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^wouldn't guess 
an epileptic 

Epileptic therapy doesn't have to interfere with her life. 
Depakene can effectively control seizures, with little risk 
of disturbed behaviour or poor performance. 

Depakene provides broad-spectrum 
seizure control Depakene is considered 
a drug of first choice for simple and com­
plex absence seizures12 and has been 
successfully used in tonic-clonic or 
myoclonic seizures with absence com­
ponents.34 

valproic acid 

No impairment of learning Depakene 
has made patients more alert, more 
lively and better able to perform daily 
tasks.5 

Positive effect on behaviour 
Depakene, unlike phenobarbital, rarely 
affects behaviour, and may actually 
improve it.5 

Low incidence of disturbing side 
effects Depakene does not cause hir­
sutism, gum hyperplasia or acne, nor has 
it been associated with aplastic anemia 
or agranulocytopenia. 

Minimizes problems of 
polypharmacy Depakene is often 
effective as single therapy. When other 
anticonvulsants are necessary, their 
dosage may be reduced. 

New dosage convenience A 500-mg 
enteric-coated capsule is now available. 

brings many LJ epileptic patients closer to normal 
I PHARMACEUTICAL PRODUCTS DIVISION 

ABBOTT LABORATORIES. LIMITED 
I MONTREAL. CANADA H4P 1A5 See page x •TM I — : H P A A B 
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Early intervention with Lioresal 
can significantly enhance suc­
cessful rehabilitation, especially 
before major disabilities 
become permanent.1 

•Lioresal helps relieve spasticity 
resulting from spinal cord injury, 
multiple sclerosis or other spinal 
cord disorders. 

> Lioresal acts primarily at the spinal 
level eliminating the problem of 
troublesome over sedation? 

• Lioresal improves overall outlook 
for long term management.1 

sooner... 
m©sns 3 
fuller life later. 
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Brief Prescribing Information 

Tegretol® No substitution. 
200 mg carbamazepine 
Indications and clinical use 
a) Trigeminal Neuralgia: 

Tegretol is indicated for the symptomatic relief 
of pain of trigeminal neuralgia only during 
periods of exacerbation of true or primary 
trigeminal neuralgia (tic douloureux). It should 
not be used preventively during periods of 
remission. In some patients, Tegretol has 
relieved glossopharyngeal neuralgia. For 
patients who fail to respond to Tegretol, 
or who are sensitive to the drug, recourse to 
other accepted measures must be considered. 
Tegretol is not a simple analgesic and should 
not be used to relieve trivial facial pains or 
headaches. 

b) Tegretol has been found useful: 
1. in the management of psychomotor 

(temporal lobe) epilepsy and, 
2. as an adjunct, in some patients with secon­

dary or partial epilepsy with complex symp­
tomatology or secondarily generalized 
seizures, when administered in combina­
tion with other antiepileptic medication. 

3. as an alternative medication in patients 
with generalized tonic-clonic seizures who 
are experiencing marked side effects or fail 
to respond to other anticonvulsant drugs. 

Tegretol is essentially ineffective in controlling 
petit mal, minor motor, myoclonic and pre­
dominantly unilateral seizures, and does not 
prevent the generalization of epileptic discharge. 
Contraindications 
Tegretol should not be administered to patients 
with a history of hepatic disease or serious 
blood disorder. 
Tegretol should not be administered immediately 
before, in conjunction with, or immediately after 
a monoamine oxidase inhibitor. When it seems 
desirable to administer Tegretol to a patient who 
has been receiving an MAO inhibitor, there 
should be as long a drug-free interval as the 
clincal condition allows, but in no case should 
this be less than 14 days. Then the dosage of 
Tegretol should be low initially, and increased 
very gradually. 
Tegretol should not be administered to patients 
presenting atrioventricular heart block. 
Safe use in pregnancy has not been established. 
Therefore, Tegretol should not be administered 
during the first three months of pregnancy. 
Tegretol should not be given to women of child-
bearing potential unless, in the opinion of the 
physician, the expected benefits to the patient 
outweigh the possible risk to the foetus (See 
Reproductive Studies). Because of demonstrated 
toxicity in nursing animals, Tegretol should not 
be administered to nursing mothers. 
Because of the similarity of chemical structure, 
Tegretol should not be administered to patients 
with known hypersenitivity to any of the tricyclic 
compounds, such as amitriptyline, trimipramine, 
imipramine, or their analogues or metabolites. 
Warnings 

