


CORTISPORIN OTIC
SUSPENSION/SOLUTION* (Sterile)

(polymyxin B-neomycin-hydrocortisone)

CORTISPORIN ! OTIC Suspension Sterile (Polymyoin B-Neomycin-llydrocortisone) Description: Each cc con-
tains Aerospocin� (Pofymyoin B Sulfate) 10,000 units. Neomycin sulfate (equivalent to 3.5 mg neomycin base) 5
mg. Hydrocortisone 10 mg 1%). The vehicle contains the inactive ingredients cetyl alcohol, propylene glycol,
polysorbate 80. water for infection and thimerosal preservative) 0.01% IndIcations: For the treatment of
superficial bacterial infections of the external auditory canal caused by organisms susceptible to the action of
the antibiotics, and for the treatment of infections of mastoidectomy and fenestration cavities caused by
organisms susceptible to the antibiotics. Precautions: This drug should be used with care in cases of
perforated eardrum and in long-standing cases of chronic otitis media because of the possibility of ototooicity
caused by neomycin. CORTISPORIN* OTIC Solution Sterile (Pofymyoin B-Neomycin-Hydrocortisone) Descrip-
tine: Each cc contains Aerosporin! )Polymyoin B Sulfate) 10000 units Neomycin sulfate equivalent to 3.5mg
neomycin base) 5mg. Hydrocortisone 10mg (1%). The vehicle contains the inactive ingredients cupric sulfate,
glycerin, hydrochloric acid, propylene glycol, water for inection and potassium metabisulfite preservative)
0.1%. indIcations: For the treatment of superficial bacteria Infections of the eoternal auditory cana) caused by
organisms susceptible to the action of the antibiotics. Warning: Contains potassium metabisulfite, a sulfite
that may cause allergic-type reactions e.g., hives, itching, wheezing, anaphylaxis) in certain susceptible
persons Although the overall prevalence of sulfite sensitivity in the general population is probably low,
it is seen more frequently in asthmatics or in atopic nonasthmatic persons. Precautions: This drug should
be used with care when the integrity of the tympanic membrane is in question because of the possibility
of ototoolcity caused by neomycin. Adverse Reactions: Stinging and burning have been reported when
this drug has gained access to the middle ear Contraindications, Warnings, Precautions and Adverse

*CWJt,�: If perforation of the eardrum exists, specify Cortisporin Otic Suspension (this drug should

he used with care in cases of perforated eardrum). 86C0R6
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experience. Behind that are forty million bottles sold in the last decade
without a single recall.

Before Cortisporin Otics reach the pharmacy, they’ve passed 95
stringent quality control checks. You’re the last, and the most important.

Without you, Cortisporin Otic can’t help your patients. Remember...

Write #{182}ThNot Substitute�

� / ��hs Welicom. Co.
:m / Research Triangle Park
WslIcofne / North Carohna 27709

Reactions Common to Both Products. Contraindicatlons: These products are contraindicated in those individ-
uals who have shown hypersensitivity to any of the components, and in herpes simplex, vaccinia and varicella.
Warnings: As with other antibiotic preparations, prolonged treatment may result in overgrowth of nonsuscep-
tible organisms and fungi If the infection is not improved after one week, cultures and susceptibility tests
should be repeated to verify the identity of the organism and to determine whether therapy should be
changed. When using neomycin-containing products to control secondary infection in the chronic dermatoses,
such as chronic otitis euterna, it should be borne in mind that the skin in these conditions is more liable
than is normal skin 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 to heal. During long-term use of neomycin-containing products, periodic examina-
tion for such signs is advisable and the patient should be told to discontinue the product if they are
observed. These symptoms regress quickly on withdrawing the medication. Neomycin-containing applications
should be avoided for that patient thereafter Precautions: If sensitization or irritation occurs, medication
should be discontinued promptly. Patients who prefer to warm the medication before using should be
cautioned against heating the solution above body temperature, in order to avoid loss of potency. Treatmenl
should not be continued for longer than ten days. Allergic cross-reactions may occur which could prevent
the use of any or all the following antibiotics for the treatment of future infections. kanamycin, paromomycin,
streptvmycin, and possibly gentamicin. Adverse Reactions: Neomycin is a not uncommon cutaneous
sensitizer. There are articles in the current literature that indicate an increase in the prevalence of persons
sensitive to neomycin
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HDL: the protective
lipoprotein

HDL(hiah-denslty lip#{224}protein)has been called the
“good” Tipoprotein because unlike LDL (low-density
bpoprotein), which promotes fatty deposits in the blood
vessels, HDL helps eliminate cholesterol from the
body. Because of this, researchers have noted that
persons with higher levels of,HDL have a lower rate of
heart disease.
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clinical study:
SMA#{174}produces
high HDL levels
virtually identical
to breast milk.
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irmolipemic infants fed human milk with
rated to saturated (P/S)fat ratio had high
tective HDL cholesterol.1

. SMA, with a P/S ratio virtually identical to breast milk,
maintained the high level of HDL cholesterol closest to that of
human milk.

. Infant formula with a high P/S ratio significantly lowered the
level of HDL cholesterol compared with human milk and SMA.

Reference:
1. Carison SE, Devoe PW, Barness L& �fect of infant dietswithdifferent polyUnSatUrated to
saturatedfat ratios on circulating high-density lipoproteins. J PediatrGastroenter� Nutr
�303-309, 1982.

important Notice. Breast milk is best for babies. lnfantforrnula is intended to
repiace 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 forthe 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 folk)wed on the need forand proper method of use
of infant formula and on all matters of infant feeding. Infant formula should always
be prepared and used as directed. Unnecessary orimproper useof infant formula
could present a health hazard. Social and financial implications should be
considered when selecting the method of infant feeding.

closest to breast milk

INFANT
FORMULA

in �ll nutritional components





(cefotaxime sodium)*sTw

.the clear choice, because of its
expanded-spectrum coverage, in vitro synergyt with its

bactericidal metabolite, outstanding efficacy,
uncompromised safety convenient dosing, and economy.

References: 1. Knoethe H, Dette GA: The in vitro activity of ceftazidime
against clinically important pathogens. J Antimicrob Chemother 8 (Suppl
B), 1981, pp 33-41. 2. Chin N-X, Neu HC: Cefotaxime and desacetylcefo-
taxime: An example of advantageous antimicrobial metabolism. Diagn
Microbiol Infect Dis 2 (3) (Supp)), 1984, pp 21 5-21 S. 3. Cherubin CE, et a):
Treatment of gram-negative bacillary meningitis: Role of the new cephalo-
sporin antibiotics. Rev Infect Dis 4 (Supp)), Sep-Oct 1982, pp S453-S464.
4. Aldridge KE, Sanders CV, Marier RL: In vitro synergy and potentiation
between cefotaxime and desacety)cefotaxime against clinical isolates of
Bacteroides Diagn Microbiol Infect Dis 2 (3) (Suppl), 1984, pp 475-535.
5. Jones RN, Barry AL, Thornsberry C: Antimicrobial activity of desacetyl-
cefotaxime alone and in combination with cefotaxime: Evidence of syn-
ergy. Rev Infect Dis 4 (Suppl), Sep-Oct 1982, pp 5366-5373 6. Landes-
man SH, et a): Gram-negative bacillary meningitis: New therapy and
changing concepts. Arch Intern Med 142, May 1982, pp 939-940.
7. Mu)laney DT, John JF: Cefotaxime therapy: Evaluation of its effect on
bacterial meningitis, CSF drug levels, and bactericidal activity. Arch
Intern Med 143, Sep 1983, pp 1705-1708. 8. Moellering RC Jr, Eliopoulos
GM: Activity of cefotaxime against enterococci. Diagn Microbiol Infect
Dis 2 (3) (Suppl), 1984, pp 855-905. 9. Prices per manufacturers

‘U.S. Patent No. 4,152,432
Claforan’ Registered trademark of ROUSSEL UCLAF

tAlthough a useful guide, in vitro activity does not necessarily imply in vivo
effectiveness Also, although in vitro synergy is a useful guide. it does not
necessarily imply improved clinical effectiveness

TAlthough fhere is no clinical evidence supporting the necessity of chang-
ing the dosage of cefotaxime sodium in patients with even profound renal
dysfunction. it is suQgested that, until further data are obtained, the dose
of cefotaxime sodium be halved in patients with estimated creatinine
clearances of less than 20 ml/min/1.73 m2.
© 1985 by Hoechst-Roussel Pharmaceuticals Incorporated.
Please see fullprescnbing information, a brief summary of which appears
on the following page.

A broader spectwm of indicated meningeal
pathogens than ceftizoxime or ceftriaxone
Unlike ceftizoxime or ceftriaxone, Claforan#{174}
(cefotaxime sodium) is indicated for all five major
Gram-negative and Gram-positive meningeal
pathogens: Neisseria meningitidis, Haemophllus
influenzae, Kiebsiella pneumoniae, Escherichia coil,
and Streptococcus pneumoniae.

Outstanding in vitro potencyt against
Gram-negative and Gram-positive organisms
The Claforan5 parent compound alone is as or more
potent than other advanced-generation cephalospo-
rins against Klebsiella pneumoniae, Escherichia coil,
Ne/sseria meningitidis, Haemophllus influenzae, and
Streptococcus pneumoniae.1

Synergy between the Claforan5 parent compound
and its bactericidal metabolite potentiates its in vitro
activityt against Kiebsiella pneumoniae and
Escherichia coil2-frequently encountered causative
pathogens in Gram-negative bacillary meningitis3
These interactions are highly reproducible for aerobes
and anaerobes24 Synergy has been demonstrated
against 75.8% of aerobes and 80% of anaerobes
tested?5 Claforant is also highly effective against
Neisseria meningitidis, Haemophilus influenzae, and
Streptococcus pneumoniae, with activity compa-
rable to or greater than ceftriaxone or moxalactam1

Bactericidal levels readily achieved in the CSF
Unlike chloramphenicol and aminoglycosides, which
are not bactericidal against enteric pathogens at
achievable CSF levels, Claforan#{174}achieves tissue lev-
els in excess of MlCs90 in Gram-negative bacillary
meningitis comparable to those achieved when peni-
cillin is used to treat pneumococcal meningitis6 CSF
levels of both the parent compound and the metabo-
lite have been maintained or even increased over the
course of therapy.7

As safe as first-generation cephalosporins
Unlike aminoglycosides, Claforan’ has not been

shown to cause nephrotoxicity or ototoxicity
In contrast to certain newer cephalosporins,

Claforanw has not been shown to cause coagulation
abnormalities, and there have been no reports of a
disulfiram-like reaction following alcohol ingestion,
including the ingestion of alcohol-containing
medications.

There is no need to reduce Claforan5 dosage
except in severe renal impairment.� And enterococ-
cal superinfection is very rare in Claforanw�treated
patients8 This excellent safety profile has been
maintained over 4 years and 1,000,000 courses
of therapy.

at the lowest price per gram of any advanced cephalosporin9

Claforan#{174}
The first of its generation-and still one step ahead
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Claf oiin� STERILE IM/IV
(cefotaxime sodium)
Brief Summary
INDICATIONS AND USAGE
Treatment
Claforan is indicated for the treatment of patients with serious infections caused by sus�
ceptible strains of the designated microorganisms in the diseases listed below.
(1) Lower respiratory tract infections, including pneumonia. caused by Streptococcus pneu-
moniae formerly Diplococcus pneumorliae). Streptococcus pyogenes Group A streptococci�
and other streptococci (excluding enferococci. e g. . Streptococcus faecafis). Staphylococcus
aureus (penicil)inase- and nonpenicillinase-producing). Escherichia coli. Klebsiella species.
!‘laemophilus influenzae (including ampicillin-resistant strains). Proteus mirabilis. Serratia
marcescens. and Eriterobacter species
(2) Genitourinary infections. Urinary tract infections caused by Enterococcus species.
Staphylococcus epidermidis. Staphylococcus aureus (penicillinase- and nonpenici))inase-
producing), Citrobacter species. Enterobacter species, Escherichia coli. Kiebsiella species.
Proteus mirabilis, indole-positive Proteus (i e . Proteus morganii. Proteus reOpen. and Pro�
teus vulgaris). and Serratia marcescens Also. uncomplicated gonorrhea of single or multiple
sites caused by Neisseria goriorrhoeae including penicillinase-producing strains
(3) Gynecologic infections, including pelvic inflammatory disease. endometritis and pelvic
cellulitis caused by Staphylococcus epidermidis. Streptococcus species . Enterococcus spe-
cies. Escherichia coli. Proteus mirabths. Bacteroides species (including B fragilis), Clostrid-
urn species.and anaerobiccocci(includingPeptostreptococcusspeciesand Peptococcus

species)
(4) Bacteremia/Septicemia caused by Escherichia coli. Klebsiella species. and Serratia
marcescens
(5( Skin and skin structure infections caused by Staphylococcus aureus (penicillinase’ and
nonpenici)linase-producing(. Staphylococcus epidermidis. Streptococcus pyogenes (Group A
streptococci) and other streptococci . Enterococcus species . Escherichia co/i. Enterobacter
species. Klebsie)la species. Proteus mirabths. and indole-positive Proteus )i e Proteus mor-
ganii. Proteus rettgeri. and Proteus vu/paris). Pseudomonas species. Serratia marcescens.
Bacteroidesspecies and anaerobic cocci (including Peptostreptococcus species and Pepto-
coccus species)
(6) Intraabdominal infections, including peritonitis. caused by Escherichia co/i Klebsie))a
species. Bacteroides species. and anaerobic cocci (including Peptostreptococcus species and
Peptococcus species)
(7) Bone andor joint infections caused by Staphylococcus aureus (penicil)inase� and non-
penici))inase-producing strains)
(8) Central nervous system infections, e g . meningitis and ventriculitis, caused by Neis-
seria meningitidis. Haemophllus influenzae. Streptococcus pneumoniae. Klebsiella pneu-
moniae. and Escherichia co/i

Specimens for bacteriologic culture should be obtained prior to therapy in order to isolate
and identify causative organisms and to determine their susceptibilities to Clatoran Therapy
may be instituted before results of susceptibility studies are known however. once these
results become available. the antibiotic treatment should be ad)usted accordingly
Prevention
The administration of Claforan preoperatively may reduce the incidence of certain infections in
patients undergoing elective surgical procedures )e g. . abdominal or vaginal hysterectomy.
gastrointestinal and genitourinary tract surgery( that may be classified as contaminated or
potentially contaminated

In patients undergoing cesarean section. intraoperative (after clamping the umbilical cord)
and postoperative use of Claforan may also reduce the incidence of certain postoperative
infections See DOSAGE AND ADMINISTRATION section

Effective use for elective surgery depends on the time of administration To achieve effec-
tive tissue levels. Claforan should be given �2 tO 1 /2 hours before surgery See DOSAGE AND
ADMINISTRATiON section

For patients undergoing gastrointestinal surgery preoperative bowel preparation by
mechanical cleansing as well as with a nonabsorbab)e antibiotic e g neomycin/ is
recommended

If there are signs of infection. specimens for culture should be obtained for identification of
the causative organism so that appropriate therapy may be instituted
CONTRAINDICATIONS
Claforan is contraindicated in patients who have shown hypersensitivity to cefotaxime sodium
or the cepha)osporin group of antibiotics
WARNINGS
BEFORE THERAPY WITH CLAFORAN IS INSTITUTED CAREFUL INQUIRY SHOULD BE MADE
TO DETERMINE WHETHER THE PATIENT HAS HAD PREVIOUS HYPERSENSITIVITY REAC-
TIONS TO CEFOTAXIME SODIUM. CEPHALOSPORINS PENICILLINS. OR OTHER DRUGS
THIS PRODUCT SHOULD BE GIVEN WITH CAUTION TO PATIENTS WITH TYPE I HYPERSEN
SITIVITY REACTIONS TO PENICILLIN ANTIBIOTICS SHOULD BE ADMINISTERED WITH
CAUTION TO ANY PATIENT WHO HAS DEMONSTRATED SOME FORM OF ALLERGY. PARTIC-
ULARLY TO DRUGS IF AN ALLERGIC REACTION TO CLAFORAN OCCURS. DISCONTINUE
TREATMENT WITH THE DRUG SERIOUS HYPERSENSITIVITY REACTIONS MAY REQUIRE
EPINEPHRINE AND OTHER EMERGENCY MEASURES
Pseudomembranous colitis has been reported with the use of cephalosporins (and other
broad spectrum antibiotics): therefore, it is important to consider its diagnosis in patients
who develop diarrhea in association with antibiotic use.

Treatment with broad spectrum antibiotics alters normal flora of the colon and may permit
overgrowth of clostridia. Studies indicate a toxin produced by C/ostridium diffici/e is one
primary cause of antibiotic-associated colitis Cholestyramine and colestipo) resins have been
shown to bind the toxin in vitro

Mild cases of colitis may respond to drug discontinuance alone
Moderate to severe cases should be managed with fluid. electrolyte. and protein supple-

mentation as indicated
When the colitis is not relieved by drug discontinuance or when it is severe. oral vancomy-

cm is the treatment of choice for antibiotic�associated pseudomembranous colitis produced
by C difficile. Other causes of colitis should also be considered
PRECAUTIONS
Claforan � (cefotaxime sodium) should be prescribed with caution in individuals with a history
of gastrointestinal disease. particularly colitis.

Claforan has not been shown to be nephrotoxic. however. because high and prolonged
serum antibiotic concentrations can occur from usual doses in patients with transient or
persistent reduction of urinary output because of renal insufficiency. the total daily dosage
should be reduced when Claforan is administered to such patients Continued dosage should
be determined by degree of renal impairment. severity of infection. and susceptibility of the
causative organism

Although there is no clinical evidence supporting the necessity of changing the dosage of
cefotaxime sodium in patients with even profound renal dysfunction. it is suggested that. until
further data are obtained, the dose of cefotaxime sodium be halved in patients with estimated
creafinine clearances of less than 20 mLmin 1 73 m2.

