in lie cur

rent literature that indicate an increase n the lhva-
lence of persons senotve to neomycir:

Dosage and Administration Toe eviernal auditory
canal should he thoroughly cieansed and dried
with a sterile cotton applicator

For adults. 4 drops of the suspension should be

instilled into the affected ear 3 or 4 neC daO� For
infants and children 3 d’ops are oqqestecl te

cause of the smaller capacity of the ear canal
The patient ShOuld lie with the affected ear �

ward and then the drops should he instilled This
position should be maintained for 5 minutes to
facilitate penetration of the drops into the ear canai
Repeat if necessary for the opposite ear

If preferred a cotton wick nay be inserte(l into

the canal and then the cotton niay be saturated with
the solution This wick should he kept moist by

adding further solution every 4 horn The wice
should be replaced at least once every 24 hours

How Supplied In bottles contan-ig 5 ‘0 iN 0047-
0141.05) or tO ‘ni (N 00470141.tO) Each iacv,Iqe

contains a sterile dropper caHbrated at 4 drupv

Store at controlled room temperati’e 159 -86 Fl
15 30 C) Stable for t8 r’norrths at rooni Ienqera

ture prolonged evposure to higeer temi)eatires
should (ye avoided
SHAKE WELL BEFORE USING

Full information c Ov4il-:lf-..n , i ‘equest

WARNER/CHILCOTT

w C Div Warner-Lambert Company
Morris Plains N J 07950

Co-op 81
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Oral Antibiotic Therapy of Skeletal Infections
in Children

E. Kolyvas, MD, C. Ahronheim, MD, M. I. Marks, MD, R. Gledhill, MD,

H. Owen, MD, and L. Rosenthall, MD

From the Divisions of Infectious Diseases, Orthopedics and General Surgery, Montreal
Children ‘s Hospital; the Division of Nuclear Medicine, Montreal General Hospital; and
the Departments of Paediatrics, Surgery, and Radiology, McGill University, Montreal

ABSTRACT. Oral and intravenous (IV) antibiotic regi-

mens were compared in 15 children with etiologically
defined osteomyelitis and/or septic arthritis. On admis-

sion all children were started on standard IV therapy;
seven were changed to oral antibiotics within 72 hours

and the remaining eight continued on IV therapy for four
weeks. Oral antibiotic doses were adjusted to achieve a

peak serum bactericidal titer of �1:8 against the patient’s

own pathogen. All patients were treated in hospital for

four weeks; therapy continued for a minimum of six weeks
or until the erythrocyte sedimentation rate (ESR) fell
below 20 mm/hr. The clinical course and outcome were

similar in both groups. There were no treatment failures

nor any relapses during a 12-month follow-up period.
This prospective study supports, with controlled data,
the concept that acute skeletal infections can be safely

and successfully treated with carefully monitored oral

therapy. Pediatrics 65:867-871, 1980; osteomyelitis, septic
arthritis, antibiotic therapy, radionuclide imaging, ce-

phradine.

Currently recommended therapy ofacute skeletal

infections requires prolonged administration of ap-

propriate antibiotics by parenteral routes.’5 Al-

though frequently successful, oral therapy has been

Received for publication July 9, 1979; accepted Aug 10, 1979.

Read before the 18th Interscience Conference on Antimicrobial

Agents and Chemotherapy, Atlanta, Georgia, Oct 1, 1978.

Reprint requests to (E.K.) Department ofMedical Microbiology,

Royal Victoria Hospital, 687 Pine Avenue West, Montreal, Que-
bec, Canada H3A 1A1.
PEDIATRICS (ISSN 0031 4005). Copyright © 1980 by the

American Academy of Pediatrics.

associated with a higher incidence of treatment

failures and relapses.6 Given adequate absorption
and distribution of active antibiotic, there is no
fundamental reason why the oral route should be

inferior to parenteral administration. We thus pro-
posed that a carefully monitored oral program
should be as effective as currently accepted paren-
teral regimens, and performed a controlled prospec-
tive evaluation of such a program in acute skeletal

infections in children.

In this study, oral and intravenous (IV) antibiotic

therapy of acute skeletal infections-osteomyelitis
and septic arthritis-were compared in patients
admitted to our institution over a one-year period.

During this period we had the opportunity to eval-

uate the efficacy of cephradme in penicillin-resist-

ant staphylococcal infections and to explore the
usefulness of serial gallium 67 (67Ga) scans as an
index of successful treatment in osteomyelitis.

METHODS

Patient Selection and Initial Management

Children between the ages of 2 months and 17

years, diagnosed as having acute osteomyelitis and!

or septic arthritis, were eligible for the study. In-
formed parental consent for participation in the

study was obtained in all cases. Each patient was
assessed clinically on admission; initial studies in-
cluded complete blood count (CBC) with erythro-
cyte sedimentation rate (ESR), cultures of the
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22. Christie A: Normal closing time of the foramen ovale and

the ductus arteriosus. Am J Dis Child 40:323, 1930

23. Heymann MA, Rudolph AM: Control of the ductus arterio-

sus. Physiol Rev 55:62, 1975
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ductus arteriosus of the fetal lamb. Pediatr Res 6:231, 1972
25. Jones M, Barrow MV, Wheat MW: An ultrastructural eval-

uation of the closure of the ductus arteriosus in rats. Surgery
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and circulatory function in preterm lambs treated with hy-
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MEDICINE AND SOCIETY’S NEEDS

“There are always assumptions about what society needs from medicine;

[medical] students are consciously or unconsciously selected to meet them, and

by the time they are ready to make a contribution, the apparent needs have

changed again. Who will confidently predict society’s beliefs ten years from

now?”

From Medical Students, Medical Schools and Society During Five Eras (Book review). Lancet 2:

713, 1978.
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SOCIAL INEQUALITIES UNDIMINISHED

Traditional differences in death-rates by social class continue in Britain in

the 1970s, mostly at lower levels of mortality. The professions do well, unskilled

workers and their families particularly badly. Data on health services are scanty,

but they suggest that lower-class families, with greater needs, do not make

proportionate demands on some services and receive less of others. Continuing

socioeconomic inequalities, disparities in child health and education, and current

smoking and exercise habits indicate that inequalities in health will persist.

Infant Mortality by Social Class, 1 975-76, England and W ales*�- �-

Social Class Neonatal Postnatal

I
II

III

IV
V

-

Leading professions, business
Lesser professions, business
Skilled workers, nonmanual
Skilled workers, manual

Semiskilled workers, manual
Unskilled

7.4
8.1

8.5
9.5

10.9
14.4

2.8
3.0
3.3
4.2
5.4
8.6

* Deaths per 1,000 life births in England and Wales.

Abstracted from J. N. Morris (Lancet, January 13, 1979, p 87).

Submitted by Student
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When hyperkeratosis intervenes, an emollient
base with 10% urea can make a difference.
The added hydration helps soften and soothe
the skin without mineral oil, lanolin or preserva-
tives. Especially useful for the inflammatory
manifestations of atopic dermatitis.

Hc (HYDROCORTISONE
ACETATE)



AMERICAN ACADEMY OF
PEDIATRICS
Department P
P.O. Box 1034

Evanston, Illinois 60204

Syntex Laboratories. Inc.
Ingram Division
Palo Alto. California 94304
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Hc (HYDROCORTISONE
ACETATE)

Description: Carmol HC contains nicronizeci hy-

clrocortisone acetC�te. USP 10 rnq ‘q in d water -

��shdbIe vanish�nq creirn contaiflinq ure�I ( 1O�
)LJ r IfI(!d witer steal c acid sopropyl T1�I state,

PPG-26 o�eate isopropyl pairnitate propylene ply-
col triethanolarnine cetyl alcohol, carborner 940,

sodium bisulfite sodium laureth sulfate edetate
disocliurn X(tr’lthdrl gUlT� scented with hypoaller-

(tE?r’uiC perfUr’fle Carrnol HC is non-lipid non-occlu-
ove lOci hypoallerpenic it contains no nineral oil

t)et rolat urn lanolin or parabens
Actions: Topical steroids are primarily ettective be-
cause of t heir ant - inflammatory antipri.ir tic and
vasoconst r ic t lye act loris

Indications: For relief of the inflammatory manifes-
tations of corticosteroid- responsive dermatoses

Contraindications: Topical steroids are con-
traindicated in t hose patients with a history of
hypersensitivity to any of the cor’nponents of the
preparation

Precautions: If irritation develops the product
should be discontinued and appropriate therapy
instituted

In the presence of an infection the use of an ap-
propriate antifunqal or antibacterial agent should
be instituted If a favorable response does not occur
promptly the corticosteroid should he discontinued
until the infection has been adequately controlled

If extensive areas are treated or if the occlusive
technique is used there will he increased systemic
absorption of the corticosteroid and suitable pre-
cautions should he taken, particularly in children
and infants

Although topical steroids have not been reported
to have an adverse effect on human pregnancy,
the safety of their use in pregnant women has not
absolutely been established In laboratory animals
increases in incidences of fetal abnormalities have
been associated with exposure of gestating fe-
males to topical corticosteroids in some cases at
rather low dosage levels Therefore, drugs of this

class should not be used extensively on pregnant
patients. in large amounts or for prolonged per-
iods of time

Carmol� HG Cream is not for ophthalmic use

Adverse Reactions: The following local adverse
reactions have been reported with topical cortico-

steroids, especially under occlusive dressings
burning. itching, irritation, dryness, folliculitis. hyper-
tnichosis, acneform eruptions. hypopigmentatiOn.
penioral dermatitis, allergic contact dermatitis.
maceration of the skin. secondary infection, skin

atrophy. stniae. and miliaria

Dosage and Administration: Apply to affected
areas 3 or 4 times daily

How Supplied: Carmol HG (hydrocortisone ace-
tate) Cream 1#{176}�ois supplied in 1 oz tubes and 4 oz.

tars Protect from excessive heat

.._4 merican .JIcacIem�
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REPORT OF THE

COMMITTEE ON

INFECTIOUS DISEASES

Eighteenth Edition

The Report of the Committee on Infectious

Diseases (the Red Book) provides current

guidelines for the control and management

of infectious diseases. Because of the rapidly

changing developments in the management

of infectious diseases, the Committee on

Infectious Diseases updates the Red Book on

a regular basis.

The diseases discussed in the Red Book are

those which may affect infants and children
in the Americas, although some diseases not

endemic to the Americas are included
because more extensive travel results in
encounters with diseases endemic elsewhere.

New sections on urinary tract infections,
otitis media, rotaviruses, pneumococcal

infections, opportunistic infections, and col-
lege health programs have been added.

The Red Book is intended as a succinct,
up-to-date desk reference for pediatricians

and others providing health care for infants

and children.

Indexed; 345 pages.

Price, $6.00 per copy postage paid; quan-
tity prices on request. Payment must
accompany order.
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ci COROMETRICS MEDICAL. SYSTEMS L’%C.

We listened to you before designing
our new 230 Transcutaneous Blood
Gas Monitor. Like faster T90 response
time. Our 230 indicates 90% of a
change in oxygenation in less than 7
seconds. At least twice as fast as ever
before. And, no more 30-45 minute
delays while the electrode polarizes.
Ours is continuously polarized.

Fixation rings require nearly 40 per-
cent less surface area. A handy little
tool snaps the electrode in place with

no pressure on the neonate. And
when tcPCO2 is available for retrofit
(pending Government review) it will
pick up from the same site. Or from
another site - your choice.
Then we added 360-degree free rota-
tion to the electrode. Keeps it off the
neonate’s skin to avoid artifacts. It
actually floats in the interfacing con-
tact gel and achieves vascularization
at slightly lower temperatures. Less
chance of erythema at the contact

�-,--.
0 GAS MONtIOR

site. No more kinked cords tugging at
babVs skin, either.
The only thing not tremendous about
our new 230 is its price. Ask your local
Corometrics Sales Consultant for a
demonstration of these and other

advantages of the 230. For more in-
formation, contact Corometrics
Medical Systems, Inc., 61 Barnes Park
Road, North, Wallingford, CT (USA
06492, (203) 265-5631.

OR

COROMETRICS MEDICAL SYSTEMS, INC. Because new life can’t tell you its problems.1M
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a chance br a better life
with

�-,u- -;

\k�proic Acid

For your patients wilh mixed seizures
including absence, or pure absence

Effective seizure control1 without
cosmetic disfigurement
In 28 studies of patients with mixed grand mal and

absence. 76% of all patients gained significant
improvement: over one-third became seizure-free.
In 60 studies involving pure absence, 86% of
patients were improved: half became seizure-free.

While serious side effects, including fatal
hepatitis. have occurred, the most common side
effect with Depakene is G.l. upset. which usually
responds to temporary dosage reduction.
Problem sedation is not common and cosmetic
stigmata such as gum hypertrophy and hirsutism
do not occur.

A widely useful anticonvulsant

Depakene is indicated as sole or adjunctive
therapy in both simple and complex absence
seizures. It is also indicated for adjunctive
treatment of patients with multiple seizure types
which include absence. Clinical response has
been especially noteworthy among patients with
generalized tonic-clonic attacks, or with minor
motor seizures (e.g. . myoclonic movements.
akinetic seizures). where combined with absence.

Offering your paflents
a chance for a beffer life
Sustained freedom from seizures can mean a

drivers license, an active social schedule,

involvement in athletic competition-a better life

for your patient.

1. Worldwide studies of Depakene experience (Data refer only to
grand mat and or absence seizures Since each type was

evaluated separately. some patients appear in both groups
Though most of these studies were uncontrolled and had widely

differing protocols. their collective data clearly support efficacy of

the drug)

See overleaf for prescribing information

a Abbott Laboratories,

North Chicago, Illinois 60064 ,!‘ ‘ - - � ii

Depa�ene#{174}
\/ al�roic � Capsules 750 ‘rigI� 250 rig 5 nil syrup



Depa�ene
Vaiproic Acid

Offering a chance for a better life
for your patients with mixed seizures

including absence, or pure absence

PRECAUTIONS: Hep.ticdysfunction: See WARNINGS,
Genr’aI: Because of reports of thrombocytopenia and platelet

aggregation dysfunction. platelet counts and bleeding time deter-
mination are recommended before initiating therapy and at
periodic intervals. It is recommended that patients receiving
DEPAKENE be monitored for platelet count prior to planned surgery.
Clinical evidence of hemorrhage. bruising or a disorder of
hemostasis/coagulation is an indication for reduction of DEPAKENE
dosage or withdrawal of therapy pending investigation.

Since DEPAKENE (valproic acid) may interact with concurrently
administered anticonvulsant drugs. periodic serum level determina
tions of concomitant anticonvulsant drugs are recommended during
the early course of therapy. (See Drug Interactions).

DEPAXENE is partially eliminated in the urine as a keto-
metabolite which may lead to a false interpretation of the urine
ketone test.

Infonriation For� PsUants: Since DEPAXENE may produce CNS
depression. especially when combined with another CNS depres�
sent (e.g.. alcohol). patients should be advised not to engage in
hazardous occupations. such as driving an automobile or operating
dangerous machinery. until it is known that they do not become
drowsy from the drug.

&bV Interactions: DEPAXENE may potentiate the CNS depressant
activityof alcohol.