Although reported infrequently, serious 
adverse effects have been observed during 
the use of Tegretol. Agranulocytosis and 
aplastic anemia have occurred in a few 
instances with a fatal outcome. Leucopenia, 
thrombocytopenia and hepatocellular and 
cholestatic jaundice have also been reported. 
It is, therefore, important that Tegretol should 
be used carefully and close clinical and fre­
quent laboratory supervision should be main­
tained throughout treatment in order to detect 
as early as possible signs and symptoms of a 
possible blood dyscrasia. 
Long-term toxicity studies in rats indicated 
a potential carcinogenic risk. Therefore, the 
possible risk of drug use must be weighed 
against the potential benefits before pre­
scribing carbamazepine to individual patients. 
Precautions 
Monitoring of Haematological and Other Adverse 

Reactions: Complete blood studies, including 
platelet counts, and evaluation of hepatic and 
renal function and urinalysis should be carried 
out before treatment is instituted. Careful clinical 
and laboratory supervision should be maintained 
throughout treatment, including frequent perfor­
mance of complete blood counts, in order to 
detect any early signs or symptoms or blood 
dyscrasia. Should any signs or symptoms or 
abnormal laboratory findings suggestive of 
blood dyscrasia or liver disorder occur, Tegretol 
should be immediately discontinued until the 
case is carefully reassessed. 
Urinary Retention and Increased Intraocular 
Pressure: Because of its anticholinergic action, 
Tegretol should be given cautiously, if at all, to 
patients with increased intraocular pressure 
or urinary retention. Such patients should be 
followed closely while taking the drug. 
Occurrence of Behavioural Disorders: Because 
it is closely related to the other tricyclic drugs, 
there is some possibility that Tegretol might acti­
vate a latent psychosis, or, in elderly patients, 
produce agitation or confusion, especially when 
combined with other drugs. Caution should also 
be exercised in alcoholics. 
Use in Patients with Cardiovascular Disorders: 
Tegretol should be used cautiously in patients 
with a history of coronary artery disease, organic 
heart disease, or congestive failure. If a defective 
conductive system is suspected, an E.K.G. 
should be performed before administering 
Tegretol, in order to exclude patients with 
atrioventricular block. 
Use in Patients taking Oral Contraceptives: 
In women under treatment with Tegretol, the 
reliability of oral contraceptives may be adversely 
affected; such patients should accordingly be 
advised to use some alternative, non-hormonal 
method of contraception. 
Driving and Operating Hazardous Machinery: 
Because dizziness and drowsiness are possible 
side effects of Tegretol, patients should be 
warned about the possible hazards of operating 
machinery or driving automobiles. 

Adverse Reactions 
The reactions which have been most frequently 
reported with Tegretol are drowsiness, 
unsteadiness on the feet, vertigo, dizziness, 
gastrointestinal disturbances, and nausea. 
These reactions usually occur only during the 
initial phase of therapy. They have rarely 
necessitated discontinuing Tegretol therapy, 
and can be minimized by initiating treatment 
at a low dosage. 
The more serious adverse reactions observed 
are the haematologic, hepatic, cardiovascular 
and dermatologic reactions, which require 
discontinuation of therapy. 
The following adverse reactions have been 
reported: 
Haematological reactions: Transitory leucopenia, 
eosinophilia, leucocytosis, thrombocytopenic 
purpura, agranulocytosis, macrocytic anemia 
and aplastic anemia. In a few instances, deaths 
have occurred. 
Hepatic disturbances: During the long-term 
administration of Tegretol abnormalities in liver 
function tests and cholestatic or hepatocellular 
jaundice have been observed. 
Dermatological reactions: The following reactions 
occurred during treatment with Tegretol: skin 
sensitivity reactions and rashes, erythematous 
rashes, pruritic eruptions, urticaria, photosen­
sitivity, pigmentary changes, neurodermatitis 
and in rare cases Stevens-Johnson syndrome, 
exfoliative dermatitis, alopecia, diaphoresis, 
erythema multiforme, erythema nodosm, and 
aggravation of disseminated lupus erythematosus. 
Neurological reactions: The reactions reported as 
occurring during treatment with Tegretol include 
vertigo, somnolence, disturbances of coordin­
ation, confusion, headache, fatigue, blurred 
vision, transient diplopia and oculomotor dis­
turbances, speech disturbances, abnormal 
involuntary movements and increase in motor 
seizures. In addition, peripheral neuritis and pares­
thesia, depression with agitation, talkativeness, 