When only serum creatinine is available. the following formu)a2 (based on sex, weight. and
age of the patient) may be used to convert this value into creatinine clearance. The serum
creatinine should represent a steady state of renal function

Males Weight (kg) ‘ (140 -age)

72 � serum creatinine

Females: 0 85 � above value

As with other antibiotics. prolonged use of Claforan may result in overgrowth of nonsus-
ceptible organisms. Repeated evaluation of the patient’s condition is essential If superinfec-
tion occurs during therapy. appropriate measures should be taken.
Drug Interactions: Increased nephrotoxicity has been reported following concomitant admin-
istration of cephalosporins and aminoglycoside antibiotics
Carcinogenesis, Mutagenesis: Long-term studies in animals have not been performed to
evaluate carcinogenic potential. Mutagenic tests included a micronucleus and an Ames test
Both tests were negative for mutagenic effects
Pregnancy (Category B): Reproduction studies have been performed in mice and rats at
doses up to 30 times the usual human dose and have revealed no evidence of impaired
fertility or harm to the fetus because of cefotaxime sodium However. there are no well
controlled studies in pregnant women Because animal reproductive studies are not always
predictive of human response. this drug should be used during pregnancy only if clearly
needed.
Nonteratogenic Effects: Use of the drug in women of childbearing potential requires that the
anticipated benefit be weighed against the possible risks

In perinatal and postnatal studies with rats. the pups in the group given 1200 mg kg of
Claforan were significantly lighter in weight at birth and remained smaller than pups in the
control group during the 21 days of nursing
Nursing Mothers: Claforan is excreted in human milk in low concentrations Caution should
be exercised when Claforan is administered to a nursing woman
ADVERSE REACTIONS
Claforan is generally we)) tolerated The most common adverse reactions have been local
reactions following IM or IV injection. Other adverse reactions have been encountered
infrequently.
The most frequent adverse reactions (greater than l#{176}’o)are

Local (4.7%)-lnlection site inflammation with IV administration. Pain, induration. and
tenderness after IM inlection

Hypersensitivity (1.8#{176}/o)-Rash. pruritus. and fever
Gastrointestinal (1.7#{176}/o)-Colitis.diarrhea. nausea. and vomiting

Symptoms of pseudomembranous colitis can appear during or after antibiotic treatment
Nausea and vomiting have been reported rarely

Less frequent adverse reactions (less than iTo) are
Hemic and Lymphatic System-Granulocytopenia. transient leukopenia. eosinophilia. and

neutropenia have been reported Some individuals have developed positive direct
Coombs Tests during treatment with the cephalosporin antibiotics

Genitourinary System-Moniliasis. vaginitis
Central Nervous System-Headache
Liver-Transient elevations in SGOT. SGPT. serum LDH and serum alkaline phosphatase

levels have been reported
Kidney-As with some other cephalosporins. transient elevations of BUN have been

occasionally observed with Claforan
DOSAGE AND ADMINISTRATION
Adults
Dosage and route of administration should be determined by susceptibility of the causative
organisms. severity of the infection. and the condition of the patient (see table for dosage
guideline) Claforan may be administered IM or IV after reconstitution The maximum daily
dosage should not exceed 12 grams.

GUIDELINES FOR DOSAGE OF CLAFORAN
Daily Dose

Type of Infection (grams) Frequency and Route

Gonorrhea 1 1 gram IM (single dose)
Uncomplicated infections 2 1 gram every 12 hours

IM or IV
Moderate to severe infections 3-6 1-2 grams every 8 hours

IM or IV
Infections commonly needing 6-8 2 grams every 6-8 hours IV
antibiotics in higher dosage
(e.g. . septicemia)
Life-threatening infections up to 12 2 grams every 4 hours IV
To prevent postoperative infection in contaminated or potentially contaminated surgery. the
recommended dose is a single 1 gram IM or IV administered 30 to 90 minutes prior to start of
surgery
Cesarean Section Patients
The first dose of 1 gram is administered intravenously as soon as the umbilical cord is
clamped The second and third doses should be given as 1 gram intravenously or intramuscu-
larly at 6 and 12 hours after the first dose
Neonates, Infants, and Children
The following dosage schedule is recommended

Neonates (birth to 1 month).
0-1 week of age 50 mg kg IV ql2h
1-4 weeks of age 50 mg kg IV q8h

It is not necessary to differentiate between premature and normal gestationa) age infants
Infants and children (1 month to 12 years): For body weights less than 50 kg. the recom-

mended daily dose is 50 to 180 mg/kg IM or IV of body weight divided into four to six equal
doses. The higher dosages should be used for more severe or serious infections. including
meningitis. For body weights 50 kg or more. the usual adult dosage should be used: the
maximum daily dosage should not exceed 12 grams
Impaired Renal Function-see PRECAUTIONS section.
NOTE: As with antibiotic therapy in general, administration of Claforan should be continued
for a minimum of 48 to 72 hours after the patient defervesces or after evidence of bacterial
eradication has been obtained: a minimum of 10 days of treatment is recommended for
infections caused by Group A beta-hemolytic streptococci in order to guard against the risk of
rheumatic fever or glomerulonephritis: frequent bacteriologic and clinical appraisal is neces-
sary during therapy of chronic urinary tract infection and may be required for several months
after therapy has been completed: persistent infections may require treatment of several
weeks, and doses smaller than those indicated above should not be used

‘U.S. Patent No. 4,152,432 Claforan Registered trademark of ROUSSEL UCLAF
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Send all manuscripts to:
Jerold F. Lucey, MD, Editor
Pediatrics Editorial Office
Medical Center Hospital
Burlington, VT 05401
Manuscripts for Pediatrics will be accepted for review

with the stipulation that they are being submitted only to
the American Academy of Pediatrics and that the material
has not been previously published. This should be confirmed
by an accompanying written statement. Once a manuscript
has been reviewed and accepted for publication, the author(s)
will receive a standard Copyright Assignment which should
be read, signed, and returned to the Editor as soon as possible
to avoid delay in the publication process.

Manuscripts should be prepared in the manner described
in Manual for Authors & Editors © 1981 by the American
Medical Association. See also “Uniform Requirements for
Manuscripts Submitted to Biomedical Journals.” A current
issue of PEDIATRICS should be consulted for general style.

Return of Manuscripts. Manuscripts will not be re-
turned to authors. Reviewers are instructed to destroy
manuscripts after review. Original illustrations will
be returned only if requested by the author.

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’/2 X 11 in).
Use double spacing throughout, including title page, abstract,
text, acknowledgments, references, tables, and legends for
illustrations. If word processing is used, typewriter quality
printing, rather than dot-matrix, is preferred.

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 ob-
served. Titles should be concise and clear, subtitles avoided.
Terminology should follow Standard Nomenclature of Dis-
eases and Operations. Give authors’ full names and profes-
sional degrees, principal author’s address, and name of in-
stitution(s) where work was done; omit departmental ap-
pointments unless necessary for special reasons. Slang, med-
ical jargon, obscure abbreviations, and abbreviated phrasing
should be avoided. Mathematical terms, formulas, abbrevi-
ations, and units of measurement must conform to usage in
PEDIATRICS, based on standards in Science 120:1078, 1954.
The metric system will be used; equivalent measurement in
the English system may be included in parentheses. Name
of chemical compounds-not formulas-should be given.
Proprietary names, if unavoidable, will be indicated by cap-
italization of the first letter. Conversions to accepted stand-
ards 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 alphabet-
ical list of any unusual abbreviations used and their defini-
tions.

Manuscripts should include a clear introductory statement
of purpose; a historical review when desirable; a description
of the technique and the scope of the experiments or obser-
vations (previously published procedures require only refer-
ences to the original); a full presentation of the Results
obtained; a brief Comment or Discussion on the significance
of the findings and any correlation with those of other
workers; a paragraph headed Speculation and Rektvance, or
Implications; and a Summary, in brief, logical r#{233}sum#{233}which
may include conclusions.

References must be numbered consecutively according
to their citation in the text. Abbreviations forjournals should
be those listed in Index Medicus. The following reference
style (a modified form of that shown in “Uniform Require-

ments 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 Erzgl 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 brieftitle. 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, flu-
merals, 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, indicat-
ing 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 re-
turned for improvement. Photographs of patients should be
submitted only when written parental 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 writ-
ten permission for its use from the copyright 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. Manuscripts
containing such materials will not be processed until ar-
rangements for payment, on the basis of estimated prices,
are made. Color work requires one month longer for produc-
tion.

Statistical Guidelines-Authors should consult Altman
DG, et a!: Statistical guidelines for contributors to medical
journals. Br MedJ 1983;286:1489-1493 for advice concerning
the presentation of the statistical aspects of studies.
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Fluoride supplementation
is both prophylactic and
therapeutic, especially with
newborns who are already in
the process of developing
20 primary and 32 permanent

teeth. In fact, receiving
adequate systemic
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the first months of
life can help reduce
childhood cavities
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And that daily use through
age 16 results in optimal levels
of fluoride supplementation,
for a lifetime of stronger teeth
and lower-cost dental care.

Prescribe
Vi-Flor� vitamin-fluoride
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MACK’S

EARPLUGS
THOUSANDS OF DOCTORS

prescribe and dispense this inexpensive moldable
disposable earplug used after myringotomies and tub-
ings and for the prevention of “swimmers’ ear”. Avail-
able nationally through pharmacies or direct to your
office. For those of you still unfamiliar with MACK’S
please send for a free sample to:

McKEON PRODUCTS INC.
P.O. Box 69009
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Routine VI-FLOR’

supplementation
to help you guard appropriate patients

against caries risk and nutritional risk.
INDICATIONS AND USAGE: Prophylaxis of vitamin defi-
ciencies and dental caries in children and adults when
fluoride of water supply does not exceed 0.7 ppm.1.2.3
And. in the case of TRI-VI-FLOR’ 0.25 mg Dro�s with
Iron and POLY-VI-FLOR’ Drops and Chewable Tablets
with Iron. prophylaxis against iron deficiencies. Note:
VI-FLOR Drops do not contain folic acid because the
vitamin is not stable in liquid form.

PRECAUTIONS: Do not exceed recommended dose or
give concurrently with other medications containing signif-
cant amounts of fluoride. Prolonged excessive fluoride

intake may cause dental fluorosis. All VI-FLOR’ with Iron
products: as with all products containing iron. parents
should be warned against excessive dosage. The bottle
should be kept out of reach of children.

Keep all VI-FLOR with Iron products tightly closed and
away from direct light.

VI-FLOR Drops should be dispensed in the original plastic
container, since contact with glass leads to instability and
precipitation.

ADVERSE REACTIONS: Allergic rash has rarely been
reported.

DOSAGE AND ADMINISTRATION:
Supplemental Fluoride Dosage Schedule (mg/day)’

Age Concentration of Fluoride
in Drinking Water (ppm)

<0.3 0.3-0.7 >0.7

2-wk-2 yr** 0.25 0 0
2-3 yr 0.5 0.25 0
3-l6yr 1.0 0.5 0

‘From the American Academy of Pediatrics Committee on Nutrition
statement. Fluoride Supplementation: Revised Dosage Schedule.
Pediatrics 631 1 i:15O-152. 1979.
**The Committee favors initiating fluoride supplementation shortly
after birth in breast-fed infants 0.25 mg F/day). In formulafed
infants. fluoride supplementation should be according to the fluoride
content ofthe water used to prepare formula.

FLUORIDE
PRODUCT FORM SIZE mg/dose
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0.25 mg
POLY-VI-FLOR Drops 50 ml BotIle 0.25
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0.25 mg
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TRI-VI-FLOR Drops 50 ml Bottle 0.5
0.5 mg
TRI-VI.FLOR Tablets Bottle of 100 1.0
1.0mg
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LURIDE#{174}DROPS Ietyouadjustdosageto
0.125 (Y8) mg.F.
One study showed that fluoride supplements such as Luride drops and
tablets, used daily, prevented caries as effectIvely as fluoridated water. Luride
Drops and Lozi-Tabs have been shown to reduce caries up to 80% when
used on a daily basIs in non-fluoridated areas.2 (Luride DMFS = 1.57,
Control = 723)

Luride drops are sugar-free and saccharin-free, unlike many fluoride-v�amln
combInations. And you can adjust dosage to the nearest 0.125 mg. F-
to a sIngle �h mg. drop.

LURIDE � TABLETS: 3 fluoride
strengths, 7 child-pleasing flavors.
For children old enough to chew a tablet or let it dIssolve in the mouth,
Lurtde tablets are the logical choice. A variety of delicious fruit flavors (in-
cluding our unique 4-flavor assorted package) encourages the habit of
consIstent, conttnuous use.Three strengths avallable-1.O mg. F, 0.5 mg. F,
and 025 mg. F

LURIDE’ BRAND OF SODIUM FLUORIDE DENTAL CARIES PREVENTIVE
DESCRIPTION and HOW SUPPLIED:
All LURIDE systemtc fluoride products are free of sugar and saccharin.

Product
Strenats
(F lOfli

Package
Size Flavor

DROPS Approx.
0.125mg
per drop

30 ml wach

0 25 F TABLETS 0.25 mg.
per tablet

(guarter.strgngthl

120 vanilla

O5FTABLETS
c�ta’�?et

(hafl-ntrengtfrl
1200120 grapegrape

I 0 F TABLETS 1.0 mc
per tablet

(full-strength)

120

1O00�
5000�

cherry & unsorted
(cherry, orange. letrrnn, lime)

cherry. assorted
cherry

SF 1 0 F
TABLETS

1.0 mc
per tablet

(full-strength)

120 �peciai Formula. no
artificial f6vnr or color.

‘For dispensing only in quantilies containing 120 mg. F or less.
CAUTION: Federal (U.S.A.) law prohibits dispensing without prescription.

ADMINISTRATION AND DOSAGE FLEXIBILItY
Adlustable dose LURIDE gives you the flexIbility to prescribe optimal DAILY dosage
Ibased on age and fluoride content of water).

FContent Daily Dosage (Fluoride lon)�
of Drinking Water Birth to Age 2 Age 23 Age 313

less than 0 3 ppm 0 25 mg tab 0 5 mg tab 1 0 mg tab
or 2 drops or 4 drops or 8 drops

0 3 to 0 7 ppm one-half above dosage

over 0 7 ppm Fluoride dietary supplements cootraindicated

‘American Dental Associalfon, Accepted Dental Therapeutics, Edilion 39 1982, page
349. American Academy of F�diatrics, Committee on Nutrition, FluorIde supplemen-
lalion: revtsed dosage schedule. F�dta)rics 63:150-152, 1979.

PRECAUTIONS: Recommended dosage should nol be exceeded stnce orolonged
overdosage may resuft in dental tluorosis.

REFERENCES:
(1) Arnold FA Jr., McClure, FJ., and White, C.L Sodium fluoride tablets for children.
D. Progress 1:8-12,1960.

(2) Aasenden, R., and F�ebles, TC. Effects of fluoride supplementation from birlh on
human deciduous and permanenl teeth. Arch. Oral Biol. 19:321-326, 1974; 23:111-
115, 1978.
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� and dermatology will be presented at the

� annual “Hilton Head” CME. Register now and

enjoy oceanfront accommodations and the
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To Register or for Program Information, contact:
Department of Education
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ofPediatrics
P.O. Box 927
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Toll free 800/433-9016

In Illinois 800/421-0589
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Ped iazole#{174}
erythromycin ethylsuccinate and
sulfisoxazole acetyl for oral suspension
(200 mg erythromycin activity and the equivalent of 600 mg
sulfisoxazole per 5 ml)

BRIEF SUMMARY: Please see package enclosure for full orescribing information.

Indication
For treatment of ACUTE OTITIS MEDIA in children that is caused by susceptible
strains of Hemophilus inlluenzae.

Contraindications
Known hypersensitivity to either erythromycin or sulfonamides.

Infants less than 2 months of age.
Pregnancy at term and during the nursing period, because sulfonamides pass

into the placental circulation and are excreted in human breast milk and may cause
kernicterus in the infant.

Warnings
FATALITIES ASSOCIATED WITH THE ADMINISTRATION OF SULFONAMIDES.
ALTHOUGH RARE, HAVE OCCURRED DUE TO SEVERE REACTIONS INCLUD-
ING STEVENS-JOHNSON SYNDROME, TOXIC EPIDERMAL NECROLYSIS,
FULMINANT HEPATIC NECROSIS, AGRANULOCYTOSIS, APLASTIC ANEMIA.
AND OTHER BLOOD DYSCRASIAS.

Clinical signs such as sore throat, fever. pallor, rash, purpura, or taundice may
be early indications of serious reactions.

PEDIAZOLE SHOULD BE DISCONTINUED AT THE FIRST APPEARANCE OF
SKIN RASH OR ANY SIGN OF ADVERSE REACTION. In some instances a skin
rash may be followed by a more severe reaction, such as Stevens-Johnson syn.
drome, toxic epidermal necrolysis, hepatic necrosis and serious blood disorders.

COMPLETE BLOOD COUNT SHOULD BE DONE FREQUENTLY IN PATIENTS
RECEIVING SULFONAMIDES.

Usage in Pregnancy (SEE ALSO: CONTRAINDICATIONSI: The safe use of
erythromycin or sulfonamides in pregnancy has not been established. The terra-
togenic potential of most sulfonamides has not been thoroughly investigated in

either animals or humans. However, a significant increase in the incidence of cleft
palate and other bony abnormalities of offspring has been observed when certain
sulfonamides of the short, intermediate and long-acting types were given to preg-
nant rats and mice at high oral doses (7 to 25 times the human therapeutic dose).

The frequency of renal complications is considerably lower in patients receiving
the most soluble sulfonamides such as sulfisoxazole. Urinalysis with careful micro-
scop� examinativi shotdd be obtained frequently in patients receiving sutfonamkfes.

Precautions
Erythromycin is principally excreted by the liver. Caution should be exercised in
administering the antibiotic to patients with impaired hepatic function. There have
been reports of hepatic dysfunction, with or without jaundice occurring in patients
receiving oral erythromycin prociucts.

Recent data from studies of erythromycin reveal that its use in patients who are
receiving high doses of theophytline may be associated with an increase of serum
theophytline levels and potentialtheophylline loxicily. In case of theophytline toxicity
andior elevated serum theophyfline levels, the dose oftheophyfline shou� be redta�ed
while the patient is receiving concomitant erythromycin therapy.

Surgical procedures should be performed when indicated.
Sulfonamide therapy should be given with caution to patients with impaired renal

or hepatic function and in those patients with a history of severe allergy or bronchial
asthma. In the presence of a deficiency in the enzyme glucose-6-phosphate dehy-
drogenase, hemolysis may occur. This reaction is frequently dose-related. Ade-
quate fluid intake must be maintained in order to prevent crystalluria and renal
stone formation.

Adverse Reactions
The most frequent side effects of oral erythromycin preparations are gaslrointes-
tinaf. such as abdominal cramping and discomfort, and are dose-related. Nausea,
vomiting and diarrhea occur infrequently with usual oral doses. During prolonged
or repeated therapy. there is a possibility of overgrowth of nonsusceptible bacteria
or fungi. If such infections occur, the drug should be discontinued and appropnate
therapy instituted. The overall incidence of these latter side effects reported for the
combined administration oferythromycin and a sulfonamide is comparable to those
observed in patients given erythromycin alone. Mild allergic reactions such as
urticana and other skin rashes have occurred. Serious allergic reactions. including
anaphylaxis, have been reported with erythromycin.

There have been isolated reports of reversible heanng loss occumng chiefly in

patients with rened insufhoency and in pahents receiving h�h doses of erythrornycin.
The fo&wwsg untoward effects have been assooated with the use of suffonarosdes:

Blood Dyscrasias: Agranulocytosis, aplastic anemia, thrombocytopenia, leuko-
penia, hemolytic anemia, purpura, hypoprothrombinemia and methemoglobinemia.

Allergic Reactions: Erythema rriultiforme (Stevens-Johnson syndrome), general-
ized skin eruptions. epidermal necrolysis, urticaria, serum sickness, pruritus, exto-
Iiative dermatitis, anaphylacto.d reachons, pee)orbital edema, conjunctived and sderal
inlection, photosensitization. arthralgia and allergic myocarditis.

Gastrointestinal Reactions: Nausea, emesis, abdominal pains, hepatitis, diarrhea,
anorexia. pancreatitis and stomatitis.

CNS Reactions: Headache, peripheral neuritis, mental depression, convulsions,
ataxia. hallucinations, tinnitus, vertigo and insomnia.

Miscellaneous Reactions: Drug fever, chills and toxic nephrosis with oliguria or
anuria. Periarteritis nodosa and LE phenomenon have occurred.

The sulfonamides bear certain chemical similarities to some goitrogens, diuretics
(acetazolamide and the thiazides) and oral hypoglycemic agents. Goiter produc-
lion. diuresis and hypoglycemia have occurred rarely in patients receiving sutton-
amides. Cross-sensitivity may exist with these agents.

