




Al

One thing separates a Ki�
U from 9 Nuk

A Kip can t separate.
The Nuk Orthodontic Exerciser is a

fine product But as the Nuk people them-
selves warn on the back of their package,
you should always test it to be

sure that the nipple portion doesn’t i’.

A piece separate. ��1
of a Nuk. At The First Years, safety is a

virtual obsession. (Our Mothers’ Council wouldn’t
have it any other way.) So when we designed our
orthodontic pacifier, we did things differently.

The Kip Orthodontic Pacifier. � �ece.

One-piece for safety aD-soft for comfort.

To make Kip totally safe, we made it in one
piece. And safety is just one of its virtues.

Kip’s super-soft vinyl
stays soft. Without getting
sticky the way latex can.

Another Kip’s naturally shaped
piece. nipple resembles the soft,

soothing nipple of a nursing mother.
Kip’s soft shield pulls inward to h

keep growing teeth in proper alignme � S�I another.

The fact is, Kip offers every-
thing new mothers should
look for in an orthodontic
pacifier.

And unlike NuI#{231}Kip
offers it all in one piece.

Thj� One

c� 1982 The First Years, Avon, MA 02322. �UIU�IIJ�IIIIII1IIH�IIIIIIIIIIIIIIIIIIII









MANUSCRIPT PREPARATION
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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 Pe-
diatrics taking action in reviewing and editing my
submission 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 be prepared in the manner de-

scribed in Manual for Authors & Editors � 1981 by the
American Medical Association. See also “Uniform Re-
quirements for Manuscripts Submitted to Biomedical

Journals.” A current issue of PEDIATRICS should be con-
sulted for general style.

Three complete copies of the manuscript including
tables and illustrations must be supplied. All material

should be typed on white bond paper, 21.6 x 27.9 cm (8#{189}
x 11 in). Use double spacing throughout, including title

page, abstract, text, acknowledgments, references, tables,

and legends for illustrations.
The author’s style will be respected; however, writing

should conform to acceptable English usage and syntax,
and American Medical Association style preferences will

be observed. Titles should be concise and clear, subtitles
avoided. Terminology should follow Standard Nomencici-
ture 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 de-
partmental appointments unless necessary for special

reasons. Slang, medical jargon, obscure abbreviations,
and abbreviated phrasing should be avoided. Mathemat-

ical terms, formulas, abbreviations, and units of meas-
urement 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.

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
of 200 words or less, as well as up to five key words under
which the paper should be indexed. Authors should also

supply an alphabetical list of any unusual abbreviations
used and their definitions.

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 full presentation
of the Results obtained; a brief Comment or Discussion
on the significance of the findings and any correlation
with those of other workers; a paragraph headed Specu-
lation and Relevance, or Implications; and a Summary, in

brief, logical r#{233}sum#{233}which may include conclusions.

References must be numbered consecutively accord-
ing to their citation in the text. Abbreviations for journals

should be those listed in Index Medicus. The following
reference style (a modified form of that shown in “Uni-

form Requirements for Manuscripts Submitted to

Biomedical Journals”) will appear in the journal effective
with volume 71 (January 1983 issue):

Journal (list first three authors then et al):

1. Starzl TE, Klintmalm GBG, Porter KA, et al: Liver transplantation

with use of cyclosporin A and prednisone. N Engi J Med 1981;
305:266-269

Book

1. Kavet J: Trends in the utilization of influenza vaccine: An exami-

nation of the implementation of public policy in the United States,

in Selby P (ed): Influenza: Virus, Vaccines, and Strategy. New York,

Academic Press Inc, 1976, pp 297-308

Tables must be comprehensible to the reader without
reference to the text and typed (double-spaced) rather
than photographed. Each table should be typed on a
separate sheet, be numbered consecutively, and have a

brief title. Care should be taken to make tables as concise
and brief as possible.

Illustrations-Photographs of line drawings and any
other figures that are not composed simply of letters,
numerals, and routine symbols must be furnished. Do not
send original artwork or printed forms. A reasonable

number of black-and-white illustrations will be printed
from black-and-white glossies or film without charge.

Each illustration should be identified on its back, in-
dicating the number, author’s name, and “top.” They

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

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

of patients should be submitted only when written paren-
tal permission has been obtained. It is the responsibility

of the authors to obtain this permission and to keep it in
their files. If a figure has been published, acknowledge
the original source and obtain written permission for its
use from the coyright holder. Use cardboard inserts to
protect illustrations in the mail. Legends for figures are

to be on a separate sheet.
Color illustrations and other special processing involve

extra costs that are usually borne by the author. Manu-
scripts 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.

Statistical Guidelines-Authors should consult Alt-
man DG, et al: Statistical guidelines for contributors to

medical journals. Br Med J 1983;286:1485-1488 for ad-
vice concerning the presentation of the statistical aspects

of studies.
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DOUBLE DUTY
In your office; in their home ...

Recommend a healing friend for minor cuts, burns, and scrapes:

#{149}Broad antibacterial spectrum helps prevent bacterial contamination
and skin infection #{149}Helps reduce the number of bacteria on the treated area

#{149}Nonirritating; doesn’t sting #{149}Handy applicator tip
#{149}OTC convenience and economy

Description: Each gram contains: Aerosporin ‘ (Polymytin B Sulfate) 5,000 units,
bacitracin zinc 400 units, neomycin sulfate 5 mg equivalent to 3.5 mg neomycin base);
special white petrolatum qs; in tubes of 1 oz and #{189}oz and /32 oz )approx.) foil packets.

Indications: Therapeutically as an adjunct to systemic therapy when indicated), for
topical infections, primary or secondary, due to susceptible organisms, as in: . infected
burns, skin grafts, surgical incisions, otitis externa . primary pyodermas impetigo, ecthyma,
sycosis vulgaris, paronychia) . secondarily infected dermatoses (eczema, herpes, and
seborrheic dermatitis) . traumatic lesions, inflamed or suppurating as a result of bacterial
infection. Prophylactically the ointment may be used to prevent bacterial contamination in
burns, skin grafts, incisions, and other clean lesions. For abrasions, minor cuts and wounds
accidentally incurred, its use may prevent the development of infection and permit
wound healing.

Contraindicatlons: Not for use in the eyes or in the external ear canal if the eardrum
is perforated. This product is contraindicated in those individuals who have shown
hypersensitivity to any of its components.

Warning: Because of the potential hazard of nephrotoxicity and ctotoxicity due to neomycin,
care should be exercised when using this product in treating extensive burns, Irophic
ulceration and other extensive conditions where absorption of neomycin is possible. In
bums where more than 20 percent of the body surface is affected, especially if the patient
has impaired renal function or is receiving other aminoglycoside antibiotics
not more than one application a day is recommended.

When using neomycin-containing products to control secondary infection in the chronic
dermatoses, it should be borne in mind that the skin is more liable to become sensitized
to many substances, including neomycin. The manifestation of sensitization to neomycin
is usually a low grade reddening with swelling, dry scaling and itching; it may be manifest
simply as a failure lx heal. During long-term use of nexmycin-containing 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 onwithdrawing the medication.
Neomycin-containing applications should be avoided for that patient thereafter.

Precautions: As with other antibacterial preparations, prolonged use may result in
overgrowth of nonsusceptible organisms, including fungi. Appropriate measures should
be taken if this occurs.

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.
Otxtoxicity and nephrxtoxicity have been reported (see Warning section).

Complete literature available on request from Professional Services Dept. PML.
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You
CAN

COUNT
ON PREP

PREP, the continuing medical education pro-
gram that pediatricians can count on to ...

. keep up with general developments in pediatrics

. achieve specific learning objectives

. balance costs with a quality learning experience

PREP (Pediatrics Review and Education Pro-
gram) is a self-assessment medical education
program developed by the American Academy
of Pediatrics for the practicing pediatrician.

PREP materials help you evaluate, reorganize,
and reinforce your existing knowlege in pediat-
rics, as well as add new information of practical
value. In fact, many physicians find that PREP
materials cover special problems and aspects
specifically relating to their individual practice.

PREP materials, which include multiple choice
questions, patient management problems, as well
as review articles, are designed so that each
physician tests his/her own strengths and weak-
nesses. Because answers, critiques, and refer-
ences are also included, there is immediate
feedback, and each physician can use this infor-

mation to plan his/her specific learning objec-
tivesforthe year.

The PREP program helps the physician balance
costs with the quality of learning experience. The
PREP materials are sent to each participant and
can be completed at the physician’s conveni-
ence. A total of 30 Category I credits may be
earned each curricular year-without the added
cost of travel and lodging.

PREP annual fees continue to be a bargain at
$60.00 for Fellows of the Academy, $45.00 for
Junior Fellows, and $110.00 for non-members.
(An additional registration fee of $25.00 must
accompany your enrollment form.)

Enroll now and join over 15,000 pediatricians who
count on PREP for their continuing medical
education.

For more information, call, toll-free, 800/323-0797,
or write to:

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



Indications: For rhe symptomatic treatment of bronchospasm associated with such condo

ee 0 0 co o tionsosbronchialasthma chronicbronchitis andpulmonaryemphysema
Dosage: Treatment should be initiated at I 50 mg rheophylline every 6 hours for adults
and 4 mg’kg every 6 hours for children The usual recommended dosages areAdults: I -2
capsules or I -2 tablespoons( 15 ml) liquid every 6-8 hours Children 9 to 12: 4-5 mg
theophylline/kg body-weight every 6-8 hours. Children under 9: 4-6 mg rheophylline/kg

ri-i I I bodyweight every 6-8 hours. When necessary to achieve greater efficacy rheophylline
I I i I I dosage may be cautiously adjusted upward. Serum rheophylline dererminarions are help-

. ful in monitoring therapeutic progress. When dosages exceed the usual recommended

P reserv t�iv ranges serum determinations are essential In the absence of side effects. the dosage maybe titrated upward cautiously by increments of no more than 25#{176}cof previous dose. in-
. . creasing the dose no more than every third day until rhe desired clinical response is ob-

. free of add inve- rained. If nausea, vomiting or other evidence of toxicity occurs. omit one dose and
resume treatment at a lower dose.

. Warnings: Do nor administer more frequently than every 6 hours. or within 12 hours after

Ifl uce SI e e ec rectal dose of any preparation containing rheophylline or aminophylline. Do nor give
other compounds containing xanthine derivatives concurrently
Precautions: Use with caution in patients with cardiac disease. heparic or renal impair-
menr. Concurrent administration with certain antibiotics. i. e� clindamycin erythromycin.

I Ifli liii rroleandomycin. may result in higher serum levels of rheophylline. Plasma prorhrombin
and factor V may increase, but any clinical effect is likely to be small. Merabolites of
guaifenesin may contribute to increased urinaty 5-hydroxyindoleoceric acid readings.

#{174}when determined with nirrosonaphthol reagent. Safe use in pregnancy has nor been es-
tablished. 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 gasrric mucosa. with possible

gastric discomfort. nausea. and vomiting. The frequency of adverse reactions is related to
the serum rheophylline level and is nor usually a problem at serum rheophylline levels be-

low 20 mcg/ml
How Supplied: Capsules. containing theophylline (anhydrous) 150 mg and guaifenesin

“‘�“ “�“ , “1 “� ‘� 90 mg. in borrles of 100 and 1000 and unit-dose packs of 100: Liquid in bottles of 1 pint
theophylline (anhydrous) 150 mg and 1 gallon.
and guaifenesin 90 mg See package insert for complete prescribing information.

