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PRESCRIBING INFORMATION 
INDICATIONS: SERC may be ot value in reducing the 
episodes ot vertigo in Meniere's disease. No claim is 
made lor 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) ad­
ministered 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 is also 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 ex­
perienced gastric upset, nausea and headache. 
HOW SUPPLIED: Scored tablets of 4 mg each in bottles 
of 100 tablets. 
Full prescribing Information available on request. 

UNIMED 
Dorval, Quebec H9P2P4 
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POLYSOMNOGRAPHIC 
RECORDING FOR 
CLINIC OR 
RESEARCH 

C3 U C-U 

/ /Onset of REM sleep. Figure 1. A Manual of Standardized 
^ Terminology, Techniques and Scoring System for Sleep 

Stages of Human Subjects. UCLA-BIS-DHEW. 

For multiple parameter recording of sleep-wake 
disorders in the clinical or the research setting, Grass 
Polygraphs and EEGs have the reliability and flexibility 
required. 

For research applications, the Model 78 Polygraph 
with a wide selection of interchangeable signal condi­
tioning preamplifiers allows recording several channels 
of EEG, EOG, EMG, ENG, temperature, respiration, EKG, 
blood gases, etc., with convenience and ease. A wide 
range of transducers, recording accessories, plus mul­
tiple chart speeds, including the widely used 10 mm Isec, 
provide a complete sleep-wake recording system. 

For dual purpose applications where the primary 
interest is in clinical EEG and the secondary interest 
involves multiple parameter sleep studies, the Model 8 
EEG is the instrument of choice. 

For dependable long-term studies — rely on Grass, 
recording bioelectric activity since 1935. 

Write for further information on a system to meet your 
polysomnographic recording needs. 

QUINCY. MASS. 02169 • 617/773-0002 

D 1 3 9 H 7 8 © GRASS INSTRUMENT CO. 1978 
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Stop most headaches in just 30 minutes 

\\ hen headaches are 
caused by stress, shoulder 

or neck muscle spasm, 
tension and anxiety, eye­

strain, mixed migraine, 
t rauma. . . 

2 Fiorinal stat can 
rel ieve pain quickly 
iorinal's rapid analgesic 
effect relieves moderate 
severe headaches in just 

20-30 minutes.' 

2 Fiorinal stat helps 
relax t ight musc le s 

contraction in head, neck 
and shoulders — a major 

cause ot headaches.' 

2 Fiorinal stat helps 
relieve tension 

Fiorinal's mild sedative 
action can relieve tension 
and anxiety which often 

underlie painful 
headaches.1' 

fiorinal 
stops 

headaches fast 

SANDOZ 
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Neufomatic 
2000 

Highly Advanced 
2-Channel Neuro-Myograph 

for Clinical EMG and Evoked Response 
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DISA — world leaders in electromyo-
graphical equipments — has created the 
highly advanced Neuromatic® 2000 for 
handling all electromyography measure­
ments occurring in practice, together with 
evoked response examinations. 

* Microprocessor control of all param­
eters and functions 

* 10 investigation programs with pre-
selectable settings 

* Patient isolated preamplifiers with 
high sensitivity 

-k Impedance test of electrodes 
* 2-channel normalized averager 
•k Alpha-numeric display of settings, 

measuring values and calculations on 
built-in video monitor or slave monitor 

* Markers for measurement of ampli­
tude, latency and duration 

•k Incorporates stimulators for evoked 
response — visual, auditory and so­
matosensory 

DISA ELECTRONICS LTD. 
140 Shorting Road, Scarborough, Ontario, M1S 3S6, Canada 
Phone: (416) 298-2091 Telex: 065 25137 
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^wouldn't guess fan epileptic 

- ^ f 

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.-

valproicacid 

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 • epileptic patients closer to normal 
| PHARMACEUTICAL PRODUCTS DIVISION 

ABBOTT LABORATORIES. LIMITED 
I MONTREAL, CANADA H4P1AS •TM I — i f P A A i T 

Prescribing information on page.. 
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Depakene 
I valproic acid 