Rats appear to be especially susceptible to the goitrogenic effects of sulfon-
amides, and long-term administration has produced thyroid malignancies in the
species.

ROBS LABORATORIES
i()1 �Ji-.ABLJS. Diii) 43215

D�’�o’� �l Abbott Labo’auxes �)5A ROBS
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The Hansens know the
importance of safety...

In every aspect of their lives, the
Hansens are safety-conscious. And
thanks to their pediatrician, they
know the importance of safety in fever
and pain medication. That’s why the
Hansen children are always given
TYLENOL#{174}acetaminophen for fever
and pain relief.

The Hansens’ pediatrician
explained that aspirin can cause a wide
variety of adverse reactions� while
TYLENOL has a low incidence of side
effects.

Additionally, clinical studies have
proven that, milligram for milligram,
TYLENOL is as effective as aspirin in
relieving both fever and pain.”3

With a family motto of “safety

first,” it’s no wonder the Hansens
accept the recommendation to always
use TYLENOL for fever and pain relief.
Recommend TYLENOL for the safety
of all patients in your practice.

Available in alcohoifree Drops and Elixir, as well as

Chewable or Swallowabie Tablets

References: 1. Aspen or paracetamoP Laricet 11.287, 1981.
2. Tarlin L, ef al Am J LSs Child 124880, 1972. 3. Cooper SA

Arch Intern Med 141282, 1981

©McN,1985
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_ EHOL
_________ acetaminophen

McNedConsummProduc�ComPanY first choice for fever and pain
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Dairy Calcium.
Calcium the way nature intendecLTM
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Let us help you teach the children
If you would like a free kit containing patient education
materials on dairy calcium’s role in adolescent nutrition,
please clip and mail this coupon to: Adolescent Nutrition,
National Dairy Board, P0. Box 1063, Fairvie� Nj 07022.

Name
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1. Rubin K: Osteoporosis prevention during childhood and adolcscence-thc

ultimate form ofprcvcntative medicine. Pediatric By.Line 4(3): 1-6, 1985.
2. Greenwood CT. Richardson DP: Nutrition during adolescence. WId Rev Nutr

Diet 33:t-41, 1979.
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, contains two

anesthetics-phenol and benzo-

caine-that work together to
rapidly relieve minor mouth pain. Plus two

. antiseptics to help prevent infection and
promote healing.
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Strawberry flavor
enhances compliance

older...
The only B2-adrenergic bronchodilator
recommended for children as young as
2 years old. VENTOLIN Syrup extends the
benefits of VENTOLIN therapy to pediatric
patients:

© 1986. Glaxo Inc VES 009R

N LIN#{174}RUP
(ALBUTEROL SULFATE/GLAXO)
2mg/5m1

Ventolin Syrup
for children two and

Strawberry flavor is favored by children.
And VENTOLIN Syrup is free of sugar,
alcohol, tartrazine dye (yellow dye #5)
and bisulfites.
Please see brief summary of Prescribing Information on following page

U Rapid, effective relief of
bronchospasm within 30 minutes

. Control for up to 6 hours

M Continued effectiveness with long-
term use

U A simple dosage regimen

U Side effects reported with VENTOLIN
Syrup are similar to those of other
sympathomimetic amines
‘Poiency expressed as aibuteroi

G laxo a world leader in respiratory care
Glaxo Inc., Research Triangle Park, NC 27709
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VENrOLIN SYRUP
(ALBUTEROLSULFATE/GLAXO) 2mg75m1
Potency expressed as aibuterol
Brief summary of prescribing information

INDICATIONS AND USAGE: VENT0LIN� Syrup is ndicated for toe
relief of bronchospasm in adults and in ch�idren 2 years of age and oider
with reversible obstructive airway disease

In controlied ciinical friais in patients with asthma. the onset of
improvement in puimonary function. as measured by mammal mideo-
piratory flow rate (MMEF) and forced eopiratory volume in one second
IFEVl, was within 30 minutes after a dvse of VENTOLIN laibuterol sui-
fate) Syrup Peak improvement of puimonary function occurred between
two to three hours )n a controlled clinical triai involving 55 children.
clinically signihcant improvement)dehned as maintenance of mean
values over baseline of 15% to 20% or more in the FEV and MMEf�
respectively) continued to be recorded upto sio hours No decrease in
the effectiveness was reported in one uncontrolled Study of 32 children
who took VENTOLIN Syrup for a three-month perivd�

CONTRAINDICATIONS: VENTOLIN’ Syrup is contraindicated n
patients with a history of hypersensitivity to any of its components

PRECAUTIONS: General: Although aibuterol uuually has minimal
effects on the beta, -adrenoceptors of the cardiovascular system at the
recommended dosage. occasionallythe usual cardiovascular and CNS
stimulatory effects common to all sympathomimetic agents have been
seen with patients treated with aibuteroi, necessitating discontinuation
Therefore, aibuteroi should be used with caution in patients with car-
diovascuiar disorders. including coronary insufficiency and hyperten-
sion, in patients with hyperthyroidism or diabetes meilitus, and in
patients who are unusually responsive to sympathomimetic amines

Large doses of intravenous albuteroi have been reported to aggravate
preexisting diabetes mellitus and ketoacidosis Additionaiiy. aibuterni
and other beta-agonists. when given intravenously may cause a
decrease in serum potassium. possibly through intracellular shunting
The decrease is usually transient. not requiring supplementation The
relevance ofthese observations tothe use of VENTOLIN’ Syrup is
unknown
Inlormation br Patients: The action of VENTOLIN Syrup may last up to
six hours and therefore it should not be taken more frequently than
recommended Do not increase the dose orfrequency of medication
without medical consultation If symptoms get worse. medical consui-
tation should be sought promptiy

Drug Interactions: The concomitant use of VENTOLiN Syrup and other
oral sympathomimetic agents iS not recommended since such com-
bined use may lead to deleterious cardiovascular effects This recom-
mendation does not preclude the udicivus use of an aerosol
bronchodilator vfthe adrenergic stimulant type in patients receiving
VENTOLIN Syrup Such concomitant use. however. should be individu-
aiized and not given on a routine basis If regular coadministration is
required. then alternative therapy should be considered

Albuferol should be administered with eotreme caution to patients
being treated with monoamine oxidase inhibitors or tricyciic antide-
pressants. since the action of albuferol on the vascular system may
be potentiated

Beta-receptor blocking agents and aibuterol inhibit the effect of each
other
C.rcinogenesis, Mutagenuis. tmpairmentol Fertility: Aibuteroi sulfate.
like other agents in its class. caused a signihcant dose-related increase
in the incidence of benign Ieiomyomas ofthe mesovarsum in a 2-year
study in the rat, at doses corresponding to 2. 9. and 46times the mavi-
mum human lchild weighing 21 kg) oral dose In another study this effect
was blocked by the coadministration of propranolvi The relevance of
these hndings to humans is not known An 18-month study in mice and
a lifetime study in hamsters revealed no evidence of mutagenesis
Reproduction studies in rats revealed no evidence of impaired fertility
Teratogenic [Sects: Pregnancy Category C: Aibuterol has been shown
to beteratogenic in mice whengiven subcutaneously in doses curie-
sponding to 0 2 times the maoimum human (child weighing 21 kg) oral
dose There are no adequate and well controlled studies in pregnant
women Albuteroi should be used during pregnancy only itthe pvtentiai
beneht ustihes the potential risktothefetus A reproduction study in
CD-i mice with albuterol showed cleft palate formation in 5 of iii (4 5%)
fetuses at 0 25 mg/kg and in 10 of 108 9 3%) fetuses at 2 5 mg/kg None
were observed at 0 025 mg/kg Cleft palate also occurred in 22 of 72
30 5%) fetuses treated with 25 mg/kg soproterenol (positive control)

A reproduction study in Stride Dutch rabbits revealed cranioschisis in
7 of 19 (37%) fetuses at 50 mg/kg corresponding to 46 times the mao-
mum human child weighing 21 kg) oral dose of albuteroi sulfate

Labor and Delivery: Oral aibutervi has been shown to delay preterm
labor in some reports. There are presently no well controlled studies
which demonstrate that twill stop preterm labor or prevent labor at
term Therefore. cautious use of VENTOLIN Syrup is required in pregnant
patients when given for relief of bronchospasm so as to avoid interfer-
ence with uterine contractibility. Use in such patients should be restricted
to those patients in whom the benehts clearly outweigh the risks

Nursing Mothers: It is not known whetherthis drug is excreted in human
milk Because of the potential fortumorigenicity shown for aibuterol in
animal studies. a decision should be made whether to discontinue
nursing or to discontinue the drug. taking into accountthe importance
of the drug to the mother
Pediatric use: Safety and effectiveness in children below the age of
2 years have not yet been adequately demonstrated

ADVERSE REACTIONS: The adverse reactions to albuteroi are similar
in nature to those of other sympathomimetic agents The most frequent
adverse reactions to VENTOLIN’ Syrup in adults and older children
were tremor, 10 of 100 patients. nervousness and shakiness. each 9sf
too patients Other reported adverse reactions were headache. 4 of
too patients. dizziness and increased appetite. each 3 of 100 patients
hyperactivity and excitement. each 2 of 100 patients. tachycardia. epi-
staois. irritable behavior, and sleeplessness. each t of 100 patients The
following adverse effects occurred in less than 1 of 100 patients each
muscle spasm. disturbed sleep. epigastric pain, cough. palpitations.
stomach ache. irritable behavior. dilated pupils, sweating, chest pain.
and weakness

In young children 2 to 6 years of age. some adverse reactions were
noted morefrequentlythan in adults and older children Excitement was
noted in approximately 20x�� �f patients and nervousness in 15%
Hyperkinesia occurred in 4% of patients. insomnia, tachycarciia. and
gastrointestinal symptoms in 2% each. Anorexia, emotional lability.
pallor, fatigue. and con)unctivitis were seen in t%.

In addition. albuterol. like other sympathomimetic agents. can cause
adverse reactions such as hypertension. angina. vomiting, vertigo
central stimulation, unusual taste, and drying or irritation of the
mopharynx

The reactions are generally transient in nature, and it is usually not
necessary to discontinuetreatment with VENTOLIN Syrup In selected
cases. however. dosage may be reduced temporarily. after tire reaction
has subsided. dosage should be increased in small increments to the

optimal dosage

Glaxo
Manufactured for Giaxo Inc ,Research Triangle Park NC 27709 by
Schering Corporation, Xenilwxrth, NJ 07033
‘O. Copyright 1985. Glaxolnc All rights reserved Augusr 1985

Participate in an outstanding CME course that

will enhance your skills in the subspecialty
areas of gastroenterology, infectious diseases,
pulmonology, and surgery. Register now and

enjoy the beauty and excitement of Toronto.

COURSE FACULTY

GASTROENTEROLOGY
Eve A. Roberts, M.D.

INFECTIOUS DISEASES
Noni E. MacDonald, M.D., FRCP(C)
PULMONOLOGY

Dennis Gurwitz, M.D., FAAP

SURGERY
David L. Collins, M.D., FAAP

COURSE MONITOR
Sanford Cohen, M.D., FAAP

AMA CATEGORY 1 CREDIT
18 Hours

PREP CREDIT
10 Hours

To Register or for Program Information, contact:

Department of Education

American Academy �
ofPediatrics
P.O. Box 927

Elk Grove Village, IL 60007

Toll free 800/433-9016

In Illinois 800/421-0589
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in Pediatrics V

June 19-21, 1987

The King Edward
Toronto, Ontario, Canada



Your body doesth know
NutraSweet#{174}from beans.

Or peas. Or grapes. Or milk.
Or chicken for �ha� matter.
Because NutraSweet
brand sweetener is a
dipeptide made of two amino
(Aspaitic acid and phenyl#{225}lanine as the methyl ester.)

So even though NutraSweet doesn’t come from fresh
( 1 . i might as well have. Because

�nce past the taste buds, it’s
iigested just like any other
simple protein.
aspaitame has been approved

by the FDA, the WHO, and the
regulatory of more than 50 countries.

The people who need to limit their
consumption of products with NutraSweet,

are patients monitoring their
phenylalanine in . For

them, an informa-
lion#{225}llabel

appears on every
product containing NutraSweet#{174} brand sweetener.

If you’d like more information, just call 1-800-321-7254.

It’s nice to know that with NutraSweet,
people who need to cut back on
sugar are finding it easier to enjoy
something sweet now and then.



Poliovirus VaccineLive, Oral Trivalent

OR’

Poliovirus Vaccine. Live. Oral Trivalent

When I was a
child there was
no Orimune#{174}

Proven in Millions of US Patients
ORIMUNE was the first live, oral, trivalent polio
vaccine. No other oral polio vaccine has done
more to help eradicate wild poliovirus in the US.
Approximately 500 million doses have been
distributed to date.

Proven Safety Record*
Lederle takes every precaution during production
and testing to ensure the safety of ORIMUNE. This
dedication is evident by our 25-year safety record.

Uninterrupted Supply
Lederle has consistently met the nation’s needs for
oral polio vaccine for about 25 years. In fact, when
all other US manufacturers discontinued the pro-
duction of oral polio vaccine, Lederle has remained
committed to this essential product and to the
health of America’s children.

Available in Single-Doses
ORIMUNE is available in convenient, unit-dose
DISPETTES ‘ to help assure dosage accuracy and
avoid the risk of contamination.
See adverse reactions section of brief summary

INDICATIONS
For prevention of poliomyelitis caused by Poliovirus Types I, 2. and 3. For complete
references and Indications and Usage statement, see package insert.
CONTRAINDICATIONS
Under no circumstances should this vaccine be administered parenterally.

Administration of the vaccine should be postponed or avoided in those experi-
encing any acute illness and In those with any advanced debilitated condition or
persistent vomiting or diarrhea.
ORIMUNE must not be administered to patients with immune deficiency
diseases such as combined immunodeficiency. hypogammaglobuli.
nemia, and agammaglobulinemia. It would also be prudent to withhold
ORIMUNE from sIblIngs of a child known to have an immunodeficiency
syndrome. Further. ORIMUNE must not be administered to patients
with altered immune states such as those occurring in thymic abnormal.
ities. leukemia. Iymphonsa. or generalized malignancy or by lowered
resistance from therapy with corticosteroids, alkylating drugs, antime-
tabolites. or radiation. All persons with altered Immune status should
avoid close household-type contact with recipients of the vaccine for at
least six to eight weeks. IPV is preferred for immunizing all persons in
this setting.
PRECAUTIONS
Other viruses (including poliovirus and other enterovirus) may interfere with the
desired response to this vaccine, since their presence in the intestinal tract may
interfere with the replication of the attenuated strains of poliovirus in the vaccine.

It would seem prudent not to administer TOPV shortly after Immune Serum
Globulin (ISG) unless such a procedure is unavoidable. for example. with unex-
pected travel to or contact with epidemic areas or endemic areas. If TOPV is given
with or shortly after ISG. the dose probably should be repeated after three
months, if immunization is still indicated. However, ISG may not interfere with
immunization with TOPV.

The vaccine is not effective in modifying or preventing cases of existing and/or
incubating poliomyelitis.

Use in Pregnancy: Although there is no convincing evidence documenting adverse
effects of either TOPV or IPV on the developing fetus or pregnant woman. it us
prudent on theoretical grounds to avoid vaccinating pregnant women. However, if
immediate protection against poliomyelitis is needed, TOPV us recommended.
(See CONTRAINDICATIONS and ADVERSE REACTIONS.)
ADVERSE REACTIONS
Paralytic disease following the ingestion of live poliovirus vaccines has
been, on rare occasion, reported in individuals receivIng the vaccine.
(See, for example, CONTRAINDICATIONS) and in persons who were in
close contact with vaccinees. The vaccine viruses are shed in the vacci-
nec’s stool for at least six to eight weeks as well as via the pharyngeal
route. Most reports of paralytic disease following ingestion of the vac-
cine or contact with a recent vaccinee are based on epidemiological
analysis and temporal association between vaccInation or contact and
the onset of symptoms. Most authorities believe that a causal relation.
ship exists. The risk of vaccine-associated paralysis is extremely small
for vaccinees. susceptible family members, and other close personal con-
tacts. However, prior to administration of the vaccine. the attending
physician should warn or specifically direct personnel acting under his
authority to convey the warnings to the vaccine.. parent, guardian, or
other responsible person of the possibility of vaccine-associated paraly.
sis. The Centers for Disease Control report that during the years l�69
through 1980 approximately 290 million doses of TOPV were distributed
in the United States. In the same 12 years. 25 “vaccine-associated” and
55 “contact vaccine-associated” paralytic cases were reported. Twelve
other “vaccine.associated” cases have been reported in persons (recip-
ients or contacts) with Immune deficiency conditions. These statistics do
not provide a satisfactory basis for estimating these risks on a per per-
son basis.

When the attenuated vaccine strains are to be introduced into a
household with adults who have not been adequately vaccinated or
whose immune status cannot be determined, the risk of vaccine.
associated paralysis can be minimized by giving these adults three doses
of a month apart before the children receive ORIMUNE. The CDC
reports that no paralytic reactions to IPV are known to have occurred
since the 1955 cluster of pollomyelitis cases caused by vaccine that con-
tamed live polioviruses that had escaped inactivation.

The Immunization Practices Advisory Committee of the US Public
Health Service states: “Because of the overriding importance of ensur-
ing prompt and complete Immunization of the child and the extreme
rarity of OPV-associated disease in contacts, the Committee recom-
mends the administration of OPV to a child regardless of the poliovirus-
vaccine status of adult household contacts. This is the usual practice in
the United States. The responsible adult should be informed of the small
risk involved. An acceptable alternative. If there Is strong assurance that
ultimate, full immunization of the child will not be jeopardized or
unduly delayed. is to immunize adults according to the schedule outlined
above before giving OPV to the child”

The Immunization Practices Advisory Committee has concluded that “Oral
polio vaccine remains the vaccine of choice for primary immunization of Children”

Rev. 6/86

�, Lederle Biologicals
‘N Protecting Families Through Immunization’s

Lederle Laboratories, A Division of American Cyanamid Company. Wayne,
Newjersey 07470 © 986, Lederle Laboratories 447-7





PEDS

Are You Confident About Your
Future In Pediatrics?

Medicine is changing. Pediatrics is changing

too. New sources of competition. Complicated
health finance systems. Technological advances.
Medical liability crisis. All ofthese issues affect
�OUf practice. But you don’t have to face
them alone.

The American Academy of Pediatrics rep-
resents you on these issues. We’re shaping
the future of pediatrics.

Your Future depends on comprehensive contin-
uing medical education. Through PEDIATRICS,
PREP, Annual Meetings, Spring Sessions, CME
courses, AAP NEWS, Committee statements and
manuals the Academy gives you the information
you need to keep your skills sharp and practice
competitive.

The Future ofChildren. The mission of the
AAP is to ensure that all children have the oppor-
tunity to grow up safe and strong, with faith in
the future and in themselves. The AAP works to
achieve this through research, advocacy, and

professional and public education.

The Future ofPediatrics. Organized for
action, AAP spokespersons alert the media to
serious child health problems and inforni the
public that pediatricians are uniquely qualified
to care for children from infancy to young
adulthood.

Tojoin The AAP return the coupon below or
Contact the Division of Membership Services,
American Academy of Pediatrics, 141 Northwest
Point Blvd., Elk Grove Village, IL 60007.

Or call toll-free 800/433-9016 in Illinois call
800/421-0589.