IVIeagjil ITI’E!JiJflPHARMACEUTICAL DIVISION

c 1980 Mead Johnsos & Company #{149}Eyansy,lie ind,ana 47772t U.S.A MJL 0 4497
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The Therapeutic Benefits:
Efficacy and Taste Enhance
Compliance
. Four different formulations for individualized

therapy for patients with a range of common
coughs and associated symptoms

. Recognized active ingredients for effective
cough relief

. Creamy texture and pleasant-tasting fruit
flavors to enhance patient compliance:
cherry, orange, raspberry, and black cherry

Clinical Results CREMACOAT proven to significantly reduce cough frequency better than
Overview conventional cough syrup or placebo within the first hour

Data an file, Medical Department, Richardsan’Vicks Inc.
vEach 5 ml. of U.S.P. syrup containing 100 mg. of guaifenesin in 5 ml. of palatable syrup; alcohol 3.5%.
To obtain abstracts of these studies, write to Vicks Pharmacy Products Division. Ten Westport Road, Witton, CT 06897.

Effective Cough Medicines for Every Member of the
Family ... Including Children

Adult dose: 3 tsp; Children (6-12 years): 1#{189}tsp; children (2-6 years): #{190}tsp.
(CREMACOAT 4 is not recommended for children under 6 years unless directed by physician.)

cREMAcOAT’- I CREMA�OAT� 2 �REMA�OAT’ 3 �R�M�OAT’ 4
Antitussive
Contents per 15 ml. :
Dextromethorphan
Hydrobromide 30 mg.
Alcohol 10%

Expectorant
Contents per 15 ml.:
Guaifenesin (Glyceryt
Guaiacolate) 200 mg.
Alcohol 10%

Antitussive/Decongestant/ Antitussive/Decongeslant/
Expectorant Antihistamine
Contents per 15 ml. : Contents per 15 ml.:
Dextromethorphan Dextromethorphan
Hydrobromide 20 mg. Hydrobromide 20 mg.
Phenylpropanolamine Phenylpropanolamine
Hydrochloride 37.5 mg. Hydrochloride 37,5 mg.
Guaifenesin (Glyceryf Doxylamine Succinate
Guaiacolate) 200 mg. 7,5 mg.
Alcohol 10#{176}/a Alcohol 1O%
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The Clinical Difference:
Better Cough Relief Than
Conventional Thin
Cough Syrup
New CREMACOATTM cough medicine, when
compared to conventional thin cough syrup,
provides significantly better cough reduction
within the hour immediately after dosing. Clinical
studies show CREMACOAT statistically better in
reducing cough, even before systemic action
takes effect.

CREMACOAT Clinical Summary
Acute Cough SIudy Chronic Cough SIudy Induced Cough SIudy

Study
Design

Randomized clinical
trial lparallel study de-
signl 35 patients with
cough due to URI

Randomized clinical
trial lcross-over study
designl 48 patients
with cough due to
chronic bronchitis

Randomized clinical
trial Icross-over study
designl 60 sublects
with cough induced by
a standard citric-acid
aerosol technique

Treatment
Groups

CREMACOAT 1200
trig Guaifenesinl
Conventional
Cough Syrup 1200
rig Guaitenesinli

Placebo

CREMACOAT 1200
mg Guaitenesinl
Conventional
Cough Syrup (200
mg Guailenesin(t

CREMACOAT (200
mg Guaitenesinl
Conventional
Cough Syrup (200
mg Guaitenesin)t

Study
Parameters

0b�ective Tape-
recorded coughs
Sublective
Change in cough
Cough relief

Oblective Tape-
recorded coughs

Ob)ective Tape-
recorded coughs

The Physical Difference:
Superdemulcency
. Creamy formula soothes and coats cough-

irritated throats

. Shields vulnerable cough receptors in the
oropharynx and hypopharynx from repeated
irritation

Recommend New Superdemulcent

Superdemulcency for Clinically Better Cough Relief



Memorial and Endowment Fund for Children

The J’tlefl1t)ri�Il and Endown�ent Ftitxl for Children �vas estal)lIShed in 197’i by the Excc.’u

tive B()drd for the PfiflhilTY fitlfp()Se of making financial resotirces available’ to Pr;kti1’in�

pediatricians to eflt’otIra)�e and assist theni in acconiplishin,t� investigation and research
that s�’ill improve the health and welfare of children,

Four pediatricians recently received grants ranging to S2.50() for their clinical research.

The number and sue of future grants to be distributed to Fellows depend entirely upon

the generosity of your contributions to the Fund.

Please mail �our donations to:

Fund Administrator
AMERICAN ACADEMY OF PEDIATRICS

1801 Hinman Avenue
Evanston. Illinois 60204

Why

America’s “Safety First” Car Seat.
FIRST CAR SEAT
WITH SAFETY SHIELD

FIRST CAR SEAT
DESIGNED FOR
INFANTS & TODDLERS

FIRST CAR SEAT
WITH SAFETY LATCH

THE CAR SEAT PROVEN
CRASH WORTHY IN 10
YEARS OF DYNAMIC
SLED TESTS

FIRST CAR SEAT WITH
MULTIPLE UPRIGHT-TO-

RECLINE POSITIONS

RECOMMENDED BY
PEDIATRICIANS;

CLINICS &
HOSPITALS

Bobby Mac the only car seat you’ll ever need
FITS CHILDREN FROM BIRTH TO CAR SEAT GRADUATION

Meets or exceeds all Federal motor vehicle safety standards NO TETHER STRAP REQUIRED!

� A Division of ��UESTOR Bobby Mac, Infanseat, Kantwet, Evenflo, Lullabye, Baby Line. 1801 Commerce Drive, Piqua, Ohio 45356

AMERICAN ACADEMY OF PEDIATRICS
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RYIIM 11111
Each capsule-shaped tablet contains: phenylephrine
tannate, 25 mg; chlorpheniramine tannate, 8 mg;
pyrilamine tannate, 25mg.

Please see following page for brief summary of prescribing information.

© 1983 Carter-Wallace, Inc. WY 1322



Continuing
Medical

Education 1 983-84

PLAN NOW TO ATTEND CME COURSE # 4 ...

EMERGENCY MEDICINE AND
NEUROLOGY

December 8-10, 1983

The Williamsburg Hospitality House

Williamsburg, Virginia

Developed in cooperation with the A.A.P. Sections
on Emergency Medicine and Neurology. This
course will address two important areas of interest
to the pediatrician-Emergency Medicine and
Neurology. More specifically, the program is de-
signed to increase your working knowledge of
common pediatric emergencies, including poison-
ing, trauma, and drowning, and the pediatrician’s
role in their treatment. In addition, current in-
formation will be presented about the evaluation
and management of patients with seizures and
learning disabilities.

The program is scheduled in half-day sessions in
early December, to give you the opportunity to see
Colonial Williamsburg and the surrounding areas
during this lovely holiday season. AMA Category I
and PREP Credit: 16 hours.

GUEST FACULTY

Martha Bushore, M.D., FAAP
Peggy C. Ferry, M.D., FAAP

James V. Hillman, M.D., FAAP
Stephen Ludwig, M.D.

Harvey S. Singer. M.D., FAAP

COURSE MONITOR

Sarah S. Long, M.D., FAAP

TUITION FEES

AAP Junior Fellow $190.00
AAP Fellow $235.00
Non-Member Physician $295.00

#{149}Detailed information about this course, along
with a course registration form, will be for-
warded to you upon request.

#{149}For further information, please contact:

Jean Dow
Department of Education
American Academy of Pediatrics
P.O. Box 1034
Evanston, IL 60204

Or phone toll-free: (800) 323-0797

WALLACE LABORATORIES
Division of Carter-Wallace. Inc
Cranbury. New Jersey 08512

American Academy of Pediatrics
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For symptomatic relief
that’s easy to take

RYW1TAN#{174}
PEDIATRIC SUSPENSION
B.I.D.

RYIIAT#IN#{174}
TABLETS
B.I.D.

Beforeprescribing, please refer to fullproduct information.
a briefsummary ofwhich follows:

Indications and Usage: ‘Rynatan is indicated for
symptomatic relief ofthe coryza and nasal congestion
associated with the common cold. sinusitis, allergic mints
and other upper respiratory tract conditions. Appropriate
therapy should be provided for the primary disease.

Contraindications: ‘Rynatan is contraindicated for
newborns. nursing mothers and patients sensitive to any
of the ingredients or related compounds.

Warnings: Use with caution in patients with hypertension.
cardiovascular disease. hyperthyroidism, diabetes, narrow
angle glaucoma or prostatic hypertrophy. use with caution
or avoid use in patients taking monoamine oxidase (MAO)
inhibitors This product contains antihistamines which may
cause drowsiness and may have additive central nervous
system (CNS)effects with alcoholor other CNS depressants
(e.g., hypnotics. sedatives, tranquilizers)

Precautions: General Antihistamines are morelikely to
cause dizziness. sedation and hypotension in elderly
patients. Antihistamines may cause excitation, particularly in
children, but their combination with sympathomimetics may
cause either mild stimulation or mild sedation.

Information forPatients. Caution patients against drinking
alcoholic beverages or engaging in potentially hazardous
activities requiring alertness, such as driving a car or
operating machinery, while using this product.

Druglnteractions: MAO inhibitors may prolong and intensify
the anticholinergic effects of antihistamines and the overall
effects of sympathomimetic agents.

Carcinogenesis, Mutagenesis, lmpairmentofFertility: No
longterm animalstudies have been performed with Rynatan

Pregnancy. Teratogenic Effects: Pregnancy Category C
Animal reproduction studies have not been conducted with
Rynatan. It is also not known whether Rynatan can cause
fetal harm when administered to a pregnant woman or can
affect reproduction capacity. Rynatan should be given to a
pregnant woman only if clearly needed.

Nursing Mothers. ‘Rynatan should not be administered to a
nursing woman.

Adverse Reactions: Adverse effects associated with
‘Rynatan at recommended doses have been minimal The
mostcommon have been drowsiness. sedation, dryness of
mucous membranes. and gastrointestinaleffects. Senous
sideeffects with oral antihistamines or sympathomimetics
have been rare.

Note: Thefollowing sections areoptionaland may beomitted

Overdosage: Signs & Symptoms-may vary from CNS
depression to stimulation (restlessness toconvulsions)
Antihistamine overdosage in young children may lead to
convulsions and death. Atropine.like signs and symptoms
may be prominent.

Treatment-Induce vomiting if it has not occurred
spontaneously. Precautions must be taken against aspiration
especially in infants, children and comatose patients. If
gastnclavage is indicated, isotonic or half-isotonic saline
solution is preferred. Stimulants should not be used. If
hypotension is a problem, vasopressor agents may be
considered.

Dosage and Administrat#{232}on:Administer the recommended
doseevery 12 hours.
‘Rynatan Tablets: Adults-i or 2 tablets
Rynatan Pediatric Suspension: Children oversix years of
age-S to 10 mIll to 2 teaspoonfuls); Children two to six
years of age-2.5 to 5 ml)’/s to i teaspoonful); Children under
two years of age-Titrate dose individually.

How Supplied
Rynatan Tablets buff, capsule-shaped, compressed tablets
in bottles of 100 (NDC 0037-0713-92) and bottles of 500
(NDC 0037-0713-96)

‘Rynatan Pediatric Suspension: dark-pink with strawberry-
currant flavor, in pint bottles )NDC-0037.0715-68)

Storage: Rynatan Tablets-Store at room temperature.
avoid excessive heat-)above 40�C/104’F).

‘Rynatan Pediatric Suspension-Store at controlled room
temperature-between i5�C-30’C )59’F-86’F); protect from
freezing. Issued 1/82



‘Fhere� a NUK Nipple for the’
Evenfiok nurser.

The NUK Nipple shape is
designed to simulate a
mother� breast during
feeding.
(Plavtex5 version sho�vn.(

There� a NUK Nipple for the
Plavtex � nurser.