THERE IS EViDENCE THAT DEPAKENE MAY CAUSE AN INCREASE
IN SERUM PHENOBARBITAL. LEVELS. ALTHOUGH THE MECHANISM
OF THE INTERACTION IS UNKNOWN. ALL PATIENTS RECEIVING
CONCOMITANT BARBITURATE THERAPY SHOULD BE CLOSELY
MONITORED FOR NEUROLOGICAL TOXICITY. SERUM BARBITU-
RATE DRUG LEVELS OBTAINED. IF POSSIBLE. AND THE BARBITU-
RATE DOSAGE DECREASED. IF APPROPRIATE.

Primidone is metabolized into a barbiturate and. therefore. may
also be involved in a similar or identical interaction.

THERE IS CONFLICTING EVIDENCE REGARDING THE INTERAC-
TION OF DEPAKENE WITH PHENYTOIN. IT IS NOT KNOWN IF
THERE IS A CHANGE IN UNBOUND (FREE) PHENYTOIN SERUM
CONCENTRATIONS, THE DOSAGE OF PHENYTOIN SHOULD BE AD-
JUSTED AS REQUIRED BY THE CLINICAL SITUATION.

THE CONCOMITANT USE OF VALPROIC ACID AND CLONAZEPAM
MAY PRODUCE ABSENCE STATUS.

Caution is recommended when DEPAXENE (valproic acid) is ad-
ministered with druts affectin,g coagulation. e.g.. aspirin and war-
farm, (See ADVERSE REACTIONS).

Carcinogeriesis. Mutqanesis: There has been insufficient study
of the drug in animals to determine whether it has carcinogenic po-
tential. Carcinogenicity studies in rats and mice are currently in
progress.

Mutagenesis studies on DEPAXENE have been performed using
bacterial and mammalian systems. These studies have provided no
evidence of a mutagenic potential for DEPAXENE.

Pregnancy: See �RNlN6S,

,.quf,sing AAt�I’S: DEPAKENE is excreted in breast milk, It is not
known what effect this would have on a nursin9 infant, As a
general rule. nursing should not be uddertaken while a patient is
receivingDEPAXENE.

Fam/it)r: Chronic toxicity studies in juvenile and adult rats and
dogs demonstrated reduced spermatogenesis and testicular atrophy
at doses greater than 200 mg/kg/day in rats and greater than 90
mg/kg/day in dogs. Segment I fertility studies in rats have shown
doses up to 350 mg/kg/day for 60 days to have no effect on fir-
tility, THE EFFECT OF DEPAKENE (VALPROIC ACID) ON THE
DEVELOPMENT OF THE TESTES AND ON SPERM PRODUCTION AND
FERTILITY IN HUMANS IS UNKNOWN.

ADVERSE REACTIONS: Since DEPAXENE (valproic acid) has
usuatly been used with other anticonvulsant drugs. it is not possi-
ble. in most cases, to determine whether the followinq adverse
reactions can be ascribed to DEPAKENE alone. or the combination of
drugs.

6asPointas�na/: The most commonly reported side effects at the
initiation of therapy are nausea. vomiting and indigestion. These
effects are usually transient and rarely require discontinuation of
therapy. Diarrhea. abdominal cramps and constipation have been
reported. Both anorexia with some weight loss and increased ap-
petite with weight gain have also been reported.

cN,g Efficts: Sedative effects have been noted in patients
receiving valproic acid alone but are found most often in patients
receiving combination therapy. Sedation usually disappears upon
reduction of other anticonvulsant medication. Ataxia. headache.
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PRESCRIBING INFORMATION

INDICATIONS: I�PAKEN( (vaiproic acid) is indicated for use as
so,e and adjunctive therapy in the treatment of simple and complex
absence seizures. including petit mat. DEPAXENE may also be used
adlunctively in patients with multiple seizure types which include
absence seizures.

In accordance with the International Classification of Seizures.
simple absence is defined as very brief clouding of the sensorium
or loss of consciousness (living usually 215 seconds). accom
panied by certain generalized epileptic discharges without other
detectable clinical signs. Complex absence is the term used when
other signs are also present.

CONTRAINDICAT1ONS: DEPAKENE (valproic acid) is contrain-
dicated in patients with known hypersensitivity to the drug.

WARNINGS: Hepatic failure resulting in fatalities has occurred
in patients receiving �PMENE. These incidences usually have oc-
curred during the first six months of treatment with DEPAXENE. Liver
function tests should be performed prior to therapy and at frequent
intervals thereafter. Caution should be observed when administer-
ing l�PAkEN( to patients with pre-existing hepatic disease.

The drug �tould be discontinued immediately in the presence of
significant hepatic dysfunction. suspected or apparent. The he-
quency of adverse effects (particularly elevated liver enzymes)
may increase with increasing dose. Therefore. the benefit gained
by increased seizure control by increasing the dosage must be
weighed against the increased incidence of adverse effects some-
times seen at higher dosages.

Usage in Pi’SgiMflCy: THE EFFECTS OF DEPAKENE IN HUMAN
PREGNANCY M� UNKNOWN. ANIMAL STUDIES HAVE DEMON-
STRATED TERATOGENICITY.

Studies in rats demonstrated placental transfer of the drug.
Doses greater than 65 mg/kg/day given to pregnant rats and mice
produced skeletal abnormalities in the oftspring. primarily involv-
ing ribs and vertebrae; doses greater than 150 mg/kg/day given to
pregnant rabbits produced fetal resorptions and (primarily) soft-
tissue abnormalities in the offspring. In rats a dose-related delay in
the onset of parturition was noted. Postnatal growth and survival of
the progeny were adversely affected. particularly when drug ad-
ministration spanned the entire gestation and early lactation
period.

THERE ARE MULTiPLE REPORTS IN THE CLINICAL LITERATURE
WHICH INDICATE ThAT THE USE OF ANTICONVULSANT DRUGS
DURING PREGNANCY RESULTS IN AN INCREASED INCIDENCE OF
BIRTH DEFECTS IN THE OFFSPRING. ALTHOUGH DATA ARE MORE
EXTENSIVE WiTH RESPECT TO TRIMETHADIONE. PARAMETHA-
DIONE. PHENYTOIN. AND PHENOBARBITAL. REPORTS INDICATE A
POSSIBLE SIMILAR ASSOCIATiON WiTH THE USE OF OTHER ANTI-
CONVULSANT DRUGS. THEREFORE. ANTICONVULSANT DRUGS
SHOULD BE ADMINISTERED TO WOMEN OF CHILDBEARING PD-
TENTIAI. ONLY IF THEY ARE CLEARLY SHOWN TO BE ESSENTIAl.
IN THE MANAGEMENTOf THEIRSEIZURES.

Anticonvulsant drugs should not be discontinued in patients in
whom the drug is administered to prevent major seizures because
of the strong possibility of precipitatinq status epilepticus with at-
tendant hypoxia and threat to life, In individual cases where the
severity and frequency of the seizure disorder are such that the
removal of medication does not pose a serious threat to the patient.
discontinuation of the drug may be considered prior to and during
pregnancy. although it cannot be said with any confidence that
even minor seizures do not pose some hazard to the developing
embryo or fetus.

The prescribing physician will wish to weigh these considera-
timis in treating or counseling epileptic women of childbearing po-
tential.

nystagmus. diplopia. asterixis. �‘spots before eyes. tremor.
dysarthria. dizziness. and incoordination have rarely been noted.
Rare cases of coma have been noted in patients also on phenobar
bital.

OPflflltO/OQ1C: Transient increases in hair loss have been ob�
served. Skin rash and petechiae have rarely been noted.

Psychiae-ic: Emotional upset. depression. psychosis. aggression.
hyperactivity and behavioral deterioration have been reported.

Muscu/Oska/stal: Weakness has been reported.
Henvtrjpoittic: Thrombocytopenia has been reported. Valproic

acid inhibits the secondary phase of platelet aggregation. (See
DRUG INTERACTIONS). This may be reflected in altered bleeding
time. Bruising. hamatoma formation and frank hemorrhage have
been reported. Relative lymphocytosis and hypofibrinogenemia
have been noted, Leukopenia and eosinophilia have also been re�
ported.

Hepatic: Increases in serum alkaline phosphatase and elevations
of serum glutamic oxaloacetic transaminase (SCOT) have been
noted. Elevation of SOOT may be dose related. Elevations of SOPT
and LDH have been noted less frequently, Isolated cases of severe
hepatotoxicity have been reported but do not appear dose related.
(See WARNINGS).

OVERDOSAGE: A single case of overdosage with valproic acid
has been reported, After ingesting 36 grams in combination with
phenobarbital and phenytoin. the patient presented in deep coma.
An electroencephalogram recorded diffuse slowing. compatible
with the state of consciousness. The patient made an uneventful
recovery,

Since DEPAKENEis absorbed very rapidly. gastric lavage may be
of limited value. General supportive measures should be applied
with particular attention being given to the maintenance of ada-
quate urinary output.

DOSAGE AND ADMINISTRATiON: t�P�st (valproic acid)
is administered orally. The recommended initial dose is 15
mg/kg/day. increasing at one week intervats by 5 to 10
mg/kg/day. until seizures are controlled or side effects preclude
further increases. The maximum recommended dosage is 60
mg/kg/day. If the total daily dose exceeds 250 mg. it should be
given in a divided regimen.

The frequency of adverse effects (particularly elevated liver
enzymes) may increase with increasing dose, Therefore. the
benefit gained by increased seizure control by increased dosage
must be weighed against the increased incidence of adverse effects
sometimes seen at higher doses.

The followingtableisa guidefortheinitialdailydose ofDEPAXENE
(valproic acid) (1 5 mg/kg/day):

Weight
(kg) (Ib)

Total
Daily

bee(mg)

Number of Capsules or
Teaspoonfuls of Syrup
I�se 1 Dose 2 Dose 3

1024.9 22- 54.9
2539,9 55- 81.9
40-59.9 88-131.9
6014,9 132-164,9
15�B9.9 165-197,9

250
500
150

1.000
1.250

0 0 1
1 0 1
1 1 1
1 1 2
2 1 2

A good correlation has not been established between daily dose.
serum level and therapeutic effect. however. therapeutic serum
levels for test patients will range from 50 to 100 mcg/mI. Occa-
sional patients may be controlled with serum levels lower or higher
than this range.

As the DEPAXENE dosage is titrated upward. blood levels of
phenobarbital and/or phenytoin may be affected. (See PRECAU.
TIONS).

Patients who experience 6.1, irritation may benefit from admin�
istration of the drug with food or by slowly building up the dose
from an initiallow level.

THE CAPSULES SHOULD BE SWALLOWED WITHOUT CHEWING
TO AVOID LOCAL IRRITATION OF THE MOUTH AND THROAT.

NOW SUPPLIED: DEPAXENE (valproic acid) is available as
orange�colored soft gelatin capsules of 250 rig valproic acid in
bottles of 100 capaules (NOC 0074.5601.13). and
as a red syrup containing the equivalent of 250 mg
valproic acid per 5 ml as the sodium salt in bottles of �

16 ounces (NDC #{174}74.5682.16) ooi 3326



analgesia and anti-

and versatility that no

Since 1899, aspirin has provided

inflammatory activity-compiling a record of

drug in its class can match.

In that time, millions upon millions of children 1�tu��j enjoyed its numerous benefits

while experiencing remarkably few side effects. � in that time, much has been

learned about the long-term use of aspirin. Far less is�n��iiii about the long-term safety

and efficacy of other commonly used pediatric i�i�#{216}i�1cs/antipyretics.

Today, of all pediatric aspirin, Bayer#{174}‘Cd�r�i�ii’s Chewable Aspirin is the most

widely used. Bayer is the original name in aspirin-a�iiiii� synonymous with aspirin purity,

quality and stability. Each orange flavored Ba� �‘s Chewable Aspirin tablet

contains 1 14 grains of aspirin. Tablets can be

chewed or will disintegrate easily in water,

juice or milk.

So for the reduction of fever and relief of

aches and pains of childhood colds and flu in.�

your practice, rely on the expert. . . rely on /
experience. . . rely on Bayer Children’s CiV�L C
Chewable Aspirin ! AdILS�iI’iI1

The Bayer Company
Glenhrook Laboratories. Division of Sterling Drug Inc.
90 Park Avenue. New York. New York l(X)l6



EPIDEMIOLOGY OF KAWASAKI DISEASE IN JAPAN

Three nation-wide epidemiologic surveys, three case control studies, and a

few other epidemiologic studies on mucocutaneous lymph node syndrome have

been conducted in Japan since 1970. The principal epidemiologic features of the

disease are (1) total numbers reported as of June 1974 are 6,537, (2) prevailing

throughout the country without north-south or urban-rural differences, (3)

steady increases after 1968 without distinct seasonal variation, (4) peak age at

6 to 11 months in male and 12 to 17 months in female infants, (5) male/female

incidence ratio is 1.5/1, that of fatal cases is 4/1, (6) family and area clustering,

(7) previous history of pharyngitis and allergic reactions, (8) no specific char-

acteristics in weight at birth, birth order, immunization history, artificial feeding,

and (9) temporal curves of incidence consistent with the production of certain

medicines.

The temporal changes of the production of medicines and pesticides were

studied by Shigematsu. The yearly production of 200 popularly used antibiotics,

antipyretics, and other drugs from 1958 to 1973 were compared with the trend

curve of the occurrence of Kawasaki disease. Those consistent with the disease

were chioramphenicol, tetracycline, prednisone, and prednisolone. The yearly

trend and area distribution of the consumption of agricultural chemicals were

also observed. But the relation was not found in any of the pesticides that were

popularly used in Japan.

From Hiroshi Yanagawa, et al (Acta Paediatr Jpn 21:1, 1979).

DIFFERENTIATING MINIMAL BRAIN DYSFUNCTION AND TEMPERAMENT

The last 20 years have seen increasing interest in the identification and

measurement of individual differences in behavioral style or temperament of

infants. During the same time the diagnostic concept of minimal brain dysfunc-

tion, a comprehensive syndrome with neurologic cognitive and behavioral com-

ponents, has been gaining in popular use by physicians and psychologists. After

referral to a pediatric neurologist for problems in behavior and learning, 61

children aged from 3 to 7 years were assigned to one of four diagnostic groups:

(1) minimal brain dysfunction, (2) hyperactivity, (3) learning disability, or (4)

other criteria. Their temperament proffles were determined by the Behavioral

Style Questionnaire. The disproportionately large number of children with more

difficult temperament diagnosis in the referred population indicates that teach-

ers and physicians may have misinterpreted a less adaptive behavioral style as

evidence of neurologic dysfunction. Those diagnosed clinically as having mini-

mal brain dysfunction were less adaptable, less persistent, more active, and

more negative than the control population. This suggests that minimal brain

dysfunction overlaps with difficult temperament. This raises doubt about the

advisability of diagnosing brain dysfunction on the basis of behavior alone. A

comprehensive neurobehavior profile is necessary to separate clearly the various

factors contributing to problems in school performance.

Abstracted from W. B Care, S. C. McDevill, and B. Baker (Dex’ Med Child Neurol 21:765, 1979).
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E�ROL
(phosphorated carbohydrate solution)

A41

.rI,ETT�ftE

PRODUCTS

Help protect your pediatric patients from
nausea and vomiting. And also from unpleasant, and

sometimes dangerous. side effects of antinauseants.
EMETROL5 acts locally on the wall of the

hyperactive GI tract. Non-systemic, it will not mask
symptoms of underlying organic pathology. Effects
are almost immediate. It is useful in epidemic and
functional vomiting.