American Academy
of Pediatrics

We specialize in thefuture -

Yourfuture and the future
of children.

Return this COU�O11 to:

American Academy of Pediatrics
141 Northwest Point Blvd., P.O. Box 927

Elk Grove Village, IL 60007

LI Please send me fl1Of� information Ofl

the AAP.

I would like to join the AA.P as a:

LI Full Fellow ( h/c pediatrician)

El Specialty Fellow (b/c physician)

LI junior Fellow (Pediatric reskiem)

Name

Zip



acetaminophen

Bring back the smiles
fever took away.

When the aches and pains offever turned
Maria’s smile into a frown, relieving her
discomfort was a key concern. That’s
why her pediatrician recommended rest,
liquids, and Children’s TYLENOL#{174}
acetaminophen.

Equally effective as aspirin
Milligram for milligram, acetaminophen
is as effective an antipyretic as aspirin.’
And, like aspirin, TYLENOL#{174}products
promptly reduce the aches and pains that
so often accompany fever.’

With a superior safety profile
While aspirin therapy may be
associated with frequent GI upset or
hypersensitivity reactions, these
complications are rare with Children’s
TYLENOL#{174}products.3

When comparing safety and efficacy
in children’s fever relief, TYLENOL#{174}
productsaretheclearchoiceover
aspirin. No wonder doctors and patients
have trusted them for over 30 years!

Unsurpassed acetaminophen
dosage form flexibility
Available in alcohol-free Drops and Elixir,
Chewable Tablets andJumor Strength
Coated Caplets.

Next time fever takes away your
patients’ smiles, you can help them feel
better fast-by recommending
Children’s TYLENOL#{174}products.

Rfersnces: 1. T#{228}rlinL. et al AmJ lbs Child 1972.
124880882 2. CooperSA Arch Intern Med 1981: 14t282285.
3. Lono MI: Contemp Pecitatr 1986; 335-46

© McN. 1987
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Personalized
Library
Case�

Keep your personal copies of PEDIATRICS in these
specially designed library file cases. Each file holds
an entire year’s issues. Designed to keep your jour-
nal copies near at hand in your office, library, or
home.

Your case is heavy bookbinder’s board in a rich
green Kivar cover. Files are scuff-resistant and
washable.

Lettering is stamped in gold leaf and the cases
make a fit companion for the most costly binding.

Files are reasonably priced-only $7.95 each, (3

for $21.95., 6 for $39.95.) Add $1.00 per case,

postage and handling. Outside USA $2.50 per case
(U.S. Funds only). Charge orders (minimum $15.00)

Call Toll Free 1-800-972.5858, 7 days, 24 Hours.

Satisfaction Guaranteed

Jesse Jones Industries

Dept. PED, 499 East Erie Ave.

PhIladelphia, Pa. 19134

Please send me, _ library cases for PEDIATRICS at

$7.95 each (3/$21.95. 6/$39.95.)
Enclosed isS

Name

Address No P.O. Box Numbers please

City State Zip
PA Residents add 6% sales tax. PED
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H ibVAX�
HAEMOPHILUS b
POLYSACCHARIDE VA CC/NE
Brief Summary

Before prescribing, consult the complete package circular.

INDICATIONS AND USAGE: HibVAX is recommended for immunization of
all children 24 months to 5 years of age against invasive diseases caused by
H. influenzae type b. Routine revaccination of these children is not recom-
mended atthistime. Immurization ofchildren at 18 months ofage, particularly
those in high-risk groups, may be considered. Although the precise efficacy of
the vaccine among children 18-23 months of age is not known, this age group
accounts for approximately l2% of all invasive Hib disease among children
under 5 years of age. Hib vaccine has been shown by serologic methods to be
immunogenic in most children of this age group. Initial vaccination at 18
months is specifically recommended for the following groups: (1) children
attending day care facilities; (2) children with chronic illnesses known to be
associated with an increased risk of Hib disease, e.g. anatomic or functional
asplenia, such as sickle cell disease or splenectomy, and malignancies asso-
ciated with immunosuppression. Physicians and parents should be informed
that the vaccine is not likely to be as effective in this age group as in older
children. These younger children may need a second dose of vaccine within
18 months following the initial dose to ensure protection. HibVAX’ will not
protect against Haemophilus influenzae other than type b or other micro-
organisms that cause meningitis or septic disease.
CONTRAINDICATIONS: Hypersensitivity to any component of the vaccine,
including thimerosal, a mercury derivative, is a contraindication for use of this
vaccine.

WARNINGS: HibVAX� IS NOT RECOMMENDED FOR INFANTS
YOUNGER THAN 18 MONTHS OF AGE. If HibVAX is used in persons
receiving immunosuppressive therapy or who are otherwise immunocompro-
mised, the expected immune response may not be obtained. As with any
vaccine, vaccination with HibVAX’� may not protect 100% of susceptible
subjects given the vaccine.
PRECAUTiONS: General: Epinephrine injection (1 :1000) must be immedi-
ately available to combat unexpected anaphylactic or other allergic reactions.
Special care should be taken to ensurethatthe injection does not enter a blood
vessel. HibVAX ‘� should be injected either intramuscularly or subcutaneously.
Any febnle illness or acute infection is reason to delay the use of HibVAX�.
Prior to an injection of any vaccine, all known precautions should be taken to
prevent adverse reactions. This includes a review of the patients history with
respect to possible hypersensitivity to the vaccine or similar vaccine. In chil-
dren 18-23 months of age, parents should be informed that the vaccine is not
likely to be as effective in this age group as in older children.

A separate, sterile syringe and needle or a sterile disposable unit should be
used for each individual patient to prevent transmission of hepatitis or other
infectious agents. Pregnancy: Pregnancy Category C: Animal reproduction
studies have not been conducted with HibVAX’ . It is not known whether
HibVAX ‘� can cause fetal harm when administered to a pregnant woman or
can affect reproduction capacity. HibVAX ‘� is not recommended for use in
pregnant women. Experience In Humans: There are no reliable data on the
safety of HibVAX ‘� when administered to pregnant women. Therefore, as
stated above, HibVAX’� is not recommended for use in pregnant women.
Infants: The use of HibVAX ‘� in children younger than 18 months of age is not
recommended. Please see Indications and Usage Section.

ADVERSE REACTIONS: Polysaccharide vaccines are amongthe safest of all
vaccine products. Prior to licensure in the U.S. over 60,000 doses of Hib
polysaccharide vaccines were administered to infants and children, and 5ev-
eral hundred doses were given to adults in clinical studies. High fever (38.5CC
[101.3#{176}F] or higher) was reported in fewer than 1% of Hib vaccine recipients.
Mild local and febnle reactions were common, occurring in as many as half of
vaccinated individuals in that trial. In the Finnish studies involving 49,000
children, 1,000 were monitored for reactions. An anaphylactic reaction that
responded promptly to epinephrine was reported. Such reactions appeared
within 24 hours and rapidly subsided. Current preparations appear to result in
fewer such local reactions.

Sincethe introduction ofa licensed Haemophilus b Polysacchande Vaccine
in the U.S., a number of adverse reactions have been reported temporally
associated with administration of the vaccine including seizures, rashes, and
vomiting. A cause and effect relationship has not been established.

Adverse reactions observed in clinical evaluations of HibVAX� included
mild temperature elevations (>38.3#{176}C[101.0#{176}F])in approximately 2% of the
children; and approximately 10% of the children had transient local reactions
including erythema, induration and tendemess at the injection site 24 hours
following inoculation.

Simultaneous administration of a Hib vaccine with DTP at separate sites did
not result in reaction rates above those expected with separate administration.

Epinephrine injection (1 :1000) must be immediately available to combat
unexpected anaphylactic or other allergic reactions.

REFERENCES:-1. Peitola H. Kayhty H, Virtanen M, et al Prevention of Hemophdus nlluenzae type b baSe-
remicnfecbons with the capsular poiysaccharide vaccine. NEngIJMed 1984. 310121) 1561-1566 2. Commit-
tee on infectious Diseases HemopMus type b polysacchande vaccine Pediatrics 1985. 76(2) 322.324 3. Hib
vaccine introduced. guidelines on usage given AAP News 1985. 1(5) 3

LB#{174}CONNAUGHP is a trademark owned by Connaught Laboratories, Inc
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Bleph-1 0
(sulfacetamide sodium) 10%
Liquifilm
sterile ophthalmic solution

ALLERGAN PHARMACEUTICALS, INC., IRVINE, CA 92713 © 1986 ALLERGAN PHARMACEUTICALS,

Less sting for kids with con�uncfivitis
because of Liquiflim (polyvinyl alcohol) 1.4%.

Saves money too!
See adjacent page for brief summary of prescribing information.
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BlephtlO (sulfacetamide sodium) 10%

Liquifilm sterile ophthalmic solution

Less sting for kids with conjunctivitis.
Costs less than sodium SULAMYD#{174}*

INDICATIONS AND USAGE Bleph-lO (sulfacetamide
sodium) 10% is indicated for the treatment of conjunc-
tivitis, corneal ulcer and other superficial ocular infec-
tions from susceptible microorganisms, and as adjunctive
treatment in systemic sulfonamide therapy of trachoma.
CONTRAINDICATIONS Bleph-lO is contraindicated in
individuals who have a hypersensitivity to sulfonamide
preparations or to any of the ingredients of the prepara-
tion. WARNINGS A significant percentage of staphylo-
coccal isolates are completely resistant to sulfa drugs.
PRECAUTIONS Sulfacetamide preparations are incom-
patible with silver preparations. Nonsusceptible organ-
isms, including fungi, may proliferate with the use of this
preparation. Sulfonamides are inactivated by the amino-
benzoic acid present in purulent exudates. Sensitization
may occur when a sulfonamide is re-administered irre-
spective of the route of administration, and cross sensi-
tivity between different sulfonamides may occur. If signs
of sensitivity or other untoward reactions occur, discon-
tinue use of the preparation. ADVERSE REACTIONS
Exact incidence figures are not available since no
denominator of treated patients is available. Reactions
occurring most often from anti-infective agents are
allergic sensitizations. The development of secondary
infection has occurred after the use of antimicrobials.

*Based on average wholesale price, December 1985.

Allergan Pharmaceuticals, Inc., Irvine, CA 92713
©1986 Allergan Pharmaceuticals, Inc.

TETRA-TON E
SCREENING AUDIOMETER

MODEL EB46 (Battery Powered)

FOR THE RAPID ASSESSMENT OF
HEARING LOSS BY PEDIATRIC&

FAMILY PRACTICE PHYSICIANS

TEST TON ES:500:1000:2000:4000Hz

INTENSITY LEVELS -25db-4Odb-6Odb

Compact - Accurate - listed by AAO

TO ORDER OR REQUEST FULL SPECIFICATIONS
WRITE TO:

�:#{216}:�ECKSTEIN BROS., INC.
4807 West 1 1 8th Place, Hawthorne, CA 90250

(213) 772-6113
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For New Parents...
As Professional
As Your Practice
Educational literature from the American Academy of
Pediatrics gives new parents sound pediatric advice
that reflects well on you and your practice. These
attractive brochures contain up-to-date and scientifi-
cally accurate information reviewed by experts from
AAP technical committees.

A Gift of Love

This 24-page booklet gives tips on how to prepare for
breastfeeding and includes a food guide for breast-
feeding mothers.

Newborns: Care of the Uncircumcised Penis

This concise brochure offers practical advice on the
care of the uncircumcised penis.

These brochures are attractively designed with
space on the back for your name and address. Use
the coupon or call toll free 800-433-9016 to order. Pa-
tient brochures from the Academy offer the profes-
sional advice that’s remembered for a long time.

American Academy f� -.‘�

of Pediatrics � /“l�



GAMMAGARD
Immune Globulin
Intravenous (Human)

The efficacy of an 1GW depends
on the process used to make it.

Efficacy from an

Immune Globulin Intra-

venous (1GW) depends

on many closely-linked

factors. To function best, the entire IgG molecule
should be undamaged - that is, intact. This lets the Fab

portion bind antigens and the Fc section - the base of

the “Y”- interact with a monocyte’s Fc receptors.

These capabilities are, in large part ,what enables IgG
to mediate phagocytosis.

A recent study compared the ability of various
IG1Vs to bind with human monocyte Fc receptors.

Those isolated by DEAE-Sephadex purification con-

served the capacity of IgG to interact with Fc recep-

tors1. One product preserved more of this capacity

than all other preparations tested: GAMMAGARD#{174}
1GW, which is produced by Travenol’s patented

DEAE-Sephadex adsorption method. When your

immunocompromised patients need an 1GW,

specify GAMMAGARD#{174} 1GW

1 Jungi, TW, Santer, M., Lerch, PG., Barandun, S.: Effect o(Wrious iteatments of

Gamma-Globulin (IgG) for Achieving Intravenous iblerance on the Capacity to
Interact with Human Monocyte Fc Receptors. \bx Sang. 51:18-26 (1986L

TRAVENOL LABORATORIES, INC.

HYLAND THERAPEUTICS DIVISION

A lea4erfor more than 30 years in therapeutic products and services.

For further information call 800/423-2090; from California 800/232-2200.

See the reverse for full prescribing information.
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DIRECTION INSERT
ImmuneGlobulin lntra�nous (Human)

GAMMAGARD#{174}

DESCRIPTION
Immune Globulin Intravenous (Human),

GAMMAGARD#{174}� is a sterile, dried, highly purified
preparabon of immunogkbuhn which is derhed from
the cold ethanol fractionation process and is fur-
ther purified using ultrafiltration and ion exchange
adsorplion. When mcons�tuted wfth the appropriate
�vIume of diluent, this preparation contains approx-
imately 50 mg of protein per mL, of which at least
90% is gamma globulin. The reconstituted product
contains approximately 1% sodium chloride, not
more than 20 mg/mL glucose, not more than
0.2 g/dL PEG, and O.3M gI�vine as a stabilizing
agent. It has a pH of 6.8±0.4.

The manufacturing process for Immune Globulin
Intravenous (Human), GAMMAGARD, isolates
gamma globulin without additional chemical or
enzymatic modification and the Fc portion is main-
tamed intact. Immune GlobulinIntravenous (Human),
GAMMAGARD contains all the immuno9lobulin G
antibody activities which are present in the donor
population. On the average, the distribution of lgG
subclasses present in this product is the same as
is present in normal plasma� Immune Globulin lntra-
venous (Human), GAMMN�ARD contains only trace
amounts of 1gM and IgA.

Immune Globulin Intravenous (Human),
GAMMAGARD contains no preservative.

This product has been prepared from large pools
of human plasmawhk�h was takenonlyfrom p�sma
units found to have normal levels of alanine amino-
transferase (ALT). Each unit of plasma used in the
manufacture of this product has been found to be
nonreactive for HBSAg and HTLV-Ill antibody by
FDA approved tests.

CUNICAL. PHARMACOWGY
Immune Globulin Intravenous (Human),

GAMMAGARD contains a broad spectrum of IgG
antibodies against bacterial and viral agents that
are capable of opsonization and neutralization of
microbes and toxins.

Peak levels of lgG are reached immediately after
infusion oflmmune Globulin Intravenous (Human),
GAMMAGARD. It has been shown that lgG is
distributed relatively rapidly between plasma and
extravascular fluid until approximately half of the
total body pool is partitioned in the extravascular
space. A rapid initial drop in serum levels is,
therefore, to be expected.2

As a class, lgG survives longer in vivo than other
serum proteins.2�3 Studies show that the half-life of
Immune Globulin Intravenous (Human),
GAMMN�ARD is approximately 24 da�. These find-
ings are consistent with reports of a 21 to 25 day
half-life for lgG.23.4 The half-life of lgG can vary
considerably from person to person, however In
particular, high concentrations of IgG and hyper-
metabolism associated with fever and infechon have
been seen to coincide with a shortened half-life of
lgG.2345

INDICATIONS AND USAGE

Mtl� Deficiency
Immune Globulin Intravenous (Human),

GAMMAGARD is efficacious in the treatment of
primary immunodeficient states in which severe
impairment of antibody forming capacity has

been shown, such as: congenital agammaglobu-
linemias, common variable immunodeficiency,
Wiskott-Aldrich syndrome, and severe combined
immunodeficiencies.45

Immune Globulin Intravenous (Human),
GAMMAGARD is especially useful when high levels
or rapid elevation of circulating gamma globulins
are desired or when intramuscular injections are
contraindicated.

I�ONTRAINDICATIONS
None krwmn.

WARNINGS
Immune Globulin Intravenous (Human),

GAMMAGARD should only be administered intra-
venously. Other routes of administration have not
been evaluated.

Immune Globulin Intravenous (Human),
GAMMAGARO contains very low quantities of gA
(not morethan 10�g/mL) and although no instances
of anaphylaxis associated with the use of this pro-
duct have been observed during the clinical trials,
such reactions have been observed with other im-
munoglobulin products.56 Immune Globulin
lntravenous(Human), GAMMPGARD shouki be given
with caution to patients with antibodies to IgA or
selective IgA deficiencies.

PRECAUTIONS

Drug InteractIon
Mmixtures of Immune Globulin Intravenous

(Human), GAMMAGARD with other drugs have not
been evaluated. It is recommended that Immune
Globulin Intravenous (Human), GAMMN3ARD be ad-
ministered separately from other drugs or medica-
tion which the patient may be receiving.

Pregnancy Category C
Animal reproduction studies have not been con-

ducted with Immune Globulin Intravenous (Human),
GAMMN3ARD. It is aiso not known whether Immune
Globulin Intravenous (Human), GAMMAGARD can
cause fetal harm when administered to a pregnant
�man or can affect reproduction capacity Immune
Globulin Intravenous (Human), GAMMN3ARD shouki
be gn�en to a pregnant �man only it dearly needed.

ADVERSE REACTIONS
The incidence of untoward reactions to Immune

Globulin Intravenous (Human), GAMMN3ARD is km,
although various minor reactions, such as head-
ache, fatigue, chiII� backache,lightheadedness, fever
and nausea may occasionally occur. The incidence
of these reactions during the clinical trials was less
than 6%. Slowing or stopping the infusion usually
allows the symptoms to disappear promptly.

Immediate anaphylactic and hypersensitivfty re-
actions due to previous sensitization, although they
have not been observed during the clinical trials, are
a posaibility. Epinephnneshould be available for treat-
ment of any acute anaphylactoid reaction. (See
WARNINGS.)

DOSAGE AND ADMINISTRATION

AntIbody DeficIency
For patients with primary immunodeficiencies,

monthly doses of at least 100 mg/kg are recom-
mended. Initially, patients may receive 200-400
mg/kg. As there are significant differences in the
half-life of IgG among patients with primary rn-
rnunodeflciencies, the frequency and amount of irn-
munoglobulin therapy may vary from patient to
patient. The proper amount can be determined by

monitoring clinical response and/or the serum lgG
levels before each dose, to insure that they do not
drop below 500 mg/dL.
Rate of Mministratlon

It is recommended that initially a rate of0.5 mL/kg
per Hr be used. If infusion at this rate causes the
patient no distress, the administration rate may be
gradually increased but should not exceed 4 mLlkg
per Hr.

A rate of administration which is too rapid may
cause flushing and changes in pulse rate and blood
pressure. SI�ing or stopping the infusion usually
allows the symptoms to disappear promptly.

Administration
Immune Globulin Intravenous (Human),

GAMMN3ARD should be administered as soon after
reconstitution as possible Mmin�tration should not
begin more than 2 hours after reconstitution.