Brief prescribing information 
INDICATIONS AND CLINICAL USE: Depakene (valproic acid) is indicated for use as sole 
and adjunctive therapy in the treatment of simple and complex absence seizures, including 
petit mal. Valproic acid may also be used adjunctively in patients with multiple-seizure types 
which include absence. 
In accordance with the International Classification of Seizures, simple absence is defined as a 
very brief clouding of the sensorium or loss of consciousness (lasting usually 2-15 seconds), 
accompanied by certain generalized epileptic discharges without other detectable clinical 
signs. Complex absence is the term used when other signs are also present. 
CONTRAINDICATIONS: Depakene (valproic acid) should not be administered to patients 
with hepatic disease or significant dysfunction; it is contraindicated in patients with known 
hypersensitivity to the drug. 
WARNINGS: Hepatic failure resulting in fatalities has occurred in patients receiving 
Depakene. These incidences usually have occurred during the first six months of treatment 
with Depakene. Serious or fatal hepatotoxicity may be preceded by non-specific symptoms 
such as loss of seizure control, malaise, weakness, lethargy, anorexia and vomiting. Patients 
and parents should be instructed to report such symptoms. Because of the nonspecific nature 
of some of the early signs, hepatotoxicity should be suspected in patients who become 
unwell, other than through obvious causes while taking sodium valproate. 
Liver function tests should be performed prior to therapy and at frequent intervals thereafter 
especially during the first six months. However, physicians should not rely totally on serum 
biochemistry since these tests may not be abnormal in all instances, but should also consider 
the results of careful interim medical history and physical examination. Caution should be 
observed when administering Depakene to patients with a prior history of hepatic disease. 
Patients with various unusual congenital disorders, those with severe seizure disorders 
accompanied by mental retardation, and those with organic brain disease may be at 

f'articular risk, 
n high-risk patients, it might also be useful to monitor serum fibrinogen and albumin for 

decrease in concentrations and serum ammonia for increases in concentration. If changes 
occur, valproic acid should be discontinued. Dosage should be titrated to and maintained at 
the lowest dose consistent with optimal seizure control. 
The drug should be discontinued immediately in the presence of significant hepatic 
dysfunctions, suspected or apparent. In some cases, hepatic dysfunction has progressed in 
spite of discontinuation of drug. The frequency of adverse effects particularly elevated liver 
enzymes may increase with increasing dose. Therefore, the benefit gained by increased 
seizure control by increasing the dosage must be weighed against the increased incidence of 
adverse effects sometimes seen at higher dosages. 

USE IN PREGNANCY: The safety of Depakene (valproic acid) during pregnancy has not 
been established, however, animal studies have demonstrated teratogenicity. Therefore, the 
physician should weigh the potential benefits against the possible risks in treating or 
counselling women ofchildbearing age who have epilepsy. 
Recent reports indicate an association between the use of anticonvulsant drugs and an 
elevated incidence of birth defects in children born to epileptic women taking such medication' 
during pregnancy. The incidence of congenital malformations in the general population is 
regarded to be approximately 2%; in children of treated epileptic women, this incidence may 
be increased two to three-fold. The increase is largely due to specific defects, e.g. congenital 
malformations of the heart, and cleft lip and/or palate. Nevertheless, the great majority of 
mothers receiving anticonvulsant medications deliver normal infants. 
Data are more extensive with respect to diphenylhydantoin and phenobarbital, but these 
drugs are also the most commonly prescribed anticonvulsants. Some reports indicate a 
possible similar association with the use of other anticonvulsant drugs, including 
trimethadione and paramethadione. However, the possibility also exists that other factors, 
e.g. genetic predisposition or the epileptic condition itself may contribute to or may be mainly 
responsible tor the higher incidence ofbirth defects. 
Anticonvulsant drugs should not be discontinued in patients to whom the drug is 
administered to prevent major seizures, because of the strong possibility of precipitating 
status epilepdcus with attendant hypoxia and risks to both the mother and the unborn child. 
With regard to drugs given for minor seizures, the risks of discontinuing medication prior to 
or during pregnancy should be weighed against the risk of congenital defects in the particular 
case andwith the particular family history. 
Epileptic women of child-bearing age should be encouraged to seek the counsel of their 
physician and should report the onset of pregnancy promptly to him. Where the necessity for 
continued use of antiepileptic medication is in doubt, appropriate consultation might be 
indicated. 
NURSING MOTHERS: Depakene is secreted in breast milk. Concentrations in breast milk 
have been reported to be 1 to 10% of serum concentrations. As a general rule, nursing should 
not be undertaken while a patient is receiving valproic acid. 
FERTILITY: Chronic toxicity studies in juvenile and adult rats and dogs demonstrated 
reduced spermatogenesis and testicular atrophy at doses greater than 200 mg/kg/day in rats 
and 90 mg/kg/day in dogs. Segment I fertility studies in rats have shown that doses up to 350 
mg/kg/day for 60 days have no effect on fertility. The effect of Depakene (valproic acid) on the 
development of the testes and on sperm production and fertility in humans is unknown. 
LONCTERM TOXICITY STUDIES IN RATS INDICATED A POTENTIAL 
CARCINOGENIC RISK. 
PRECAUTIONS: HEPATIC DYSFUNCTION: SEE CONTRAINDICATIONS 
AND WARNINGS 
GENERAL: Because of reports of thrombocytopenia and platelet aggregation dysfunction, 
platelet counts and bleeding-time determination are recommendedbefore instituting therapy 
and at periodic intervals. It is recommended that patients receiving Depakene (valproic acid) 
be monitored for platelet count prior to planned surgery. Clinical evidence of hemorrhage, 
bruising or a disorder of hemostasis/coagulation is an indication for reduction of Depakene 
(valproic acid) dosage or withdrawal of therapy pending investigation. 
Hyperammonemia with or without lethargy or coma has been reported and may be present in 
the absence of abnormal liver function tests; if elevation occurs, the valproic acid should be 
discontinued. 
Because Depakene (valproic acid) may interact with other anticonvulsant drugs, periodic 
serum level determinations of such other anticonvulsants are recommended dunng the early 
part of therapy (see DRUG INTERACTIONS). There have been reports of breakthrough 
seizures occurring with the combination of Depakene and phenytoin. 
Depakene (valproic acid) is partially eliminated in the urine as a ketone-containing metabolite 
which may lead to a false interpretation of the urine ketone test. 
DRIVING AND HAZARDOUS OCCUPATIONS: Valproic acid may produce CNS 
depression, especially when combined with another CNS depressant, such as alcohol. 
Therefore, pa bents should be advised not to engage in hazardous occupations, such as 
driving a car or operating dangerous machinery, until it is known that they do not become 
drowsy from the drug. 