nystagmus, and tinnitus have been reported but 
only very rarely. There have been some reports 
of paralysis and other symptoms of cerebral 
arterial insufficiency but no conclusive relation­
ship to the administration of Tegretol could be 
established. 
Cardiovascular systems: Recurrence of throm­
bophlebitis in patients with a prior history of 
thrombophlebitis, congestive heart failure, aggra­
vation of hypertension, Stokes-Adams in patients 
with AV block, hypotension, syncope and 
collapse, edema, aggravation of coronary artery 
disease. Some of these complications (including 
myocardial infarction and arrhythmia) have been 
associated with other tricyclic compounds. 
Genitourinary reactions: Urinary frequency, 
acute urinary retention, oliguria with elevated 
blood pressure, and impotence, Elevation of 
BUN, albuminuria and glycosuria also have 
been observed. 
Digestive tract: Disturbances associated withn 
Tegretol therapy have included nausea, vomiting, 
gastric or abdominal discomfort, diarrhoea, 
anorexia and dryness of the mouth and throat, 
glossitis and stomatitis. 
Eyes: There is no conclusive evidence that 
Tegretol produces pathological changes in the 
cornea, lens or retina. However, it should be 
recognized that many phenothiazines and 
related drugs have been shown to cause eye 
changes. By analogy, periodic eye examinations, 
including slitlamp fundoscopy and tonometry, 
are recommended. 
Other reactions reported during treatment with 
Tegretol include fever and chills, lymphadeno-
pathy, aching joints and muscles, leg cramps 
and conjunctivitis. 
Dosage and Administration 
Use in Epilepsy (see Indications): A low initial 
daily dosage with a gradual increase in dosage 
is advised. Dosage should be adjusted to the 
needs of the individual patient. 
Adults and Children over 12 years of age: Initially, 
100 to 200 mg once or'twice a day depending 
on the severity of the case and previous thera­
peutic history. The initial dosage is progressively 
increased, until the best response is obtained, 
up to 600 mg daily. The usual optimal dosage is 
600 mg daily, but occasionally dosage up to 800 
to 1000 mg have been used for short periods. 
As soon as disappearance of seizures has been 
obtained and maintained, dosage should be 
reduced very gradually until a minimum effective 
dose is reached. 

Use in-trigeminal neuralgia: The initial daily 
dosage should be small; 200 mg, taken in two 
doses of 100 mg each is recommended. The 
total daily dosage can be increased by 200 mg 
per day until relief of pain is obtained. This is 
usually achieved at a dosage between 200 and 
800 mg daily, but occasionally up to 1200 mg per 
day may be necessary. As soon as relief of pain 
has been obtained and maintained, progressive 
reduction in dosage should be attempted until a 
minimum effective dosage is reached. Because 
trigeminal neuralgia is characterized by periods 
of remission, attempts should be made to reduce 
or discontinue the use of Tegretol at intervals of 
not more than 3 months, depending upon the 
individual clinical course. 
Prophylactic use of the drug in trigeminal 
neuralgia is not recommended. 
Tegretol should be taken in two or three divided 
doses daily, with meals whenever possible. 
Dosage Forms 
Tegretol is available as a 200 mg white, round, 
flat bevelled edge single-scored tablet, engraved 
with Geigy signet. 
Availability 
Bottles of 50 and 500 tables. Protect from heat 
and humidity. 
Full information available on request. 

Geigy 
Mississauga, Ontar io 
L5N 2 W 5 

PAAB 
CCPP 

G-2005 

See outside back cover 
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The Vigilant Sleepwatcher 

'GRASS Series 8 
EEG-Polygraph-Polysomnograph 
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Polysomnograph means to graph or wr i te 
many th ings about s leep. Crass i n s t r u ­
mentation has been doing just that 
beginning with Davis, Loomis et a l . (1938), 
and cont inu ing wi th Dement and Kleitman 
(1957). Small wonder that most sleep 
disorder centers use Grass Recorders as 
the standard to gather da ta . Small 
wonder that neurology departments are 
extending usage of the Grass Model 8 EEG 
for sleep s tud ies . A dual purpose Model 
8 EEG wi th Polygraph channels added can 
be essential for the diagnosis of most 
cl inical ly def ined sleep disorders at 
n igh t in addit ion to per forming rout ine 
daytime cl inical EEG. 

Special purpose t ransducers , amplif iers 
and other modules are being developed 
to simpl i fy set -up time and opera t ion . 
Custom input cabl ing and junct ions are 

available to sat isfy all types of mult iple 
pat ient sleep laboratory requi rements . 