Available as a pleasant mint-flavored liquid, at
low cost. on your recommendation. WILLIAM H. RORER, INC. �j1 Fort Washington, PA 19034
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1
Have patient put head back Gently
pull lower eyelid away from eye to
make a pouch. Have the patient look

NEOSPORIN#{174}
t1.�I.ektii1I...;ai1

.1 :.- - *
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In the application of topical ocular solutions,

�1
up-

2
Put one drop into the cul-de-sac
(conjunctival pouch) without touching
the eyelid or lashes.

3
Have the patient look down, then
gently lift the lower eyelid and make
contact with the upper lid

4
Have patient keep eye clc�ed for one

or two minutes so blinking doesn’t

activate lacrimal pump.

�,vu U LU lUll U UI�

Solution Sterile
(Polymyxin B-Neomycin-Gramicidin)

,S�DREO
i� ‘; I Burroughs Wellcoms Co.
� � I Research Triangle Park

� I North Carolina 27709

The use ofthe “pouch” method of applying NeOUPOrIn#{174}

Ophthalmic Solution or Ohitmesit is recommended as good medical
technique. In the eye, this product’s thPIe-Overlappinq antibiotic
formula is effective against a wide range of gram-negative and
gram-poaitive bacteria. Efficacy has been proven in millions of uses
over the past 20 years.

1 Fraunfeider FT Hurwitz J, Massey M Presentation at Las Vegas Meeting of
Association for Research in Vision and Ophthalmology and the American Academy
ofOphthalmology and Otolaryngology. Oct 6, 1976, as reported in Climcal 7)-ends in
Ophthalmoiogy. April 1977

In a controlled study comparing a variety ofcommon techniques, retention of eye
drops on the eye after a five-minute interval went from 16% to 53% when the pouch
technique was utilized in the under 20 age group A 64% retention rate was
achieved in the 50-60-year-old age group See adjacent page for briefprescribing information.
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NEOSPORIN#{174}
Ophthalmic
Solution St&ile
(Polymyxin B-
Neomycin-Gramicidin)
Each cc contains: Aerosporin #{149}brand
Fklymyxin B Sulfate 5,000 Units; neomycin
sulfate 2.5 mg (eguivalent to 1 .75 mg neo-
mycin base); gramicidin 0.025 mg Vehicle
contains alcohol 05% thimerosal (preserva-
tive) O.OO1%and the inactive ingredients
propylene glycol. polyoxyethylene poly-
oxypropylene compound, sodium chloride
and purified water.

NEOSPORIN#{174}
Ophthalmic
Ointment Sterile

(Fklymyxin B-
Bacitracin-Neomycin)
Each gram contains: Aerosporin#{174} brand
Fktlymyxin B Sulfate 5.000 Units; zinc baci-
tracin 400 Units; neomycin sulfate 5 mg
(eguivalent to 3.5 mg neomycin base);
special white petrolatum qs.
Brief Disclosure below applIes to the solu-
tlon and ointment.
INDICATIONS: For the short-term treatment
of superficial external ocular infections
caused by organisms susceptible to one or
more of the antibiotics.
CONTRAINDICATIONS:
Contraindicated in those persons who have
shown sensitivity to any of the components

WARNINGS:
Prolonged use may result in overgrowth of
nonsusceptible organisms. Ophthalmic Oint-
ment may retard corneal heating

PRECAUTIONS:
Culture and susceptibility testing should be
performed during treatment.

Allergic cross-reactions may occur which
could prevent the use of any or all of the
following antibiotics for the treatment of
future infections: kanamycin. paromomycin,
streptomycin, and possibly gentamicin.

ADVERSE REACTIONS:
Neomycin is a not uncommon cutaneous
sensitizer. Articles in the current literature
indicate an increase in the prevalence of
persons allergic to neomycin. Complete
literature available on request from
Professional Services Dept. PML

� I UUffOt*Ia W#{149}llcoms Co.
I �,,z ,i Research Triangle Park
�‘“f� I North CarolIna 27709

NUK
INTRODUCES
PREVENTIVE

SUCKI NG.
When a baby sucks on the wrong

things - improperly shaped nipples,
and even small fingers and toes - his
mouth can be damaged.

That’s why an orthodontist devel-
oped the NUK system of nipples and
orthodontic exercisers. They are
designed to satisfy baby’s sucking
desire, while helping to prevent
changes injaw alignment and future

malocclusion. They do this because
they’re shaped the way mother’s
nipple is shaped inside a baby’s mouth
during breast feeding. And they’re
soft, the way mother’s nipple is soft.

So sucking on a NUK is preventive
sucking. And your patients will be

grateful you told them about it. For
more information write: Dept. P1

Reliance Products Corp. , 108 Mason
Street, Woonsocket, RI 02895.
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N�#{233}w�

Pr�1�.!rr�.d taste
ma

LI Preferred to their previous medications by over 70% of

asthmatic children in actual taste test*

� More soluble than either aminophylline or theophylline

LI Rapidly reaches therapeutic steady-state theophylline levels

E Contains no alcohol, sedatives or tartrazine dye

*Data on file, Medical Affairs Dept. Parke-Davis

Please see following page for brief summary of prescribing information

© t(*iii \Varner-Lambert Compan,

PARKE-DAVIS
Div of WarnerLamtjerI Co
Morris PI,iins NJ 07950 USA
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Choledyl ‘ Pediatric Syrup (oxtriphylline) 50 mg/5 ml
Before prescribing, please consult full prescribing
information.
A )rI(’f summary foHows
Caution: Federal law prohibits dispensoq without pie-
sciplion
Indications. Choledyl (oxtriphyffine) s ndic.ited for relief
of .Icute and chronic bronchial asthma and for reversible
)rc)rlchospasm associated with chronic bronchitis and em-

physc’ma
Contraindications. Choledyl is contrandicated in individ-
evls who have shown hypersensitivity to theophylline or to

Choledyl oxtriphyllirre) or any of its components
Warnings. Status asthmaticus is a medical emergency
Optirial therapy frequently requires additional medication
including corticosteroids when the patient is not rapidly re
sponsive to bronchodilators

Ercessive theophylline doses may be associated with
tcixicity and serum theophylline levels are recommended
to assure maximal benefit without excessive risk. incidence
of tcixicity increases at levels greater than 20 mcg
theophylline/ml Morphine curare and stilbamidine
shciuld he used with caution in patients with airflow ob-
struction since they stimulate histarnine release and can in-
duce asthmatic attacks These drugs may also suppress
respiration leading to respiratory failure Alternative drugs
should he chosen whenever possible

There is an excellent correlation between high blood
levels of theophylline resulting from conventional doses
and associated clinical manifestations of toxicity in patients
with liver dysfunction or chronic obstructive lung disease

There is excellent correlation between high serum levels
of theophylline (over 20 mcq/ml) and the clinical manifes-
tations of toxicity Careful reduction of dosage and monitor-
ing of serum levels are especially important in patients
manifesting a decrease in total body theophylline clear-
arice rate including those with generalized debility acute
hypoxia cardiac decompensation hepatic dysfunction or
renal failure Dosage reduction may also be necessary in
patients who are older than 55 years of age particularly
males

Serious toxic effects may occur suddenly and are not in-
variably preceded by minor adverse effects such as nau-
sea vomiting, and restlessness Convulsions. tachycardia.
or ventricular arrhythmias may he the first sign of toxicity

Children have a marked sensitivity to the CNS stimulant
actii)ri of theophylline Serious toxic effects. including fatal-
ties have been reported in children as well as adults

Theophylline products may worsen preexisting arrhyth-
nias

Usage in Pregnancy. Safe use of Choledyl oxtriphylline)
in pregnancy and lactation has not been established rela-
tive to possible adverse effects on fetal or neonatal devel-
opment Therefore Choledyl loxtriphylline) should not be
used in patients who are pregnant or who may become
pregnant or during lactation unless. in the judgment of the
physician the potential benefits outweigh the possible
hazards
Precautions. Mean half-life in smokers is shorter than non-
srriokers Therefore smokers nay require larger doses of
theophylline Theophylline should not be administered
concurrently with other xanthine medications or with xan-
thine-containing beverages or foods Use with caution in

patients with severe cardiac disease severe hypoxemia.
hypertension. hyperthyroidism. acute myocardial in)ury,
cur pulmonale. congestive heart failure, or liver disease.
and in the elderly (especially males) and in neonates
Great caution should especially be used in giving
theophylline to patients in congestive heart failure Such
patients have shown markedly prolonged theophylline
blood level curves with theophylline persisting in serum for
long periods following discontinuation of the drug

Use theophylline cautiously in patients with a history of
peptic ulcer Theophylline may occasionally act as a local
irritant to the G I tract although gastrointestinal symptoms
are more commonly central and associated with serum
theophylline concentrations over 20 mcg/ml
Adverse ReactIons. The most consistent adverse reac-
ions are usually due to overdose and are

t Gastrointestinal nausea. vomiting. epigastric pain.
hematemesis diarrhea

2 Central nervous system headaches. irritability. rest-
lessness. insomnia. reflex hyperexcitability, muscle twitch-
ing. clonic and tonic generalized convulsions

3 Cardiovascular palpitation. tachycardia. extrasys-
toles flushing. hypotension. circulatory failure. life-
threatening ventricular arrhythmias

4 Respiratory tachypnea
5 Renal albuminuria, increased excretion of renal tubu-

lar cells and red blood cells, diuresis
6 Others hyperglycemia and inappropriate antidiuretic

hormone (ADH) syndrome
Drug InteractIons. Theophyltine-containing preparations
have exhibited interaction with the following drugs

Drug Effect
Lithium Increased excretion of lithium

carbonate carbonate
Propranolol Antagonism of propranolol effect
Furosemide Increased furosemide diuresis
Hexamethonium Decreased hexamethonium-induced

chronotropic effect
Reserpine Reserpine-induced tachycardia
Chlordiazepoxide Chlordrazepoxide-induced fatty acid

mobilization
Troieandomycin. Increased theophylline plasma

erythromycin leveis
or lincomycin

140w Supplld. N 0071-221 7-23 Choiedyi Pediatric Syrup
(oxtriphylline) is a vanilla-mint flavored syrup supplied in
bottles of 16 1oz ( 1 pint) 474 ml
Store between 59x�86xF ( 15x�3OxC)
Full information is available on request

PARKE-DAVIS
Div of Warner-Lambert Co
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Combined Index

Volume 1-40 ( 1948-1967)
Authors and Subjects

NEW 20-YEAR,

40-VOLUME INDEX

The new index for Volumes 1 through

40 of PEDIATRICS is now available.

This index was prepared by a compila.

tion of data from all 40 volumes instead

of combining data from the first 20

volumes with that from 1958.1967.

There are approximately 16,000 subject

and 12,500 author listings in 220 pages,

which means that the Commentaries, Ar.

tides, Reviews, Reports, correspondence,

and other items which filled some 35,000

pages and 20 years of text can be found

quickly and easily.

AMERICAN ACADEMY OF
PEDIATRICS

P.O. Box 1034 (Dept. P),
Evanston, illinois 60204



#{149}Inmost states, minimum required is
$100,000 each occurrence $300,000 annual
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You
could
be
stuck
for
life...

Adiaper pin hurts onlyfor a moment.

But a high professional liability
award against you could financially
hurt you for life.

To help you protect yourself

against that real possibility, the
American Academy of Pediatrics is

announcing an excess high limit

professional liability insurance pro-

gram. It starts protecting you where

most Iower�Iimit policies stop- but

juries often keep going.
The Pediatricians Excess Profes-

sional Liability Policy provides you
with protection over and above the

limits of your primary policy - up t

$2,000,000 for each occurren A

$4,000,000 annual aggregate.
protects you against aImos�

thing your primary �
for, and does it all at a

price.
The new Pediat!

Professional Li��
underwritten

Insurance (
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!a�st.

p- �xcess
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� Employers
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P EDIATRICS publishes papers on original research or observations and special feature or review articles

in the field of pediatrics as broadly defined. Papers on material pertinent to pediatrics will also be

included from related fields such as nutrition, surgery, dentistry, public health, child health services, human

genetics, animal studies, psychology, psychiatry, education, sociology and nursing.

PEDIATRICS IS the official publication of the American Academy of Pediatrics and serves as a medium for
expression to the general medical profession as well as pediatricians. The Executive Board and Officers of

the American Academy of Pediatrics have delegated to the Editor and the Editorial Board the selection of

the articles appearing in PEDIATRICS. Statements and opinions expressed in such articles are those of the

authors and not necessarily those of the American Academy of Pediatrics, its Committees, PEDIATRICS, or

the Editor or Editorial Board of PEDIATRICS.

Communications

Concerning editorial matters and manuscripts should be sent to PEDIATRICS, Dr. Jerold F. Lucey, Editor,

Mary Fletcher Hospital, Coichester Avenue, Burlington, Vermont 05401. Articles in certain areas will be

delegated by Dr. Lucey to Dr. Haggerty.

Concerning business matters, reprints, and advertising should be sent to PEDIATRICS, Business Office,

American Academy of Pediatrics, P.O. Box 1034, Evanston, Illinois 60204.

Concerning the American Academy of Pediatrics should be sent to Dr. Robert G. Frazier, Executive

Director, P.O. Box 1034, Evanston, Illinois 60204.

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

Reprint Orders

Reprint order forms will be sent to the senior author with galley proofs. Upon receiving reprint order

I orms, please read them carefully. All instructions thereon are final.

Please submit orders through the senior author. Reprints are available at any time after publication.

However, it is suggested that reprint orders be placed promptly so that they are not subject to any price

increases necessitated by paper and labor cost increases. Delivery of reprints is usually 4 to 6 weeks after

receipt of order.

All reprints are saddle-stitched and self-covered, unless covers are ordered. Any additional changes from

the standard pages are subject to additional charges. Orders for over 1,000 are, please note, subject to

special quotations.

Finally, prepayment must accompany reprint orders.

Information for Contributors

Papers are accepted on the condition that they have not been published elsewhere in whole or in part

and that they are contributed exclusively to this Journal, except by special consideration. Manuscripts

should be prepared according to the instructions for “Preparation of Manuscripts.”

Permission to reproduce material from PEDIATRICS must be requested and obtained in writing from the

author and the American Academy of Pediatrics.

SUBSCRIPTION PROBLEMS?

To solve any subscription problems,

readers may call Vivian Johansen

(312) 869-4255, extension 35.

Sorry, but no collect calls, please.
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- in two styles - both take up
about as much room as a

large chair. The model above
seats 3 children. The model
at left is designed to accom-
modate up to 20 kids.

EAST
P.O. Box 8305

Metairie, LA 7001 1
(504) 837-6942
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prescribe

When you prescribe Gantrisin Pediatric Suspension acetyl sulfisox-

azoleiRoche), you’re prescribing an antibacterial that focuses on the

fundamentals. First and foremost, Gantrisin is noted for effectiveness.

Against the most common uropathogen, E. co/i, the antibacterial effective-
ness ofGantrisin is usually at the 91-93�’/ level. Other pathogens that
readily respond to Gantrisin therapy include susceptible strains of Kieb-
sie/la-Aerobacter, P. t’it/garis and P. mirabilis.