WF�y ift smart t�
m babieswoik ft

The soft, flat, slender
neck helps keep baby’s lips

closed, encouraging nasal

breathing.

In order to extract milk,
the baby must exercise his
bottom jaw to actually

strip the liquid out.

hole aims up during

so milk won’t simply
the baby� throat.

When an infant takes milk from a mother’s breast
there� a lot that goes on beyond just satisfying a little
hunger.

There’s the natural sucking action. The contraction
and release of certain muscles. The movement of the

I . . � jaw. The strategic positioning
� tongue.
/Iilk doesn’t simply pour out of
�east. It has to be systematically,
almost mechanically pumped

away. An instinctive routine
that enables a baby to feed
while exercising and devel-
oping important muscles.

And if mothers were to
tell us that a well-fed, well-
exercised baby has a better

temperament and sleeps bet-
ter, we wouldn’t be surprised.

The NUK#{174}Orthodontic
Nipple was designed to perform like a mother’s
breast.

This unusual shape is designed to simulate the
configuration of a breast during feeding. Every con-
tour has a purpose.

In fact, the NUK Nipple is the original ortho-
dontic shape.

When the nipple is positioned for feeding,
the hole is on the top so milk hits the roof
of the mouth mixing with saliva for
easy digestion.

nipples so a
And the rest

dation for good,
hard sucking.

As you can �
see NUK Nipples
are available to fit all
major brands of
nursers. So you
can recommend ,.

NUK Nipples .

to mothers no mat- ‘

ter what Nurser
they’re currently
using.

The NUK
Nipple is part of a

V complete family of
NUK#{174}products all There� a NUK Nipple for the

� designed to help a �rbor1 nurser.
� baby�s oral development. We also supply pacifier-

\ teethers, pacifier-exercisers, nursers, teething gel

I : ‘� � � � and other iine products.
#{174} Reliance Products Corp.,

108 Mason St., P.O. Box 1220,
Woonsocket, RI 02895.
A subsidiary of Gerber Products
Company.

- � _iI�� NUK is a licensed trademark owned by

T�’� Mapa GmbH, Gummi-und Plastikwerke,
- ,,� 7 .. Zeven, Federal Republic of Germany.

-�. . .-# © 1983 Gerber Products Company.









Improved Formulation

C
S#{174}

md

1\bw, Nutritionally Closer to Breast Milk
for Good Growth and Development.

Today’s Enfamil A Significant
Advance in Product Formulation

Improved Formulation Enfamil has been
designed to give your babies an infant formula
that is nutritionally unsurpassed. When
breast-feeding is not chosen, unsuccessful,
inappropriate, or stopped early, Today’s
Enfamil is the newest, most advanced
alternative.

60 Whey Protein: 40 Casein Ratio
Today’s Enfamil is formulated with a 60:40

whey protein/casein ratio that brings it closer
than ever to breast milk. The whey protein
predominant formulation provides abundant
levels of essential amino acids and brings the
cystine amino acid level closer to that found in
breast milk.

All Vegetable Oil Fat Blend
Today’s Enfamil uses a fat blend of 55%

coconut: 45% soy oil. The polyunsaturated
fatty acid (PUFA) level is within the range of
breast-milk values. Studies show that fat
absorption is greater than 90% with the new
blend-about the same as breast milk.

Appropriate Sodium Content
The reduced minerals whey used in Today’s

Enfamil permits the sodium content to be
close to the midpoint of the CON/AAP range.

Calcium: Phosphorus Ratio-i .5:1
This calcium/phosphorus ratio is closer to

breast milk than other routine infant
formulas. The levels have been clinically
validated to provide excellent growth and
development in infants, and to promote
excellent calcium absorption.

100% Lactose
Improved Formulation Enfamil uses 100%

lactose-the carbohydrate found in breast milk
to assure good calcium absorption.

Thoroughly Tested
Today’s Enfamil is the result of more than

seven years of product development,
laboratory, preclinical, and clinical testing.
Clinical testing included Metabolic Balance
studies, 112-Day Growth studies, and
Acceptance and Tolerance studies.

You and your parents can be assured of product quality and performance.

A Ibtal Commitment to the

Future of Infant Nutrition

Mea�m
NUTRITIONAL DIVISION



BOOKS RECEIVED

Infectious Mononucleosis, Praeger Monographs in Infectious Disease, Vol I. D.
Schlossberg. New York, Praeger, 1983, $37.50, 287 pp.

The Mind of the Child Who Is Said to Be Sick. D. R. Copeland, B. Pfefferbaum,
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Please send me:
�copies,

“Perinatal Manual”

@$25.0O

American Academy
of Pediatrics

American College
of Obstetricians and

Gynecologists

Available Now-
New Perinatal Handbook!

The new Guidelines for
Perinatal Care is required
reading for all physicians and
nurses who care for pregnant
women and newborns-before,
during, and after delivery. It
details the joint recommen-
dations of the American
Academy of Pediatrics and the
American College of Obste-
tricians and Gynecologists.

A Unique Approach. For the
first time, you can rely on a
guide that combines the
expertise of two specialties.
This is a resource with:
. increased emphasis on

family-centered care and
regional health care delivery

. detailed discussion on
high-risk considerations

#{149}guidelines for organizing
facilities, personnel, and
services

#{149}useful listings of resources
and recommended readings.

Order Now. Fill in the coupon
for your copy. Or, charge it by
calling TOLL-FREE:
1-800/323-0797.
MasterCardNisa accepted.

A publication by

-

Mail to:
American Academy

of Pediatrics (AAP)
Publications

Department
P.O. Box 1034
Evanston, IL 60204

L Check enclosed, payable to
AAP.

� Bill me. (Formal purchase order
required.)

E Bill me for UPS delivery within
2 weeks.

Name

Address

I City State�Zip

I �AAP Member. lD# ______________
I (required for processing):�Non-member

I Charge it! Call toll-free: 1-800/323-0797
L
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BicIIIin#{174}C-SR �
(penicillin G benzathine and
penicillin G procaine suspension)

for deep IM injection only

Dscrlptlon Each TUBEX cartridge (2 ml size) contains 1,200,000 units of
penicillin comprising: 900,000 units penicillin G benzathine and 300,000 units
penicillin G procaine in a stabilized aqueous suspension with sodium citrate
buffer; and as w/v, approximately 0.5% lecithin, 0.55% carboxymethylcellulose,
0.55% povidone, 01% methylparaben, and 0.01% propylparaben.

Bicillin C-A 900/300 suspension is viscous and opaque. Read
“Contraindications,” “Warnings,” “Precautions,” and “Dosage and
Administration” sections prior to use.

IndIcatIons In children of all ages in treatment of moderately severe infections
due to penicillin-G-susceptible microorganisms susceptible to serum levels
common to this dosage form. Therapy should be guided by bacteriological
studies (including susceptibility testing) and clinical response.

NOTE: When high, sustained serum levels are required, penicillin G sodium or
potassium, lM or IV, should be used. This drug should not be used in venereal
diseases, including syphilis, gonorrhea, yaws, bejel, and pinta.

Foll�ing infections usually respond to adequate dosages:

Streptococcal infections Group A (without bacteremia). Moderately severe to
severe infections of the upper respiratory tract, skin and soft-tissue infections,
scarlet fever, and erysipelas.

NOTE: Streptococci in groups A, C, G, H, L, and M are very sensitive to
penicillin G. Other groups, including group D (enterococci� are resistant.
Penicillin G sodium or potassium is recommended for streptococcal infections
with bacteremia.

Pneumococcal infections. Moderately severe pneumonia and otitis media.

NOTE: Severe pneumonia, empyema, bacteremia, pericarditis, meningitis,
peritonitis, and arthritis of pneumococcal etiology are better treated with
penicillin G sodium or potassium during the acute stage.

Contr&ndlcatlons Previous hypersensitivity reaction to any penicillin or to

procaine.

Do not inject into or near an artery or nerve.

Warnings Serious and occasionally fatal hypersensitivity (anaphylactoid)
reactions have been reported in patients on penicillin therapy. Although
anaphylaxis is more frequent foll�Mng parenteral therapy, it has occurred with
oral penicillins. These reactions are more apt to occur in individuals with
history of sensitivity to multiple allergens.

There have been well-documented reports of individuals with history of
penicillin hypersensitivity reactions who experienced severe hypersensitivity
reactions when treated with a cephalosporin. Before penicillin therapy, carefully
inquire about previous hypersensitivity reactions to penicillins, cephalosporins,
and other allergens. If allergic reaction occurs, discontinue penicillin and treat
patient with usual agents, e.g. , pressor amines, antihistamines, and
corticosteroids.

Inadvertent intravascular administration, including inadvertent direct
intraarterial injection or injection immediately adjacent to arteries, of Bicillin
C-A 900/300 and other penicillin preparations has resulted in severe
neurovascular damage, including transverse myelitis with permanent paralysis,
gangrene requiring amputation of digits and more proximal portions of
extremities, and necrosis and sloughing at and surrounding the injection
site. Such severe eftects have been reported following injections into the
buttock, thigh, and deltoid areas. Other serious complications of suspected
intravascular administration which have been reported include immediate
pallor, mottling or cyanosis of the extremity both distal and proximal to the
injection site folk�wed by bleb formation; severe edema requiring anterior
and/or posterior compartment fasciotomy in the kmer extremity. The above-
described severe effects and complications have most often occurred in
infants and small children. Prompt consultation with an appropriate specialist
is indicated if any evidence of compromise of the blood supply occurs at,
proximal to, or distal to the site of injection. See “Contraindications,”
“Precautions,” and “Dosage and Administration.”

Quadriceps femoris fibrosis and atrophy have been reported foll�ing
repeated intramuscular injections of penicillin preparations into the
anterolateral thigh.

Injection into or near a nerve may result in permanent neurological damage.

Prcautlons Use penicillin with caution in individuals with histories of

significant allergies and/or asthma.

Care should be taken to avoid intravenous or intraarterial administration, or
injection into or near major peripheral nerves or blood vessels, since such
injections may produce neurovascular damage. See “Contraindications,”
‘Warnings,” and “Dosage and Administration.”

In streptococcal infections, therapy must be sufficient to eliminate the
organism; otherwise sequelae of streptococcal disease may occur. Take
cultures following completion of treatment to determine if streptococci have
been eradicated.

A small percentage of patients are sensitive to procaine. If there is a history of
sensitivity make the usual test: Inject intradermally 0.1 ml of a 1 to 2% procaine
solution. Development of an erythema, wheal, flare, or eruption indicates
procaine sensitivity. Treat sensitivity by usual methods, including barbiturates,

and avoid procaine penicillin. Antihistaminics appear beneficial in procaine
reactions.

Antibiotics may result in overgrowth of nonsusceptible organisms. Constant
observation of the patient is essential. If new infections due to bacteria or fungi
appear during therapy, discontinue drug and take appropriate measures.

Whenever allergic reactions occur, withdraw penicillin unless, in the opinion of
the physician, the condition being treated is life-threatening and amenable
only to penicillin.

In prolonged therapy with penicillin, and particularly with high-dosage
schedules, periodic evaluation of the renal and hematopoietic systems is
recommended.

Adverse Reactions Penicillin is a substance of low toxicity but does possess a
significant index of sensitization. These hypersensitivity reactions have been
reported: skin rashes, ranging from maculopapular eruptions to exfoliative
dermatitis; urticaria; serum-sicknesslike reactions, including chills, fever,
edema, arthralgia, and prostration. Severe and often fatal anaphylaxis has
been reported (see “Warnings�).

Dosage and AdminIstration Administer by DEEP, INTRAMUSCULAR
INJECTION in the upper, outer quadrant of the buttock. In infants and small
children, the midlateral aspect of the thigh may be preferable. When doses
are repeated, vary the injection site.