DRUG INTERACTIONS: DEPAKENE (VALPROIC ACID) MAY POTENTIATE THE CNS 
DEPRESSANT ACTION OF ALCOHOL. 
THERE IS EVIDENCE THAT VALPROIC ACID MAY CAUSE AN INCREASE IN SERUM 
PHENOBARBITAL LEVELS, ALTHOUGH THE MECHANISM IS UNKNOWN, PATIENTS 
RECEIVING CONCOMITANT BARBITURATE THERAPY SHOULD BE CLOSELY 
MONITORED FOR NEUROLOGICAL TOXICITY. SERUM BARBITURATE DRUG LEVELS 
SHOULD BE OBTAINED, IF POSSIBLE, AND THE BARBITURATE DOSAGE DECREASED, 
IF INDICATED. 

Primidone is metabolized into a barbiturate, and therefore, may also be involved in a similar 
or identical interaction. 
THERE IS CONFUCTING EVIDENCE REGARDING THE INTERACTION OF VALPROIC 
ACID WITH PHENYTOIN. IT IS NOT KNOWN IF THERE IS A CHANGE IN UNBOUND 
(FREE) PHENYTOIN SERUM LEVELS. THE DOSE OF PHENYTOIN SHOULD BE 
ADJUSTED AS REQUIRED BY THE CLINICAL SITUATION. 
THE CONCOMITANT USE OF VALPROIC ACID AND CLONAZEPAM MAY PRODUCE 
ABSENCE STATUS. 
Caution is recommended when valproic acid is administered with drugs affecting 
coagulation, e.g. aceryisaiicylic acid and warfarin (see ADVERSE REACTIONS). 
ADVERSE REACTIONS: The most commonly reported adverse reactions are nausea, 
vomiting and indigestion. Since Depakene (valproic acid) has usually been used with other 
anticonvulsants, it is not possible in most cases to determine whether the adverse reactions 
mentioned in this section are due to valproic acid alone or to the combination of drugs. 
GASTROINTESTINAL: Nausea, vomiting and indigestion are the most commonly reported 
side effects at the initiation of therapy. These effects are usually transient and rarely require 
discontinuation of therapy. Diarrhea, abdominal cramps and constipation have also been 
reported. Anorexia with some weight loss and increased appetite with some weight gain have 
also been seen. 

CNS EFFECTS: Sedative effects have been noted in patients receiving valproic acid alone but 
are found most often in patients on combination therapy. Sedation usually disappears upon 
reduction of other anticonvulsant medication. Ataxia, headache, nystagmus, diplopia, 
asterbds, "spots before the eyes", tremor, dysarthria, dizziness, and incoordination have 
rarely been noted. Rare cases of coma have been reported in patients who were also on 
phenobarbital. 