Equally important in pediatric practice: Gantrisin also offers an

established safety record. It is rapidly absorbed, rapidly excreted-and its
high solubility minimizes the threat ofcrystalluria. While side effects tend

to be few and mild, as with all sulfonamides, adequate fluid intake should
be maintained and frequent CBC’S and urinalyses performed.

( Note: Gantrisin is contraindicated in infants under two months of age.)
Another fundamental advantage of Gantrisin is economy: 10 to 14 days

therapy with Gantrisin is usually more economical than most other choices
-a factor that is becoming more and more important.

Gantrisin is available as a raspberry flavored pediatric suspension,
chocolate flavored syrup and tablets. In any form, it’s therapy that focuses

on the fundamentals.

focus on efficacy, safety
and economy

It does when
#{174}pediatr�

suspension
h �. 0.5 Gm/5m1

acetyl sulfisoxazole/Roche
150 mg/kg/24 hours for 10 to 14 days is primary therapy

Please see next page for summary of product information.
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g#{149}’� #{174}P�diathc
��aiui j�i�Jfl Suspension

(acetyl sulfisoxazole/Roche)
Before prescribing, please consult complete
product information, a summary of which
follows:
INDICATIONS: Nonobstructed urinary tract intec-
tions (mainly cystitis pyelitis pyelonephritis) due
to susceptible organisms (usually E CO/i KIeb-
siella-Aerobacter. staphylococcus P mirabilis
p vulgar’s) Acute otitis media due to H intlsjenzae
(concomitantly with adequate doses of penicillin)
IMPORTANT NOTE In vitro sensitivity tests not
always reliable must be coordinated with
bacteriological and clinical response Add
aminobenzoic acid to follow-up culture media
Increasing Irequency ol resistant organisms limits
usefulness of antibacterial agents especially in
chronic and recurrent urinary infections Maximum
safe total sulfonamide blood level 20 mg 100 ml
measure levels as variations may occur
CONTRAINDICATIONS: Hypersensitivity to sulfon-
amides infants less than 2 months of age preg-
nancy at term and during the nursing period
WARNINGS: Safety in pregnancy not established
Do not use for group A beta-hemolytic strepto-
coccal infections as sequelae (rheumatic fever
glomerulonephritis) are not prevented Deaths
reported from hypersensitivity reactions, agran-
ulocytosis aplastic anemia and other blood dys-
crasias Sore throat fever pallor purpura or
jaundice may be early indications of serious blood
disorders CBC and urinalysis with careful micro-
scopic examination should be performed
frequently
PRECAUTIONS: Use cautiously in patients with
impaired renal or hepatic function severe allergy

or bronchial asthma Hemolysis frequently dose-
related, may occur in glucose-6-phosphate de-
hydrogenase-deficient patients Maintain ade-
quate fluid intake to prevent crystal)uria and stone
formation
ADVERSE REACTIONS: Blood dyscrasias
Agranulocytosis. aplastic anemia thrombocyto-
penia. leukopenia. hemolytic anemia. purpura
hypoprothrombinemia and methemoglobinemia
Allergic reactions Erythema multiforme (Stevens-
Johnson syndrome) generalized skin eruptions
epidermal necrolysis urticaria. serum sickness
pruritus exfoliative dermatitis. anaphylactoid reac-
tions. periorbital edema conjunctival and scleral
injection. photosensitization. arthralgia and al-
lergic myocarditis. Gastrointestinal reactions
Nausea. emesis abdominal pains hepatitis diar-
rhea, anorexia pancreatitis and stomatitis. C N S
reactions Headache peripheral neuritis mental
depression. convulsions. ataxia hallucinations tin-
nitus. vertigo and insomnia Miscellaneous
reactions Drug fever. chills and toxic nephrosis
with oliguria and anuria Periarteritis nodosa and
L E phenomenon have occurred Due to certain
chemical similarities with some goitrogens di-
uretics (acetazolamide thiazides) and oral
hypoglycemic agents sulfonamides have caused
rare instances of goiter production. duress and
hypoglycemia as well as thyroid malignancies in
rats following long-term administration Cross-sen.
sitivity with these agents may exist
DOSAGE: Contraindicated in infants under 2
months except in the treatment of congenital
toxoplasmosis as adjunctive therapy with
pyrimethamine
Usual adult dosage-2 to 4 Gm initially then 4 to
8 Gmi24 hrs in 4 to 6 doses Usual dosage for
infants over 2 months and children- 1/2 24-hr
dose initially. then 150 mg.kg24 hrs in 4 to 6
doses. not over 6 Gm24 hrs
HOW SUPPLIED: Tablets containing 0 5 Gm
sulfisoxazole white scored-bottles of 100. 500
and 1000 drums of 5000 Tel-E-Dose� packages
of 100 Prescription Paks of 100
Pediatric Suspension containing in each tea-
spoonful (5 ml) the equivalent of approximately
0 5 Gm sulfisoxazole in the form of acetyl sulfisox-
azole raspberry flavored-bottles of 4 oz and 16
oz (1 pint)
Syrup. containing in each teaspoonful (5 ml) the
equivalent of approximately 0 5 Gm sulfisoxazole
in the form of acetyl sulfisoxazole chocolate
flavored-bottles of 16 oz (1 pint)

ROCHE LABORATORIES

ROCHE Division of Hoffmann-La Roche Inc.
#{174}Nutley, New Jersey 07110
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SCHOOL HEALTH:
A Guide for Health

Professionals

The Comniittee on School health wrote

School Health: A Guide for Health Professionals

to assist those involved in the health care of

children in schools. Topics covered include: the

roles of various health professionals. the charac-

teristics of and special problenis encountered in

children from pre-school through high school,

underachievement and children with special

educational needs, details for performing health

appraisals, health education, athletic programs,

physical education, medical emergencies. and

the school environment.

School Health: A Guide for Health Profes-

sionals is recon�mended for all persons involved

in or interested in the health of school aged

children, not just physicians and nurses.

Indexed; 250 pages

AMERICAN ACADEMY OF

PEDIATRICS

Department P, P.O. Box 1034, Es-anston, Illinois

60204



I Unlike Povant(pyrvin ium pamoate), VE RMOXis not a dye;
it will not stain underwear, bed linen, toilet bowls.

Eliminates pinworm . . . without stain

(mebendazole)
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Eliminate pinworm
without

a Just one VERMOX�abIet eliminates pinworm,
regardless of agett and weight, unlike other products

which require large dosages for adults.

U Economical; one tablet for each family member.

Contraindications VERMOX is coritroindiccited in
preL 1nJn � women (5�� Pregnciicy Precautions) and s

pei�sons who hove shown hypersensitivity 0 the drug
Precautions PPEGNANCY VERMOX has sh.swn

er1sl)ry�tO SK arid er rages ic CiCtivity iii pregncint

rcstsIirsIisc1Iecr(iiclsses.,isL�s� 05 10 rig kg Since

VERMOX flCiy h�iue Ci risk of producing feick

.ClaIriCige 1 ad ‘riiii sterecl duririq prr�qnCir1cy it is

� a, sun ,lccii.-j in pregiCiriS

PEDIATRIC USE The dru�; scis SiDi been erie iisive��

stuCk-Cl in C IC ci ren uncles 5�,\ C yeCirs, therefoic, in he
5it�Ci5icerit . �l Ch,IdrS-ii uridrr � ye(i15 1 crc

benr.f,r i�k sls�uId�se�insidered

Adverse Reactions Trcinsieisi syeptoss ssf
.�ickl:� �IiiIi�i �< liii �iil(�ChCi?ckihCiu�CCCurreCl ill

CCiSIS .�f ‘?iissiur. ifeESri � iii �i enpu�sioii sf �orms

Dosage and Administration The VERMOX abler

115(1�1/SC C irs5(i , CS Cii owed .�r c rushed cirsrl eli ned

.5rI l.�. J Ec CC5� H .�f prs .-. .Drni eiiter.Cbii isis) ci

i?��l� tcil��n5 5 id ii�i� stered ,Crcil �y, cairn time If

cci5n�c5 is c.C5 i ui-i I iirr�r �f�5 cihes recitnant, ci

Sec � .�Ciiii Sc Cf sr-nrc? iS ciduised

C � ICI accl -ii’ k �f Pcirkc-.Davis
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JANSSEN PHARMACEUTICA INC.
,�._J New Brunswick, N.J. 08903

Committed to research . - -

because so much remains to be done

TABLETS
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THE RESPONSE OF NEONATES TO INTRA-UTERINE SOUNDS

The existence of intrauterine sounds in both pregnant and nonpregnant

women has been known for sometime. The mean sound pressure level is

approximately 85 dB, and they comprise a series of pulsetile events riding on a

fairly steady baseline of noise. Each pulsation is due to blood being driven

through the uterine vasculature. Several reports in the past have stated that

playing recordings of these sounds to fussy infants soothed the babies. In the

present study prerecorded intrauterine sounds were played to newborns. Sixty

babies up to 8 days old were observed individually under two conditions. In one

observation, activity was rated on the Brazelton scale before and during presen-

tation of intrauterine sounds. In another, similar ratings were made but no

sounds presented. The results indicate that intrauterine sounds calm 90% of

babies who are fussy or crying, but have no effect on babies who are awake, but

merely alert or slightly drowsy. Playing of such intrauterine noises may also

form the basis of a practical test in the nursery for mass screening for severe

neonatal hearing loss.

Abstracted from B. S. Rosner and N. E. Doherty (Dev Med Child Neurol 21:723, 1979).

VANCOMYCIN IN PEDIATRIC PATIENTS

Vancomycin has been available for 20 years. It must be given intravenously

for systemic absorption. Its reputation for nephrotoxicity and ototoxicity is

incorrectly overstated. Its spectrum is limited to Gram-positive cocci. It is

bactericidial. It diffuses well into body fluids including CSF (7% to 21% of serum

concentration). It is indicated in infections due to resistant Staphylococcus

aureus and S. epidermidis (almost none are resistant to Vancomycin) as well as

multiply resistant pneumococci.

Pharmacology studies in pediatric patients suggest the following dosages:
Newborn (1st week of life): 15 mg/kg/dose every 12 hours (30 mg/kg/day)

Newborn (8 to 30 days): 15 mg/kg/dose every 8 hours (45 mg/kg/day)

Infants and children: 10 mg/kg/dose every 6 hours (40 mg/kg/day)

Infants and children with CNS infections: 15 mg/kg/dose every 6 hours (60

mg/kg/day)

Comment: Vancomycin has long been a favorite of some knowledgable infectious
disease people. It is obviously a valuable antibiotic especially in treating resistant

(to methidillin, etc) S epiderinidis shunt infections and serious S aureus infec-

tions in which the organism is “tolerant” of methicillin et al. Vancomycin is also

the drug of choice (given po) in treating antibiotic-associated colitis.

R.H.R.

Abstracted from V. B. Schaad, et a!: Clinical pharmacology and efficacy of vancomycin in pediatric

patients (J Pediatr 96:1 19, 1980).

AM



About the only things
they don’t outgrow
are stuffy noses, �“�es,
and itcby eyes.

L

Demazin#{174}Long-Acting Repetabs#{174}

Tablets
Demazin#{174}

Syrup
A pleasing fruit flavor

for children 2 to 6

Copyright C 1980, Schering Corporation

All Rights Reserved Demazin and Repetabs
Are Registered Trademarks ofSchering Corporation.

Convenient b.i.d. dosage for children 6
and over. Long-acting symptomatic relief
available without a prescription

Decongestant
Antihistamine

Deinazin SLS-334



BREATHING MADE EASY

, ‘It was 51 years ago that Carl von Neergaard of Zurich reported the remarkable fact
that it was easier to expand and contract a mammalian lung with water than with air. He
concluded, quite correctly, that the extra work needed to fill the lung with air went into
expanding the area of the liquid that covered the interior surface of the million of alveoli.

Twenty-six years later, in 1 955, Dr. Robert Pattle of the Chemical Defence Experi-
mental Establishment at Porton made another vital discovery. Pattle knew that one could
make bubbles in the liquid from the surface of the lungs. He found that these bubbles
stayed the same size for long periods of time, and did not show the usual tendency of a
foam for the smaller bubbles to collapse into larger ones. Ordinary bubbles are pressur-
ised-the excess pressure inside the bubble being needed to work against the surface
tension of the liquid that forms the skin of the bubble, which tends to contract. PattIes
observation was indeed an odd phenomenon, and I recollect reading PattIes letter.
Pattle concluded that the stability of these unique bubbles was a result of their having no
surface tension.

Once Pattle had published his challenging conclusion many workers tried to discover
the nature of the lung’s remarkable surfactant material, where and when it was produced,
and what other properties it had. Dr. John Clements and his group in California
consistently led the field in these studies of lung surfactant, but perhaps the greatest
impetus to research came from Dr. Mary Avery of Boston Children’s Hospital. She
discovered that newborn babies who had problems with breathing did not have enough
of the lung surfactant. In the UK, this deficiency of lung surfactant results in the death of
about 2000 babies each year.

I became involved with lung surfactant after a conference in 1 964. There I met
Clements, and showed him some electron photomicrographs I had taken of phospholipids
in water. I explained to him some of their properties, and we agreed that there were
distinct similarities between the so-called lamellar bodies of type 2 alveolar cells and
dispersions of phospholipids in water.

By the middle of the 1 960’s it was becoming apparent that lung surfactant would turn
out to be a single phospholipid, or perhaps a mixture of a few phospholipids.

Phospholipid molecules in water have an overwhelming tendency to join up with other
phospholipid molecules, forming aggregates that are technically referred to as smectic
mesophases or liposomes.

Liposomes are not, actually, simple spheres with the polar heads on the surface and
the hydrocarbon chains tucked away inside. They are more structured than that, and
consist of paired sheets of lipid separated by water-filled spaces.

There has always been a tacit assumption, which Clements and I shared, that the
lamellar bodies of type 2 alveolar cells were indeed liposomes of lung surfactant. Infants
depend on the instant availability of large amounts of free surfactant in order to be able
to expand their lungs, but the liposomes of the unexpanded lung could never provide
surfactant at the required rate. The problem seemed intractable, both in research
laboratories and in neonatal intensive-care units, where preparations of various phos-
pholipids in water did not help suffering infants. Paediatricians were especially frustrated
because in Sweden and California there was evidence that crude ‘ ‘washings’ ‘ from lungs
of adult sheep could help immature lambs in the first critical moments; no ethical
committee would agree to doctors giving a newborn infant, even one in distress, a rag-
bag of animal, or even human, chemicals obtained by rinsing out lungs.

This chance observation-the key to the problem-was made during my perfunctory
and careless attempt to show Thorburn and Morley that a dispersion of phospholipid in
water has very few free molecules available to enter the air/water interface and lower
the surface tension. I had treated the ‘ ‘dispersion’ ‘ so casually that the lipids were not
properly in equilibrium with the water; there was a scum of dry lipid on the surface of the
water, and it was this scum that lowered the surface tension so rapidly. Later on, we
were to suggest that lung surfactant is not packaged as liposomes inside the cells, but
as open-ended phospholipid structures without any ‘‘free water’ ‘ around the lipid.