The Wyeth TUBEX cartridge for this product incorporates several features
designed to facilitate visualization of blood on aspiration if a blood vessel is
inadvertently entered.

The design of this cartridge is such that blood which enters its needle will be
quickly visualized as a red or dark-colored “spot.” This “spot” will appear on
the barrel of the glass cartridge immediately proximal to the blue hub. Prior to
injection, to determine where this “spot” can be seen, operator should first
insert and secure the cartridge in the TUBEX syringe in usual fashion. The
needle cover should then be removed and the cartridge and syringe held in
one hand with the needle pointing away from the operator. The glass cartridge
should then be rotated by turning the plunger of the syringe clockwise until the
flat bevel at the tip of the needle is pointing upward and is horizontal when
viewed directly from above. An imaginary straight line, then drawn from the
middle of the flat bevel to the back edge of the blue hub where it joins the
glass, will point to the area on the glass cartridge where the “spot” can be
visualized. (In this same area in some cartridges, a dark spot mag sometimes
be visualized prior to injection. This is the proximal end of the needle and does
not represent a foreign body in, or other abnormality of, the suspension.)

Thus, before the needle is inserted into the selected muscle, it is important for
the operator to orient the flat bevel of the needle so that any blood which might
enter after its insertion and during aspiration can be visualized in the area of

the cartridge where it will appear and not be obscured by the metal syringe or
other obstructions.

After selection of the proper site and insertion of the needle into the selected
muscle, aspirate by pulling back on the plunger. While maintaining negative
pressure for 2-3 seconds, carefully observe the barrel of the cartridge in the
area previously identified (see above) for the appearance of a red or dark-
colored “spot.”

Blood or “typical blood color” may not be seen if a blood vessel has been
entered-only a mixture of blood and Bicillin C-R 900/300. The appearance of
any discoloration is reason to withdraw the needle and discard the glass

TUBEX cartridge. If it is elected to inject at another site, a new cartridge should
be used. If no blood or discoloration appears, inject the contents of the
cartridge slowly. Discontinue delivery of the dose if the subject complains of

severe immediate pain at the injection site or if, especially in infants and young
children, symptoms or signs occur suggesting onset of severe pain.

Some TUBEX cartridges may contain a small air bubble which may be
disregarded since it does not affect administration of the product. Because of
the high concentration of suspended material in this product, the needle
may be blocked if the injection is not made at a slow, steady rate.

Streptococcal infections Group A-Infections of the upper respiratory tract, skin
and soft-tissue infections, scarlet fever, and erysipelas.

A single injection of Bicillin C-A 900/300 (penicillin G benzathine and penicillin
G procaine suspension) is usually sufficient for the treatment of Group A
streptococcal infections in children of all ages.

Pneumococcal infections (except pneumococcal meningitis): One TUBEX
Bicillin C-A 900/300 repeated at 2- or 3-day intervals until the temperature is
normal for 48 hours. Other forms of penicillin may be necessary for severe
cases.

How Suppli&i In 2 ml TUBEX� Sterile Cartridge-Needle Units in packages
of 10.

See package insert for references.
Ph,Iadelph,a. Pa 910





I Hepaninsodium should be used with extreme caution
I in disease states in which there is an increased

L danger of hemorrhage.

HepvLock PF
Preservatlw-ftee
(heparin lock flush solution, USP)

INDICATIONS AND USAGE
HEP-LOCK’ PF (Preservative-Free Heparin Lock Flush Solu-
tlofi. USPI is intended for intravenous flush to maintain the
patency of an indwelling intravenous catheter which is used
for intermittent intravenous therapy or blood sampling.
CONTRAINDICATIONS
Heparin Lock Flush Solution is not to be used for anticoagulant
therapy.

Hypersensitivity to heparin.
Inability to perform suitable blood coagulation tests, e.g., the
whole blood clotting time, partial thromboplaslin time, etc , at
required intervals. There is usually no need to monitor the
effect of low-dose heparin in patients with normal coagulation
parameters

Uncontrollable bleeding.

WARNINGS

Administration of Heparin Sodium Injection, USP, when used which interfere with platelet aggregation reactions (the main
in therapeutic dosage, should be regulated by frequent blood hemostatic defense of heparinized patients) may induce
coagulation tests. If these are unduly prolonged or if hemor- bleeding and should be used with caution in patients on
rhage occurs, heparin sodium should be promptly discontinued. heparin therapy.
See OVERDOSAGE section. While there is experimental evidence that heparin may antag-

Some of the conditions in which increased danger of hemor- onize the action of ACTH, insulin, or corticoids, this effect has
rhage enist are not been clearly defined
Cardiovascular- subacute bacterial endocarditis: arterial There is also evidence in animal experiments that heparin may
sclerosis: increased capillary permeability: during and im- modify or inhibit allergic reactions. However, the application
mediately following a) spinal tap or spinal anesthesia b)major of these findings to human patients has not been fully defined.
surgery, especially involving the brain, spinal cord, or eye. Larger doses of heparin may be necessary in the febrile state.
Hematologic - conditions associated with increased bleeding The use of digitalis, tetracyclines, nicotine, or antihistamines
tendencies such as hemophilia, some purpuras, and thrombo- may partially counteract the anticoagulant action of heparin.
cytopenia. An increased resistance to heparin is frequently encountered
Gastrointestinal-inaccessible ulcerative lesions and con in cases of thrombosis. thrombophlebitis, infections with
tinuous tube drainage of the stomach or small intestine. thrombosing tendency, myocardial infarction, cancer, and in

the postoperative patient.
Heparin sodium may prolong the one-stage prothrombin time.
Accordingly, when heparin sodium is given with dicumarol or PRECAUTIONS
warfarin sodium, a period of at least 5 hours after the last Because Heparin Sodium Injection is derived from animal
intravenous dose and 24 hours after the last subcutaneous tissue, it should be used with caution in patients with a
)intrafat) dose of heparin sodium should elapse before blood history of allergy. Before a therapeutic dose is given to such
is drawn, if a valid prothrombin time is to be obtained a patient, a trial dose of 1000 units may be advisable.
Drugs (such as acetylsalicylic acid, dextran, phenylbutazone, Heparin sodium should also be used with caution in the
ibuprofen, indomethacin, dipyridamole and hydrooychloroquine) presence of hepatic or renal disease, hypertension, during
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New
#{174}PF

i’reservative -Free
(heparin lock flush solution, USP)

Fulfilling a need
for a preservative-free solution.

EIkins-Sinn, Inc., the parenteral products
subsidiary ofthe A. H. Robins Company, proudly
announces the first Heparin Lock Flush Solution
specifically formulated for use in patients for
whom preservative agents are contraindicated.

Only HEP-LOCK#{174}PF is 100% additive-free:
it contains no benzyl alcohol, no parabens, no
chelating agents.

HEP-LOCK#{174}PF is the latest advance in
injectable therapy from Elkins-Sinn, a leader in
the manufacture of parenteral products.

� S ELKINS-SINN, INC.

I 2 Esterbrook LaneCherry Hill, NJ 08034(609) 424-3700

A subsidiary of A-H-ROBINS

menstruation, or in patients with indwelling catheters.
A higher incidence of bleeding may be seen in women over 60
years of age.
Caution should be exercised when administering ACD-con-
verted blood (i.e., blood collected in heparin sodium and later
converted to ACD blood), since the anticoagulant activity of its
heparin sodium content persists without loss for 22 days.
ACD-converted blood may alter the coagulation system of the
recipient, especially if it is given in multiple transfusions.
PREGNANCY
TeratogenicEffects - Pregnancy Category C.Animal
reproduction studies have not been conducted with heparin
sodium. It is also not known whether the drug can cause
fetal harm when administered to a pregnant woman or can
affect reproduction capacity. Heparin sodium does not cross
the placental barrier. Heparin sodium should be given to a
pregnant woman only if clearly needed. Special caution should
be used during the last trimester and in the immediate post
partum period.
NURSINGMOTHERS
Heparin sodium is not encreted in milk.

ADVERSE REACTIONS
Hemorrhage is the chief complication that may result from
heparin therapy. An overly prolonged clotting time or minor

bleeding during therapy can usually be controlled by with-
drawing the drug. See OVERDOSAGE section.

The occurrence of significant gastrointestinal or urinary tract
bleeding during anticoagulant therapy may indicate the
presence of an underlying occult lesion.
Adrenal hemorrhage with resultant acute adrenal insufficiency
has occurred during anticoagulant therapy. Therefore, such
treatment should be discontinued in patients who develop
signs and symptoms compatible with acute adrenal hemor-
rhage and insufficiency. Plasma cortisol levels should be
measured immediately, and vigorous therapy with intravenous
corticosteroids should be instituted promptly. Initiation of
therapy should not depend upon laboratory confirmation of the
diagnosis since any delay in an acute situation may result in
the patient’s death.
Intramuscular injection of heparin sodium frequently causes
local irritation, mild pain, or hematoma, and for these reasons
the route should be avoided. These effects are less often seen
following deep subcutaneous (intrafat) injection. Histamine-
like reactions have also been observed atthe site of injection.
Hypersensitivity reactions have been reported with chills, fever,
and urticaria as the most usual manifestations. Asthma,
rhinitis, lacrimation and anaphylactoid reactions have also
been reported. Vasospastic reactions may develop independent
of the origin of heparin, 6 to 10 days after the initiation of

therapy and last for 4 to 6 hours. The affected limb is painful,
ischemic and cyanosed. An artery to this limb may have been
recently catheterized. After repeat injections, the reaction may
gradually increase, to include generalized vasospasm with
cyanosis, tachypnea, feeling of oppression, and headache.
Protamine sulfate treatment has no marked therapeutic
effect. Itching and burning, especially on the plantar side of
the feet, is possibly based on a similar allergic vasospastic
reaction. Chest pain, elevated blood pressure, arthralgias,
and/or headache have also been reported in the absence of
definite peripheral vasospasm. Anaphylactic shock has been
reported rarely following the intravenous administration of
heparin sodium.
Acute reversible thrombocytopenia following the intravenous
administration of heparin sodium has been reported. Osteo-
porosis, and suppression of renal function following long-term,
high-dose administration, suppression of aldosterone syn-
thesis, delayed transient alopecia, priapism, and rebound
hyperlipemia following discontinuation of hepanin sodium, have
also been reported.

Copies of the complete package Insert may be obtained by
contacting the Professional Services Department.
Manufactured by Issued February 1983
ELKINS-SINN, INC. Cherty Hill, NJ 08034
A subsidiary ofA. H. Robins Company
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And antihistamines aren’t �
be much help any more.

Sure, they dry out a runny

at the start of a cold. But oi
congestion takes over, ther

reason to keep using dryin�
antihistamines that may
thicken secretions. Time

to switch from the “runny
nose cure”-antihistamines

Time for HEAD & CHEST.

With an effective decongesi

for blocked sinuses and an
expectorant for thinning of

respiratory secretions to
make coughs productive.

No antihistamine drying.

No antihistamine drowsine

Just decongestion and draE

JUST WHAT THE
AIRWAYS NEED ANTIHISTAMINE-FREE

)UID
�BLETS
�PSULES

decongestant/moIsturIzIng
expectorant

0 1983 by Procter & Gamble
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prescribing information.

ri’��� ARMOUR PHARMACEUTICAL COMPANY

1,) � Kankakee, Illinois 60901

M . a �

PEDIATRIC
Multi-Vitamins for InfusionH3226MV1-4-4/83

Armour introduces the
first multiple-vitamin
infusion to meet the
AMA/NAG guidelines
for parenteral use in
pediatric patients.
The only formulation ofits kind-� the
most convenient-MV.I. Pediatric is ready
for administration within 3 minutes of
reconstitution.