DERMATOLOGIC: Transient increases in hair loss have been observed. Skin rash and 
petechiae have rarely been noted. 
ENDOCRINE: There have been reports of irregular menses and secondary amenorrhea in 
patients receiving Depakene. 
PSYCHIATRIC: Emotional upset, depression, psychosis, aggression, hyperactivity and 
behavioural deterioration have been reported. 
MUSCULOSKELETAL: Weakness has been reported. 
HEMATOPOIETIC: Thrombocytopenia has been reported. Valproic acid inhibits the second 
phase of platelet aggregation (see DRUG INTERACTIONS). This may be reflected in altered 
bleeding time. Bruising, hematoma formation and frank hemorrhage have been reported. 
Relative lymphocytosis and hypofibrinogenemia have been noted. Leukopenia and 
eosinophilia have also been reported. 
HEPATIC: Minor elevations of transaminases (e.g. SGOT and SGPT) and LDH are frequent 
and appear to be dose-related. Occasionally, laboratory tests also show increases In serum 
bilirubin and abnormal changes in other liver function tests. These results may reflect 
potentially serious hepatotoxicity. (See WARNINGS). 
METABOLIC: Hyperammonemia. (See PRECAUTIONS). Hyperglycinemia has been 
reported and associated with a fatal outcome in a patient with pre-existing nonketotic 
hyperglycinemia. 
PANCREATIC: Isolated reports of pancreatitis in association with valproic acid therapy have 
been received. 
SYMPTOMS AND TREATMENT OF OVERDOSAGE: In a reported case of overdosage with 
Depakene (valproic acid) after ingesting 36 g in combination with phenobarbital and 
phenytoin, the patient presented in deep coma. An EEG recorded diffuse slowing, compatible 
with the state of consciousness. The patient made an uneventful recovery. 
Naloxone has been reported to reverse the CNS depressant effects of Depakene overdose. 
Because naloxone could theoretically also reverse the anticonvulsant effects of Depakene it 
should be used with caution. 
As valproic acid is absorbed very rapidly, gastric lavage may be of limited value. General 
supportive measures should be applied with particular attention to the prevention of 
hypovolemia and the maintenance of adequate urinary output. 
DOSAGE AND ADMINISTRATION: Depakene (valproic acid) is administered oraOv. The 
recommended initial dose is 15 mg/kg/day, increasing at one-week intervals by 5 to 10 
mg/kg/day until seizures are confrolled or side effects preclude further increases. 
The maximal recommended dose is 60 mg/kg/day. When the total daily dose exceeds 250 mg, 
it is given in a divided regimen. A 500-mg enteric coated capsule may be substituted for two 
250-mg capsules. 
The frequency of adverse effects (particularly elevated liver enzymes) may increase with 
increasing dose. Therefore, the benefit gained by increased seizure control must be weighed 
against the increased incidence of adverse effects. 

Table of Initial Doses by Weight (based on 15 mg/kg/day) 

JaL. 
Weight 

lb 

Total Daily Number of Capsules or 
Dose (mg) Teaspoonfuls of Syrup 

Dose l Dose 2 Dose 3 
10 - 24.9 
25 -39 .9 
4 0 - 5 9 . 9 
60 - 74.9 
75 -89 .9 

2 2 - 5 4 . 9 
55 -87 .9 
88 -131.9 

132 -164.9 
165-197.9 

250 
500 
750 

1,000 
1,250 

As the dosage of valproic acid is raised, blood levels of phenobarbital and/or phenytoin may 
be affected g e e PRECAUTIONS). 
Patients who experience G.I. irritation may benefit from administration of the drug with food 
or by a progressive increase of the dose from an initial low level. Such patients may benefit 
from administration of the enteric-coated capsule. The capsules should be swallowed without 
chewing to avoid local irritation of the mouth and throat. 

AVAILABILITY: Depakene (valproic acid) is available as orange-coloured, soft-gelatin 
capsules of 250 mg in bottles of 100 capsules (Number 5681; DIN 443840); paleyeflow, oval soft 
gelatin enteric-coated capsules of 500 mg in bottles of 100 capsules (Number D795; DIN 
507989) and as a red syrup containing the equivalent of 250 mg valproic acid, as the sodium 
salt, per 5 mL in bottles of 450 mL (Number 5682; DIN 443832). 

Depakene is now available in a 500-mg enteric-coated capsule. 