This serendipity encouraged us to return to a study of pure dipalmitoyl lecithin, the
principal component of lung surfactant. We tried spreading it from a dry source, but it
would do so only at temperatures above 41 #{176}C,hardly likely in a living mammal. Then we
added a second component of lung surfactant, phosphatidyl glycerol. This simple
mixture melted at body temperature and appeared to mimic all the properties of crude
lung surfactant. Cohn Morley, in collabortion with Dr. Bengt Robertson of Stockholm,
then used the simple dry mixture of phospholipids to help inflate the lungs of premature
mice and found that the synthetic mixture was every bit as good as crude lung surfactant,
and that in addition to helping the lungs to expand, the mixture also kept the lung
inflated. Best of all, our synthetic surfactant contained no proteins to interfere with the
young animal’s immune system, so it could be used in clinical trials. Our work on the
synthetic mixture continues.

The synthetic surfactant will, I believe, be of enormous value in medicine. With such
materials it should be possible to help premature babies to expand their lungs. With
them it may be possible to save victims of drowning, where water may have washed
away the surfactant. Hot gases breathed into the lungs can melt the surfactant and lead
to - ‘ scorched lung’ ‘: synthetic surfactant would certainly be of value here, and in many
other conditions in which the normal surfactant has somehow been made to malfunc-
tion.”

From Bangham A: NelL’ Scientist, Feb 7, 1980, Vol 85, Np 1193, p 408.
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SLOPHYUJN#{174} (theophylline,
anhydrous) the drug of choice in
chronic asthma. Predictable
bronchodilation and flexible dosage
for infants and children.
Single-entity 100% theophylline. SLO-PHYLLIN#{174}
(theophylline, anhydrous) contains only theophylline,
to preclude toxic synergism that could occur with
combinations.
No additives. No sugar or alcohol in the syrup. No
dye in the tablets. An important consideration, espe-
ciallywhen treating infants and children long term.
Proven bioavailability. Virtually 100% of admin-
istered SLO-PHYLLIN#{174} reaches the blood. Both
onset of action and peak effect occur rapidly with
tablets and syrup. GYROCAPS#{174} for children have
the additional advantage of sustained action.
Predictable bronchodilation. Once optimum
dosage of SLO-PHYLLIN#{174} is determined, patients
can usually be maintained long term without lessening
of effect. As children grow, of course, dosage should
be adjusted.
Flexible dosage. SLO-PHYLLIN#{174} comes in three
convenient dosage forms, some especially formulated
for pediatric patients. Dosage can be individualized
according to need; titration is easy.
SLO-PHYLLIN#{174} 80 Syrup 80 mg/15 ml. -100%
theophylline (anhydrous) in a pleasant tasting, non-
alcoholic syrup. Especially recommended for infants

and young children.

SLO-PHYLLIN#{174} GYROCAPS#{174} timed release
- capsules of 100% theophylline (anhydrous) 60 mg.,

125 mg., 250 mg.
Recommendedfor use b.i.d. in many adults and t.i.d.

in children. (Conveniently filled with individual time-
release pellets.)
SLO-PHYLLIN#{174} Tablets 100 mg. and 200 mg. -

100% theophylline (anhydrous) - scored, dye-free.
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CERTIFICATION
for

Pediatric Nurse Practitioners/Associates

DRUG

Aminophyllirie with lithium carbonate

Aminophylline with propranolol

Theophylline with furosemide

Theophylline with hexamethonium

Theophylline with reserpine
Theophylline icith chlordiazepoxide

Theophylline ,�,ith cyclamycin (TAO
troleandomycin ( erythromycin.
lincomycin

On October � 1980 the National Board of
Pediatric Nurse Practitioners and Associates will
administer the 4th National Qualifying Exami-
nation for Pediatric Nurse Practitioners and As-
sociates. This voluntary certification examina-
tion is developed by the Board to evaluate com-

petence to practice in the pediatric nurse prac-
titioners and associates role. The Board’s mem-
ber organizations are the American Academy of
Pediatrics, the National Association of Pediatric
Nurse Associate and Practitioner and the Asso-
ciation of Faculties of Pediatric Nurse Associ-
ate/Practitioner Programs.

The featured test sites will be Detroit which is
the site of the American Acad,,emy of Pediatrics’

golden anniversary annual meeting. Other test-
ing sites will be located throughout the United

States.

Registration begins June 1 and continues
through August 8. For information and applica-

tion contact:

Mary Kaye Willian,

Svurdof RN, PNA

PNP A� Th:Naflo�lBoa�

Practitioners & Associ-

ates
550 N. Broadway,

Suite 115A
Baltimore, MD 21205

t, DODNER Subsidiary of:
� LABORATORIES, INC William H. Rorer, Inc.

Fort Washington, PA 19034
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SLO-Pl-IYLLIN5 (theophylline, anhydrous)
SYRUP, TABLE1�S,
GYROCAPS5 (timed release capsules)

Indications: For relief and/or prevention of symptoms from asthma and revers-
ibIe bronchospasm associated with chronic bronchitis and emphysema.
Contraindications: In indMduals who have shown hypersensitivity to any of its
components.
Warnings: Status asthmaticus is a medical emergency Optimal therapy fre-
quently requires additional medication including corticosteroids when the
patient is not rapidly responsive to bronchodilators.

Excessive theophylline doses may be associated Mth toxicity and serum the-
ophylline levels are recommended to assure maximal benefit without excessive
risk. Incidence of toxicity increases at levels greater than 20 mcg/ml. Morphine,
curare, and stilbamidine should be used with caution in patients with airflow
obstruction since they stimulate histamine release and can induce asthmatic
attacks. They may also suppress respiration leading to respiratory failure. Alter-
native drugs should be chosen whenever possible.

There is an excellent correlation between high blood levels of theophylline
resulting from conventional doses and associated clinical manifestations of
toxicity in ( 1 ) patients with lowered body plasma clearances (due to transient
cordiac decompensation), (2( patientswith liverdysfunction orchronic obstructive
lung disease, (3( patients who are older than 55 years of age, particularly males.

There are often no early signs of less serious theophylline toxicity such as
nausea and restlessness, which may appear in up to 50 percent of patients prior
to onset of convulsions. Ventricular arrhythmias or seizures may be the first signs
of toxicity

Many patients who have higher theophylline serum levels exhibita tachycardia.
Theophylline products may worsen preexisting arrhythmias.

Usage in Pregnancy: Safe use in pregnancy has not been established relative
to possible adverse effects on fetal development, but neither have adverse effects
on fetal development been established. This is, unfortunately true for most anti-
asthmatic medications. Therefore, use of theophylline in pregnant women
should be balanced against the risk of uncontrolled asthma.
Precautions: Mean halflife in smokers is shorter than non-smokers, therefore,
smokers may require larger doses of theophylline. Theophylline should not be
administered concurrently c�th other xanthine medications. Use with caution in
patients with severe cardiac disease, severe hypoxemia, hypertension, hyper-
thyroidism, acute myocardial injuri,� cor pulmonale, congestive heart failure, liver
disease, and in the elderly (especially males( and in neonates. Great caution
should especially be used in giving theophylline to patients in congestive heart
failure. Such patients have shown markedly prolonged theophylline blood level
curves with theophylline persisting in serum for long periods following discon.
tinuation of the drug.

Use theophylline cautiously in patients with history of peptic ulcer. The
ophylline may occasionally act as a local irritant to G.I. tract although gastro-
intestinal symptoms are more commonly central and associated with serum
concentrations over 20 mcg/ml.
Adverse Reactions: The most consistent adverse reactions are usually due to
ocerdose and are:

1 . Gastroiatestinal: nausea, vomiting, epigastric pain, hematemesis, diarrhea.
2. Central neivous system: headaches, irritability restlessness, insomnia, reflex

hyperexcitability muscle twitching, clonic and tonic generalized convulsions.

3. Cardiovascular: palpitation, tachycardia, extrasystoles, flushing, hypoten-
sion, circulatory failure, life threatening ventricular arrhythmias.

4. Respiratory: tachypnea.
5. Renal: albuminuria, increased excretion of renal tubular cells and red

blood cells: potentiation of diuresis.
6. Others. hyperglycemia and inappropriate ADH syndrome.

Drug Interactions: Toxic synergism c�th ephedrine has been documented and
may occur v.ith some other sympathomimetic bronchodilators.

EFFECT

Increased excretion of lithium
carbonate

Antagonism of propranolol effect

Increased diuresis of furosemide

Decreased hexamethonium -
induced chromatropic effect

Reserpine - induced tachycardia

Chlordiazepoxide - induced fatty
acid mobilization

Increased theophylline plasma levels

How Supplied:
Slo-Phyllin5 Ho Syrup (So mg, 15m1), 4 oz., pint, and gallon bottles, 5 ml. and

15 ml. unit dose bottles.
Slo-Phyllin5 100 mg. and 20() my. Tablets, bottles of 100 and 10(X), unit dose

packages.
Slo-Phyllin’ Gyrocapsu 60 nig., bottles of 1(X.) and 10(X).
Slo-Phyllin5 Gyrocaps5 125 mg. and 25() mg., bottles of 1(X) and 1000, unit

dose strip packages.



FIRST WITH:
Separated Patient Connection Box mountable left or right or at patient bed.

2-CHANNEL DISPLAY ON SCREEN

TRACE DIGITAL
ECG Heart Rate

Systolic
Pressure Diastolic

Mean
Respiration Resp. Rate

Temperature

ECONOMY MODELS WITH
Main and Battery Operation (Following the patient)

for Operating Rooms
Recovery Rooms
Emergencies (diathermy proof)

for Intensive Care
Coronary Care

I

Clinical application of the
ROCHE MONITORS 107 AND 108

KONTRON
THE BEliER SOLUTION PEOPLE

in
-,

-

Please send me detailed information on
I ROCHE MOBILE MONITORS 107 AND 108
� Name

� Hospital

Address

H �11.VA
�

In USA ROCHE

Australia (Sydney)
Austria (Vienna)
Beigium (Brusseis)
canada (Mississauga)
Denmark (Baiierup(
England (St Aibans)
France (V#{233}iizy/Paris)
Germany (Munich)

Medical Electronics Inc

(938) 3433
(0222) 945646
(02) 3444900
(416) 2720693
(02) 651666
(0727) 33221
(01) 9469722
(08165) 771

,cranbury.N J. (609) 448

Holiand (Maarssen(
itaiy (Miian(
Japan (Tokyo)
Norway (Oslo)
Spain (Madrid)
Sweden (Taeby(
Switzerland (Zurich)

1200

(03465) 60894
(02) 2152741
(214) 5371
(2) 170390
(01) 7348413
(08) 7567330
(01) 629262

i

�

I

-- - -
Mail this coupon to:
KONTRON LTD. Medical International
Bernerstrasse-Sud 169
CH�8048 Zurich, Switzerland

KONTRON PRESENTS THE NEW
ROCHE PORTABLE MONITORS
MODELS 107 AND 108



PA
while the
antibiotic

gets

I,

.�

T’ - - . ‘

U 110 SOLU’liON
FULLY COMPATIBLE WITH SYSTEMIC ANTIBACTERIAL THERAPY. ON PRESCRIPTION ONLY.

7281/80

An effectiv -�. :� treat-
ment,AUt,,�, - - thepainand
reduces the inflamr, ,� n of � tis media,
while the antibiotic of choice fights the infection.

AURALGAN contains the topical analgesic
action of benzocaine and antipyrine plus glycerin
dehydrated - . . a decongestant so hygroscopic that
it “ blots up’ excess moisture through the tympanic
membrane, for relief of pressure and pain in the
middle ear.

B�EF�
(For full � � cage circular.)
AURAt tiUon -

Each it n: - ‘ -

Antipyrine 54 0mg
Benzocwne . . . . .14 0 mg
Glycerin dehydrated q S to 1 .0 ml
(conlains not more than 1.0% moisture) (also Contains osyquinoline sultale)
INDICATIONS: Acute otitis media of various etinlccjie�,-prompt relief of pain and reduction of intlamrriatiori in the congestive and serous stages-.-adluvant therapy during systemic antit)iotic administration for resolution of the infection
CONTRAINDICATIONS: Hypersensitivity to any of the components or substances related
to them / In the presence of spontaneous perforation or discharge
DOSAGE AND ADMINISTRATION: Acute otitis media Instill AURALGAN. permitting the
solution to run along the wall of the canal until 1 is filled Avoid touching the ear with drop-
per Then moisten a cotton pledgel with AURALGAN and insert into meatus Repeat every
one to two hours until pain and congestion are relieved
HOW SUPPLIED: No 1000 AURALGAN Otic Solution. in package containing t5 ml il2 fI
oz) bottle with separate dropper-screw cap attachment

.Jn acute otitis media

L A’yerst.jAYERST LABORATORIES___________NewYork. NY 10017



Thomas F. Anders for his suggestions in the preparation 63:491, 1979
of this paper. 2. Bates EM, Moore BN: Stress in hospital personnel. Med J

Aust 2:765, 1975
3. Valko RI, Clayton P: Depression in the internship. Dis Nert’

REFERENCES Syst 36:26, 1975
4. Siegel B, Donnelly JC: Enriching personal and professional

1. Werner ER, Adler R, Robinson R, et al: Attitudes and development: The experience ofa support group for interns.

interpersonal skills during pediatric internships. Pediatrics J Med Educ 53:908, 1978

THE POVERTY OF EQUALITY

“The notion that income redistribution is the effective means to end poverty is age-
old: one finds it expressed in the civil strife of the Greek city-states, the medieval peasant
rebellions, the socialist movements of the past 200 years. But if the modern science of
economics has taught us anything, it is that the connection is usually spurious.

The redistribution impulse is most powerful today in those poor countries, the so-
called less-developed countries, where it makes the least sense. In such countries, the

alleviation of poverty is utterly dependent on economic growth. There never is enough

money among the small number of wealthy citizens to make a significant dent in the
poverty of the masses. When the rich are expropriated in such countries, everyone

becomes equal in poverty-though the political authorities who do the expropriating
usually end up being more equal than the rest.

The experience of the United States over these past 15 years demonstrates how the
idea of ‘abolishing poverty’ through income redistribution turns out to be a will-o’-the-
wisp.

Let us draw the poverty line at a fairly high level-at one-half the median income.
(This is the level preferred by most liberal reformers, as distinct from the official
“subsistence” level fixed by government.) Well, in New York City, where our politicians

are notoriously compassionate, we have achieved even that high level. A family of four
on welfare receives in cash and kind, between $7,000 and $7,500 a year. (The median
household income in the U.S. is about $12,500 annually.) We have abolished poverty in
New York City!

So why hasn’t anyone noticed?
The reason is that, for the non-aged and non-infirm, poverty turns out to be more than

a simple shortage of money. Poverty as a human condition, as distinct from a statistical
condition, is defined to a substantial degree by the ways in which one copes with poverty.
A visitor to the Greek islands, or to an Italian village, is impressed first of all, not by the
poverty of the people there-which is acute-but by their determination to make the
best of things and their extraordinary ability to do so.

And what is true for the way one copes with poverty is also true for the way one goes
about abolishing poverty. For the way in which poverty is abolished turns out to be more
important than the statistical abolition itself. In New York, we have tried to abolish
poverty through a generous welfare program, and have therewith rediscovered the truth

of an old adage: dependency tends to corrupt and absolute dependency corrupts abso-
lutely. Our welfare population, statistically lifted out of poverty, has actually and

simultaneously sunk to various depths of social pathology. It is largely a demoralized

population, with higher rates of crime, juvenile delinquency, alcoholism, etc., than when
the welfare checks were less generous.