The reconstituted material should be at room
temperature during administration.

Parenteral drug products should be inspected
visually for particulate matter and discoloration prior
to administration, whenever solution and container
permit.

Folk� directions for use wt*h accompaey the ad-
ministration set. If a Hyland set is not used, make
sure the adn�nistration set contains an adequate filter.

How Supplied
Immune Globulin Intravenous (Human),

GAMMAGARD is supplied in either 2.5 g or 5.0 g
single use vials. Each vial of Immune Globulin Intra-
venous (Human), GAMMAGARO is furnished with
a suitable wlume of Sterile Water for Injection, USR
a transfer device and an administration set which
contains an integral airway and a 15 micron filter
Sterage

Immune Globulin Intravenous (Human),
GAMMAGARO should be stored under ordinary
refrigeration, (2 to 8 #{176}C,36 to 46 OF).Fp�� should
be added to pr�ent the diluent bottle from breaking.
REFERENCES
1. Unpublished data in the files of Travenol Labora-
tories, Inc.
2. Waldmann TA, Storber W: Metabolism of
immunoglobulins. Prog Allergy 13: 1-110, 1969
a Morell A, Riesen W: Structure, function and cata-
b�m of immunoglobulins in ImmurioherrioUierap,’.
N�1egger UE(ed), London, Academic Press, 1981,
pp 17-26
4. Stiehm ER:Standard and specialhuman immune
serum globulins as therapeutic agents. Pediatrics
63:301-319, 1979
S Buckley RH: Immunoglobulin replacement theraj�i:
indk�ations and contraindk�ations for use and vanat�e
IgG levels achieved in Immunoglobulins: Character-
istics and Use oflntravenous Preparations. Alving
BM, Finlayson JS (eds), Washington, DC, U.S. Do-
partment of Health and Human SeMces, 1979,pp3-8
a Bur1� �W, Sampson HA, Buddey RH: Maphylactk
reactions folIc�ing gammaglobulin administration
in patients with hypogammaglobulinemia: detection
of IgE antibodies to IgA. Submitted for publication.
Inquiries:
From CA: (800) 232-2200
All other states: (800) 423-2090
*Manufactu,.� under U.S. Patent No. 4,439,421
©1986 Travenol Laboratories, Inc. M rights reserved.

� TRAVENOL LABORATORIES, INC.
HYLAND THERAPEUTICS DIVISION
GLENDALE, CA 91202 U.S.A.
U.S. License No. 140

Pnnted in U.S.A. 30-35-01-3008 ReviSed February 1986



IN 50 B.C., ROMANS BELIEVED
RITUALS WERE THE ONLY WEAPONS

AGAINST RABIES.

IN 1986, RABIES HAS
A MORE FORMIDABLE FOE:

MERIEUX.

Until the time of In fact, in 1972, 45 For more informa- IMOVAX� RABIES
Louis Pasteur’s break- patients bitten by rabid tion on today’s solution ��BIES VACCINE U.S.P

through vaccine, a bite wolves and dogs were to the problem of rabies, (Human Diploid Cell)

from a rabid animal treated with Merieux call 1-800-327-2842. In IMOGAM� RABIES
RABIES IMMUNE GLOBULIN

meant certain death. postexposure therapy. Alaska, FloridaandHawaii, (Human) U.S.P

Today, Merieux KX3% were effectively callcollect(305)593-9577.
Institute, Inc., offers a protected-even when Merieux. A modern

MERIEUX INSTITUTE, INC.
complete postexposure treated 14 days after solution to an ancient i.o. BOX 52-3980

treatment program. being bitten!* problem. MIAMI, FL 33152-3980

“Immune complex-like” reactions may occur in up to 6% of persons receiving booster vaccines; much less frequently in persons

receiving primary immunization. MMWR, July 20, 1984.

Please see next page for summary of prescribing information, symptoms and treatment. © 1986 Merieux Institute, Inc.
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RABIES VACCINE U.S.P. (Human Diploid Cell) IMOVAX#{176}RABIES
DESCRIFFION: The IMOVAX RABIES Vaccine pro.

duced by Institut Merieux is a sterile. stable, freeze-dried

suspension ofrabies virus preparedfrom strain PM-1503-3M

obtained from the Wistar Institute. Philadelphia, PA.

The virus is harvested from infected human diploid cells,
MRC-5 strain, concentrated by ultrafiltration and is

inactivated by beta propiolactone. One dose of reconstituted
vaccinecontainsless than 100 mg albumin, less than 150kg
neomycin sulfate and 20 �.tg of phenol red indicator. The
vaccine is for intramuscular use.

The vaccine contains no preservative or stabilizer. It should
be used immediately after reconstitution.

The potency of Merieux IMOVAX RABIES Vaccine is

equal to or greater than 2.5 international units of rabies

antigen.

CONTRAINDICATIONS: For post-exposure treatment
there are no known specificcontraindications to the use of

Merieux IMOVAX RABIES Vaccine. In cases of pre-

exposure immunization, there are no known specific
contraindications other than situations such as developing

febrile illness. etc.

WARNINGS: In both pre.exposure and post-exposure
immunization, the full 1.0 ml dose should be given

intramuscularly.

In the case of pre-exposure immunization, recently a
significant increase has been noted in immune complex-
like” reactions in persons receiving booster doses of

HDCV.’ The illness characterized by onset 2-21 days post-

booster, presents with a generalized urticaria and may also

include arthralgia, arthritis, angioedema, nausea, vomiting.

fever, and malaise. In no cases were the illnesses life-

threatening. Preliminary data suggest this ‘immune
complex-like” illness may occur in up to 6% of persons
receivingboosterdoses and muchless frequently in persons

receiving primary immunization. Additional experience

with this vaccine is needed to define more clearly the risk
of these adverse reactions.23

Two cases ofneurologic illness resembling Guillain.Barr#{233}
syndrome4’5 a transient neuroparalytic illness. that resolved
without sequelae in 12 weeks and a focal subacute central
nervous system disorder temporally associated with HDCV,
have been reported.’

All serious systemic neuroparalyticor anaphylactic reactions
to a rabies vaccine should be immediately reported to the

state health department or the Division of Viral Diseases,

Centerfor Infectious Diseases, CDC, 404-329-3095 during
working hours, or 404-329-2888 at other times.2

PRECAUTIONS: General-When a person with a history
of hypersensitivity must be given rabies vaccine, anti-

histamines may be given; epinephrine (1:1000) should be

readily available to counteract anaphylactic reactions. and
the person should be carefully observed after immunization.

While the concentration of antibiotics in each dose of
vaccine is extremely small, persons with known hyper.

sensitivity to any ofthese agents could manifest an allergic
reaction. While the risk is small, it should be weighed in

light of the potential risk of contracting rabies.

Drug Interacrions-Corticosteroids, other immuno-

suppressive agents, and immunosuppressive illnesses can
interfere with the development of active immunity and

predispose the patient to developing rabies. Immuno-

suppressive agents should not be administeredduring post-
exposure therapy. unless essentialfor the treatment ofother

conditions. When rabies post-exposure prophylaxis is
administered to persons receiving steroids or other

immunosuppressive therapy. it is especiallyimportant that

serumbe tested forrabiesantibodytoensurethat anadequ.ate
response has developed.2

Usage in Pregnancy- Pregnancy Category C. Animal
reproduction studies have not been conducted with

IMOVAX RABIES Vaccine. It is also not known whether
the product can cause fetal harm when administered to a

pregnant womanorcan affect reproductivecapacity. Rabies
vaccine should be given to a pregnant woman only if clearly

needed.

Because of the potential consequences of inadequately
treated rabies exposure and limited data that indicate that
fetal abnormalities have not been associated with rabies
vaccination. pregnancy is not consideredacontraindication

to post-exposure prophylaxis.2’ If there is substantial
risk ofexposure to rabies, pre-exposure prophylaxis may
also be indicated during pregnancy.

Pediatric Use- Both safety andefficacy inchildren havebeen

established.

ADVERSE REACTIONS: Once initiated, rabies pro-
phylaxis should not be interrupted or discontinued because
oflocalor mild systemic adverse reactions to rabies vaccine.

Usually such reactions can be successfully managed with
anti-inflammatory and antipyretic agents (e.g. aspirin).

Reactions after vaccination with HDCV are less common

than with previously available vaccines.’#{149}3’8 In a study

using five doses of HDCV, local reactions, such as pain,

erythema, and swelling or itching at the injection site were
reported in about 25% of recipients of HDCV, and mild

systemic reactions such as headache, nausea, abdominalpain,
muscle aches and dizziness were reported in about 20% of
recipients.

Serious systemic anaphylactic or neuroparalytic reactions

occurring during the administration ofrabies vaccinespose
a dilemma for the attending physician. A patient’s risk of

developing rabies must be carefully considered before

deciding to discontinue vaccination. Moreover. the use of

corticosteroids to treat life-threatening neuroparalytic

reactions cames the risk ofinhibiting the development of
active immunity to rabies. It is especially important in these

cases that the serum ofthe patient be tested for rabies anti-
bodies. Mince and assistanceon the management of serious
adverse reactions in persons receiving rabies vaccines may

be sought from the state health department or CDC.2

REFERENCES:

1. CDC. Systemic allergic reactions following immuni-

zation with human diploid cell rabies vaccine. MMWR
33:185-7 (1984).

2. CDC. Recommendations ofthelmmunization Practices

Mvisory Committee (ACIP). Rabies Prevention - United
States, 1984. MMWR 33:393-402, 407-8 (1984).

3. Rubin, Hattwick MAW, Jones S, Gregg MB, Schwartz
VD. Adverse reactions to duck embryo rabies vaccine. Ann

Intern Med 78:643-9 (1973).

4. Boe E. Nyland H. Guillain-Barr#{233} syndrome after
vaccination with human diploid cell rabies vaccine. Scand

J Infect Dis 12:231-2 (1980).

5. CDC. Adverse reactions to human diploid cells rabies

vaccine. MMWR 29:609-10 (1980).

6. Bernard KW, Smith PW, Kader FJ, Moran MJ.
Neuroparalytic illness and human diploid cell rabies vaccine.

JAMA 248:3136-8 (1982).
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cination in pregnancy. ArnJofObsiandGyn 143:717-8(1982).

8. Greenberg M, ChildressJ. Vaccination against rabies with
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RABIES IMMUNE GLOBULIN (HUMAN) U.S.P. IMOGAM#{174} RABIES
DESCRIPTION: Rabies Immune Globulin (Human)

IMOGAM RABIES is a sterile solution of antirabies
immunoglobulin (10-18% protein) for intramuscular

administration. It is preparedby coldalcohol fractionation

from pooled venous plasma ofindividuals immunized with

Rabies Vaccine prepared from human diploidcells(HDCV).
The product is stabilized with 0.3 M glycine and contains

1:10,000 sodium ethylmercurithiosalicylate (thinxerosal) as
a preservative. The globulin solution has a pH of6.8 ±0.4
adjustedwith sodium hydroxideor hydrochloric acid. The
product is standardized against the U.S. Standard Rabies

Immune Globulin. The U.S. unit ofpotency is equivalent
to the International Unit (lU.) for rabies antibody. The

product is prepared from units ofhuman plasma that have

been testedandfoundnegativeforhepatitisB surfaceantigen

(HBsAg) by FDA-required tests.

CONTRAINDICATIONS: Rabies Immune Globulin
(Human)shouMnobe administered in repeated doses once
vaccinetreatment hasbeen initiated. Repeatingthedosemay
interfere with maximum active immunity expected from

the vaccine.

WARNINGS: Rabies Immune Globulin (Human) should
be given with caution to patients with a history of prior
systemic allergic reactions following the administration of

human immune globulin preparations or those individuals

allergic to thimerosal.

1�rsons with specificlgA deficiency have increased potential

fordeveloping antibodies tolgA andcouldhaveanaphylactic
reactions to subsequent administration ofblood products

containing IgA.ii

PRECAUTIONS: General- Rabies Immune Globulin
( Human)should not beadministeredintravenouslybecause

of the potential for serious reactions. Injection should be
made intramuscularly andcare should be taken to draw back

on the plunger of the syringe before injection in order to

becertain that the needle is not in ablood vessel. Although
systemic reactions to immunoglobulin preparations are rare,
epinephrine should be available for treatment of acute

anaphylactoid symptoms. As with all preparations given
intramuscularly. bleeding complications may be encoun-

tered in patients with bleeding disorders.

Drug Interactions - Live virus vaccines such as measles
vaccines should not be given close to the time of Rabies

Immune Globulin (-Iuman) administration because anti-

bodies in the globulin preparation may interfere with the
immune response to the vaccination. Immunization with

live vaccines shouldnot begiven within three months after

Rabies Immune Globulin (Human) administration.

Pregnancy Category C-Animal reproduction studies have

not been conducted with Rabies Immune Globulin
(Human). It is also not known whether RIG(H)can cause

fetalharm when administered to a pregnant woman or can
affect reproductive capacity. RIG(H) should be given to a
pregnant woman only ifclearly needed.

ADVERSE REACTIONS: Localor mild systemic adverse
reactions to the globulin after intramuscular injections are

uncommon” and may be treated symptomatically. Local
tenderness, soreness or stiffness of the muscles may occur

at the injection site and may persist for several hours after
injection. Urticaria and angioedema may occur. Anaphylac-

tic reactions, although rare, have been reported following

injection of human immune globulin preparations.
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Therapeutic uses of gamma globulins. N EnglJ Med
275:826-831 (1966).

4. Kjellman H. Mverse reactions to human immune serum
globulin in Sweden (1969.1978) pp 143-150. Immuno-

globulins: Characteristics and uses ofintravenous prepara-

tions. Alving B.M. and FinlaysonJ.S., Editors. U.S. Dept.

Health & Human Services, DHHS PubI. No. (FDA)

80-9005, Wash., DC., 1980.
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First Fooda.
Four fruits and five vegetables Single-ingredient foods facilitate Single serving size (2#{189}oz.) suits
complement the nutrients found in monitoring for food sensitivities. small appetites.
breast milk or formula and infant cereal. Completely natural. . .pure and

Colorful orange labels help parents Extra-smooth texture is specially simple.

identify First Foods�1. varieties. formulated for beginners.

Gerber
. Medical Services

Call 1-800-4-GERBER for answers to questions on infant feeding and care. ©1986 Gerber Products Company FE�mont, Michigan 49412







Please see next page for brief summary of prescribing information.

They need a form th� fits.
A form that protects them
day and night with convenient
ql2h dosing.
Unlike many adults, children are rapid me-
tabolizers of theophylline. This means that
many theophylline products have to be
dosed three or four times a day to maintain
stable serum concentrations in children.

Theo-Dur Sprinkle produces smooth serum
concentrations for a full 12 hours with
convenient twice-daily dosing. Children
are protected through the day and night,
eliminating the need to medicate during
school and bedtime hours.

A form that allows precise
titration in small increments.
Children may be more sensitive than adults
to changes in theophylline dosage. Children
may exhibit dose-dependent saturation of
metabolic pathways, which can lead to
disproportionate increases in theophylline
concentrations and increase the risk of

toxicity.1 Theo-Dur Sprinkle minimizes the
risk of toxicity because it is available in 50,
75, 125 and 200 mg strengths, allowing
for precise titration in 25 mg increments.

A form mars easy to swallow.
Unlike adults, children often have trouble
swallowing tablets. Theo-Dur Sprinkle over-
comes this problem because it is designed
to be sprinkled onto a small amount of a
child’s favorite soft food. Each dose is easy
and pleasant to swallow. Unlike theophyl-
line liquids, which are often bitter tasting,
Theo-Dur Sprinkle is completely tasteless
and odorless. And unlike many theophyl-
line elixirs, Theo-Dur Sprinkle contains no
alcohol. In addition, it contains no placebo
beads, dyes or preservatives.

The safety and effectiveness of Theo-Dur
Sprinkle in children under 6 years of age
have not been established. Patients should
take Theo-Dur Sprinkle at least one hour
before or two hours after a full meal to mm-
imize the effect of food on drug absorption.

THEO-DUR#{174}%�W
SPRINKLE
(theophylIme anhydrous)
Sustained Action Capsules

The first form of theophylline
designed especiallyfor children.
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THEO-DUR�
SPRINKLE
(theophylline anhydrous)
Suslained Aclion Capsules

ELMO� �#{149}�

DESCRIPTION:
THEO-DUR SPRINKLE sustained action capsules contain anhydrous
theophylline, a bronchodilator. in a sustained release formulation with no
color additives
CLINICAL PHARMACOLOGY:
Theophylline directly relaxes the smooth muscle ofthe bronchial airways
and pulmonary blood vessels, thus acting mainly as a bronchodilator
and smooth muscle relaxant. The drug also produces other actions
typical ofthe xanthine derivatives: coronary vasodilator, cardiac stimulant,
diuretic, cerebral stimulant, and skeletal muscle stimulant The actions of
theophylline may be mediated through inhibition of phosphodiesterase and
a resultant increase in intracellular cyclic AMP Apparently, no development
oftolerance occurs with chronic use of theophylline
INDICATiONS:
ThEO-DUR SPRINKLE is indicated for relief and/or prevention of
symptoms of bronchial asthma and for reversible bronchospasm
associated with chronic bronchitis and emphysema.
CONTRAJNDICAT1ONS:
THEO-DUR SPRINKLE is contraindicated in individuals who have shown
hypersensitivity to theophylline or any of the capsule components.
WARNINGS:
Excessivetheophylline doses may be associated with tosicity: serum
theophyiline levels should be monitored to insure maximum benefit with
minimum risk. Incidence of toxicity increases at serum levels greater than
20 mcg/ml. High blood levels of theophyiline resulting from conventional
doses are correlated with clinical manifestation oftosicity in: patients
with lowered body plasma clearances, patients with liver dysfunction or
chronic obstructive lung disease, and patientswho are older than 55 years
of age, particularly males. There are often no early signs ofless serious
theophylline toxicity such as nausea and restlessness, which may occur
in up to 50% of patients prior to onset of convulsions. Ventricular
arrhythmias or seizures may bethe first signs oftosicity. Many patients
who have higher theophylline levels exhibit tachycardia. Theophylline
products may worsen pre-existing arrhythmias
PRECAUTIONS:
THEO-DEJR SPRINKLE CAPSULES SHOULD NOT BE CHEWED OR
CRUSHED Theophylline should not be administered concurrently with
other santhine medications. Use with caution in patients with severe
cardiac disease, severe hyposemia, hypertension, hyperthyroidism, acute
myocardual inlury. car pulmonale. congestive heartfailure, liver disease, in
the elderly lespecially males) and in neonates. In particular, great caution
should be used in giving theophylline to patients with congestive heart
failure Frequently, such patients have markedly prolonged theophylline
serum levels with theophylline persisting in serum for long periods
following discontinuation of the drug. Use theophylline cautiously in
patients with history of peptic ulcer. Theophylline may occasionally act
as a local irritantto the 0 I tract although gastrointestinal symptoms
are more commonly centrally mediated and associated with serum
drug concentrations over 20 mcg/ml.
Drug-Food Iatsractions:
Theo-Dur Sprinkle has not been adequately studied to determine whether
its bioavailability is altered when given with food
Available data suggest that drug administration at the time of food
ingestion may influence the absorption characteristics of some or all
theophylline controlled-release products resulting in serum values different
from those found after administration in thefasting state
A drug-food effect, if any, would likely have its greatest clinical significance
when high theophylline serum levels are being maintained and/or when
large single doses (greater than 13 mg/kg or 900 mg) of a controlled-
release theophylline product are given The influence of the type and
amountoffood on performance of controlled-release fheophylline
products i5 under study at this time
Usage I. Preguiaecy:
Animal reproduction studies have not been conducted with theophylline. it
Is not known whether theophylline can causefetal harm when administered
to a pregnant woman or can affect reproduction capacity X.anthines should
be given to a pregnant woman only if clearly needed
Nursffiq MoI�srs:
tt has been reported that theophyiline distributes readily into breast milk
and may cause adverse effects in the infant. Caution must be used if
prescribin9 xanthinesto a mother who is nursing, taking into account the
risk-benefit of this therapy.
Pediatric Use:
Safety and effectiveness of THEO-DUR SPRINKLE in children under 6 years
of age have not been established.
ADVERSE REACTIONS:
The mostconsistentadverse reactions are usually due to overdose and are

Gastrointestinal: nausea, vomiting, epigastric pain, hematemesis,
diarrhea
Central nervous system: headaches, irritability, restlessness, insomnia,
refies hyperescitability, muscle twitching, clonic and tonic generalized
convulsions
Cardiovascular palpitation, tachycardia. extrasystoles, flushing,
hypotension, circulatory failure, ventricular arrhythmias.
Respiratory: tachypnea.
Renal: albuminuria, increased escretion of renal tubular and red blood
cells, potentiation of diuresis
Others: rash, hyperglycemia and inappropriate ADH syndrome.