MV.!. Pediatric is prepared by lyophilization-
rapid freezing and dehydration-to give you a
highly stable product with a long shelflife. And
speaking ofshelves, that’sjust where you can
store MV.I. Pediatric, because it requires no
refrigeration until reconstitution.

Also, you won’t find propylene glycol in
MV.I. Pediatric, so there’s little chance of
inducing lactic acidosis in infants.

Please see accomp�nyirngp�ge for brief sumrnarv�f
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TELESENSORY
SYSTEMS INC.
P.O.Box 7455

Mounlain View. CA 94039-7455
Telephone (415) 960-0920

THE IDEAL
PEDIATRIC EXAM TABLE

QUIM2160
24” wide x 72” long x 36” high

High enough
for pediatric
exams, long

enough for adoles-
cent exams, and

economical enough for
muIt�room facilities.

Includes center drawer,
utility shelfand paper

holder. Sturdy hardwood
construction in attractive
walnut finish. Vinyl uphol-
stery in 14 decorator col-

ors. Shipped assembled.

Call orwritefor brochure

on examining tables.

Call Collect (617)871.3340.
In theBoston Area call

Toll Free 479-4440.

$410.00
FOB Norwell.MA

CUIMSCO
QUINCY MEDICAL SUPPLY CO., INC.
84 Accord Park Dr.,Norwell, MA 02061
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Brief Summary

M.V.L PEDIATRIC
Multi-Vitamins for Infusion
DESCRIPTION: M.V.I.� Pediatric is a lyophilized,
sterile powder intended for reconstitution and dilution
in intravenous infusions.
Each vial provides:
ascorbic acid (C) 80 mg
vitamin At (retinol) 0.7 mg(a)
ergocalciferolt (D) 10 mcg (b)
thiamine (B�) (as the hydrochloride) . . 1 .2 mg
riboflavin 5-phosphate sodium

(B2phosphate) 1.4mg
pyridoxine (66) (as the hydrochloride) 1 .0 mg
niacinamide 17.0 mg
dexpanthenol (d-pantothenyl alcohol) 5.0 mg
vitamin Et (dl-alpha tocopheryl acetate) 7 mg(c)
biotin 20 mcg
folic acid 140 mcg
cyanocobalamin (B12) 1 mcg
phytonadione (K,) 200 mcg
with mannitol 375 mg, sodium hydroxide for
pH adjustment, polysorbate 80 50 mg, polysorbate
20 0.8 mg, butylated hydroxytoluene 58 mcg,
butylated hydroxyanisole 14 mc�g.
tOil-soluble vitamins A, D. and E water solubilized
with polysorbate 80.
(a) 0.7 mg vitamin A equals 2,300 USP units.
(b) 10 mc� ergocalciferol equals 400 USP units.
(c) 7 mg vitamin E equals 7 USP units.
Muftivitamin formula for intravenous infusion:
M.V.l.’ Pediatric (Multi-Vitamins for Infusion) pro-
vides a combination of important oil-soluble and
water-soluble vitamins, formulated especially for
incorporation into intravenous infusions after recon-
stitution. Through special processing techniques, the
liposoluble vitamins A, 0, and E have been water
solubilized with polysorbate 80, permitting intra-
venous administration of these vitamins.
INDICATIONS AND USAGE: This formulation is
indicated as daily multivitamin maintenance dosage
for infants and children up to 11 years of age receiv-
ing parenteral nutrition.

It is also indicated in other situations where adminis-
tration by the intravenous route is required. Such
situations include surgery, extensive burns, fractures
and other trauma, severe infectious diseases, and
comatose states, which may provoke a “stress”
situation with profound alterations in the body’s
metabolic demands and consequent tissue depletion
of nutrients.
The physician should not await the development of
clinical signs of vitamin deficiency before initiating
vitamin therapy. The use of a multivitamin product
obviates the need to speculate on the status of
individual vitamin nutriture.
M.VI’ Pediatric (reconstituted and administered in
intravenous fluids under proper dilution) contributes
intake of these necessary vitamins toward main-
taming the body’s normal resistance and repair
processes.

Patients with multiple vitamin deficiencies or with
markedly increased requirements may be given
multiples ofthe daily dosage for two or more days
as indicated by the clinical status.

CONTRAINDICATIONS: Known hypersensitivity to
any of the vitamins in this product or a pre-existing
hypervitaminosis.

PRECAUTIONS
General: Unlike the adultformulation, M.V.I.’-12, this
product contains phytonadione (vitamin K,).

Drug interactions: M.V.I.� Pediatric is not physi-
cally compatible with DIAMOX� (acetazolamide)
500 mg, DIURIL’ Intravenous Sodium (chlorothia-
zide sodium) 500 mg, aminophylline 125 mg,
ampicillin 500 mg, or moderately alkaline solutions.
ACHROMYCIN’ (tetracycline HCI) 500 mg may
not be physically compatible with M.V.I.’ Pediatric. It
has been reported that folic acid is unstable in the
presence of calcium salts such as calcium gluconate.

Carcinogenicity: Carcinogenicity studies have not
been performed.
ADVERSE REACTIONS: Allergic reaction has been
known to occur following intravenous administration
of thiamine. This risk, however, is ne9ligible if the
thiamine is administered with other vitamins of the
B group.
HOW SUPPLIED: Boxes of 25 vials
(NDC 0053-0815-35) and cartons of 100 vials
(NDC 0053-0815-37).
See product circular for fuliprescribing information.

r�; ARMOUR PHARMACEUTICAL COMPANY
� Kankakee, Illinois 60901 U.S.A.
issued February 1983
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1. Conskler enzyme
activity.
Glucoamylase and maltase are more ac-
five than the more fragile brush border
enzymes sucrase and lactase in infants
with gasfrointestinal illness (Grade I vil-.
lus atrophy).

ENZYME ACFWITIES IN INTESTINAL BIOPSIES FROM

INFANTS WITH v��ious DEGREES OF VILLUS ATROPHY’

200 Normal Mucosal Morphology and Grade I Atrophy

a 180.� Maltase
.� 160 Enzyme

�. Loss
� 140 24.9%

;� E 120

.� .� 1 00 Sucrase

EE 80 Enzyme
b,.- Glucoamylase Loss Lactase�“� 60 Enzyme Loss 41 .6% Enzyme

.� 32.2% Loss

� 40 38.4%

�. 20

0

�(;lucoamy1ase and Disa;charidast’ A:tivities in Normal Subjm.ts and
in Patients with Mucosal Injury oftht’ Small Intestinr. Emanud
Etbenthal. ‘4.0.. and P.C. Itt. Phi).. J. Ptd.. 97:38l1.1l14. ti8o.

2. thoose the most
compatible
carbohydrate source.
Glucose polymers is the most compatible
carbohydrate for infants
feeding problems
trointestinal illness
by glucoamylase and
zymes most resistant to

©1982, Mead Johnson & Company #{149}Evansville, IN 47721 USA

L-K143



S #{149} .
S

35 Spedfy Pmsoijee.
The carbohydrate in ProSobee is 100%
glucose polymers* the most compatible
carbohydrate because it avoids reliance on
the more fragile brush border enzymes.
5As corn syrup solids

Available in three forms for every feeding
need: ready-to-use liquid, concentrated
liquid and powder.

ProSobee#{174}
. Lactose-free.
I Sucrose-free.

. 100% glucose polymers

For everyday 1eedin� problems
associated with milk sensitivity

Moa��im
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GENERAL INFORMATION

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, Colchester Avenue, Burlington, Vermont 05401.

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. M. Harry Jennison, Executive

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

Concerning subscriptions, renewals, and address changes should be sent to PEDIATRICS, P.O. Box 1034,

Evanston, Illinois 60204.

Please include the 8 digit number on your journal label for address changes.

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.

AU 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.

1
#{174} SUBSCRIPTION PROBLEMS?

To solve any subscription problems,

readers may call (312) 869-4255.

Sorry, but no collect calls, please.

For speedy service, refer to the 8 digit

number on your address label.

j
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PLAN NOW TO A1TEND CME COURSE # 5 ...

GENERAL PEDIATRICS

January 11-14, 1984
Marriott’s Mark Resort

Vail, Colorado

This General Pediatrics course will provide you
with both a review and updated information in the
following subspecialty areas of pediatrics: lnfec-

tious Diseases, Care of the Newborn, Endocrinol-
ogy and Metabolism, and Adolescence. Lecture

and workshop topics have been carefully selected
with an emphasis on the practical management of

specific pediatric problems. AMA Category I and

PREP Credit: 16 hours.

GUEST FACULTY

S. Douglas Frasier, M.D., FAAP--Endocrinology
Moses Grossman, M. D. , FAAP-lnfectious Diseases

Robert T. Hall, M.D., FAAP-Newborn

Charles E. Irwin, Jr., M.D., FAAP-Adolescence

Solomon Kaplan, M.D-Metabolism

COURSE MONITOR

Richard L. Schreiner, M.D., FAAP

TUITION FEES

AAP Junior Fellow $190.00
AAP Fellow $235.00
Non-Member Physician $295.00

. Detailed information about this course, along
with a course registration form, will be for-
warded to you upon request.

. For further information, please contact:

Jean Dow

Department of Education
American Academy of Pediatrics

P.O. Box 1034

Evanston, IL 60204

Or phone toll-free: (800) 323-0797
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CY#{231}IAPEN_�T A (cyclacillin)

CycIac�ll�n has less #{232}���t(O oci,�’,ty than othe dn�gs a’ the amp�c�l.
,,n class o�d ,ts use should be coof,oed to these ,od,coi,oos: Ireot�
ment of the follooing infections:

RESPIRATORY TRACT
Tonsilht�s and phoryngitis caused by G�oup A beta.
hemolyt�c streptococcj
Bronchitjs and pneumonia caused by S. pneumonioe (for.
merlyD. pneuman�ae)
Otit�s media caused by S. psseumon�oe (formerly 0. pneu�
mon�oe), H. nfluenzoe, and Group A beta�hemoIytic
streptococc�
Acute exacerbation of chronic bronchitis caused by I’S.

Though clin,cal improcement has been shamn, bacteriologic
cures cannot be espected n all patients acith chronic respira
tory disease due to H nfluenzae.

SKIN AND SKIN STRUCTURES (integumentary( infections caused

by Group A betahemolytic streptococci and staphylococci, non-
penicillinase producers.

URINARY TRACT INFECTIONS caused by E. coli and P mirabilis.
(This drug should not be used in any E. co1 and P mirab,lis infec-
tions other thon urinary tract

NOTE: Perfoim cultures and susceptibility tests initially and dur.
ing treatment to monitor effectiiieness of therapy and susceptibil-
ity of bacteria. Therapy may be instituted prior to results of

sensitis’ity testing.

Contraindi,otions Contraindicated in indisiduals osith history of
an allergic reoction to penicillins

warnings Cyclaciiiin shouid only be prescribed for the in-
dications listed herein.
Cyciacillin has less in vitro activity than other drugs of f he
ampicillin class. However, clinical trials demonstrated it is
efficacious for recommended indications.
Serious and occasional fatal hypersensitivity (anaphylac-
taid) reactions have been reported in patients on penicil-
lin. Although anaphylaxis is mare frequent fallowin
parenteral use, it has occurred in patients on oral penici -

ins. These reactions are more apt to occur in individuals
with history of sensitivity to multiple allergens. There are
reports of patienfs with history of penicillin hypersen-
sitivity reactions who experienced severe hypersensitivity
reactions when treated with a cephalosporin. Before peni-
ciliin therapy, carefully inquire about previous hypersen-
sitivity reactions to peniciilins, cephalospor�ns and other
allergens. If allergic reaction occurs, discontinue drug and
initiate appropriate therapy. Serious anaphylactoid reac-
tions require immediate emergency treatment with epine.
phrine. O.ygen, IV. steroids, airway management,
including intubation, should also be administered as
indicated.

