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IMPORTANT INFORMATION: T h i s  i s  a  S c h e d ­
u l e  V  s u b s t a n c e  b y  F e d e r a l  l a w ; d i p h e n o x y l a t e  
H C I  i s  c h e m i c a l l y  r e l a t e d  t o  m e p e r i d i n e .  I n  
c a s e  o f  o v e r d o s a g e  o r  i n d i v i d u a l  h y p e r s e n s i ­
t i v i t y ,  r e a c t i o n s  s i m i l a r  t o  t h o s e  a f t e r  m e p e r i ­
d i n e ’ o r  m o r p h i n e  o v e r d o s a g e  m a y  o c c u r ;  
t r e a t m e n t  i s  s i m i l a r  t o  t h a t  f o r  m e p e r i d i n e  o r  
m o r p h i n e  i n t o x i c a t i o n  ( p r o l o n g e d  a n d  c a r e f u l  
m o n i t o r i n g ) .  R e s p i r a t o r y  d e p r e s s i o n  m a y  r e c u r  
i n  s p i t e  o f  a n  i n i t i a l  r e s p o n s e  t o  N a r c a n ®  
( n a l o x o n e  H C I )  o r  m a y  b e  e v i d e n c e d  a s  l a t e  
a s  3 0  h o u r s  a f t e r  i n g e s t i o n .  L O M O T I L  IS NOT 
A N  I N N O C U O U S  D R U G  A N D  D O S A G E  R E C ­
O M M E N D A T I O N S  S H O U L D  B E  S T R I C T L Y  A D ­
H E R E D  T O ,  E S P E C I A L L Y  I N  C H I L D R E N .  T H I S  
M E D I C A T I O N  S H O U L D  B E  K E P T  O U T  O F  
R E A C H  O F  C H I L D R E N .

Indications: Lomotil is effective as adjunctive ther­
apy in the management of diarrhea. 
Contraindications: In ch ild ren  less than 2 years, 
due to the decreased safety margin in younger age 
groups, and in patients who are jaundiced or hyper­
sensitive to diphenoxylate HCI or atropine.
W a r n i n g s :  Use with special caution in young ch il­
dren, because of variable response, and with extreme 
caution in patients w ith c irrhosis  and other ad­
vanced hepatic disease or abnormal liver function 
tests, because of possible hepatic coma. Diphenoxy­
late HCI may potentiate the action of barbiturates, 
tranquilizers and alcohol. In theory, the concurrent 
use with monoamine oxidase inhibitors could pre­
cipitate hypertensive crisis. In severe dehydration 
or electrolyte imbalance, withhold Lomotil until cor­
rective therapy has been initiated.
U s a g e  i n  p r e g n a n c y :  Weigh the potential benefits 
against possible risks before using during preg­
nancy, lactation or in women of childbearing age. 
Diphenoxylate HCI and atropine are secreted in the 
breast milk of nursing mothers.
P r e c a u t i o n s :  Addiction (dependency) to diphenoxy­
late HCI is theoretically possible at high dosage. Do 
not exceed recommended dosages. Administer with, 
caution to patients receiv ing add ic ting  drugs or 
known to be addiction prone or having a history of 
drug abuse. The subtherapeutic amount of atropine 
is added to d iscourage delibera te  overdosage; 
strictly observe contraindications, warnings and pre­
cautions for atropine; use with caution in children 
since signs of atropinism may occur even with the 
recommended dosage. Use with care in patients with 
acute ulcerative colitis and discontinue use if ab­
dominal distention or other symptoms develop. 
A d v e r s e  r e a c t i o n s :  Atropine effects include dryness 
of skin and mucous membranes, flushing, hyper­
thermia, tachycardia and urinary retention. Other 
side effects with Lomotil include nausea, sedation, 
vomiting, swelling of the gums, abdominal discom­
fort, respiratory depression, numbness of the ex­
tremities, headache, dizziness, depression, malaise, 
drowsiness, coma, lethargy, anorexia, restlessness, 
euphoria, pruritus, angioneurotic edema, giant urti­
caria, paralytic ileus, and toxic megacolon.
D o s a g e  a n d  a d m i n i s t r a t i o n :  Lomotil is contraindi­
cated in children less than 2 years old. Use only 
Lomotil liquid for children 2 to 12 years old. For ages 
2 to 5 years, 4 ml. (2 mg.) t.i.d.; 5 to 8 years, 4 ml. 
(2 mg.) q.i.d.; 8 to 12 years, 4 ml. (2 mg.) 5 times 
daily; adults, two tablets (5 mg.) t.i.d. to two tablets 
(5 mg.) q.i.d. or two regular teaspoonfuls (10 ml., 
5 mg.) q.i.d. Maintenance dosage may be as low as 
one fourth of the initial dosage. Make downward 
dosage adjustment as soon as initial symptoms are 
controlled.
O v e r d o s a g e :  Keep the medication out of the reach 
of children since accidental overdosage may cause 
severe, even fatal, respiratory depression. Signs of 
overdosage include flushing, hyperthermia, tachy­
cardia, lethargy or coma, hypotonic reflexes, nystag­
mus, pinpoint pupils and respira tory depression 
which may occur 12 to 30 hours after overdose. Evac­
uate stomach by lavage, establish a patent airway 
and, when necessary, assist respiration mechani­
cally. A narcotic antagonist may be used in severe 
respiratory depression. Observation should extend 
over at least 48 hours.
D o s a g e  f o r m s :  Tablets, 2.5 mg. of diphenoxylate HCI 
with 0.025 mg. of atropine sulfate. Liquid. 2.5 mg. of 
diphenoxylate HCI and 0.025 mg. of atropine sulfate 
per 5 ml. A plastic dropper calibrated in increments 
of /2 ml. (total capacity, 2 ml.) accompanies each 
4-oz. bottle of Lomotil liquid.
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Letters to
the Editor