REFERENCES: 
1. BMJ editorial, March 3,1979. 
2. Data on file, Abbott Laboratories. 
3. Jeavons PM et al: Treatment of generalized epilepsies of childhood and adolescence with 

sodium valproate. Dev Med Child Neurol 1977; 19:9-25. 
4. Wilder BJ:Valp roic acid in clinical use: An overview. Proceedings of the Valproic Acid 

Round Table Conference, June 1978, Vancouver. Excerpta Medica 1979. 
5. Coulter DL et al: Valproic acid in childhood epilepsy. JAMA 1980; 244 (8): 785-88. 
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Mobile, stable and optically 
unique: Surgical operating 
microscopes of the Wild M600 
Series. 
The brand-new concepts of 
the WILD Surgical Operating 
Microscopes offer decisive 
advantages for microsurgery. 

• See more with the refined 
optical system 
• Position comfortably 
with the articulated, balanced 
modular design 
• Work confident ly with 
the rugged, stable stand and 
the sterilisable controls 
• Expand individually for 
photography, cine and TV 
wi thout special modif i ­
cations 
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Extended Phenytoin Sodium Capsules U.S.R 
A RECOGNIZED DIFFERENCE 

USP XX now differentiates between 
Extended and Prompt Phenytoin 
Sodium Capsules. 
Extended phenytoin sodium has Prompt phenytoin sodiurr 
been recognized as a distinct 
pharmaceutical entity. Its slow 
dissolution and absorption do 
not create significant fluctuations 
in phenytoin blood levels. 

Prompt phenytoin sodium has a 
faster dissolution and higher 
initial blood levels. The two forms 
of phenytoin sodium are not 
interchangeable** 

DILANTIN Capsules have not changed. 
Extended effect has always been 
the action of DILANTIN therapy. 
Only the U.S.P. standards 
have changed to recognize the 
difference between extended 

and "prompt phenytoin sodium. 
Both you and your patient can 
continue to benefit from the 
consistent antiepileptic action 
of DILANTIN capsules. 

Once-daily-dosage option is confirmed 
for DILANTIN Capsules. 
Extended action of DILANTIN 
offers greater convenience and 
improved patient compliance 
Dependable, effective therapy is 

now available through a once-
daily-dosage option, once 
seizure control has been 
established with divided doses. 

DILANTIN formulation ensures 
dependable bioavailability. 
Extended phenytoin classifica- formulation, DILA 

DILANTIN Crystals 

tion of DILANTIN capsules is the 
result of its unique dissolution 
profile. Due to its special 

formulation, DILANTIN exerts 
a slow, steady release of 
phenytoin for dependable 
bioavailability. 

**Patients should be maintained on one form of phenytoin (extended 
or prompt) to avoid toxicity or loss of seizure control 

START WITH DILANTIN-STAY WITH DILANTIN 
FOR OVER A GENERATION, 

THE STANDARD IN EPILEPSY MANAGEMENT 
PARKE-DAVIS n-"»i. 
P.irkp Onvis G • i fhomuqh 
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Unimed Canada, Sere - inside front cover 

How do you spell 
truth in 

advertising? 

This logo appearing on pharmaceutical advertisements In 
professional journals means that the advertisements have 
been reviewed—and cleared for publishing—by the Phar­
maceutical Advertising Advisory Board/Consall Consultant 
de Publlclte Pharmaceutique. 
This unique screening system for pharmaceutical advertis­
ing is the first of Ita hind in North America. The Board of 
Directors Is composed of individuals representing the fol­
lowing organizations: • Association des fabrlcants du 
Quebec de Prodults Pharmaceutlques • Association des 
medecins de langue francaiae du Canada • Association of 
Medical Media • Canadian Advertising Advisory Board • 
Canadian Drug Manufacturers • Canadian Medical Associa­
tion • Canadian Pharmaceutical Association • Consumers' 
Association of Canada • Pharmaceutical Manufacturers 
Association of Canada. 
The Heafth Protection Branch of Health and Welfare Canada 
acta as advisor and resource body to the board. 
The program ensures the accuracy of pharmaceutical ad­
vertising to the hearth professions, so that It may continue 
to serve the ultimate beat Interest of the patient. 

BRIEF PRESCRIBING 
INFORMATION 

Extended Phenytoin 
Sodium Capsules, U.S.P. 

100 mg 
ANTICONVULSANT 

INDICATIONS 
Dilantin is indicated for the control of gener­
alized tonic-clonic (grand mal) seizures and 
complex partial (psychomotor) seizures. 

CONTRAINDICATIONS 
Dilantin is contraindicated in those patients 
with a history of hypersensitivity to hydan-
toin products. 