HOW SUPPUED:
THEO-DUR SPRINKLE 50, 75, 125 and 200 mg sustained action capsules
are available in bottles of 100.
CAUTION:
Federal law prohibits dispensing without prescription
For full prescribing information, see package insert. Revised 09/84

Retsisace
1 Weinberger M. Ginchansky E J Pediatr 1977.91 820-824

= Key Pharmaceuticals,Inc.
- Miami, Florida 33137

KY TS-1202





TrophAmine � (6% Amino Acid Injection)

Achieving normal growth with neonatal and
pediatric TPN: Kendall McGaw delivers.

sTPN pati.nts, standard
dd th.rapy can Iad to
ical abnormaliti.s.

I sp.dfyb’ophAmin.#{174}
11110 Acid Inj.dion)
aIIz. plasma amino add
citions that spur growth.
ur pediatric patients re-
N for nutritional support

:ht gain, TrophAmine is
er.
�mine is the only amino
tion that duplicates the
I narrow range of plasma
id concentrations found
or supporting new tissue

synthesis and growth.
In fact, TrophAmine

was developed to repro-

duce the two-hour,
postprandial amino acid
profile of a one-month
old, normal breast-fed
baby. This results in
LBW neonatal growth
rates that match third
trimester intrauterine
growth�-2 No other amino
acid formulation can
make this statement.

How TrophAmin.
works.
TrophAmine is the most
nutritionally complete
amino acid solution for

vith 18 amino acids plus
�nd it is the only amino acid
.0 provide adequate amounts
ential pediatric amino acid
derived from its precursor,
L-tyrosine (NAT).
ritional amino acid solu-
�ally result in an abnormal
mino acid profile. Normal-
; profile with TrophAmine
1 excellent weight gain,
I nitrogen balance and
changes in liver function
�rs.
vide optimal nutrition
V for normal growth, only
�ine delivers.

page for brief summary of prescribing
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Ip Your Patients
“Make Every Ride
A Safe Ride”

The Academy is offering you a new line of child passenger
safety literature to give to your patients. These attractive
brochures contain up-to-date and scientifically accurate in-
formation reviewed by experts from AAP technical commit-
tees. The presentations are practical and offer sound advice
to parents for the safe transportation of their children. For
example:

Children and Car Safety
How to make your child comfortable and happy in a safety
seat.

Child Safety Seat Checkup
Detailed instructions on how to use a child safety seat
correctly.

One-Minute Safety Seat Checkup
Illustrated checklist on the correct use of a child safety seat.

An Early Start: Getting the Jump on Teen Vehicle Safety
Ways to instill safety habits in children.

Teens Who Drink and Drive: Reducing the Death Toll
How parents can deal with this problem.

American Academy
of Pediatrics

Send Completed Form To:
American Academy of Pediatrics
Publications Dept.
141 Northwest Point Blvd., P.O. Box 927
Elk Grove Village, IL 60007

Minimum Order: 1 pack (100 copies) per brochure.

cost: $15.OO/100 (Members), $2000/100 (Non-Members)

No. of Packs PriceDescription

Children and car Safety

Child Safety Seat checkup

One-Minute Safety Seat Checkup

An Early Start: Getting the Jump on
�T#{235}en%Mhicle Safety

Teens Who Drink and Drive:
Reducing the Death Toll

SUBTOTAL

Handling Charge

TOTAL ORDER

$

$

____________$

____________S

$

____________$
S 2.50

S

Make checkormoney order payableto American Academy of Pediatrics.
Charge orders, call: 1-800-433-9016. MasterCard/Visa accepted.

0 AAP Member ID Number 0 Non-member

Please print:

Name

Address

City State Zip Code
PEDS
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TrophAminE (6% AmIno Acid Injection)
REFER TO PSCSAGE INSERT FOR FULL PRESCRIBING INFORMATION.
THE FOLLOWING IS A BRIEF SUMMARY
WARNING: Pseutseal u�trItIse s�.uId be used sily �y tbsse fs�IIIar wIth Its sdlmlstrstloe cud
ce.IkatIs.s.
O.scdpeloui
Each 100 nI conlains
EseeMlal I�o acIds
Issleucine USP 0 49 g
Leucine liSP 0 84
Lysine a#{248}dedas Lvsine Aceiaie U5P� 0 49 g
Methiovine lISP 0 20
Phenylalanine USP 0 29 g
ThreonineU5P 025 9
TrvpIo�iianU5P 012 9
ValineU5P 047 g
Cystvine HCI.H0 U5P <0 02 g
Hislidine U5P 0 29 9
I issine As 0 04 9 Tyrosine U5P and 0 12 g N-Acetvl-LTyrosine/ 0 14 �

#{149}�su*IaI SUIIN acIds
AlarnneU5P 032 9
Aioinioe U5P 0 73 s
ProlineU5P 041 s
Serineu5P 023 g

Glycine U5P 0 22 g
LAspartic Acid 0 19
LGiulainic Acid 0 30
nwrie 0015
Sodium Metabisullite NF aS Si unlio.idani: 0 050
Waierlor lnleclion U5P
pH adiusted wiih Glacial Acviic Acid USP
pH Appo. 55
Calculated Osmolarity Apprn. 525 rn0sm/litei
Cooceniralion olEleclrniples mEg/hId) Sodium 5 Acelale appina 56 prsvided as acetic acid and lvsine acetate:
Citisnile<3
‘Holi LE Snyileman SE The amino acid teguirements Si intanls JAMAI1SI2I 24-127 961ieigs J Senterre J is laurine essenlial lot the neonaIes� Mel NHsats 32 7376 977

‘Gaull G, Sluman JA. Raiha NCR. Development of namnaliae sultui metabolism Absence oi cysloihionase in
humae leial tissues Pedlaet Bee 6 538�547 1972

Ind$caltouusaud U tnopiiAmine s indicated or tfle nutritional Sup7Ofl 01 ntanls .rncluding those or low birth
ceight and younu chit ten teouirin� IPN via either central or tieribheral intusion mutes Paientera/ nuttition with 6%
trophAmine is indicated to pievenl nitrogen and weight loss or treat ne�arive nilroQen balance in inlants and iounc
children where 1 the alimentary tract by the otal gastrostomi ot lelunostomy route cannot ot should not be used
01 aileguate protein intake is not teasible by these noutes 2 oastrointesrinal absorption or protein is impaired or
.3. protein tequirements are substantialli increased as with extensive burns bosaoe route 01 admtnisttatioe and
concomitant rntusion ot non protein calories ate dependent on various actors such as nutritional and metabolic
status ot the patient anticipated duration dl parenteral nutritional support and vein tolerance Ceetral Venous
NutrItIon Central venous intusion should be considered when amino acid solutions are to be admixed with hyper
tonic dextrose to promote totem synthesis in try catabolic or severely depleted intants or those requiring loo#{231}
term parenteral nutrition ripluerat Parent NutrItIon For moderately catabolic or depleted patients in whom
the central venous route is not indicated diluted amino acid solutions moed with 510% dextrose solutions may
be inlused try peripherai vein supplemented it desired with tat emulsion Conteaindicatlouus Trophdmine is con
traindicated in patients with untreated aouria hepatic coma inborn errors or amino acid metabolism including
those involving branched chain amino acid metabolism such as maple syrup urine disease and rsovaleric acidemia
or hypersensilrvity to one or mote amino acids present in the solution Warnings Sale etrective use ot parenterai
nutrition requires a knowledge ot nutrition as well as clinical expeoise in recognition and treatment or the complica
tions which can occur Frs�aent noalsatton and tabo,aeoq determlnatloes are necessary toe proper
sooltortog of par.uuesral nutritIon. Studies should include blood sugar serum proteins kidney and liver unction
tests electrolytes liemogram carbon dioxide content serum osmolaiities blood Cultures and blood ammonia
levels Administration or ammo acids in the presence ot impaired renal unCtiOn or gastrointestinal bleeding may
augment an almauly elevated blood urea nrtro9en Patients with azoremia tom any cause should not be inlused
wth amino acids without regardlototal nitrogen intake Administration ot intravenous solutions can causetluid and or
solute overload resulting in dilution or serum electrolyte concentrations overhydration congested states or
pulmonary edema Ihe risk or diiutrnnai states is inversely proponionai to the electrolyte concentrations or the
solutions The risk 01 soiute overload causing congested states wIth peripheral and pulmonany edema is dIrectly
proportional to tire electrolyte concentrations ot the solutions Administration 01 amino acid solutions to a
patient with hepatic insutticiency may result in plasma amino acid imbalances hypetammonemia prerenal anotemia
stupor and coma Hyperammonemia is at specIal slqnit$caoce In latanis as its occurrence in the syndrome
caused by 5enetic metabolic detects is sometimes associated although not necessarily in a causal relationship with
mental retardation this reaction appears to be dose related and is more likely to develop during prolonged therapy It is
essential that blond ammonia be measured rrequentli in intants lire mechanisms o(thiS reaction are not clearly
dettrred but may involve genetic detects and immature or subclinically impaired liver tunction Conservative doses
of amino acids should be given diciated by the nutritional status dl the patient Should symptoms 01 hyperammonemia
develop amino acid administration should be discontinued and the patienl 5 clinical status reevaluated Ibis
product contains sodium metabisultite a sultite that may cause ailergictype reactions I’ 5 hives itching wheezing
anaphyiazis. in certain susceptible prisons A/though the ovetall prevalence Or sultite sensitivity in the general
population is probatiiy low it is seen more irequently in asthmatic or in atopic nonasthmatic persons Prscautlens
Gunoral Ciinical evaluation and periodic laboratory determinations ate necessary to monitor Changes in tluid
balance electrolyte concentrations and acidbase balance Owing prolonped parenteral therapy or whenever the
condition of the patient warrants such evaluation Signiticani deviations trom normal concentrations may require
the use 01 additional electrolyte supplements Strongly hypertonic nutrient solutions should be administered via an
intravenous catbeler placed in a central vein oreterably the superior vena cava Care should be taken to avoid
circulatory overload particularly in patients with cardiac insulticrency Speciai care must be taken when giving
hypertonic dezirose to a diabolic or pre-diabetic patient 10 prevent severe hyperglycemia in such patients insuiin
may be requined Administration 01 glucose at a rate exceeding the patient s utilization rate may leadro hyperglycemia
coma and death Administration of amino acids without carbohydrates may result in the accumulation ot ketone
bodies inthe bioird Correction ot this ketonemia may be achieved try lie administiation ot carbohydrate Fat emulsion
coadminrstratron should be considered when prolonged more than 5 days parenteral nutrition is requited in order
to prevent essential laIty acid deficiency 6 F A D Serum lipids should be monitored tot evidence ot F F A P in
patients maintained on tat tree 1PM Peripheral administration ot IrophAmine 6% Amino Acid Inlection requires
appropriate dilution and provision oiadequaie calories Care shouid betakeeto assure proper placementotthe needle
within the lumen It the vein Ihe venipuncture site should be inspectedtrequentty tot signs Ot mutIlation tt venous
thrombosis or phlebitis zccurs discontinue intusions or change infusion sire and initiate appropriate treatment
Extraordinary eiectnolyte lOsses such as may occur during protracted nasogastric suction vomiting diarrhea or
oastroiniestrnal tistula drainaoe may necessitate additional eiectmlyte supplementation Metabolic acidosis can be
prevented or readily controlled ny adding a portion or ihe cations athe electrolyte mature as acetate salts and in
the case Ii hyperchioremic acidosis by keeping the total chlonde content 01 the intusate to a minimum TrophAmine
contains less than 3 mEq chloriue per litet Iropirumine contains no added phosphorus Patients especially those
with irypophospnatemia may require the addition ot phosphate To prevent hypocalcemia calcium supplementation
should always accompany phosphate administration lo assure adequate intake setum levels should be monitored
requentiy To minimize the risk of possible incompatibilities arising irom mixing this solution wiTh other additives

that may be prescribed tIre mat inlusate should be inspected or cloudiness or precipitation immediately alter
mixing prior to administration and periodically during administration Ase only it solution is clear the seal unbroken
and vacuum is present Carclnognoewls Mutapen.sls, Iinpalr*snt � FertilIty No in vitro or in vivo carcino
qenesis mutagenesis onierhlity studies have been conducted with TrophAmine 6% Amino Acid lniection� Usage
In Prngaaocy Pregnancy Category C Animal reproduction studies have not been conducted with TrophAmine 6%
Amino acid Inpection It is also not know whether IrophAmine 6% Amino Acid Inlection can cause tetal harm when
administered to a pregnant woman or can atlect reproduction capacity Special Precautloos tor Central Venous
Aduulntstratloo. Ad.Inlstratiouu by csuutrat oonoes catheter should be acid soly by tluosu famIlIar With
this tucluniqu, and its cn.pllcatlouus. Central venous nutrition may be associated with complications which
can be prevented or minimized by careful aitention to ail aspects 01 the procedure including solution preparation
administraiion and patient monitoring It Is siswutlalthat a carstalty prepared protocol, based on curreet
mudical practices, hi tulluwud, preferably by an esp.rl.oc.d tuam. Although a detailed discussion of the
complications is beyond the scope of this insert The foliowing summary lists those based on current literature
Technical. nbc placement of a central venous catheter shouldtre regarded as a surgical procedure One shouid be
tully acquainted with various techniques ot catheter insertion as well as recognition and treatment of complications
For details of techniques and placement sites consult the medical literature nay is the best means of verifying
catneiet placement Complications known to occur from the placement of central venous catheters are pneumo
borax hemoihorax hydrothorax arrery zuncture and transection injury to the brachial plexus malposition or the

catheter formation of afteriovenous tistula phlebitis thrombosis and au and catheter embolus Soptlc. The
constant risk of sepsis is present during central venous nutrition Since contaminaied solutions and infusion catheters
are polentral sources of iniection it is imperative thai the preparation or parenieiai nutrition solutions and the
placement and care of catheters be accomplished undei controlled aseptic conditions Solutions should ideally be
prepared in the hospital pharmacy in a iatit;nai flow hood the key factoi in their prepatatioe is careful aseptic
technigueto avoid inadverleni touch confamination during mixing of solutions and suhsequent admixtures Parenteral
nutrition solutions should be used promptly after mixing Any stora5e should be under refriqetation fot as brief
a time aspossrtvle Administration time tot a single bottle anilset should never exceed 24 hours Consult the medical
literaturefor a discussion of be manapement of sepsis during central venous nutrition In brief typical management
includes replacing The solution living administered with a fresh container and set and the remaining contents are
cuituiedfor bacterial or fungal contamination If sepsis persists and another source of infection is not identified
the catheter is removed the proximal tip cuttufed and a new catheter reinsened when the fever has subsided Non
specific prophylactic antibiotic treatment is not recommended Clinical experience indicates that the catheter is
likely to Iv the prime source of inlection as opposed to aseptically pfepared and properly stores solutions Metabolic.
The inliowing metabolic complications have been reported metabolic acidosis hypophosphatemia alkalosis
hyperglycemia and glycosunia Osmotic diuresis and dehydration rebound hypoglycemia elevated liver enzymes
flypn� and hypenvitaminosis electrolyte imbalances and hyperammonemia in children Frequent clinical evaluation
and laboratory determinations are necessary especially duting the first few days of venous nuttitiOn to prevent or
minimize ihese complications Adverse Reactions See”Warnlags” and Spoclal Precautions tot Central
Venous Nutrltloe’ Reacriqns reponed in clInical studies as a result of infusion of the parenteral fluid were watel
weight gain edema increase in BAN and mild acidosis Reactions which may occur because oithe solution or The
technique of administration includefebrile response election attIre site of inlection venous thrombosis ot phlebitis
extending from the site of inlection extravasation and hypenvolernia Local reaction at the infusion site consisting
of a warm sensarion erythema phlebitis and thrombosis have been reported with peripheral amino acid infusions
especially it other substances are also administered through the same site If electrolyte supplementation is
required durIng peripheral infusion it is recommended that additives � administered fhroughout the day in order to
avoid possilue venous irritation Innitating additive medications may require infection at another site and should not
be added directly to the amino acid infusate Symptoms may resultfrom an excess or deficit of one or more of the
ions present in the solution theretore frequent monitoring of electrolyte levels is essential Phosphorus deficiency
may lead to impaired tissue oxygenation and acute hemolytic anemia Relative to calcium excessive phosphorus
intake can precipitate hypocalcemia with cramps tetany and musculat hyperexcitability If an adverse reaction does
occur discontinue the infusion evaluate the patient institute appropriate therapeutic countermeasures and save
the remainder oithefluidfor examination if deemed necessary Overdosege In the event of aflurd or solute Overload
during parenteral therapy reevaluate the pailenis condition and institute appropriate corrective treatment
Rsferonces
Jarnenpaa AL et al Pteiemr infants fed human milk attain intrauterine weight gain Acta Paenliatr Scarnil

72 239 1903 Ziegler FE et ai Nutrifional requirements of the premature infant Texnopov or Fhthatnrc Nutrition
Do 2939 1981
For technical lufurmatlue call the kendall McGaw
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In diaper candidiasis, gentle LOTRIMIN
Creamy Lotion spreads easilyover wide
areas - making it an ideal delivery (clotri.mazole, USP)
system for babies. LOTRIMIN is
highly effective in candidiasis’. . . CREA�IY
and its safety record makes it tops to
use, especially on infants. I�YII�JIV�� �
Please see next page for brief summary of prescribing

information.