The reason for this demoralization is obvious enough, though scholars with a middle-
class background have difficulty in perceiving it. Being a ‘breadwinner’ is the major
source of self-respect for a man or woman working at a tedious, low-paying job that offers

few prospects for advancement. It is also the major source of such respect as he (or she)
receives from family, friends, and neighbors. When welfare provides more generously for

his family than a breadwinner can, he becomes a superfluous human being. Both self-
respect and respect soon crumble, family ties unravel, and a ‘culture of poverty’ sets in
that has more to do with the welfare system than with poverty itself.”

From Irving Kristol, Henry Luce Professor of Urban Values at New York University and co-editor
of the quarterly The Public Interest ( The Wall Street Journal, July 12, 1976).
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ENGLAND’S PLAN TO CONTROL DRUG ADVERTISING

The content and form of advertisements for medicine prescribable under the

N.H.S. are to be controlled by new regulations’ published this week and to be

introduced on December 1. They apply to any advertisement addressed to a

doctor or dentist which is intended to persuade him to prescribe or supply a

medicinal product. Under separate regulations2 published earlier this year by

the Department of Health and Social Security advertisements that could lead

to the use of a medicine for self-treatment of conditions unsuitable for self-

diagnosis and self-treatment have been banned from August 1. These regulations

introduced safeguards against inappropriate claims in advertisements for over-

the-counter medicines and also a general prohibition on advertising to the public

any medicine that is available only on prescription from a doctor or dentist. The

latest regulations aim to ensure that advertisements to doctors and dentists give

complete and accurate information about the medicinal products concerned.

Full advertisements will have to contain specific information about the active

ingredients, indications for use, dosage, major side-effects, precautions, contrain-

dications, warnings, and (except for journals with a wide circulation outside the

United Kingdom) the cost to the N.H.S. Abbreviated (“reminder”) advertise-

ments must be less than 420 cm2 (the size of an entire Lancet page is 560 cm2

and the area normally covered by print on an editorial page is approximately

367 cm2); and they must contain a certain minimum amount of information, as

detailed in the regulations. In all advertisements the generic name of the product

must appear close to the brand name. Misleading graphs and tables are pro-

hibited, and so are unsupported claims for superiority over other products and

the unqualified use of “safe.”
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INTRAUTERINE LIFE DOES REFLECT SOCIETY

To date the dominant force in development planning and assessment has

been the factor of economic growth. The per capita gross national product

(GNP) is clearly inadequate as an indicator of socioeconomic development since

it fails to indicate the distribution of income and wealth within societies. The

ultimate aim of development is to improve the quality of life for everybody. But

there are “unpurchaseable” and “non-economic” factors that determine the

quality of life, so a search for other indicators is mandatory. ...

The perinatal period offers a unique setting to study the effect of socioeco-

nomic factors on human development and survival. A large body of data

accumulated over the past two decades indicate that excessive perinatal morality

and morbidity are the result of socioeconomic deprivation. Current evidence

suggests that the two most important mechanisms through which socioeconomic

deprivation affect the developing fetus are malnutrition and infection. The

magnitude of this health problem is aggravated by a decided lack of effective

and equitably distributed preventive health services. In addition, specific chronic

health problems that afflict poorer communities, such as malaria, often have

severe consequences for the optimal development and ultimate survival of the

fetus. There is also evidence that high perinatal mortality and morbidity affect

fertility rates. High birth rates contribute to suboptimal fetal development and

frequently result in increased perinatal morbidity and mortality. All these

indicators seem to point in one direction-that intrauterine growth patterns

comprehensively proffle the development status of a society.

In summary, three main concerns are prevalent: (1) The single most important

factor discerned in the excessive perinatal and infant mortality rates of Third

World countries is the high percentage of babies with low birth-weight (LBW).

(2) The proportion of LBW babies in a society is integrally tied to socioeconomic

indicators. (3) In order to plan and evaluate social development and the quality

of health care, positive health indices are badly needed. Birth-weight distribution

could prove to be a reliable indicator.

Submitted by Student

From Sterky G, Mellander L (Eds): Birth- Weight Distribution: An Indicator ofSocial Development.

Sarec Report No. R:2 1978 (Swedish Agency for Research Cooperation with Developing Countries)
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SUGGESTIONS FOR NEONATAL-PERINATAL MEDICINE FELLOWS

For those individuals entering neonatal-perinatal medicine fellowship training

programs on July 1, 1980, or after, it is recommended that the individual ensure

the training program he/she enters fulfills the requirements that are outlined in

the Special Requirements for Training Programs in Neonatal-Perinatal Medi-

cine if he/she wishes to pursue certification by the Sub-Board of Neonatal-

Perinatal Medicine of the American Board of Pediatrics. A copy of the Special

Requirements is available by writing to the American Board of Pediatrics, Suite

402, NCNB Plaza, 136 East Rosemary St, Chapel Hill, NC 27514. All neonatal-

perinatal medicine program directors currently on the Board’s mailing list have

been sent a copy of these Special Requirements.

It is further recommended that individuals intending to undertake fellowship

training leading to certification submit to the Credentials Committee of the

Sub-Board of Neonatal-Perinatal Medicine a description ofthe training program

he/she plans to enter for prospective review prior to entry into the program.
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TESTING THE TEACHERS

Here is an excerpt from what may prove to be one of the more important

unpublished works of 1978. It’s something we’d all like to know more about

these days, the credo of a teacher:

I believe a role of a classroom teacher is to a leader of her class. She should be a leader
in teaching her class knowledge to its full potentials. She should make sure that the
children maximize in their subjects by having materials available for them at all times
and that it is appropriate for them (the subject matter.) She should be patience and
understanding with the children and know that all children have different capabilities.

These words were written by a young woman looking for a job in the Dallas

Independent School District (DISD). She was not hired, although she has

probably taken a job someplace else by now. Maybe she’s teaching your children

to maximize in their subjects!

The schoolteacher’s increasingly strident claim to be a professional is much

less convincing than it used to be when teachers were more obviously intellec-

tuals. Certainly teachers are the least trained of all the 80-called professionals,

and their training is the least likely to be scrutinized by anyone other than those

who claim to provide it. Its effectiveness cannot be tested in the marketplace;

the pay scale is the same for the best and the worst teachers. To be certified as

a teacher in Texas, as in almost any state, all one needs to do is to graduate

from college with passing grades in a certain number of education courses. As to

the worth of those courses and the demands they make upon the students, there

is disagreement. There are applicants in Dallas who make very low scores on

the Wesman test and on the National Teacher Examination, but who can

nevertheless point to transcripts bristling with A’s and B’s in their education

courses. In some cases, all their grades seem suspect. “I guess,” says an

unsuccessful applicant, “the test made me look like a total idiot, but I am not.

One cannot graduate from SMU with honors if they are not academically

inclined.”

How is it, people are willing to ask in Dallas these days, that academic

inclination at Southern Methodist University seems not to guarantee that

pronouns will agree with their antecedents? Even applicants who are honors

graduates, therefore, are asked not only to take the Wesman test but to write

two paragraphs of prose about the work they hope to do.

Submitted by J. F. Lucey, MD
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cause meningitis in normal children.2’4’7 There have

been no properly designed controlled studies to

confu-m this observation. If the risk is indeed in-

creased, children with ventricular shunts might

benefit from immunization with bacterial polysac-

charide vaccines such as the recently licensed pneu-

mococcal and meningococcal vaccines, and HITB

vaccine when it becomes available.
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NATURAL SCIENCES AND RELIGION: ANOTHER OPINION

The influx of new information in all areas of the natural sciences has, indeed,

produced an “enormous ascendancy” of sciences in our culture. The horizons of

human involvement have broadened beyond even the imagination of our fathers.

However, to claim that this ascendancy was “the cause of, or was caused by, the

disappearance of the religious sentiment,” as printed in Pediatrics (64:175, 1979)

is a false conclusion. The data accumulating so rapidly now in all areas of

scientific endeavor reveal the predictable order of a supernatural creation. It is

a creation that is a marvelous demonstration of God’s handiwork stretching

from the outer reaches of the cosmos to the innermost particles of the atomic

nucleus. The harmonious order of God’s creation is awesome. Reverential

respect for the magnificence of nature is born with each new insight.

The “irresistible momentum of the pocketbook,” designated by the previously

mentioned article as the motivating force behind the scientific explosion, is

simply a symptom and not an etiology. Materialism is man’s attempt to fill a life

need with things that can never permanently satisfy or fulfill. Life needs can

only be truly met as man relates himself to the creator, God. Priorities oflife are

placed in proper perspective with God. Man knows who he is and his purpose in

life with God. Unhypocritical morality, unselfish love, and factual truth become

reality with God.

Consider the position of scientific creationism as a viable alternative. The

subject is discussed in The Genesis Flood by John C. Whitcomb and Henry W.

Morris (Grand Rapids, Baker House, 1961).

N. L. Wright, MD
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Human Nutrition A Comprehensive Treatise, VoL 2: Nutrition and Growth.
Alfin-Slater and Kritchevsky, New York, Plenum Publishing Co, 1979, $37.50, 452 pp.

Pediatric Hematology-Oncology. Philip Lanzkowsky, New York, McGraw-Hill Book
Company, 1979, $25, 432 pp.

The Maternity Cycle: One Nurse’s Reflections. Barbara E. Bishop. Philadelphia, F.
A. Davis Co, 1979, $12, 325 pp.

Ultrasound in High-Risk Obstetrics. Rudy E. Sabbagha. Philadelphia, Lea & Febiger,
1979, $11, 108 pp.

Human Nutrition A Comprehensive Treatise, Vol. 4: Nutrition Metabolic and
Clinical Applications. Alfin-Slater and Kritchevsky. New York, Plenum Publishing
Co, 1979, 478 pp.

An Alcoholic Personality? Earl X. Freed. Thorofare, NJ, Charles B. Slack, mc, 1979,
$6.50, 97 pp.

Glaucoma. ed 2. Paul A. Chandler and W. Morton Grant. Philadelphia, Lea & Febiger,
1979, $26, 381 pp.

Continuous Transcutaneous Blood Gas Monitoring. Albert Huch, Renate Huch,
and Jerold F. Lucey. New York, Alan R. Lisa, Inc., 1979, $68, 638 pp.

Allergy in Children. J. A. Kuzemko, Baltimore, University Park Press, 1979, $16.95,

144 pp.
Progress in Cardiology. Paul N. Yu and John F. Goodwin. Philadelphia, Lea &

Febiger, 1979, $25, 349 pp.
Handbook for Differential Diagnosis of Infectious Disease. Schulman et al. New

York, Appleton-Century-Croft.s, 1979, $13.50, 280 pp.
Comprehensive Immunology. New York, Plenum Publishing Corp, 1979, $49.50, 628

pp.
Diabetic Pregnancy. Merkatz et al. New York, Grune & Stratton, mc, 1979, $29.50, 189

pp.
New Techniques and Concepts in Maternal and Fetal Medicine. Harold F. Kami-

netzy and Leslie Iffy. New York, Van Nostrand Reinhold Semmeiweis Memorial
Series, 1979 $29.50, 416 pp.

The Gesell Institute’s Child from One to Six. Louis Bates Ames, Clyde Gillespie,
Jacqueline Haines, and Frances L. 11g. New York, Harper & Row, 1979, $10.95, 228 pp.

Cancer and Vitamin C: A Discussion of the Nature, Causes, Prevention of
Cancer, with Special Reference to the Value of Vitamin C. Ewan Cameron and
Linus Pauling. New York, W. W. Norton & Co. mc, Publishers, 1979, $9.95, 238 pp.

Childhood Neurological Problems: A Textbook for Health Care Professional.
Doris A. Trauner, Chicago, Year Book Medical Publishers, mc, 1979, 161 pp.
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BEHAVES MORE NATURALLY.
National Council on Child Health, Ritalin was described

as among the most effective and best-documented agents

for stimulant therapy in hyperkinetic children.

Reduces hyperactivity, impulsive behavior

Ritalin has a well-documented record of success in
relieving the dominant symptoms of ADD. As it reduces
distractibility, disorganized behavior and hyperactivity,
improved school performance usually results, 2,1 a� well as
better peer interaction.2

Generally well tolerated

Although side effects may occur with Ritalin, they
are generally not serious. During prolonged therapy,
anorexia, weight loss, and insomnia are among the most
frequently encountered adverse reactions. (See Adverse
Reactions section of the prescribing information.) Even

though most children require long-term treatment, there
is little evidence of’

Therapy with Ritalin should be considered only

after a medical diagnosis of ADD has been confirmed.
Dosage can usually be interrupted during weekends and
vacations. In some cases, these drug holidays reveal

“stabilization” in the child’s behavior without medication.
They may permit a reduction in dosage and eventual
discontinuation of drug therapy if warranted.

*Attentjon Deficit Disorders: new designation by the American

Psychiatric Association; formerly called Minimal Brain Dysfunction

(MBD) or Hyperkinetic Syndrome.

Ritalin . . . only when medication is indicated for

Attention Deficit Disorders

Ritalin #{128}
(methyiphenidate)
as adjunctive therapy for ADD

Please turn page for brief prescribing information
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Rita1iff�
(methyiphenidate)
only when medication

is indicated

Ritalin#{174}hydrochloride
(methylphenidate hydrochloride USP)
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In just one year, more than 8,000 pediatricians have
enrolled in PREP, the American Academy of Pediatrics’
comprehensive, coordinated program of continuing
education. What do these child health professionals
know that you don’t?

They know that PREP offers a structured, yet flexible
program of continuing education geared to the physi-
cian in practice. They know that each year they will be
given the program’s educational objectives in advance,
and offered an opportunity to tailor their programs to
meet their individual goals. They also know that evalu-
ation items, self-assessments and examinations are
directly linked to educational objectives.

When you enroll in PREP, you will receive:

. Pediatrics in Review, a 10-times-per-year journal of
continuing education in pediatrics, which offers review
articles, abstracts, references to current literature.

. Two self-assessment packages featuring exercises,
answers, explanation of answers and references.

The program’s greatest strength is that it is developed
by both practitioners and academicians, identifying top-
ics and recent advances which are important in the
practice of pediatric medicine. In addition, PREP is
coordinated with the American Board of Pediatrics’ vol-
untary program of recertification in a cooperative
endeavor to relate evaluation to the educational
process.

Still have some questions? Ask a friend. Or write for
more information and registration materials to: PREP,
American Academy of Pediatrics, P. 0. Box 1034,
Evanston, Illinois 60204.