WARNINGS 
Abrupt withdrawal of phenytoin in epileptic 
patients may precipitate status epilepticus. 
Phenytoin is not indicated in seizures due 
to hypoglycemia or other causes which may 
be immediately identified and corrected. 
Phenytoin metabolism may be significantly 
altered by the concomitant use of other 
drugs such as: 
A Barbiturates may enhance the rate of 
metabolism of phenytoin. This effect, how­
ever, is variable and unpredictable. It has 
been reported that in some patients the con­
comitant administration of carbamazepine 
resulted in an increased rate of phenytoin 
metabolism. 
B Coumarin anticoagulants, disulfiram, 
phenylbutazone, and sulfaphenazole may in­
hibit the metabolism of phenytoin, resulting 
in increased serum levels of the drug. This 
may lead to an increased incidence of nys­
tagmus, ataxia, or other toxic signs. 
C Isoniazid inhibits the metabolism of pheny­
toin so that with combined therapy, patients 
who are slow acetylators may suffer from 

phenytoin intoxication. 
D Tricyclic antidepressants in high doses 
may precipitate seizures, and the dosage of 
phenytoin may have to be adjusted accor­
dingly. 

Usage in Pregnancy: The effects of Dilantin 
in human pregnancy and nursing infants are 
unknown. 
The prescribing physician will have to deter­
mine the risk/benefit in treating or coun-

' selling epileptic women of childbearing 
potential. 

PRECAUTIONS 
The liver is the chief site of biotransfor­
mation of phenytoin, patients with impaired 
liver function may show early signs of toxi­
city. Elderly patients or those who are gravely 
ill may show early signs of toxicity. 
A small percentage of individuals who have 
been treated with phenytoin have been shown 
to metabolize the drug slowly. Slow meta­
bolism may be due to limited enzyme avail­
ability and lack of induction; it appears to 
be genetically determined. 
Phenytoin has been associated with rever­
sible lymph node hyperplasia. If lymph node 
enlargement occurs in patients on phenytoin, 
every effort should be made to substitute 
another anticonvulsant drug or drug com­
bination. 

Drugs that control generalized tonic-clonic 
(grand mal) seizures are not effective for 
absence (petit mal) seizures. Therefore, if 
both conditions are present, combined drug 
therapy is needed. 
Hyperglycemia, resulting from the drug's in­
hibitory effect on insulin release, has been 
reported. Phenytoin may also raise the blood 
sugar level in persons already suffering from 
hyperglycemia. 

ADVERSE REACTIONS 
Central Nervous System: The most common 
manifestations encountered with phenytoin 

therapy include nystagmus, ataxia, slurred 
speech, and mental confusion. Dizziness, 
insomnia, transient nervousness, motor 
twitchings, and headache have also been 
observed. These side effects may disappear 
with continuing therapy at a reduced dosage 
level. 

Gastrointestinal System: Phenytoin may 
cause nausea, vomiting, and constipation. 
Administration of the drug with or imme­
diately after meals may help prevent gastro­
intestinal discomfort. 
Integumentary System: Dermatological 
manifestations sometimes accompanied by 
fever have included scarlatiniform or mor­
billiform rashes. 
Hemopoietic System: Hemopoietic compli­
cations, some fatal, have occasionally been 
reported in association with administration 
of phenytoin. These have included throm­
bocytopenia, leukopenia, granulocytopenia, 
agranulocytosis, and pancytopenia. 
Other: Gingival hyperplasia occurs fre­
quently; this incidence may be reduced by 
good oral hygiene including gum massage, 
frequent brushing and appropriate dental 
care. Polyarthropathy and hirsutism occur 
occasionally. Hyperglycemia has been re­
ported. Toxic hepatitis, liver damage, and 
periarteritis nodosa may occur and can be 
fatal. 

MANAGEMENT OF OVERDOSAGE 
The mean lethal dose in adults is estimated 
to be 2 to 5 grams. The cardinal initial 
symptoms are hystagmus, ataxia and dys­
arthria. The patient then becomes coma­
tose, the pupils are unresponsive and hypo­
tension occurs. Death is due to respiratory 
depression and apnea. Treatment is non­
specific since there is no known antidote. 
First, the stomach should be emptied. If the 
gag reflex is absent, the airway should be 
supported. Oxygen, vasopressors and as­
sisted ventilation may be necessary for 
central nervous system, respiratory and 

cardiovascular depression. Finally, hemo­
dialysis can be considered since phenytoin 
is not completely bound to plasma proteins. 