DEPENDABLE IN DIAPER CANDIDIASIS...
IDEAL FOR BABY’S TENDER SKIN
Also available in Cream, USP 1% and Solution, USP 1%
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(clotrimazole, USP)

��AMY
LOTION, 1%
DEPEND&BLE IN DIAPER CANDIDIASIS...
IDEAL FOR BABY’S TENDER SKIN

FOR DERMATOLOGIC USE ONLY - NOT FOR OPHTHALMIC USE
INDICATiONS AND USAGE LOTRIMIN products are indicated for the
topical treatment ofthe following dermal infections: tinea pedis, tinea
cruns, andtinea corporis due to Trichophytonrubrum,Trichophyton
mentagrophytes, Epidermophyton floccosum, and Microsporum canis;
candidiasis dueto Candida albicans; andtinea versicolor due to Malas-
sezia furfur.
CONTRAINDICATIONS LOTRIMIN products are contraindicated in
individuals who have shown hypersensitivity to any of their
components.
WARNINGS LOTRIMIN products are not for ophthalmic use.
PRECAUTiONS General: If irritation or sensitivity develops with the
useof clotrimazole,treatment should be discontinued and appropriate
therapy instituted.

Information For Patients:
The patient should be advised to:
1 . Usethe medication for the full treatment time even though the

symptoms may have improved. Notify the physician if there is no
improvement afterfour weeks of treatment.

2. Inform the physician if the area of application shows signs of
increased irritation (redness, Itching, burning, blistering, swell-
ing, oozing) indicative of possible sensitization.

3. Avoid the use of occlusive wrappings or dressings
4. Avoid sources of infection or reinfection.

Laboratory Tests: If there is lack of response to clotrimazole, appro-
priate microbiological studies should be repeated to confirm the
diagnosis and rule out other pathogens before instituting another
courseof antimycotictherapy.

Drug Interactions: Synergism or antagonism between clotrimazole
andnystatin,or amphotericin B, or flucytosine against strains of
C. albicans has not been reported.

Caminogenesis, Mutagenesis, Impairment of Fertility: An
18-month oral dosing study with clotnmazole in rats has not revealed
any carcinogenic effect.

In tests for mutagenesis,chromosomesofthe spermatophores of
Chinesehamsterswhich had been exposed to clotnmazole were exam-
med for structural changes during the metaphase. Prior to testing, the
hamsters had received five oral clotrimazole doses of 100 mg/kg body
weight. The results of this study showed that clotrimazole had no
mutagenic effect.

Usage In Pregnancy: P1S9MI1C� Category B: The dispositson of ��C-
clotnmazole has been studiedin humans and animals Clotrimazole is
very poorly absorbed following dermal application or intravaginal
administration to humans. (See CLINICAL PHARMACOLOGY.)

In clinical trials, use of vaginally applied clotrimazole in pregnant
womenin their second andthird trimestershasnot been associated
with ill effects. There are, however, no adequate and well-controlled
studies in pregnant women during the first trimester of pregnancy.

Studies in pregnant rats with i�)�avaginal doses up to 100 mg/kg
have revealed no evidence of harm to thelitus due to clotrimazole.

High g.�j doses of clotrimazole in rats and mice ranging from 50 to
120 mg/kg resulted in embryotoxicity (possibly secondary to maternal
toxicity), impairment of mating, decreased litter size and number of
viable young and decreased pup survivalto weaning. However, do-
trimazole was tIQI teratogenic in mice, rabbits and rats at oral doses up
to 200, 180 and100 mg/kg, respectively. Oral absorption in the rat
amountsto approximately 90% ofthe administered dose.

Because animal reproduction studies are not always predictive of
human response, this drug should be used only if clearly indicated dur-
ing the first trimester of pregnancy.

NIIE$1II9 Mothets: It is not known whether this drug is excreted in
human milk. Because many drugs are excreted in human milk, caution
shouldbeexercisedwhen clotnmazole is used by a nursing woman.

PedIatrIc Use: Safety andeffectivenessin children have been estab-
lished for clotrimazole when used as indicated and in the recom-
mended dosage.
ADVERSE REACTiONS The following adverse reactions have been
reported in connection with the use of dlotrimazole: erythema, sting-
ing, blistering, peeling, edema, pruritus, urticaria, burning, and
general irritation of the skin.
OVERDOSAGE Acute overdosage with topical application of clotrima-
zoleis unlikely andwouldnot beexpectedto leadto a life-threatening
situation.
DOSAGEAND ADMINISTRATION Gently massage suffIcIent
LOTRIMIN Into the affected and surrounding skin areas twice a day,
In tIle morning and evening.

Clinical improvement, with relief of pruntus, usually occurs within
the first week of treatment with LOTRIMIN. If the patient shows no
clinical improvement after four weeks of treatment with LOTRIMIN, the
diagnosis should be reviewed.
HOW SUPPUED LOTRIMIN Cream 1 % is supplied in 15, 30, 45 and
90-g tubes (NDC 0085-0613-02, 05, 04, 03, respectively); boxes of
one.

LOTRIMIN Lotion 1% is supplied in 30 ml bottles (NDC 0085-0707-
02k; boxesof one.

Shake well before using.
LOTRIMIN Solution 1% is supplied in 10 ml and 30 ml plastic bottles

(NDC0085-0182-02,04, respectively):boxesof one.
Store LOTRIMIN products between 2 and 30C (36’ and 869.

REFERENCE: 1 . Among patients using LOTRIMIN Cream. Spsekermann
PH, Young MD: Clinical evaluation of dlotrimazole: A broad-spectrum
antifungal agent. Arch Dermatol 112:350-352, March 1976.

�::c(e� SchenngCorporation

Kenilworth, New Jersey 07033
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Specify The S

Clear Solution
Oral Electrolyte
Maintenance Solution

More appropriate than household beverages for
the maintenance of water and electrolytes during
mild or moderate diarrhea in infants and children.
. Widely available in grocery, drug and convenience stores in

distinctive, easy-to-pour plastic quart bottles with resealable cap.

. Unflavored for infants.

. Fruit-Flavored for the taste preference of older infants and children.

When the problem is diarrhea,
the solution is Pedialyte#{174}
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Please see next page for brief summary of prescribing information.

Suddenly, no more.

Absence seizures don’t last very long. But they
disrupt the child’s school performance so that teachers
may think of these children as “inattentive.”

Once simple absence seizures are diagnosed,
ZARONTIN#{174} (ethosuximide) is the drug of choice for
treatment. ZARONTIN has a well-known safety record
and has been generally well tolerated. Hepatic
toxicity has not been reported.*

Since ZARONTIN has a specific anti-absence
seizure effect, it will not mask generalized tonic-clonic
activity. More than two decades of clinical experience
have helped ZARONTIN earn its reputation.

#{174}

(ethosuximide, usp)
Capsules 250mg-Syrup 250mg/5mL

The drug of choice’3
for absence (petit ma!)
seizures

‘Minor alterations have been observed in some hepotic and renal function tests. Ethosuximide

should therefore be administered with extreme caution to patients with known hepatic or renal disease.

REFERENCES: 1 . Wilder B!, Bruni I: Seizure Disorders: A Pharmacological Approach to Treatment.
New York, Raven Press, 1981, p 98. 2. Green JB: Epilepsy in adolescents and adults, in Conn HF (ed):

Current Therapyl982. Philadelphia, WB Saunders Co. 1982, pp 720-726. 3. Fernandez RI. Samuels MA:
Epilepsy, in Samuels MA (ad): Manual of Neuroiogic Therapeutics with Essentials of Diagnosis.

Boston, Little Brown & Co. 1981, pp 75-117.

PARKE-DAVIS



Advances
in Pediatrics III
May 21-23, 1987
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enjoy oceanfront accommodations and the
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ZARONTIN� (ethosuximide capsules, USP)
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Before prescribing, please see full prescnbing information.

A Brief Summary follows.

INDICATION: Zarontin is indicated for the control of absence (petit ma!)

epilepsy.

CONTRAINDICATION: Ethosux,mide should not be used in patients with a

history of hypersensitivity to succinimides.

WARNINGS: Blood dyscrasias, including some with fatal outcome, have

been reported to be associated with the use of ethosuximide: therefore, pen-

odic blood counts should be performed.

Ethosuximide is capable of producing morphological and functional

changes in the animal liver. In humans, abnormal liven and renal function

studies have been reported.
Ethosuximide should be administered with extreme caution to patients

with known liver on renal disease. Periodic urinalysis and liver function

studies are advised for all patients receiving the drug.

Cases of systemic lupus erythematosus have been reported with the use

of ethosuximide. The physician should be alert to this possibility.

Usage in Pregnancy: The effects of Zarontin in human pregnancy and

nursing infants are unknown.

Recent reports suggest an association between the use of anticonvulsant
drugs by women with epilepsy and an elevated incidence of birth defects in

children born to these women. Dataare more extensive with respect to

phenytoin and phenobarbital, but these are also the most commonly pre-

scnibed anticonvulsants: less systematic or anecdotal reports suggest a pos-

sible similar association with the use of all known anticonvulsant drugs.

The reports suggesting an elevated incidence of birth defects in children

of drug-treated epileptic women cannot be regarded as adequate to prove
a definite cause and effect relationship. There are intrinsic methodologic

problems in obtaining adequate data on drug teratogenicity in humans: the

possibility also exists that other factors, eg, genetic factors or the epileptic

condition itself, may be more importunt than drug therapy in leading to

birth defects. The great majority of mothers on anticonvulsant medication

deliver normahnfants. It is important to note that anticonvulsant drugs

should not be discontinued in patients in whom the drug is administered to

prevent major seizures because of the strong possibility of precipitating sta-

tus epilepticus with attendant hypoxia and threat to life. In individual cases

where the severity and frequency of the seizure disorder are such that the

removal of medication does not pose a serious threat to the patient, discon-

tinuation of the drug may be considered pnor to and during pregnancy,

although it cannot be said with any confidence that even minor seizures

do not pose some hazard to the developing embryo or fetus.

The prescribing physician will wish to weigh these considerations in

treating or counseling epileptic women of childbearing potential.

Hazardous Activities: Ethosuximide may impair the mental andlor physi-

cal abilities required for the performance of potentially hazardous tasks,

such as driving a motor vehicle or other such activity requiring alertness:

therefore, the patient should be cautioned accordingly.

PRECAUTIONS: Ethosuximide, when used alone in mixed types of epilepsy,

may increase the frequency of grand ma! seizures in some patients.

As with other anticonvulsants, it is important to proceed slowly when

increasing or decreasing dosage, as well as when adding or eliminating

other medication. Abrupt withdrawal of anticonvulsant medication may

precipitate absence (petit ma!) status.

ADVERSE REACTIONS: Gczstrointsstlnal System: Gastrointestinal symp-

toms occur frequently and include anorexia, vague gastric upset, nausea

and vomiting, cramps, epigastnic and abdominal pain, weight loss, and

diarrhea.

Heniopoletic System: Hemopoietic complications associated with the

administration of ethosuximide have included leukopenia, agranulocytosis,

pancytopenia, aplastic anemia, and eosinophilia.

Nervous System: Neurologic and sensory reactions reported during then-

apy with ethosuximide have included drowsiness, headache, dizziness,

euphoria, hiccups, irritability, hyperactivity, lethargy, fatigue, and ataxia.

Psychiatric or psychological aberrations associated with ethosuximide

administration have included disturbances of sleep, night terrors, inability

to concentrate, and aggressiveness. These effects may be noted particu-

larly in patients who have previously exhibited psychological abnormali-

ties. There have been rare reports of paranoid psychosis, increased libido,

and increased state of depr�ssion with overt suicidal intentions.

Int.gum.ntary Syst.m: Dermatologic manifestations which have
occurred with the administration of ethosuximide have included urticaria,

Stevens-Johnson syndrome, systemic lupus erythematosus, and prunitic

erythematous rashes.

MIac.llcuiious: Other reactions reported have included myopia, vaginal

bleeding, swelling of the tongue, gum hypertrophy, and hirsutism.
0237G020
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Spring Session
May 9-14, 1987

American Academy �
of Pediatrics

The American
Academy of
Pediatrics’ 1987
Spring Session is a
focal point for
pediatricians
committed to
excellence. The
educational
programs offered will
expose participants
to new ideas and
developments in our
rapidly changing
profession.
Over 100 sessions presented
by distinguished faculty
provide a comprehensive
picture of the medical, social
and practice issues of
pediatrics in 1987.

Meeting highlights include:

Leonard L. Bailey on Infant
Heart Transplantation

Abigail English on Legal
Considerations in Adolescent
Health

Martha Bushore on
Pediatric Emergencies

Arthur J. Ainmann and
DianeWara on AIDS In
Children

James G. Garrick on Sports
Medicine 1987

Edward J. Saltzman on
Advanced Office
Management

What better place to attend
AAP’s 1987 Spring Session
than “America’s Favorite
City,” San Francisco. Known
for its cultural diversity,
climate and scenery, San
Francisco will provide the
perfect setting for this
important educational event.

Thefull meeting program

and registration materials

will be sent to all AAP

members in January. Non-

members can call or write

f or a free program . Mark

your calendar now! Don’t

miss this important event.

American Academy of Pediatrics

Annual Meeting Information

141 Northwest Point Boulevard

Elk Grove Village, IL

60009-0927
(800) 433-9016

In Ilinois: (800) 421-0589



C IC
Distressing for

infants and parents.

Frustrating for you.

Co iT

thef
managem of colic.

a double-blind study’ of 60 colicky infants fed co�
-based formula*:

11 infants (18%), symptoms disappeared within
hours after receiving soy formula, but not after

. . COW’S milk formula.
half (32 infants) were unchanged or worse when

milk formula or soy formula.

32 of these infants became symptom-free within
when switched to NUTRA1\IIIGEN.

AAP/CON has stated that this study “raises the
that cow’s milk is a precipitating factor in

infants with colic and suggests that it may
be most effectively managed by the use of a
casein hydrolysate’2 The committee has
recommended further studies on this common
problem.

NUT MIGEN#{174}
Protein Hydrolysate Infant Formula
Available in local pharmacies.

References:
1. Lothe L. Lindberg T. Jakbssn I: Cow’s milk formula as a cause of infantile colic: A double-blind

M tiad study. Pediatrics 1982;70:7-lO.I I I I I 2. American Academy of Pediatrics/Committee on Nutrition: Soy-protein formulas:I I I NUTRITIONAL DIVISION Recommendations for use in infant feeding. Pediatrics 1983; 72:359-363.

C t984 MtadJohnson & C�n#{236}�x�nv . Evansvitk, Indiana 4772tO(5)l liSA. ‘Seventeen infants had spontanm)us recovery on cow milk-based formula.





The Lecierle
Commitment
Continues

ao�es are lull now, but there was a time belore Lederle Laboratories extensive line of
modern immunization when they weren’t. biologicals indude:

Thanks to the combined efforts of the medical , ORIMU NE#{174}
profession and pharmaceutical companies,
diseases which once threatened all too many Poliovirus Vaccine , Oral Trivalent
children and adults are now seen more in #{149}Tuberculin, Old, TINE TEST#{174}
textbooks than daily practice.

�.ederle Laboratories takes pride in the part it � Tuberculin, Purified Protein
has played-and is continuing to play-in this � TINE TEST#{174}PPD
dramatic improvement in health care.

Lederle is proud that the company has � TRIIMMUNOL#{174}
effectively supplied the U.S. with live oral Diphtheria and Tetanus Toxoids
trivalent polio vaccine-OAlMUNE� and Pertussis Vaccine, Adsorbed

Lederle is also the only company which has . PNU-IMUNE#{174}23
consistently supplied DIP vaccine for over 40 Pneumococcal Vaccine, Polyvalent
years.

While other companies are abandoning the T�tonus Toxoid Fluid
vaccine business, the Lederle commitment is to
make every effort to provide the vaccines needed � TStOnus Toxoid Adsorbed
by the medical community to practice preventive

medicine in the best interest of our children. . DiphtheflCl and Tetanus Toxoids
For order placement, dial: 1-800-L-E-D-E-R-L-E Adsorbed (Pediatric)

Lt�M

Lederle Biologicals Protecting Families Through lmmunization�M
A Division o� American (yonomid Company. Wayne. New Jersey 07470

©1986 �ederIe Loborotories 101 6



- c� i�einh� Labs, IiiC.

RiCh71�0�� VA 23225 �njflatUleflt
f�ear � neW �o�.sySt#{128}1flU �nd relief of

Reiflh�.� j.abs wOUd�tj�l�dl�ated for the preVt���’#{176}� contam

called Colic DrOPs Co � flffl�fl�$�Co1lCD7�PQfi be dilutedj�stive t�’a
gas l� the d a stable . eting �,oduct.

up to joO% without � � ror�s. Colicsiraethi�0� % 0V9J the coiflP gas, simPlY

Colic Di#{176}P�mill
If it is ��rampiflg� use �use c,olic DmPS. Co

DrOPS are available

AMERICAN ACADEMY OF PEDIATRICS

�DlA’� �

Your gift can help our children

By giving to the Academy’s Memorial and Endowment Fund for Children,
you can support research conducted by practicing pediatricians. Their re-

search is needed in clinical investigations and office studies to improve child
health care. The Fund is one of few that assists practicing pediatricians in
these kinds of efforts.

To make a contribution, or for further information about the Fund, please
contact Fund Administrator, American Academy of Pediatrics, P.O. Box 927
Elk Grove Village, Illinois 60007, (312) 869-4255.
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Ritalin’ hydrochloride
methylphenidate hydrochloride
tabletsUSP

RItalIn-SR’ #{128}
methyiphenidate hydrochlorideUSP
sustained-releasetablets

BRIEF SUMMARY(FOR FULL PRESCRIBING
INFORMATION, SEE PACKAGE INSERT)

INDICATIONS
Attention Deficft Disorders, Narcolepsy
Attention DeficIt DIsorders (previously known as Minimal
Brain Dysfunction in Children). Other terms being used to de-
scribe the behavioral syndrome below include: Hyperkinetic
Child Syndrome, Minimal Brain Damage, Minimal Cerebral Dys-
function, Minor Cerebral Dysfunction.

Ritalin is indicated as an integral part of a total treatment pro-
gram which typically includes other remedial measures
(psychological, educational, social) for a stabilizing effect in chil-
dren with a behavioral syndrome characterized by the following
group ofdevelopmentally inappropriate symptoms: moderate-
to-severe distractibility, short attention span, hyperactivity, emo-
tional lability, and impulsivity. The diagnosis ofthis syndrome
should not be made with finality when these symptoms are only
of comparatively recent origin. Nonlocalizing (soft) neurological
signs, learning disability, and abnormal EEG may or may not be
present, and a diagnosIs of central nervous system dysfunction
may or may not be warranted.

Special Diagnostic Considerations
Specific etiology of this syndrome is unknown, and there is no
single diagnostic test. Adequate diagnosis requires the use not
only of medical but ofspecial psychological, educational, and
social resources.

Characteristics commonly reported include: chronic history of
short attention span. distractibility, emotional lability, impulsivity,
and moderate-to-severe hyperactivity; minor neurological signs
and abnormal EEG. Learning may or may not be impaired. The
diagnosis must be based upon a complete history and evalua-
lion of the child and not solely on the presence ofone or more of
these characteristics.

Drug treatment is not indicated for all children with this syn-
drome. Stimulants are not intended for use in the child who
exhibits symptoms secondary to environmental factors and/or
primary psychiatric disorders, including psychosis. Appropriate
educational placement is essential and psychosocial interven-
lion is generally necessary. When remedial measures alone are
insufficient, the decision to prescribe stimulant medication will
depend upon the physician’s assessment ofthe chronicity and
severity ofthe child’s symptoms.

C85-55 (Rev. 11 ‘85)

CIBA PharmaceutIcal Company
DivIsion of CIBA-GEIGY CorporatIon
Summft, New Jersey 07901

1. Whitehouse D, et al: Comparison of sustained-release and
standard methylphenidate in the treatment of minimal brain
dysfunction. J Clin Psychiatry 1980:41:282-285.