PediatricsReview and
Education Program
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. relieves symptoms of

allergic rhinitis

. reduces wheals and

erythema associated with

allergic ur-ticaria

. single oral dose produces
maximum response in

� approximately one hour
( � T�j . each 5 ml contains 12.5 mg
k�L � diphenhydramine hydro-

�- �jI chloride with 14% alcohol

. also available for oral
administration as 25-mg

;ules and 50-mg
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Brief Summry of Prescribing Information
BENADRYL� (diphenhydramin. hydrochiorid.)
INDICATiONS. Benadryl in the oral form is effective for he foiiowtng
indications

Antihistaminic: For petennial and seasonal fhay fever) aiiergtc
rhinutis vasomotor thinulis, allergic conlunctivitis due to inhalant ailer-
gens and fOO(lS mild uncomplicated allergic skin manifestations of
urticatia and angioedema ameliOration of allergic reactions to blood
Or plasma dermatographism as therapy for anaphylactic reactions
adjunctuve to epunephnine and other standard measures after the
acute manifestations have been controlled

Motion sicknass: For active and prophylactic treatment of motion
sickness

Antiparkinsonism: For parkinsonism (including drug-induced ex-
trapyramidal 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 anticholunergic agents
CONTRAINDICAT1ONS. Us. in Newborn or Pr�matura Infr*s:
This drug should not be used in newborn or premature infants.

Us. In Nursing Mothers: Because of the higher risk of antihista-
mines for infants generally and for newborns and prematures in par-
ticular antihistamine therapy is contraindicated in nursing mothers

Us. In Low R.spir.tory Disease: Antihistamines should NOT
be used to treat lower respiratixy tract symptoms including asthma

Antihistamines are also contraindicated in the following conditions
Hypersensitivity to diphenhydramine hydrochloride and other anti-

histamines of similar chemical structure
Monoamine oxidase inhibitor therapy (See Drug Interactions

section)
WARNINGS. Antihistamines should be used with considerable cau-
ion in patients with narrow-angle glaucoma stenosing peptic ulcer

pyloroduodenal obstruction symptomatic prostatic hypertrophy or
bladder-neck obstruction

Us. in Children: in infants and children especially antihistamines
inoverdosage may cause hallucinations convulsions. or death

As in adults antihistamines may diminish mental alertness in chil-
dren In the young child. particularly they may produce excitation

Use In Pregnancy: Experience with this drug in pregnant women
is inadequate to determine whether there exists a potential for harm
to the developing fetus

Us. with CNS Depressants: Diphenhydramine hydrochloride has
additive effects with alcohol and other CNS depressants (hypnotics.
sedatives. tranquilizers etc)

Use In Actlvttles Requiring Mental Alertneu: Patients should be
warned about engaging in activities requiring mental alertness such
as driving a car or operating appliances. machinery etc

Use In the Elderly (approximately 60 years or older): Antihista-
mines are more likely to cause dizziness sedation, and hypotension
in elderly patients

PRECAUTIONS. Diphenhydramine hydrochloride has an atropine-
like a�ttion and therefore. should be used with caution in patients with

a history of bronchial asthma increased intraocular pressure. hyper-
thyroidism cardiovascular disease. hypertension
DRUG INTERACTiONS. MAO inhibitors prolong and intensify the an-
ticholinergic (drying) effects of antihistamines
ADVERSE REACTiONS. The most frequent adverse reactions are
underscoted

t Genefal Urticaria drug rash anaphylactic shock� photosensitiv-
ity. excessive perspiration chills dryness of mouth. nose. and throat

2 Cardiovascular System Hypotension. headache. palpitations.
lachycardia. extrasystoles

3 Hemato/ogic System Hemolytic anemia. thrombocytopenia.
agranulocytosis

4 Nervous System Sedaiionslc-cpiness dizziness disturbed co
prdiniatioru fatigue contusion restlessness excitation nervousness.
trenii)r irritability. insomnia. euphoria. paresthesias. blurred vision. di-
plopia vertigo. tinnitus, acute labyrinthitis hysteria. neuritis, convul-
sions

5 GI Systrnnni �pjiJd5itii. disttess, anorexia nausea vomiting. diar-
rhea. constipation

6 GUSystern Urinary frequency. difficult urination. urinary reten-
ion. early menses

7 Respiratixy System Thickeriirig of bronchial secretions tight-
ness of chest and wheezing. nasal stuffiness
OVERDOSAGE. Antihistamine overdosage reactions may vary from
central nervous system depression to stimulation Stimulation is par-
ticularly likely in children Atropine-like signs and symptoms. dry
mouth. fixed, dilated pupils; flushing and gastrointestinal symptoms
may also occur

It vomiting has not occurred spontaneously the patient should be
induced to vomit This is best done by having him drink a glass of
water or milk after which he should be made to gag Precautions
against aspiration must be taken especially in infants and children

It vomiting is unsuccessful gastric tavage is indicated within
3 hours after ingestion and even later if large amounts of milk or
cream were given beforehand tsotonic or 1/2 isotonic saline is the
lavage solution of choice

Sa/ine cathautics. as milk of magnesia. by osmosis draw water into
the bowel and. therefore, are valuable for their action in rapid dilution
of bowel content

Stimulants should not be used
vasopressors may be used to treat hypotension

HOW SUPPLIED. Supplied in (as) 50 and 25 mg capsules. and Elixir
12 5 mg/5 ml with t4% alcohol

PARKE-DAVIS
Dtv of Warner-Lambert Co
Morris Plains NJ 07950 USA

WL/YA

HISTORY
OF
OXYGEN THERAPY
AND
RETROLENTAL FIBROPLASIA

As medical technology improves and more patients

survive conditions which once meant certain

death, the demand for better treatment of problems

which may afflict these survivors has increased.

This is particularly true for infants who develop
retrolental fibroplasia. It is now known that the

administration of oxygen which saves the lives of

numerous premature and low birthweight infants

also causes the development of retrolental fibro-

plasia-in many instances leading to permanent

blindness.

The Committee on Fetus and Newborn of the Amer-

ican Academy of Pediatrics strives to make condi-

tions ideal for all newborn infants, and it has

become increasingly concerned about the infants

who develop retrolental fibroplasia. In an attempt

to compress the work done by researchers

throughout the world into one document-and thus

more easily see possible causes and solutions as

well as stimulate more research-the Committee

prepared and wrote the History ofOxygen Therapy

and Retrolental Fibroplasia. This document, which

was published as a supplement to Pediatrics, is

available to all persons involved with or interested

in the treatment of newborn infants, especially

infants who are at high risk for developing retro-

lental fibroplasia.

The sequence of events concerning the use of

oxygen and the development of retrolental fibro-

plasia is given. Considerable attention has been

paid to the historical background of modern care

for premature infants, the status of medical prac-

tice when oxygen was first used on premature

infants, and the process of dissemination of new

research data. Included are the Academy’s recom-

mendations on the use of oxygen through the

years, the current state regulations on the use of

oxygen, and six pages of references which go back

as far as 1862.

AMERICAN ACADEMY OF PEDIATRICS

Department P, P.O. Box 1034

Evanston, Illinois 60204
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Twice as dry as cloth
Proof you can see

I

6
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© 980 by Procter & Gamble PAO-1 72

How long does a baby
need Pampers dryness?

From the first days in the hospital...
throughout the diapering years
Pampers’s helps keep baby drier. Twice as

�1 dry as cloth. Thats important because a
I dry baby is a more comfortable baby.

Pampers dryness starts with the

soft, quilted topsheet, specially
designed to help keep wetness in

� the absorbent padding and away

‘ hr from babys skin.�) Single-use Pampers is also

convenient to use. That can
� mean a lot to busy parents.

And, Pampers waterproof

� backsheet provides excellent

� containment.
Hospitals are familiar

with Pampers excellence. In

fact, in hospital nurseries more

babies are diapered with
Pampers than all other diapers

combined.

But when parents take the

baby home from the hospital,
whatthen? They need your advice

on an excellent diapering system. We hope

you’ll consider recommending Pampers.

Shouldn’t every diaper a baby wears

be as comfortable as the first?

Whenthe babies are liftedup, the
difference is clear!
Pampers stays twice as dry as
cloth awl babies stay more
comfortable.

Recommend

Pampers#{174}
Dryness throughout
the diapering years
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SYSTEMANTICS
THE ENTRAPMENT OF TRILLIUM: A FABLE

Every student of science is required at some point or other in his career to learn Le

Chatelier’s Principle. Briefly, this law states that any natural process, whether physical
or chemical tends to set up conditions opposing the further operation of the process. No
one who has had any experience with the operation of large systems can fail to appreciate
its force, especially when it is stated in cogent Systemantics terminology, as follows:

SYSTEMS GET IN THE WAY, or, alternatively: THE SYSTEM ALWAYS KICKS
BACK.

Let us take as an example the case of Lionel Trillium, a young assistant professor in

the department of botany at Hollyoak College.
Trillium’s department head, Baneberry, has for some years now failed to initiate new

and interesting hypotheses about the behavior of the slime molds. Paralleling this decline

ofscientific productivity, he has exhibited increasing interest in improving the “efficiency”
of his department. He fires off a memo to the staff of his department requiring them to

submit to him, in triplicate, by Monday next, statements of their Goals and Objectives.
This demand catches Trillium at a bad time. His studies are at a critical point.

Nevertheless, he must take time out to consider his Goals and Objectives, as the wording
of the memo leaves little doubt of the consequences of failure to comply.

This is both disturbing and threatening. Trillium doesn’t want to think about his real

goals and objectives; indeed, they are unknown to his conscious mind. He only knows he
likes botany.

But he can’t reply in one line, “I like botany and want to keep on studying it.” No,
indeed. What is expected is a good deal more formal, more organized than that. It should

fill at least three typewritten sheets, single-spaced, and should list Objectives and
Subobjectives in order of priority. Trillium goes into a depression just thinking about it.

Furthermore, he cannot afford to state his true goals. He must at all costs avoid giving

the impression of an ineffective putterer or dilettante.

Trillium puts it off as long as possible. Finally, he gives up his research, stays home

three days, and writes the damned thing.

But now he is committed in writing to a program. Because he has clearly stated his
Goals and Objectives, it is now possible to deduce with rigorous logic how he should

spend his waking and working hours in order to achieve them most efficiently. No more
puttering around pursuing spontaneous impulses and temporary enthusiasms! No more

happy hours in the departmental greenhouse! Just as a straight line is the shortest

distance between two points, so an efficient worker will move from Sub-objective A to
Sub-objective B in logical pursuit of Objective K, which leads in turn toward the Overall
Goal. Trillium can be graded, not only on his achievements for the year, but also on the
efficiency with which he moves toward each objective. He has become administratively

encircled.

Baneberry, meanwhile has been powerfully reinforced in his new-found function as

judge of other botanists. His own botanical career may be wilting, but he has found a

new career in assessing the strengths and weaknesses of his colleagues-especially their
weaknesses.

From John Gall in Systemantics (published by Quadrangle/The New York Times Book Company,

April 1977).
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INSURANCE AGAINST HARM BY MEDICINE

Sweden has introduced insurance to cover damages payable to patients

accidentally harmed by medicines prescribed for them. It is the first country in

the world to have done so.

All manufacturers of pharmaceutical products in Sweden have contributed to

an insurance fund of 10 million Swedish Crowns (about US $2.3 mfflion) in a

ratio proportionate to their business turnover. The fund is managed by a

consortium of the four principal insurance companies of Sweden.

The victim of a drug accident will be entitled to compensation amounting to

a maximum of Sw. Kr. 2 million. In case of a dispute, the matter will be referred

to arbitration. Even if the complainant loses the case, the arbitration expenses

will be met by the insurance. The types of harm that can result from the use of

a drug will be determined by a commission especially created for the purpose.

Submitted by Student

From World Health, August-September 1979, p 38.
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SURVIVAL OF A SCOTTISH FEMALE INFANT WEIGHING 24 OUNCES ON
HER SEVENTH DAY OF LIFE AND THE VALUE OF FEEDING HER WINE-

AS REPORTED IN 1848

The case history below proves that an infant weighing about 650 gm at 7 days

of life could survive without any of the modern technological advances now

found in a highly organized intensive care nursery.

Mrs. R. aged thirty-eight . . . of Kimoss-shire [Scotlandi is the mother ofsix children, the youngest

being under two years.

On the 5th of April 1848 [26 weeks of gestation] the pains of labour came on rather unexpectedly,
and in less than two hours she gave birth to a female child, which, on my arrival, I found very
carefully wrapped up and placed so as to receive the gentle warmth of a fire. Unloosening the cloths

to enable me properly to tie the cord, which had been hastily cut through and tied about six inches

from the naval, I found a tiny infant, the proportions of which I did not think it proper then to take

time to ascertain. As it was not expected to survive long it was placed on a cushion in an easy chair,
so as to be sheltered from draughts of air, and at the same time so as to receive benefit from the fire,

being previously wrapped up in folds of cotton wool and covered over with flannel. An earthenware

bottle, filled with warm water, which has been pretty constantly continued, was placed behind the

cushion. To attempt otherwise to dress the infant was never once thought of. This was about 10
AM. As the infant showed more signs of vitality, the lips and mouth were gently moistened with a
mixture of one part of cream, three parts of warm water, and sweetened with sugar. At first it was
not observed to swallow, but in the evening, when I returned, there could be little doubt that this

had been the case from the minute quantities of the mixture, given from time to time, not having
been rejected. On the following day, to this mixture from three to four drops of sherry wine were
added, and continued to be used as yesterday. On the third day the deglutition was very perceptible.

Of this advantage was taken, and under the eye of a most careful female relative from three to four
drops of the wine were given during every six hours, in as much of the mixture as the infant was

found able to swallow.

On the seventh day the child was weighed and found, including a small flannel roller, to be
twenty-four ounces. The roller was under one ounce in weight. At this period the length of the child
was not taken, but was supposed to be from twelve to thirteen inches. As the feelings of the mother
were most acute, and as, indeed she was considered to be in a dying state, and as it was not expected
that the infant could suck, an occasional wetnurse was not got till the ninth day; the other

nourishment being supplemented nearly as above. At first the nurse merely milked a proportion

into the mouth, but in less than eight days it was found that the child could draw a little, which

gradually improved. Occasionally a small portion of magnesia usta or castor oil was given, so as to

ensure regularity in the bowels. About the end of the third week very fine oatmeal gruel, sweetened
with sugar, was alternated with the cream and water, the quantity of wine being gradually increased;

and latterly the quantity given during twenty-four hours has been from one to one and half

teaspoonful.
When six weeks and one day old, the weight was accurately ascertained to be thirty-nine ounces;

the length, as nearly as a tape applied to the child would enable, showed sixteen and a half inches;

and on the 30th of May the weight was forty-three ounces, having gained four ounces since last
weighing. At the last period the circumference, by the forehead and occiput, was barely eleven and

a half inches.

During the last four weeks the child has been regularly bathed in water, at first tepid, but latterly

of the temperature of from 65#{176}to 70#{176}of Fahrenheit; and occasionally, according to the testimony

of the very careful female relative, who has hitherto so creditably and successfully super-intended

the nursing, sometimes considerably lower; and the infant is described as uniformly enlivened and

strengthened after the bath. The stomach, it is remarkable, has never once given way; and this must

be solely attributed to the extreme care observed in regulating the proportions of nourishment,
whether by the breast or by the spoon; and it has been remarked that the little creature seems

uncommonly happy after her doses of wine and gruel. When lifted for necessary purposes, she does

not fail to testify by her crying the sense she entertains of the annoyance.

Of the benefits to be derived, in such cases, from the judicious use of wine, there can be little

doubt; and, without wine, it seems almost certain the other nourishment would have been of little

avail; and the same may be said of the proper regulation of the temperature-in this case hitherto

exclusively artificial, except during the short periods when applied to the nurse’s breast. At present
all looks well, but the mother being dead, and family arrangements requiring, at no distant period,

the removal of the infant to the abode of the wetnurse, half a mile distant, the change is not to be

viewed without suspicion as to its effects.