DOSAGE AND ADMINISTRATION 
Dosage should be individualized to provide 
maximum benefit. In some cases, serum 
blood level determinations may be neces­
sary for optimal dosage adjustments - the 
clinically effective serum level is usually 
10 -20 mcg/mL. 
Adult Dose: Patients who have received no 
previous treatment may be started on one 
100 mg Dilantin Capsule three times daily, 
and the dose then adjusted to suit individual 
requirements. 
Pediatric Dose: Initially, 5 mg/kg/day in two 
or three equally divided doses, with subse­
quent dosage individualized to a maximum 
of 300 mg daily. A recommended daily main­
tenance dosage is usually 4 to 8mg/kg. 
Children over 6 years old may require the 
minimum adult dose (300 mg/day). Pediatric 
dosage forms available include a 30 mg 
Capsule, a 50 mg palatably flavoured Infatab, 
or an oral suspension form containing 30 mg 
of Dilantin in each 5 mL. 

Alternative Dose: Once-a-day dosage for 
adults with 300 mg of Dilantin may be con­
sidered if seizure control is established 
with divided doses of three 100 mg Capsules 
daily. 

HOW SUPPLIED 
Dilantin 100 mg Capsules; in bottles of 
100 8 1000. 

Complete prescribing information available 
upon request. 

PARKE-DAVIS 
Parke-Davis Canada Inc. Scarborough.Ontario 

•Reg. T.M. Paike Davis S Company 
Parke-Davis Canada Inc., auth. usei 
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In the effective 
treatment of epilepsy, 
there is no substitute 

forexperienc 
The original carbamazepine, TEGRETOL® 
was first introduced by Geigy in 1969 and sub­
sequently became the drug of choice for 
trigeminal neuralgia. 

But this development marked only the 
beginning. 

Geigy research soon provided the basis 
for approval in the treatment of psychomo­
tor/ temporal lobe epilepsy in 1973. 

And in 1979, this indication was again ex­
panded to include usage in refractory 
generalized tonic/clonic seizures. 

This committment to the ongoing poten­
tial of TEGRETOL does not end here: 
continuing research indicates that further 
applications are possible in the future. 

While the provision of a quality pharma­
ceutical is a primary objective of Geigy, 
other services to both doctor and patient 
have not gone unaddressed. 

Medical information, support to con­
tinuing medical education and attention 
to the needs of epileptic patients, 
their families and Associations have 
been important elements in the 
overall attention given to this 
disorder 

In fact, a prescription for 
TEGRETOL does far more in the 
fight against epilepsy than just 
control patient symptoms. 

Tegretol 
••••••••••••••••••••a** •••••••••••••••••••••••••• 

•••••••••••••••••••••••••a** 
•••••••••••••••••••••••••••A*** 
••••••••••••••••••••••••••••••a* 
••••••••••••••••••••••••••••••••A 
••••••••••••••••••••••••••••••••••a 
••••••••••••••••••••••••••••••••••a 
•••••••••••••••••••••••••••••••••••a* 
••••••••••••••••••••••••••••••••••••a 

•••••••••••••••••••••••••••••••••••a** 
•••••••••••••••••••••••••••••••••••••a* 
••••••••••••••••••••••••••••••••••••••A 
•••••••••••••••••••••••••••••••••••••a* ••••••••••••••••••••••••••••••••••••••« 
•••••••••••••••••••••••••••••••••A***** 
••••••••••••••••••••••••••••••••••••••a 
•••••••••••••••••••••••••••••••••••a*** 
•••••••••••••••••••••••••••••••••••••a 
••••••••••••••••••••••is;;;;;;.;.;;;; 
••••••••••••••••••••••••••••••••a**** 
••••••••••••••••••••••••••••••••••a* 
•••••••••••••••••••••••••••••••••••a 
•••••••••••••••••••••••••••••••••A* 
••••••••••••••••••••••••••••••••••A 
••••••••••••••••••••••••••*••••••• 

••••••••••••••••••••••••••a**** 
•••••••••••••••••••••••••••••a* 

No Substitution. 
Because there is 
no substitute 
for experience. 
Yours, or ours. 

Geigy 
Mississauga, Ontario 

L5N 2W5 

PAAB 
CCPP 
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%. 