Precautions Prolonged use of antibiotics may promote 00cr-
growth of nonsusceptible organisms. If superinfection occurs,

take appropriate measures.

PREGNANCY: Pregnoncy Category B. Reproduction studies per-
formed in mice and rats 05 doses up to 10 times the human dose
reoealet3 no cadence of impaired fertility or harm to the fetus due
to cyclacillin. There are, homeiser, no adequate and well-con-
trolled studies in pregnant women. Because animal reproduction

studies are not always predictioe of human response. use this
drug during pregnancy only it clearly needed.

NURSING MOTHERS: It is not known whether this drug is cx-
creted in human milk Because many drugs are, exercise caution
when cyclocillin is gixen to a nursing woman.

Adverse Reactions Oral cyclacillin is generally well tolerated.

As with other penicillins, untoward sensitixity reactions are likely.
particularly in those who preiiiously demonstrated penicillin
hypersensitisiity or with history of allergy. asthma, hay Seer. or

urticaria. Adverse reactions reported with cyclocillin: diarrhea (in
approximately 1 out of 20 patients treated(, nausea and vomiting
(in opprouimately 1 in 50(, and skin rash (in approximately 1 in

6O(. Isolated instances of headache, dizziness, abdominal pain,
vaginitis, and urticoria have been reported. (See WARNINGS)
Other less frequent adverse reactions which may occur and ore
reported with other penicillins ore anemia, thrombocytopenia,

thrombocytopenic purpuro, leukapenia, neutropenia and casino-
philia. These reactions are usually reversible on discontinuation of
therapy.

As with other semisynthetic penicillins, SGOT elevations have
been reported

As with antibiotic therapy generally, continue treatment at least
4B to 72 hours ofter patient becomes asymptomatic or until bac-
lena1 eradication is evidenced. In Group A beto-hemolytic
streptwcocco( infections, at least 10 days’ treatment is recom-
mended to guard against risk of rheumatic fever or glomerulone-
phritis In chroni curinar y tract infection, frequent bacteriologic

and clinical opproisal is necessary during therapy and possibly
for several months after. Persistent infection may require treat-
ment for several weeks.

Cyclacillin is not indicoted in children under 2 months of age

Patients with Renal Failure Cyclacillin may be safely administered
to patients with reduced renal function Due to prolonged serum
half-life. patients with various degrees of renal impairment may
require change in dosage level (see DOSAGE AND ADMINIS-
TRATION in package insert).

Dosage (Give in equally spaced doses)

INFECTION ADULTS CHILDREN�

Respirotvry
Tract
Tonsillitis & 250 mg q. i d body weight ‘20 kg
Pharyngitis (44 lbs( 125 mg t. i. d.

body weight ‘ 20 kg

Bronchitis and (44 Ibs) 250 mg t. id.

Mild or 250 mg q. i. d. 50 mg/kg/day q. id.
Moderate
Infections

Chronic SOOmgq.i.d. lOOmg/kg/dayq.i.d.

Ott’s Media 250 mg to 500 mg 50 to 100 mg/kg/day
q.i.d.� t.i.d.

Skin & Skin 250 mg to 5D0 mg 50 to 100 mg/kg/day�
Structures q i.d

Urinary ftact 500 mg q. id. tOO mg/kg/day

�Dosage should not result in a dose higher than that far adults.
depending on severity

How Supplied: Tablets 250 mg and 500 mg in bo,tles of tOO.
Oral Suspension 125 mg and 250 mg
per 5 ml in bottles to make 100 ml, �y�fh Laboratories
150 ml and 200 ml of Suspension. L1444v’ ,u.lvi’ u vu ‘9’fl�



Lower incidence of
diarrhea
Comparative clinical trials have
shown that CYCLAPEN-W#{174}

causes significantly fewer

incidences of diarrhea than

either amoxicillin’ or

*Due to susceptible organisms.

1. McLinn SE, et al: JPediatr 101:617, 1982.

2. Data on file, Wyeth Laboratories.

Great taste

CYCLAPEN-W#{174} Suspensions
have a great raspberry-punch
flavor that makes compliance

easy.

Copyright © 1983, Wyeth Laboratories.
All rights reserved.

Phdad&phia. Pa 19 101

Easy dosage schedule
And now the t.i.d. dosage

for otitis media* and strep
pharyngitis* in children
simplifies administration and
reduces the possibility of
missed doses.

More convenient-the 150 ml
package simplifies t.i.d. dosage.

See important information on adjoining column.



Nutritional risk.
A recent U.S. government survey’
showed that 55% of children,
ages one through five, received
less than 7�P,i; ofthe RDA2 for one
ormore keyvitamins or iron from
their diets. 87% received less than
100% RDA

These children came from all in-
come, ethnic and geographic groups
- they cannot be identified easily.

Research implications are that sub-
clinical nutritional deficiencies may
contribute to pennanently impaired
intellectual development during the
school years1

Canes risk.
Nearly ‘/� ofAmerican children,
ages two through eleven, do not
receive adequately fluoridated
water ordaily systemic fluoride
supplementatioit5- despite the
fact that fluoride-vitamin supplements
taken daily from birth can reduce the
incidence of caries 5O-7O%�’

Both the American Academy of
Pediatrics7 and the American Dental
Association8 recommend that chil-
dren, at least through age thirteen,
receive daily fluoride supplementation
where water contains less than optimal
fluoride levels.

Breast-fed infants and those on
ready-to-use formula can also benefit
from daily fluoride supplementation
until fluoridated drinking water is
regularly consumed.

Where appropriate, routine fluoride
supplementation offers unmistakable
dental health advantages to children
and, through decreased restorative
dental expense, unmistakable eco-
nomic advantages to parents.

RoutineVi�F1orM
supplementation

to help you guard appropriate
patients against caries risk and
nutritional risk.

Mea��m�
NUTRITIONAL DIVISION

P(ease see nex( page for brief summary of prescribing

information.

C 1983. Mead Johnson & Company

Evanedile. Indiana 47721 USA



CONTINUING
MEDICAL
EDUCA TION

PLAN NOW TO A1TEND CME COURSE # 6 .,.Description: Each 1 n� dose of POLY”iA.FLOR�
025 mg drops contains 025 mg of fluoride and certain
essential v5amins. Each POLY\AFLOR 1.0 rag chew
able tablet contains 1.0 mg fluoride and certain essential
etamsns. Each 1 ml dose of TRIM’FLOR’ 025 my
drops roth Iron contains 025 my of fluondeMtamins
A� D & C. and ferrous sulfate.

Indications and Usage It is well established that
fluoridation of the water supply 1 ppm fluoride) during
Ihe period oftooth development leads to a significant
decrease in the incidence of dental caries.

The American Academy of Pediathcs recommends
that children up 10 age 16, in areas where drinking water
contains less than optimal lewIs of fluoride, receive daily
fluonde supplementation for canes proph�ssds.

Warnings: As in the case ofall medications. keep out
ofthe reach of children.

Precautions: Before prescribing V�FLOR’#{176}products
the physician should determine the amount of fluoride
which the child ‘a receMng.The suggested dose should
not be exceeded since dental fluorosis may result from
continued Ingestion of large amounts of fluoride.

Mveme Reactions: Allergic rash and other khosyn
crasies have been rarely reported.

Dosage and Mminislratlon: As prescribed b�i the
phyaician. VI-FLOR 025 my drops provide fluoride in
drop loon for infants and �,xung children from birth to
2 �,rears of aye in areas where the drinkinywater contains
less than 0.3 ppm of fluoride and for children ages 2.3
wars in areas where the drinkinq�water contains 0.3
thro 0.7 ppm of fluoride. Each 1.0 ml supplies sodium
fluonde (025 my fluoride) plus certain essential tdtamlns.
hJ�f1�OR 1.0 chewable tablets contain fluoride for chil
dren over 3years of age in areas where water fluoride
is less than 0.3 ppm. Each tablet supplies sodium fluoride

1 0 my fluoridel plus certain essential vtiamins.

How Su,pplle& VI-FLOR Drops are supplied in 50 ml
bottles \)�flOR Chewable Tablets are supplied in botiles
of 100

AAP Junior Fellow
AAP Fellow
Non-Member Physician
Allied Health Professional

$190.00

$235.00
$295.00

$190.00

�‘l-SoI’ /Vl-FlorTMproducts are the na-
don’s most prescribed children’svltamln
and fluoride-vitamin supplements.
t:�,com,�iae detaibs. please consult full prescT*itng infomiaboti)

Mea�m
NUTRITIONAL DIVISION
Mead Johnson & Company
Evansialle. Indiana 47721 USA
C 19)0. MJ & Co L#{149}K1328-83
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Routine Vi�F1orM
supplementation

to help you guard appro-
priate patients against caries
risk and nutritional risk.
POLY-VI-FLOR’ 0.25 mgdrops
POLY-VI-FLOR 1.Omgtablets
ThI-VI-FI.OR#{149}O.25 mgdropsw/kon
Comb� BddSumma�
CAUTION: FEDERALI.AWPROHIBIISDIS-
PENSINGWrIHOU1N�ES�RIFflON

USDA Nabont�dcIeFood Co�,stimp�on’Surv�,con
dUcted 4/773/78 using Food and Nutrition Board
1980 Recommended Dietan� Allowances. Data
exclude nutrient conthbution from vsamin and mineral
supplements.

2 1980 Recommended Dedary Allc�vance.
3 Lubin B (ed): The role oftAtamir,s and minerals in

the schoolage child,in EssentialsforGrowth: The
Schoo(Age Child NewYork Medcom. 1982.4:3.

4 Fluoridation Census 1975. United States Public Health
SertAce Center for Disease Control.Apnl. 1977.

5 Data on file. Mead Johnson Nuthtional Di��sion.

6 Wet SH’,� Fluoride Supplementation in Moss Si led):
Pediatric Dental Care. NewYork Medcom. 1978. p 28.

7 Amencan Academ�of Pediatrics, Committee on
Nuthtion: Fluoride Sgp,plementation: Revtsed Dosage
Schedule, Pediathcs 63:1�0, 1979.

8. Accepted Dental Therapaulics Ed. 38. Chicago,
American Dental Association, 1979, p. 321.
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CME

GENERAL PEDIATRICS

January 26-28, 1984

Royal Sonesta Hotel

New Orleans, Louisiana

This General Pediatrics course will address five

subspecialty areas of pediatrics: Infectious Dis-

eases, Nephrology/GU Disease, Fluids and Elec-

trolytes, Learning Disorders, and Neonatology.

Lecture and workshop topics have been carefully

selected to provide the practicing pediatrician

with both a review and survey of the recent ad-

vances in these areas. AMA Category I and PREP
Credit: 16 hours.

GUEST FACULTY

Paul H. Dworkin, M .D., FAAP-Learning Disorders

Avroy Arnold Fanaroff, M.D., FAAP-Neonatology

Laurence Finberg, M.D., FAAP-
Fluids & Electrolytes

John E. Lewy, M.D., FAAP-Nephrology/GU
Robert H. Parrott, M.D., FAAP-lnfectious Diseases

COURSE MONITOR

David W. Van Gelder, M.D., FAAP

TUITION FEES

. Detailed information about this course, along
with a course registration form, will be for-
warded to you upon request.

. For further information, please contact:

Jean Dow
Department of Education
American Academy of Pediatrics
P.O. Box 1034
Evanston, IL 60204

Or phone toll-free: (800) 323-0797



Thesound Thesound
of otftis media of Aura�gan

OTIC SOLUTION

AURALGAN promptly relieves the pain and
reduces the inflammation of acute otitis
media so that a smile can replace the tears.
AURALGAN combines the topical analgesic
action of benzocaine with the decongestant
action of dehydrated glycerin -for relief of
pressureand pain.