Noted by T.E.C., Jr, MD

From Annan R: Case of a child born betwixt the end of the sixth and middle of the seventh

month and brought up (Med Times 18:109, 1848).
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Candidates certified in New Orleans, Louisiana, No-

vember 29, 30, December 1, 2, 1979.

David Howard Adamkin, MD, Louisville, KY
Brij Lata Agarwal, MB, BS, Salisbury, MD
David Ross Allen, MD, Austin, TX
Barbara J. Allphin, MD, Shawnee Mission, KS
Kirsti Anderssen, MD, Elizabethtown, KY
Dean Lowell Antonson, MD, Omaha, NE

Linda Harter Anz, MD, Auburn, AL
Viruppamattan Mathew Augustine, MB, BS, New York, NY
Jill Minette Baer, MD, Kirkwood, MO
Mohammed Tawfik Baiony, MD, San Diego, CA

Eboo Bhattacharjee Banerjee, MB, BS, Luling, LA
Jonathan David Baumgard, MD, Miami, FL

Kirk Francis Bellard, MD, Metaiie, LA
Peter Benjamin, MD, Pasadena, TX
Thomas Michael Biancaniello, MD, Cincinnati, OH

George S. Bisset III, MD, Cincinnati, OH
Danielle Bird Boal, MD, Lemoyne, PA
Christopher A. Boarman, MD, Lexington, KY

Vincent R. Bonagura, MD, New York, NY

James Richard Bukstein, MD, New Hope, MN

Carol Tashjian Burkhart, MD, Orange Park, FL

Yvonne Classen Bussmann, MD, Springfield, MO
Fuchat Chan, MB, BS, Kailua, HI

C. R. Chandra Shekar, MB, BS, Mansfield, OH
Chih-Chien Chang, MD, San Angelo, TX

Stephen N. Chow, MD, Brooklyn, NY

Maan-Jy Chu, MD, Darien, IL
Curt I. Civin, MD, Baltimore, MD

Michelle Marie Cloutier, MD, Buffalo, NY
William Richard Collie, MD, Little Rock, AR
John Louis Colombo, MD, New Orleans, LA
Rosemary Moore Conlon, MD, Arlington, VA

Michael Thomas Connor, MD, Gladstone, MI
Marilyn Elizabeth Crumpton, MD, Dothan, AL

Nancy Paige Cummings, MD, Golden, CO
Denis Daneman, MB, BCh, Pittsburgh, PA
Sherin Udayakumar Devaskar, MB, BS, Cincinnati, OH
Allan Rene Devilleneuve, MD, Piano, TX
Anjana Satija Dhingra, MB, BS, Houston, TX
Frank Berry Diamond, Jr, MD, Clearwater, FL
Edwin Crews Douglass, MD, Rockville, MD

Donald Kenneth Draehn, MD, Brennan, TX
Golde G. Dudell, MD, New York, NY
Dean Frederick Effler, MD, Dillsboro, NC
Cecil Lawrence Ennis, MD, Fairhope, AL
Civie David Felice, MD, Washington, PA
Martin Mandell Fisher, MD, Glen Oaks, NY
Melvyn R. Fletcher, MD, Marietta, GA
Stanley R. Forston, MD, Dothan, AL
Thomas Emmett Francoeur, MD, Canada H4B 2K6
Charles G. Frank, MD, Fort Knox, KY

Walter Wayne Franklin, MD, Winston-Salem, NC
Eric Anson Fraser, MD, North Little Rock, AR
Michael Paul Frogel, MD, Belle Harbor, NY
Daniel Guy Fuller, MD, Shaker Heights, OH
Abhilasha Khurana Ganju, MB, BS, Willow Springs, IL
Carl D. Geier, MD, Omaha, NE
Madhusudana R. Ghanta, MB, BS, Oakdale, LA

Martin M. Gilboa, MD, Sweden

Theodore H. Glatz, MD, Hermosa Beach, CA

Constance Goldberg, MD, Alexandria, VA
Michael Jay Goldberg, MD, Calabasas, CA

Louis Mark Goldblum, DO, East Meadow, NY
Peter Neal Gorlin, MD, Brookline, MA
Jaquelin Smith Gotlieb, MD, Stone Mountain, GA
Susan Eileen Griffis, MD, Fayetteville, NC
Harvey M. Grossman, MD, Shawnee Mission, KS
Richard J. Gugelmann, MD, Dallas TX
Margaret Frank Guill, MD, Augusta, GA
Prem Parkash Gupta, MB, BS, Detroit, MI
Neal A. Halsey, MD, Denver, CO
Wa’el David Hammad, MD, Atlanta, GA

B. Vasanthkumar Hegde, MB, BS, Kent, OH
Peter Walter Heymann, MD, Charlottesville, VA
Victor Sal Fai Ho, MB, BS, Honolulu, HI
Lloyd Martin Hofer, MD, Montgomery, AL
Fredric Alan Hoffer, MD, Claremore, OK
Carter Tate Holbrook III, MD, Greenville, NC
Bomi Khodabax Hormazdi, MB, BS, Katy, TX

Jerome James Hudson, MD, Austin TX
Richard T. Huie, MD, Guntersville, AL
Paul Jerome Hunt, Jr, MD, Panama City, FL
David L. Hurwitz, MD, Bronx, NY
George S. W. Hwang, MB, BS, Hong Kong
Nadia Makram Ibrahim, MD, Fort Sam Houston, TX
Prabhamani Iyer, MB, BS, Danville, IL
Usha Jam, MB, BS, Chicago, IL

Mary Kattakayam Janarious, MB, BS, Fayetteville, NC
Phillip Henry Kaleida, MD, Dalton, GA
Harbhajan Kaur Sokhey Kalsi, MB, BS, Metairie, LA

David Knowlton Kalwinsky, MD, Memphis, TN
Neal David Kaufman, MD, Los Angeles, CA
Edward J. Keuer III, MD, Oak Park, IL
James Bartlette Key, MD, Myrtle Beach, SC
Kwang Sik Kim, MD, Redondo Beach, CA
Lawrence P. King, MD, Loveland, CO
Peter R. Klainbard, MD, Yonkers, NY
Steven Harris Klein, MD, Sneilville, GA
John Martin Koetsier, MD, Grand Rapids, MI
Harish B. Kothari, MB, BS, Richmond Hill, NY
Suresh Kukreja, MD, Dallas, TX
Arun Kumar, MB, BS, Lake Charles, LA
Chandra Mohan Kumar, MB, BS, Charleston, WV
Richard Paul Lampert, MD, Columbia, SC
John Bastian Larson, Jr, MD, Louisville, KY
Mary Ann Lauver, MD, Wichita, KS
Hung Duc Le, MD, Tahlequah, OK
Kenneth Lap-Yung Leung, MD, San Diego, CA
Barbara Ellen Levy, MD, Columbia, MD

Janet Dinius Liljestrand, MD, West Chester, OH
Marie-Martine Poidatz Logvinoff, MD, Tucson, AZ
Alfred Thomas Look, MD, Memphis, TN
Larry Gene Maden, MD, Aurora, CO
Harold Stephen Margolis, MD, Denver, CO
Sharon Becker Markovics, MD, Commack, NY
Jeifry Lee Marks, MD, Brooklyn, NY
Mary Cassandra Matustik, MD, Galveston, TX
Mark Jeffrey McCall, MD, Pearl Harbor, HI
William Lee Meadow, MD, Chicago, IL
Kumar Mecheri-Madom, MB, BS, Mt Sinai, NY
Richard Cecil Mervis, MD, Barrington, IL
Virginia Veronica Michels, MD, Houston, TX
David Richard Miller, MD, Washington, DC
David Ira Minkoff, MD, San Diego, CA
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Joseph Mirro, Jr. MD, Baltimore, MD

�James Spence Miser, MD, Johnstown, OH

William Dunn Mitchell, Jr, MD, Colorado Springs, CO

James Burt Nachman, MD, Chicago, IL

Harold Leonard Naiman, MD, Canada R3L 2GH

Shehla Hasnain Naqvi, MB, BS, St Louis, MO

Vimala Vadaseri Nayar, MB, BS, Cottage City, MD
Dale Alan Newton, MD, Tarboro, NC
Khai Ngo, MD, Baton Rouge, LA
Renuka Berry Nigam, MB, BS, Montville, NJ
Richard Keith O’Hern, MD, Rockledge, FL
,John Mallory Packard, Jr, MD, Guntersville, AL
Alfonso Francisco Pantoja, MD, Taylor, MI

Fred Douglas Patterson, MD, Baton Rouge, LA
Todd Allen Patterson, DO, Memphis, TN
Robert Stanley Patyrak, MD, APO, NY
Alicia Perez, MD, Bronx, NY
I)ennis Stephen Phillips, MD, La Habra, CA
Rao B. Potluri, MB, BS, Rockford, IL
Kancherla S. Prakash, MB, BS, Bronx, NY
Romana Regina Primus, MD, South Bend, IN
Alice Sara Prince, MD, New York, NY

Robert Louis Quaas, MD, St Louis, MO
Paul Howard Ratner, MD, San Antonio, TX
Gregory James Redding, MD, Denver, CO

�Jose Godoy Reyes-Noyola, MD, Honduras, Central America

Ray Norwood Rhodes, �Jr, MD, Fort Worth, TX

Miriam Mills Richardson, MD, Tulsa, OK
.Jon M. Robert, MD, Hot Springs, AR
William James Rockwell, MD, Trumbull, CT

William Lee Roper, MD, Birmingham, AL
Alan Dan Rothberg, MB, BCh, Hershey, PA
Jacob D. Rozbruch, MD, New York, NY
Fern .Joy Rubin, MB, ChB, Minneapolis, MN
Rita Louis Saldanha, MB, BS, Detroit, MI

Heinrich Karl Schedewie, MD, Little Rock, AR

Patricia McGuff Schneider, MD, St Francisville, LA
Eduardo Segura, MD, Pasadena, TX

Surekha Sharma, MB, BS, Tarzana, CA
Michael Conant Sharp, MD, Chapel Hill, NC
Robert Douglas Shaw, MD, Iowa City, IA
Charles A. Sklar, MD, Minneapolis, MN
Susan L. Sklower, MD, New York, NY

Alan Wayne Smith, MD, Oxon Hill, MD
Dennis Lee Spangler, MD, Marietta, GA
Chester Lee Strunk, MD, Galveston, TX

Mohammad Ali Talaizadeh, MD, Rockvile, MD
Kathryn Talbot, MD, Royal Oak, MI
Chiranjib Talukdar, MB, BS, Regina, Sask, S4P 0J6 Canada
Pradnya Balkrishna Tambe, MB, BS, Atlanta, GA
Viorica E. Tanase, MD, Canada H9S 2E6
Michael Byron Tennison, MD, Chapel Hill, NC
Mae Ellen Smith Terrebonne, MD, Houma, LA
Robert Guerin Thompson, Jr, MD, Columbia, TN
Billy Roy Toms, MD, Greenville, TX
David Kirk Wagoner, MD, Charlotte, NC
Susannah Bestor Walker, MD, St Louis, MO
Matthew James Walsh, MD, Ft Sill, OK

Richard Lenard Weiner, MD, Bronx, NY

Charles Edward Wernberg, MD, Oshkosh, WI
Robert Dennis White, MD, Buchanan, MI
Virginia Williams, MD, Pasadena, CA
Donnie Parks Wilson, MD, Houston, TX
Frank P. Wilson, DO, San Antonio, TX
Christopher Jay Wrenn, MD, Galveston, TX
Rita Sehgal Yadava, MB, BS, Forest Park, IL

Yih-Ming Yang, MB, BS, Metairie, LA
Andrew Michael Yeager, MD, Baltimore, MD
Michael Alan Zasloff, MD, Rockvile, MD

WELL KNOWN-BUT HARD TO PROVE!

Medical schools, for example, have been showing increasing concern that

although their tests for screening premedical students are reasonably good

predictors of grades in the first two years of science-oriented medical education,

they have zero correlation with how well students do in the third and fourth

years, when they have to deal with patients in clinical situations. An article in

The Journal of Medical Education in 1974 reported on a study at Duke

University that found that “only about half of the students who excelled in the

basic-science portion of the curriculum did so in the clinical portion, while

roughly 70 percent of students who excelled in the clinical sciences had not done

so in the basic-science area.” I concluded: “Motivation appears to be the

determining factor.”

Submitted by Student

From Fiske EB: Finding fault with the testers. The New York Times Magazine, Nov 18, 1979.



Abstracted from the Childhood Cancer Etiology Newsletter #63-2, Dec 15, 1979.

1058 PEDIATRICS Vol. 65 No. 5 May 1980

The criteria used to classify the neurologic status of

the infants at follow-up as normal, mild, moderate or

severe are of more serious concern. ( 1) The neurologic

examinations and developmental assessments were all

done by a single investigator who was familiar with the

infants’ clinical course and CT findings (G. M. Miller,
personal communication). (2) Developmental quotients

(DQ) were estimated from the Denver Developmental

Screening Test. This test was designed and standardized

as a screening examination, not an estimator of DQ. If
administered properly the results are scored as normal,

questionable, or abnormal.” Those children with ques-

tionable or abnormal results are considered appropriate

for further testing, and comparison with more detailed
examinations such as the Bayley Scales of Infant Devel-

opment or Yale Developmental Scales has revealed a

strong correlation in identifying the delayed child.4 How-

ever, the validity of a DQ calculated directly from a

Denver Developmental Screening Test must be seriously
questioned. (3) Speech and language immaturity was

considered a neurologic abnormality, but this was not

tested in a formal fashion in those considered to be

abnormal.
Despite these criticisms, we feel the authors have dem-

onstrated that the prognosis for newborns with intraven-

tricular hemorrhage is not a hopeless one. Both physi-

cians and parents await further information regarding the

ultimate outcome of these infants. We agree with the

authors that more data in the form of a well-controlled

prospective study is needed before a definitive approach

to these infants can be determined.

GARY M. MILLER, MD

University of Colorado Medical Center

4200 E Ninth Ave

Denver, CO 80262
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In Reply.-

We are pleased that Dr Miller agrees with the main
conclusion of our report that the prognosis for newborns

with intraventricular hemorrhage is not a hopeless one.
Knowing this outcome we, like Dr Miller, also wish to
know more precisely the other factors that contribute to
poor outcome. This can only be determined by quantify-
ing neurodevelopmental status as a part of a carefully

controlled prospective study.

K. S. KRISHNAMOORTHY, MD
D. C. SHANNON, MD

The Massachusetts General Hospital
Boston, MA 02114

FETAL DOSE IN OBSTETRIC RADIOGRAPHY

By image-intensification methods, the dose to the fetus can be reduced five-

fold during obstetric radiography (Hutton AP: Br J Radiol 52:735-740, 1979).

This result, based on an average fetal dose of 107 mrad, was achieved at the

Christie Hospital and Holt Radium Institute in Manchester, England, through

the use of low kilovolt technique and a rare-earth screen-film combination. This

reduction in dose should lessen the already small carcinogenic [and brain-

damaging] effects on the fetus of obstetric radiation.

Robert W. Mifier, MD
National Cancer Institute-NIH

Bethesda, Maryland