Help prevent recurrent 
throbbing headaches 

with Sandomigran DS 
(double strength) 

% 
'/> 

Sandomigran 
maintenance therapy 
helps prevent recurrent 
headaches 
Taken daily, Sandomigran can 
reduce the frequency, severity 
and duration of vascular or 
mixed headaches.'3 In fact, 
Sandomigran has suppressed 
throbbing headaches altogether 
in many patients.35 

Double-strength DS 
tablet improves 
compliance 

Patients have fewer tablets to 
take and find it easier to comply 
with maintenance therapy. The 
DS tablet also simplifies dosage: 
with a half-life of 23 hours,6 

treatment can be initiated h.s.; 
the dosage may be increased to 
a maximum of 6 DS tablets a day 
in divided doses (see prescribing 
information). 

Sandomigran DS 
for at least 4 weeks 

Sandomigran DS must be taken 
daily for at least four weeks — 
not to relieve headaches but to 
prevent them. 

0Sandomigraris)DS l mg 
pizotyline 

Doesn't give recurrent throbbing headaches a second chance. 

| P M » C | | PAAB | 
Dosage information page 

SANDOZ'" 

SANDOZ (Canada) LTD. Dorval, Quebec H9R 4P5 
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THE CANADIAN JOURNAL OF NEUROLOGICAL SCIENCES 

THE ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF CANADA 

with the co-operation of the Canadian Neurosurgical Society 

announces 

THE K.G. MCKENZIE MEMORIAL AWARDS 

to honour the memory of 

Canada's pioneer neurosurgeon 

AWARD 1 . A citation and prize of $100.00 will be awarded for the best paper presented to the 
annual meeting of the Canadian Neurosurgical Society by a neurosurgical resident in 
which he is the principal author. The recipient, as well, will have his expenses, including 
Air Fare, Hotel Accommodation and Registration Fees, paid for as part of the Award. 

AWARD 2. A grant-in-aid will be awarded to support a specific educational project which may 
include travel. (However, travel to regularly scheduled neurosurgical meetings is 
excluded.) The applicant must be a resident in training in a Canadian Neurosurgical 
Training Program, or if formal training is completed, within two years of having received 
certification in neurosurgery. 

APPLICATIONS FOR AWARD 1. 
Papers should be received by the chairman of the Awards Committee not later than 
January 15. All papers received will be automatically forwarded to the program 
chairman for the annual meeting of the Canadian Congress of Neurological Sciences for 
further consideration. The successful candidate will be notified by April 1, and the 
awards will be presented at the annual meeting in June. 

APPLICATIONS FOR AWARD 2. 
Applicants should forward a comprehensive letter to the chairman of the Awards 
Committee by January 15. The application should contain relevant personal 
information, a clear description of the educational project which is contemplated, and its 
purpose, and any supporting letters the applicant may wish to submit. The successful 
applicant will be notified by April 1. 

APPLICATIONS SHOULD BE SENT TO: 
Chairman 
K.G. McKenzie Memorial Awards Committee 
Room 2 — 113 Centennial Wing, Victoria General Hospital 
HALIFAX, Nova Scotia 
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LE JOURNAL CANADIEN DES SCIENCES NEUROLOGIQUES 

THE FRANCIS McNAUGHTON AWARD 

The Francis McNaughton Award is awarded by the Canadian Neurological Society for 
the best paper submitted to the Canadian Congress of Neurological Sciences by a 
junior member of the society or a resident in a neurology training program. Full 
members of the society who have completed their clinical training and obtained 
certification in neurology within the past two years are also eligible to apply. 

The work should be original and should not have been presented previously. Applicants 
need not be the sole author but should be primarily responsible for the work to be 
presented. 

The award includes an honorarium of $200, return air fare to the city of the congress and 
a suitably inscribed book prize. 

In addition to the regular abstract for the congress, applicants should submit in triplicate 
an expanded abstract of approximately 2,000 words. 

Applications should be submitted to: 
Dr. William Pryse-Phillips 
Health Sciences Centre 
St. John's, Newfoundland 
A1B3V6 

Deadline: February 15,1983 

THE JASPER PRIZE IN CLINICAL NEUROPHYSIOLOGY 

The Jasper Prize is awarded by the Canadian Society of Clinical Neurophysiologists for 
the best original work based on clinical neurophysiology done by a resident or post­
doctoral fellow. 

The prize consists of an honorarium of $100 plus return air fare to the congress. 
Applications should be submitted to: 
Dr. William Pryse-Phillips 
Health Sciences Centre 
St. John's, Newfoundland 
A1B3V6 

Deadline: February 15,1983. 

(xv) 

https://doi.org/10.1017/S0317167100044255 Published online by Cambridge University Press

https://doi.org/10.1017/S0317167100044255