While you r systemic antibiotic ta kes care
of the infection, AURALGAN takes care to
bring a smile to unhappy little patients. . and
their parents too.

Available on your prescription only.

BRIEF SUMMARY (For full prescribing information, see package circular.)
AURALGAN Otic Sdutlon
Each ml containS:
Antipyrine 54.0mg

Benzocaine . . .. 14.0mg
Glycerindehydratedq.s to lDml

(contains not more than 0.6% moisturel (also contains oxyquinoline sulfate(
INDICATIONS: Acute otitis media of various etiologies-prompt relief of pain and reduction of inflammation in the congestive and serous
sfages

adjuvant therapy during systemic antibiotic administration for resolution of the
infection

�ONTRAlNDICATIONS: Hypersensitivity to any of the components or substances
related to them In the presence of spontaneous perforation or discharge
DOSAGEANDADMINISTRAflON: Acuteotitis media: Instill AURALGAN, permitting
the solution to run along the wall of the canal until it is filled. Avoid touching the ear

with dropper. Then moisten a cotton pledget with AURALGAN and insert into meatus
Repeat every one to two hours until pain and congestion are relieved
HOW SUPPUED No 1000 AURALGAN� Otic Solution, in package containing 15 ml

0/2 fI ozt bottle with separate dropperscrew cap attachment.

For pain relief and quiet
JTION

__ ra 11
F�� AYtRST LABORATORIES________________New York, N.Y. 10017 8278/183





D.R.G. MADNESS

Effective Oct 1, 1983 hospital payment for Medicare patients will be based

on Diagnosis Related Groups. Each patient will be assigned to one of 468

Diagnosis Related Group (DRG) classifications based on the documentation in

the Medical Record at discharge. Hospitals then will be reimbursed at the fixed

rate for that particular DRG.

The strange examples listed below show how financially important it will be

to use certain diagnoses. Can you guess which diagnoses are going to be most

popular?

DRG No. Principal Diagnosis Rate

438 Alcoholism with Cirrhosis $1,920

202 Cirrhosis with Alcoholism 2,692

391 Newborn with Neonatal Jaundice 691

389 Newborn with ABO Incompatibility Jaundice 1,175

373 Term Pregnancy, Delivered 1,398

372 Pregnancy Delivered, Postpartum Hemorrhage 1,625
297 Dehydration with Gastroenteritis 1,500
182 Gastroenteritis with Dehydration 1,969

DONOR HOTLINE ESTABLISHED

A toll-free 24-hour hotline has been set up to facilitate retrieval and referral

of human organs needed for transplantation.

By dialing 800-24-DONOR, any physician anywhere in the country can notify

an organ procurement coordinator at the University of Pittsburgh of the
immediate or imminent availability of a liver, heart, or kidneys from a brain-

dead patient. The physician can then be put in touch with the nearest regional
procurement center, which can arrange delivery to an appropriate recipient.

The hotline was initiated by the North American Transplant Coordinators
Organization (NATCO) in an effort to overcome the serious shortage of post-

mortem organs for transplantation. “Postmortem organs are being recovered

from no more than 20% of potential donors,” according to Donald W. Denney,

director of organ procurement at the University of Pittsburgh. More than 6,000

patients are waiting for kidney transplants.

From Hospital Practice, September 1983, p 198.
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A nationally organized service of CMESat, Inc.

AN IMPORTANT ADVANCE IN
PROFESSIONAL MEDICAL EDUCATION

Recent developments in satellite telecommunications have made pos-

sible an important advance in professional medical education-PedSat�

This dynamic new educational system makes available the latest medical

knowledge to pediatricians across North America.

Through weekly lectures and conferences of the most up-to-date pro-

cedures, internationally recognized authorities in the field of pediatrics

present clinically useful information in a video-journal format which also

is ideal for demonstrating procedures such as new diagnostic techniques.

PedSat programs are produced under the guidance of an editorial board

headed by Dr. Alexander S. Nadas, chief of cardiology emeritus at The

Children’s Hospital Medical Center and professor of pediatrics at the

Harvard Medical School.

In the coming months, PedSat will carry CME Category I program-

ming directly to physicians’ homes, offices, hospitals and medical schools.

In many major metropolitan areas, PedSat will broadcast over local tele-

vision stations. In addition, programs will be available over the CBN cable

network and by direct satellite relay.

For the majority of pediatricians, PedSat programming will be avail-

able without charge. Individual subscriptions to PedSat-priced at less

than $3 per hour-are necessary only if CME credit is desired.

To receive PedSat, a physician simply presets a videotape recorder,

lets it automatically record each program, and then views PedSat at a

convenient time. Acquiring timely information no longer needs to be an

inconvenient time-consuming task. In addition, expenses typically associ-

ated with continuing medical education-time away from practice, travel,

accommodations, seminar fees - all can be substantially reduced.

For more information on PedSat, call or write:

PedSat
Information and Subscription Office
221 Longwood Avenue

Boston, Massachusetts 02115

(617)739-2746 SateIIIte�ReIaYed
p�n� Ed�on
�N1 Pediatiics

Editor Editorial Board

Alexander S. Nadas, M.D. Thomas Aceto, Jr., M.D. Lewis B. Holmes, M.D.
Chief of Cardiology Emeritus T Berry Braze/ton, M.D. Samuel L. Katz, M.D.

The Children’s Hospital Medical Center Michael I. Cohen, M.D. Robert B. Mel/ins, M.D.
Professor of Pediatrics H. William Fink, M.D. John H. Menkes, M.D.

Harvard Medical School Robert E. Greenberg, M. D. Frank H. Oski, M.D.
Warren E. Grupe, M.D. Julius B. Richmond, M.D.

Consulting Editor Robert J. Haggerty, M.D. Fred S. Rosen, M.D.
Mary Ellen Avery, M.D. William K. Schubert, M.D.
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...�# SCaring
,. for the Young
Athlete

�

As children and adolescents
become more active in sports,
you need more hard information
to provide the best medical
care.

The American Academy of
Pediatrics’ new book, Sports
Medicine: Health Care for
Young Athletes, provides this
information-with important
guidelines.

The book focuses on the special
needs of children in all phases of
sports activities. Included are
discussions on prevention and
management of sports-related
illness, injuries, and rehabilitation
for return participation. Specific
chapters deal with nutrition,
stress reduction, the female
athlete, physical training, and the
role ofthe athletic trainer.

This book is for every physician
who has been or will be involved
in sports medicine. As an advisor
to parents. As a team physician.
As the parent of a young athlete
from elementary school through
high school.

For your copy, please complete

the coupon. Or, charge it
by calling TOLL-FREE:
1-800-323-0797.

American

Academy of

Pediatrics

American Academy of Pediatrics (AAP)
Publications Department
P.O. Box 1034
Evanston, IL 60204

Please send me copies of Sports
Medicine: Health Care for Young Athletes

@ $15.00 each.

LI Payment of $_______ enclosed.
LI Bill me. Formal purchase order required.

LI Bill me for UPS delivery within 2 weeks.

Name

Address

Charge it! Order by phone: 1-800/323-0797
Mastercard/Visa accepted



GREAT EXPECTATIONS
become proven facts with . .

. Broad antibiotic spectrum #{149}PLUS hydrocortisone for relief of inflammation and pain

CortisporIn�Otic Suspension Sterile (Polymyxin B-Neomycin�Hydrocortisone) Warnings: As with other antibiotic preparations, prolonged treatment may result
Description: Each cc contains: in overgrowth of nonsusceptible organisms and fungi. If the infection is not improved
Aerosporin� (Polymyxin B Sulfate) 10,000 units. Neomycin sulfate equivalent to after one week, cultures and susceptibility tests should be repeated to verify the
3.5 mg neomycin base) 5 mg. Hydrocortisone 10 mg (1%). identity of the organism and to determine whether therapy should be changed.

The vehicle contains the inactive ingredients cetyl alcohol, propylene glycol, When using neomycin-containing products to control secondary infection in the
polysorbate 80, water for injection and thimerosal )preservative) 0.01%. chronic dermatoses, such as chronic otitis extema, it should be borne in mind that
Indications: For the treatment of superficial bacterial infections of the external the skin in these conditions is more liable than is normal skin to become sensitized
auditory canal caused by organisms susceptible to the action of the antibiotics, to many substances, including neomycin. The manifestation of sensitization to
and for the treatment of infections of mastoidectomy and fenestration cavities . neomycin is usually a low grade reddening with swelling, dry scaling and itching; it
caused by organisms susceptible to the antibiotics. ,1 may be manifest simply as a failure to heal. During long-term use of neomycin-
Precautions: This drug should be used with care in cases of perforated eardrum � / containing products, periodic examination for such signs is advisable and the patient
and in long-standing cases of chronic otitis media because of the possibility of t should be told to discontinue the product if they are observed. These symptoms
ototoxicity caused by neomycin. regress Quickly on withdrawing the medication. Neomycin-containing applications
Cortisporin’ Otic Solution Sterile (Polymyxin B-Neomycin-Hydrocortisone) .-- should be avoided for that patient thereafter.
Description: Each cc contains: Precaitlois: If sensitization or irritation occurs, medication should be discontinued
Aerosporin� (Polymyxin B Sulfate) 10,000 units. Neomycin sulfate (equivalent to promptly. Patients who prefer to warm the medication before using should be cautioned against
3.5 mg neomycin base) 5 mg. Hydrocortisone 10 mg 1%). heating the solution above body temperature, in order to avoid loss of potency.

The vehicle contains the inactive ingredients cupric sulfate, glycerin, hydrochloric acid, propylene Treatment should not be continued for longer than ten days. Allergic cross-reactions may occur
glycol, water for injection and potassium metabisulfite preservative) 0.1%. which could prevent the use of any or all of the following antibiotics for the treatment of future
Indications: For the treatment of superficial bacterial infections of the external auditory canal infections: kanamycin, paromomycin, streptomycin, and possibly gentamicin.
caused by organisms susceptible to the action of the antibiotics. Adverse Reactious: Neomycin is a not uncommon cutaneous sensitizer. There are articles
Precautions: This drug should be used with care when the integrity of the tympanic membrane in the current literature that indicate an increase in the prevalence of persons sensitive to neomycin.
is in question because of the possibility of ototoxicity caused by neomycin.
Adverss Reactions: Stinging and burning have been reported when this drug has gained access
to the middle ear.
Contraindicatlons, Warnings, Precautions and AdverseReactionsCommonto Both
Products
Contraindicatlons: These products are contraindicated in those individuals who have shown
hypersensitivity to any of the components, and in herpes simplex, vaccinia and varicella.



VICTORY FOR THE ANTI-KILOPASCAL LOBBY

The European Commission has abandoned moves to replace the millimetre

of mercury by the kilopascal as a unit of measurement in medicine. The mm

Hg as a measurement of body-fluid pressure was to have been banned from Dec

31, 1985, following a recommendation of the World Health Assembly in May,

1977. Now, in a new proposal to the EEC Council of Ministers, the European

Commission says: “This recommendation has been almost unanimously rejected

by the medical profession. The reasons put forward for the retention of the

millimetre of mercury as the unit of measurement are unconvincing. Use of the

kilopascal cannot be imposed against the express will of the medical profession
in the Community.” The Commission adds: “In these circumstances, the Com-

mission proposes that the present provision for a fixed transitional period be

repealed and that the use of the millimetre of mercury in medicine be allowed

to continue indefinitely.” It also suggests that, in accordance with the World

Health Assembly’s recommendation of 1977, the use of the millimetre of

mercury be permitted in medicine for measurement of the pressure of body
fluids other than blood.

From The Lancet, Aug 20, 1983, p 469.