The largest model in the series wil l 
accommodate a maximum of 25 EEC chan­
nels, or other combinations inc luding 16 
EEC + 4 DC, 18 EEG + 4 DC, 12 EEG + 
6 DC are possib le. With suitable 
sensors and t ransducers sleep disorder 
measurements can inc lude: 

EEC 
EMC 
N . P . T . 
Limb Movement 

EOC 
Upper Airway Airflow 
Oximetry 
Breathing Sounds 

Thorax and Abdominal Respiratory Effort 

and you get the bonus of t radi t ional 
Crass re l iab i l i t y , designed for 2j± hour 
dai ly service inc luding a new maxi-size 
"al l -channel f i l l once a day" i nkwe l l . 

GRASS INSTRUMENT COMPANY Tol. 617-773-0002 A 7 
101 Old Colony Avanu* • P.O. Box 516 • Oulncy, MA 02169 

CUD 0149HU 
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(betahistine hydrochloride tablets) 

For the 
management 
of Vertigo 

Proven efficacy 
"(Sere) is now a proven, useful therapeutic agent in 
the treatment of Meniere's disease, especially in 
the control of vertigo."1 

Restores vestibular responses 
"In a preliminary trial (Wilmot 1971) using objective 
testing of both auditory and vestibular function... 
the results showed statistical significance in favour 
of Sere."2 

Reduced severity of episodic vertigo 
"... a significant improvement in favour of the drug 
(Sere) with regard to vertigo, tinnitus and deafness. 
Vertigo was the most responsive symptom."1 

Well tolerated 
"No adverse reactions were observed."1 

REFERENCES: 
1 Frew, I.J.C. et al: Postgrad. Med. J.; 52:501-503,1976. 
2 Wilmot, T.J. el al: J. Laryng. Otol; 9:833-840,1976. 

PRESCRIBING INFORMATION: 
INDICATIONS: SERC may be of value in reducing the episodes of vertigo in Meniere's 
disease. No claim is made for the effectiveness of SERC in the symptomatic treatment of 
any form of vertigo other than that associated with Meniere's disease. 
DOSAGE AND ADMINISTRATION: The usual adult dosage has been one to two tablets 
(4 mg. each) administered orally three times a day. 
Recommended starting dose is two tablets three times daily. Therapy is then adjusted as 
needed to maintain patient response. The dosage has ranged from two tablets per day to 
eight tablets per day. No more than eight tablets are recommended to be taken in any one day. 

SERC (betahistine hydrochloride) is not recommended for use in children. As with 
all drugs, SERC should be kept out of reach of children. 
CONTRAINDICATIONS: Several patients with a history of peptic ulcer have experienced 
an exacerbation of symptoms while using SERC. Although no causual relation has been 
established SERC is contraindicated in the presence of peptic ulcer and in patients with 
a history of this condition. SERC isalso contraindicated in patients with pheochromocytoma. 
PRECAUTIONS: Although clinical intolerance to SERC by patients with bronchial asthma 
has not been demonstrated, caution should be exercised if the drug is used in these patients. 

USE IN PREGNANCY: The safety of SERC in pregnancy has not been established. 
Therefore, its use in pregnancy or lactation, or in women of childbearing age requires 
that its potential benefits be weighed against the possible risks. 
ADVERSE REACTIONS: Occasional patients have experienced gastric upset, nausea and 
headache. 

HOW SUPPLIED: Scored tablets of 4 mg each in bottles of 100 tablets. 

Full prescribing Information available on request. 

UIMIMED Canada Inc. 

Dorval, Quebec H 9 P 2 P 4 

PAAB 
CCPP 
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Traitez la spasticite 
desle debut 

Une prompte intervention avec le 
Lioresal, avant qu'une incapacity 
majeure ne s'installe, peut 
grandement contribuer a la 
readaptation.1 

Lioresal aide a soulager la spasticite 
due aux lesions de la moelle epiniere, 
a la sclerose en plaques et autres 
affections medullaires. 
Lioresal agit principalement au 
niveau de la moelle epiniere elimi-
nant le risque de sedation excessive 
genante.2 

Lioresal ameliore la perspective d'un 
traitement prolonge.1 

avant qu'il ne 
soit trop tard. 

I Jap jp l ^ f f ^^ 
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ome drugs 
are just too important 
to allow substitution 

Carbamazepine 

The original carbamazepine 
for the treatment of epilepsy. 

Because there is no substitute 
for experience. 
Yours or Ours. 

• • • • ••••• ••••••• 
••••• ••••• • • • •••••• 
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