CIBA
Printed in U.S.A. ( 4/87 ) 174-81 1 7-A

CONTRAINDICAT1ONS corresponds to the titrated 8-hour dosage of Ritalin. Ritalin-SR
Marked anxiety, tension, and agitation are contraindications to tablets must be swallowed whole and never crushed or chewed.
Ritalin, since the dru9 may aggravate these symptoms. Ritalin is Children (6 years and over)
contraindicated also in patients known to be hypersensitive to Alan should be initiated in small doses, with gradual weekly
the drug, in patients with glaucoma, and in patients with motor
tics or with a family history or diagnosis of burette’s syndrome. increments. Daily dosage above 60 mg is not recommended.

If improvement is not observed after appropriate dosage ad-
WARNINGS justment over a one-month period, the drug should be
Ritalin should not be used in children under six years, since discont,nued.
safety and efficacy in this age group have not been established. Tablets: Start with 5 mg twice daily (before breakfast and

Sufficient data on safety and efficacy of long-term use of lunch) with gradual increments of 5 to 10 mg weekly.
Ritatin in children are not yet available. Although a causal SR Tablets: Ritalin-SR tablets have a duration of action of ap-
relationship has not been established, suppression of growth proximately 8 hours. Therefore, Ritalin-SR tablets may be used
(ie, weight gain, and/or height) has been reported with the long- ifl place of Ritalin tablets when the 8-hour dosage of Ritalin-SR
term use of stimulants in children. Therefore, patients requinng corresponds to the titrated 8-hour dosage of Ritalin. Ritalin-SR
lono-term therapy should be carefully monitored. tablets must be swallowed whole and never crushed or chewed.

�talin should not be used for severe depression of either � paradoxical aggravation of symptoms or other adverse
exogenous or endogenous origin. Clinical experience suggests � nccur, reduce dosage, or, if necessary, discontinue the
that in psychotic children, administration of Ritalin may exacer- drug.
bate symptoms of behavior disturbance and thought disorder. Ritalin should be periodically discontinued to assess the

Ritalin should not be used for the prevention or treatment of child� condition. Improvement may be sustained when the drug
normal fatigue states. is either temporarily or permanently discontinued.

There is some clinical evidence that Ritalin may lower the Drug treatment should not and need not be indefinite and
convulsive threshold in patients with pnor history of seizures, usually may be discontinued after puberty.
with prior EEG abnormalities in absence ofseizures, and, very OVERDOSAGE
rarely, in absence of history of seizures and no prior EEG cvi-
dence of seizures. Safe concomitant use of anticonvulsants and Signs and symptoms of acute overdosage, resulting pnncipally
Ritalin has not been established. In the presence of seizures, from overstimulation ofthe central nervous system and from
the drug should be discontinued. excessive sympathomimetic effects, may include the following:

Use cautiously in patients with hypertension. Blood pressure vomiting, agitation, tremors, hyperreflexia, muscle twitching,
should be monitored at appropriate intervals in all patients tak- convulsions (may be followed by coma), euphoria, confusion,
ma Ritatin, especially those with hypertension. hallucinations, delirium, sweating, flushing, headache, hyperpy-

�ymptoms of visual disturbances have been encountered in rexia, tachycardia, palpitations, cardiac arrhythmias, hyperten-
rare cases. Difficulties with accommodation and blurring of � mydnasis, and dryness of mucous membranes.
vision have been reported. Treatment consists of appropriate supportive measures. The

patient must be protected against self-injury and against exter-
Drug Interactions nat stimuli that would aggravate overstimulation already
Ritalin may decrease the hypotensive effect of guanethidine. present. If signs and symptoms are nottoo severe and the pa-
Use cautiously with pressor agents and MAO inhibitors. tient is conscious, gastric contents may be evacuated by

Human pharmacologic studies have shown that Ritalin may induction of emesis or gastric lavage. In the presence of severe
inhibitthe metabolism of coumann anticoagulants, anticonvul- intoxication, use a carefully titrated dosage of a short-acting
sants (phenobarbital, diphenythydantoin, primidone), phenylbu- barbiturate before performing gastnc lavage.
tazone, and tricyclic antidepressants (imipramine, Intensive care must be provided to maintain adequate circula-
desipramine). Downward dosage adjustments ofthese drugs tion and respiratory exchange: external cooling procedures may
may be required when given concomitantly with Ritalin. be required for hyperpyrexia.

Efficacy of peritoneal dialysis or extracorporeal hemodialysis
Usage In Pregnancy for Ritalin overdosage has not been established.
Adequate animal reproduction studies to establish safe use of
Ritalin during pregnancy have not been conducted. Therefore, HOW SUPPLIED
until more information is available, Ritalin should not be pre- Tablets 5 mg - round, yellow
scribed for women of childbearina age unless, in the opinion of (imprinted CIBA 7)
the physician, the potential beneffts outweigh the possible risks. Bottles of 100 NDC 0083-0007-30________________________________________ Bottles of 500 NDC 0083-0007-35

Bottles of 1000 NDC 0083-0007-40
Drug Dependence Tablets 10 mg - round, pale green. scored
Ritalin should be given cautiously to emotionally unstable (imprinted CIBA 3)
patients, such as those with a history of drug dependence Bofiles of 100 NDC 0083-0003-30
or alcoholism, because such patients may increase dosage Bottles of 500 NDC 0083-0003-35
on their own initiative. Bottles of 1000 NDC 0083-0003-40

Chronically abusive use can lead to marked tolerance Accu-Pak’ Unit Dose (blister pack)
and psychic dependence with varying degrees of abnormal Box of 100 (stnps of 10) . NDC 0083-0003-32
behavior. Frank psychotic episodes can occur, especially Tablets 20 ma - round, pale yellow, scored
with parenteral abuse. Careful supervision is required dur- (imprinted elBA 34)
ma drug withdrawal, since severe depression as well as the Bottles of 100 NDC 0083-0034-30
effects of chronic overactivity can be unmasked. Long-term Bottles of 1000 NDC 0083-0034-40
follow-up may be required because ofthe patient’s basic Protectfrom light.
personality disturbances. Dispense in tight, light-resistant container (USP).

SR Tablets 20 mg - round, white, coated

PRECAUTiONS (imprinted CIBA 16)Bottles of 100 . NDC 0083-0016-30
Patients with an element of agitation may react adversely: dis- Note: SR Tablets are color-additive free.
continue therapy if necessary ()�, not store abeve 86©F (30CC). Protectfrom moisture.

Penodic CBC, differential, and platelet counts are advised
dunng prolonged therapy. Dispense in tight, light-resistant container (USP).

Drug treatment is not indicated in all cases ofthis behavioral
syndrome and should be considered only in light ofthe com-
plete history and evaluation ofthe Child. The decision to
prescribe Ritalin should depend on the physicians assessment
ofthe chronicity and seventy ofthe child’s symptoms and their
appropriateness for his/her age. Prescription should not depend
solely on the presence of one or more of the behavioral
characteristics.

When these symptoms are associated with acute stress reac-
lions, treatment with Ritatin is usually not indicated.

Long-term effects of Ritalin in children haveiiot been well
established.

ADVERSE REACTiONS
Nervousness and insomnia are the most common adverse
reactions but are usually controlled by reducino dosage and
omitting the drug in the afternoon or evening. Other reactions in-
dude hypersensitivity (induding skin rash, urticaria, fever,
arthralgia, exfoliative dermatitis, erythema multiforme with
histopathological hndings of necrotizing vasculitis, and throm-
bocytopenic purpura): anorexia; nausea; dizziness; palpitations:
headache; dyskinesia; drowsiness; blood pressure and pulse
changes, both up and down; tachycardia; angina; cardiac ar-
rhythmia; abdominal pain; weight loss during prolonged therapy.
There have been rare reports ofTourette’s syndrome. Toxic
psychosis has been reported. Afthough a definite causal rela-
tionship has not been established, the following have been re-
ported in patients taking this drug: leukopenia andlor anemia; a
few instances of scalp hair loss.

In children, loss of appetite, abdominal pain, weight loss dur-
ing prolonged therapy, insomnia, and tachycardia may occur
more frequently; however, any ofthe other adverse reactions
listed above may also occur.

DOSAGE AND ADMINISTRATiON
Dosage should be individualized according to the needs and re-
sponses of the patient.

Adults
Tablets: Administer in divided doses 2 or 3 times daily,
preferably 30 to 45 minutes before meals. Average dosage is 20
to 30 mg daily. Some patients may require 40 to 60 mg daily. In
others, 10 to 15 mg daily will be adequate. Patients who are un-
able to sleep if medication is taken late in the day should take
the last dose before 6 p.m.

SR Tablets: Ritalin-SR tablets have a duration of action of ap-
proximately 8 hours. Therefore, Ritalin-SR tablets may be used
in place of Ritalin tablets when the 8-hour dosage of Ritalin-SR C 1987, CIBA
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FACULTY SCHOLARS’ AWARDS

Each year the William T. Grant Foundation makes awards to up to five research workers in the

field of children’s mental health.

Awards are for five (5) years totaling $ I 65,000, which includes indirect costs for the Institution
where the Scholars work.

The goal of the Faculty Scholars’ Program is to promote children’s mental health by supporting

investigators in the field of problem behaviors in school-age children. Applicants should be

established investigators with a record of publications, but not yet in tenure positions. Award

recipients will be called William T. Grant Faculty Scholars.

Applicant institutions and individuals should obtain the brochure outlining the application

procedure from:

Robert J. Haggerty, M.D.
President

William T. Grant Foundation

919 Third Avenue
New York, New York I 0022

(212) 752-0071.

Deadline for applications for I 988 awards is July I , I 987.
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AMERICAN ACADEMY OF PEDIATRICS

Your gift can help our children

By giving to the Academy’s Memorial and Endowment Fund for Children,

you can support research conducted by practicing pediatricians. Their re-
search is needed in clinical investigations and office studies to improve chiki
health care. The Fund is one of few that assists practicing pediatricians in
these kinds of efforts.

To make a contribution, or for further information about the Fund, please

contact Fund Administrator, American Academy of Pediatrics, P.O. Box 927

Elk Grove Village, Illinois 60007, (312) 869-4255.

expresses itself...
Whether it’s associated with colic, lactose intolerance, or

air swallowing, infant gas hurts. And for every baby who suffers
from it, there’s a parent who suffers too.

When these parents ask for help, recommend MYLICON DROPS.
It’s the infant gas remedy that contains simethicone-a non-

systemic antiflatulent with p#{231}�known side effects, contra-
indications, or drug interactions. For gas reliefany baby can

stomach, and any parent will welcome...

MYLI CON#{174}DROPS
(simethicone)

. . STUART PHARMACEUTICALS
Safe and sound relief of gas pam.
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POISONING: ToxicoIog� Symptoms, Treatments (5th Ed.)
edited by Jay M. Arena with Richard H. Drew. This acknowl-
edged bible of emergency toxicology contains logically or-
ganized data on such topics as insecticides, fungicides,
herbicides, fum igants, envi ronmental and occu pational haz-
ards, drugs, soaps, detergents, polishing and sanitizing agents,
cosmetics and toilet articles, plants and animals, and many
other miscellaneous compounds. The text concentrates more
on clinical toxicology than on conceptual or mechanistic
considerations, and it now discusses the distribution, metabo-
lism and pathogenicity of xenobiotics. Valuable information
on teratogenicity, abused substance terminology, poison in-
formation resources, conversion tables, and normal labora-
tory values are also included. ‘86, $108.75

HUMAN MILK IN INFANT NUTRITION AND HEALTH
edited by R. Rodney Howell, Frank H. Morriss, Jr., and
Larry K. Pickering. The contributors report on the results
of recent, interrelated investigations into the characteris-
tics of human milk that exert specific beneficial effects on
newborn infants. They describe the mechanisms that pro-
duce such effects, and they direct special attention to milk
from women who delivered before term. ‘86, $49.00

UNDERSTANDING ANOREXIA NERVOSA by Felicia F.
Romeo. The author explains the causes, effects, treatment
and prevention of anorexia nervosa. She details the course
of the disorder, social influences, adolescent psychology,
and therapeutic approaches. She emphasizes early identifi-
cation and suggests preventive methods that focus on edu-
cation and on reappraisal of the social values that figure so
prominently in the genesis ofanorexia nervosa. ‘86, $19.75

PSYCHOSOCIAL RESEARCH ON PEDIATRIC HOSPITAL-
IZATION AND HEALTH CARE: A Review of the Literature
by Richard H. Thompson. This comprehensive review syn-
thesizes two decades of research on children’s psychologi-
cal responses to health care and on interventions to reduce
their emotional distress. The author focuses on children’s
concepts, the effects of separation and rooming-in, play and
the hospitalized child, and the psychological preparation of
children for health care experiences. ‘85, $38.25

BEDWETTING: A Guide for Parents and Children by Ar-
thur C. Houts and Robert M. Liebert. Physicians can con-
fidently recommend this book to families with uncom-
plicated bedwetting problems. It shows how to overcome
bedwetting by learning new skills in a cooperative en-
vironment. “. . . well conceived, clearly written, and po-
tentially very helpful to families of even average
intelligence who are frustrated by eneuresis.”-Contem-
porary Psychiatry. ‘84, $15.25

A BASIS FOR SENSORIMOTOR DEVELOPMENT- NOR-
MAL AND ABNORMAL: The Influence of Primitive, Pos-
tural Reflexes on the Development and Distribution of
Tone by Mary R. Fiorentino. The author focuses on the rela-
tion of various stages of motor development to reflexes and
movement. Utilizing photographs accompanied by concise
explanations, she teaches techniques of observation and
conveys an understanding of reflexes and their effects on
sensorimotor development in children. ‘81, $25.25

New! RELIEF AT LAST: Neutralization for Food Al-
lergy and Other Illnesses by Joseph B. Miller. After dis-
cussing neutralization therapy-a remarkably effective
treatment for patients suffering from food sensitivities, in-
halant allergies, and diseases of inflammatory, hormonal,
and viral origin-the author describes various self-help
methods to alleviate discomforts caused by allergy. A
comprehensive section on diet will help the food sensi-
tive person enjoy a wider variety of foods. Topics such as
allergic obesity, headache, Crohn’s disease, hyperactiv-
ity, skin allergies, shingles, Epstein-Barr virus disease, and
many others receive ample coverage. ‘87, $41.25

CLEFT LIP AND PALATE: Aspects of Reproductive

Biology by Krishna R. Dronamraju. In this summary of his
own and others’ research into the etiology of oral-facial
clefts, the author emphasizes prenatal selection in relation
to a predisposition to malformation. He discusses fetal loss
in families evidencing clefts, offering a genetic homeos-
tatic interpretation. Potential practical applications are ex-
plored. ‘86, $27.25

NUTRITION, DIET, AND YOUR CHILD’S BEHAVIOR:
Facts and Current Issues by J. Gordon Millichap. This
practical guide begins with explanations of nutritional in-
fluences on emotional, behavioral and learning disorders.
Symptoms and signs, facts and fables, allergies and addi-
tives are all explained. The second part of the text details
the role of diet in nervous system imbalances, mental re-
tardation, epilepsy, migraine headaches, and eating disor-
ders. The last chapter lists the dos and don’ts of dietary
management. ‘86, $27.25

KIDS GRIEVE TOO! by Victor S. Lombardo and Edith
Foran Lombardo. At what age does a child understand
the finality of death? Who should tell a child about the
death of a loved one? When should a child attend a
funeral? This practical, informative book answers these
questions and more. The authors address television and a
child’s perception of death, the mourning process, and
unresolved grief. A special question/answer section is
also included. ‘86, $17.75

COPING WITH JUVENILE DIABETES edited by Paul I.
Ahmed and Nancy Ahmed. The focus of this text is on
the psychosocial development of children with diabetes.
The authors discuss the debilitating aspects of the dis-
ease, coping strategies, daily nutrition, and related side
effects and complications. Special attention is given to
the importance of support from the family, community,
and professional care givers. A section on epidemiology
of the disease is included. ‘85, $43.50

REFLEX TESTING METHODS FOR EVALUATING C.N.S.
DEVELOPMENT (2nd Ed., 9th Ptg.) by Mary R. Fioren-
tino. This well-illustrated manual provides analyses of re-
flex patterns of both normal children and those afflicted
with neurological disorders. The testing methods pre-
sented will serve as a basis for diagnosis and program
planning in rehabilitation and will aid in determining the
maturation level and abnormal reflexes for a treatment
program. ‘81, $17.50

Order direct for fastest results #{149}Write or call (217) 789-8980 #{149}Books sent on approval

Postage paid on MasterCard, Visa & prepaid orders #{149}Catalog sent on request



NC w trfliz:. .-4� The Ultimate Air Cleaner

Eliminate up to 100% of airborne
irritants from indoor air with

the Newtron Electrostatic Air Cleaner...
Research proves the Newtron Electrostatic

Air Cleaner removes 100 percent of pollen,
and 94 percent of mold spores and other
airborne irritants from indoor air.
Hundreds of allergists who have evaluated it
in their homes and offices agree-the
Newtron has a significant role in the total
management of the allergy patient.

#{149}Simple to install.. .replaces existing
furnace filter

#{149}Easy to clean
#{149}Ozone-free
#{149}Requires no electricity
a Won’t wear out...no moving parts
#{149}Less than half the cost of an

electronic air cleaner

�‘. - . The NeWtfl)fl Electrostatic Air
Cleaner causes a significant
decrease in airborne pollen
and mold spores.

- Unlverslt\ (if California,

San l)ie�o S(hOOl of Medicine

To learn more about the Newtron
Electrostatic Air Cleaner, or to receive an
information videotape at no cost, simply

return the coupon below, or call

1-800-543-9149
(In Ohio, 513-561-7373)

Mail this coupon to:
Newtron Products Company
P.O. Box 27175
Cincinnati, Ohio 45227-0175
Please send complete information
about the Newtron Electrostatic Air
Cleaner. No salesman will call.

Dr.

Also, please send the videotape:
- 1/2”VHS _ 1/2” Beta

Please send information about your
Evaluation Program.

Address: ____________________________

City State _ Zip I
I Specialty: _____________________________ I
L

©1986 Newtron Products, Inc. All rights reserved.



C 1987 ( onr�aught Laboratories, Inc. Swiftwater, Pennsyivanta 18370 CIA.-2-87-.999

A



CONNAUGHT LABORATORIES, INC.

IN
IMMUN

Built on generations
of research
Founded on a tradition of research,
Connaught Laboratories, Inc., a sub-
sidiary of Connaught Laboratories,
Ltd. Canada, continues to provide the
ped iatric corn rn u n ity with state-of-
the-art vacci nes agai nst childhood

diseases.

Today’s specialist in
vaccines and biologicals
Connaught is the only corn pany
devoted exclusively to the research,
production and distribution of vaccines
and biological products. Connaught
Biological Product Specialists provide
current information about vaccines,
pediatric medicine, immunology and
other timely topics to health care
professionals involved in the preven-
tion of childhood diseases through
vaccination.

IN PED
NOLOGY

Tomorrow’s leader in
pediatric protection
Our commitment to pediatric medi-
cine is far-reaching. Connaught
Laboratories, th rough its research
scientists, continues to work with
others in the scientific community to
discover and develop new immuno-
technology to help prevent infectious
diseases in future generations.

� #{174}CON NAUGHT

LABORATORIES, INC.
Specialist in vaccines
and biologicals