DIVORCE RATE’S FISCAL IMPACT

Soaring divorce rates, dramatically altering the circumstances under which

millions of children are raised, have contributed to the economic problems of

society. During the last 20 years 19 million children under age 18 saw their

parents divorced. Despite a high remarriage rate, the rise in divorce, plus an

increase in the proportion of births to unwed mothers, means one-parent homes

for nearly one in four children.
Experts differ concerning the psychological effects of divorce on children, but

a negative effect on their economic well-being is almost inevitable. Before

divorce, two parents and their children share one household, benefiting from
economies of scale and from cooperative endeavors of the partnership. After

divorce, there are typically two households to maintain, the economies of scale
are lost and cooperative effort is more difficult.

Moreover, in most cases fathers provide little or no child support when the
mother has custody. Fewer than half of such mothers receive child support
payments from the father. Many divorced mothers must work full time to
support their children, and others depend partly or totally on government
subsidy. Even so, more than 50 percent of the children in families headed by a

female live in poverty, compared with only 8 percent in husband-wife families.

From V. R. Fuchs: Economic scene. The New York Times, Sept 7, 1983, p D2.
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Wyeth Laboratories
brings you the

highlights from a
recent symposium*.

Tomorrow. . .wiII this healthy baby be hypertensive?

ly

the
Although essential hypertension has its greatest impact in adult life. the disease may
take its roots in childhood.There is substantial evidence to indicate that
preventive measures begun early may be the eventual solution to this widespread
cause of morbidity and mortality. Much emphasis has been placed on the fact
that hypertension can only be controlled and not cured.Therefore, prevention is
undoubtedly the most desirable course of action. Manipulating environmental factors
in infancy may offer great promise toward reducing blood pressure later in life.

Salt intake...
one of the environmental
factors

Much attention has been given to the possibility that salt intake in infancy
may be associated with the development of hypertension in later
life-particularly in infants who are genetically predisposed to the
disease. However, if a high sodium level is maintained over a long period
of time, significant effects on blood pressure might be seen in all. It is
evident that the incidence of hypertension in this country is significantly
higher than in most populations where sodium intake is low from the
time of birth. It is of concern that normal, full-term infants in this country
are said to consume 5bmes more sodium than is required according to
accepted nutritional standards.

*Hypertenslon Prevention� Diet and Tredtment in InfancyandChildhond Syrnpos�urn. May 25 983 B’thesd�i. MD,

Sidney Blumenthal. M D. chairman dnd Editor [Monograph av�uiIabIe through yourWyeth Repr�sentat�ve or on request]



Reducing sodium
may help reduce the risk

Many authorities, including tbe Committee on Nutrition
of the American Academy of Pediatrics, believe it is
possible that a low salt intake begun early in life may
protect, to some extent, persons at risk from developing
hypertension. In the normal newborn, the sodium
content of breast milk is adequate for healthy growth
and development. If breast-feeding is not chosen,
an infant formula that most closely approximates breast
milk in sodium content is highly desirable. A natural
sodium level begun early and continued throughout life
may play a role in preventing hypertension later in life.

Preventive measures for all...
. . . beginning at birth

Most authorities agree that a moderation of salt intake is indicated for genetically
susceptible infants. However, until it can be established who is salt sensitive or
wb�Q is genetically susceptible, it is prudent to control the sodium given to all
full-term, healthy infants. There is substantial agreement that modification of
sodium may be beneficial for all, beginning at birth. Accordingly, Wyeth
Laboratories is making available a program to help health professionals alert
parents about excessive sodium intake during their infants’ early life.

And now...new from Wyeth:
A comprehensive program to modify salt intake in your patients

The Salt Modification Action Plan
Available through your Wyeth Representative,
or for more immediate response call toll-free 1-(800)-422-SMAP

Your Wyeth representative will be contacting you soon to give you
more detailed information on the program. He or she will provide
you with a free Salt Modification Action Kit that will assist you and
your staff in implementing this program in your practice.The
kit contains the following elements: A Monograph -

highlighting the proceedings from the recent
symposium, l-Jypertension: Prevention, Diet and .�

Treatment iJn�a�ncyand Childhood. .j�. .‘..

A Sodium Modification Handbook - highlights �

from the symposium; designed for your staff, with . � � �

suggestions on how to implement the Salt .. � �

Modification Action Plan in your practice. �“.

A Fkster - for your waiting room; encourages . .
parents to ask for information on the Salt . . : j--
Modification Action Plan. Patient Information � �
Booklets - discuss proper infant nutrition, importance -� � .

of avoiding excess sodium and provide suggestions
for modifying sodium in the diet. A Nutrition
News Bulletin - for your waiting room;
focuses parents� attention on this important issue.

�© 1983, Wyeth Labordtories
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The sodium level closest to breast milk
SMA� contains 15 mg sodium per 100 ml, which is closest to that found in breast
milk.The other leading formulas have approximately one and a half times the
sodium of either breast milk or SMA.� Keeping babies on breast milk, or on a
formula that contains an amount of sodium closest to breast milk, may be an
important measure in preventing essential hypertension?� And this is beneficial to
all healthy, full-term infants-beginning at birth.

sn�w � closest to breast milk in all nutritional components...
and has been for over 20 years. SMA5 gives parents a sound nutritional alternative
when breast-feeding has not been chosen.

Compare the sodium content of the formula
you may be using with breast milk.

cumulative difference of sodium intake
2- 3-month-old Infant mg sodium/month

‘Ltypertension. Prevention, Diet and Treatment in Infancy and Childhood. Symposium. May 25. 983. Bethesda, MD. Sidney Blumenthal, M D . Chairmen and Editor
‘based on approximately 120 mI/feeding. 5 feedings/day. times 30 days.

Breast milk is the preferred feeding for newborns. Infant formula is
intended to replace or supplement breast milk when breast-feeding is
not possible or is insufficient, or when mothers elect not to breast-feed.

Good maternal nutrition is important for the preparation and � .

maintenance of breast-feeding. Extensive or prolonged use of partial
bottle-feeding, before breast-feeding has been well established, could ‘ .

make breast-feeding difficult to maintain. A decision not to breast-feed
could be difficult to reverse.

Professional advice should be followed on all matters of infant feeding.
Infant formula should always be prepared and used as directed.
Unnecessary or improper use ofinfant formula could present a health Wyeth Laboratories
hazard. Social and financial implications should be considered when � � A Phila�lpha, PA 19101

selecting the method of infant feeding.
.... Pioneers in Infant Nutrition



Tribute to the Reviewers of 1983

Our journal is heavily dependent upon the “unknown reviewers” for their generous donations of time,
expertise, effort, and patience. We take this opportunity each year to thank them publicly for their
efforts. We are grateful for their help and honored that they are willing to assist us in maintaining high
standards.

John Abajian Henry H. Balfour C. Warren Bierman Saul Brusilow
Arturo J. Aballi William F. Balistreri W. Douglas Biggar Heather Bryan
Charles F. Abildgaard Roberta A. Ballard Thomas Bird Richard Lee Bucciarelli

Thomas Aceto Robert S. Baltimore Lois Black George Buchanan

Bruce D. Ackerman Eduardo H. Bancalari Virginia Black J. Robert Buchanan
Raymond D. Adelman Giulio J. Barbero Susan Blackburn John Joseph Buchino

William H. Adler M. A. Barmada R. Michael Blaese Peter P. Budetti

Richard J. Albertini Robert Paul Barnes William A. Blanc Frederick Burkle

Jeff C. Allen Lewis A. Barness Richard Bland Ian M. Burr

Robert W. Allen, Jr Cynthia T. Barrett Edward Blau Jerome Burstein
Joel Alpert Richard Barth Werner Alvin Bleyer Adrienne Butler

Stephen E. Alpert Leslie L. Barton R. Don Blim Joseph L. Butterfield

Rashid A. Al-Rashid James W. Bass Robert M. Blizzard Marylou Buyse

William A. Altemeier Joel L. Bass Arthur D. Bloom

Arnold J. Altman Thomas Bates Bernard S. Bloom Louis Cabal

Peter R. Altman Frederick C. Battaglia C. D. Bluestone Philip L. Calcagno
Marvin Ament Charles R. Bauer Jeffrey L. Blumer Bruce Camitta
Arthur J. Ammann Barry G. Baylen Thomas F. Boat Eleanor Capeless

Thomas Anders Pierre H. Beaudry Alfred M. Bongiovanni William B. Carey

Page A. W. Anderson Paul Beaver Bedford W. Bonta David H. Carver
Warren A. Andiman Dorothy Becker Stephen J. Boros William J. Cashore
Jacob Aranda Marshall H. Becker Warren Bosley George Cassady

Billy S. Arant, Jr Bruce Beckwith Frank W. Bowen, Jr James T. Cassidy

Joan Arboit Marc 0. Beem Grace Jordison Boxer Patrick Catalano
Jay M. Arena Raul Bejar Laurence A. Boxer Maniam R. Chacko

Ronald Ariagnc Myron L. Belfer June P. Brady Hyman Chai
I. Arias Edward F. Bell David Braillier Harrie R. Chamberlin
Mary B. Arnold Kurt Benirschke Ira K. Brandt Ranjit K. Chandra

Stephen Arnon Paul J. Benke Alfred W. Brann Seymour Charles

Regine Aronow Forrest C. Bennett Patrick F. Bray Evan Charney

David M. Asher D. Woodrow Benson T. Berry Brazelton Peter H. Chase

Graham Ashmead Yoav Ben-Yoseph Jane Elmblade Brazy Victor Chernick
Russell Asnes William Berenberg W. Roy Breg Patricia Joan Chesney

Charles S. August Bruce Berg Robert L. Brent Stella Chess

Peter A. Auld Paul S. Bergeson Earl J. Brewer Robert Chilcote
Glenn Austin Abraham B. Bergman Arlene B. Brewster James Chin

Robert Austrian Renee Bergner Itzhak Brook J. Julian Chisolm, Jr
Gordon B. Avery Jerry Bergstein John G. Brooks Cheng T. Cho

Mary Ellen Avery William H. Bergstrom Ben H. Brouhard Parveen Chowdhry

Felicia B. Axelrod Jay E. Berkelhamer Robert Brouillette Robert S. Christensen

Elia M. Ayoub Stanley Berlow Audrey K. Brown Dennis L. Christie

William Berman David R. Brown Jen-Yih Chu
Diane Babcock Bram H. Bernstein Lawrence W. Brown James F. Clapp
Henrietta Bada Jay Bernstein Madison Brown Edward Clark

Robert L. Baehner Donald M. Berwick Roy Brown William Clarke

Michael Bailie Rama Bhat Allen Browne John P. Clements
De-Witt Baldwin Joseph Biederman Philip Brunell Jack Clemmons
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ATTITUDES TOWARD CLINICAL TRIALS

Attitudes toward clinical research, the focus of recent and damaging media

attention, were assessed through questionnaires completed anonymously by 104
patients with cancer, 84 cardiology patients, and 107 members of the general

public. Responses differed neither by subgroup nor by demographic variables

. . . a substantial majority of respondents believed that patients should serve as
research subjects. . . . Asked why they might participate in medical research

over half of all subjects selected ‘to help me get the best medical care’ as their

first choice. ...

Most patients want a physician-patient relationship based on trust, one in

which the physician’s counsel figures importantly or predominantly in treat-

ment decisions. Thus, when respondents in this study tell us that the major

reason for participating in a clinical trial would be to obtain optimal care, they

may be saying that the physician’s recommendation to participate in clinical

trials is equivalent to the physician’s best counsel with regard to their medical

care. This indeed increases the heavy ethical burden on the investigative

clinician.

From Cassileth BR, et a!: Attitudes toward clinical trials among patients and the public. JAMA
1982;248:988-990.
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