T h e  J o u rn a l w e lc o m e s  L e t te rs  to  th e  E d ito r ;  
i f  fo u n d  s u ita b le ,  th e y  w i l l  be  p u b lis h e d  as 
space a llo w s . L e t te rs  s h o u ld  be  ty p e d  
d o u b le -s p a c e d , s h o u ld  n o t  e xce e d  4 0 0  
w o rd s ,  and  a re  s u b je c t  t o  a b r id g m e n t  and  
o th e r  e d i to r ia l  ch a n g e s  in  a c c o rd a n c e  w i th  
jo u rn a l s ty le .

On Obstetrics in Family Practice

To the Editor:

The recent article by Mehl et al in 
The Journal (Mehl LE, Bruce C, Ren­
ner J; Importance o f  obstetrics in a 
comprehensive family practice. J Fam 
Pract 3:385-389, 1976) causes me 
some concern. It is the thesis of the 
authors that family practice groups 
practicing without obstetrics not only 
do very little obstetrics, but conse­
quently, little pediatrics, gynecology, 
and family therapy.

I agree with the introduction re­
garding the need for the family physi­
cian to be occupied with the entire 
family without regard to issues of age 
or sex. The problems arise with the 
methodology and numbers used to 
support the authors’ conclusions.

It is stated that all four practices 
studied were composed of members 
who entered practice with plans to 
deliver comprehensive, continuous fam­
ily health care. The authors mention 
that members of each of the four 
practices included individuals with one 
or two years of post-medical school 
training, but we are not told about the 
details of that training with respect to 
whether the physicians were primarily 
educated through a rotating internship 
background or within a recognized and 
certified family practice program. This 
is the basic flaw in the paper since, onSEARLE

the basis of the results, we are sup­
posed to think carefully about the 
future of obstetrics in family practice 
training programs. This we cannot 
really do, since we have no basis for 
comparison.

The results of the study show that 
out of four family practices, the two 
which did obstetrics also did a reason­
able amount of pediatrics, gynecology, 
and family therapy. The two that did 
little or no obstetrics were also in­
active in the other areas.

The authors then attempted to re­
late the actual practice to attitudes of 
the practitioners including satisfaction 
with their current style and plans for 
potential change. This area of their 
study can be summarized by saying 
that those who were doing obstetrics 
and the other related disciplines were 
happy and planned to continue doing 
what they were doing, while those 
practitioners who did not were un­
happy, insecure in the other areas, and 
furthermore, were considering chang­
ing fields from family practice into 
other, more narrow fields, such as 
emergency medicine, or perhaps going 
for additional training in one of the 
traditional specialties. My interpreta­
tion of their Table 1 on attitudes 
relates simply to the observation that
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those who were secure in their full role 
of family physicians were happy, 
while those who were not secure were 
unhappy. Without basic information 
on training, however, my inter­
pretation is possibly unfounded.

On page 387, the statistical signifi­
cance between the groups based on the 
characteristics of their patient distribu­
tion is given with p values in almost all 
cases less than 0.001. In my 
opinion, this presentation represents a 
misuse of statistics. The fact is that the 
number of cases is small and the 
dependent versus the independent vari­
ables are connected in a non-causal 
way. As mentioned earlier, if the 
groups are basically non-comparable 
because their backgrounds differ sub­
stantially, the fact that there is a 
coincidental statistical significance 
neither adds support to, nor detracts 
from, the generalizations being made.

Similarly, the elaborate graphic and 
tabular presentation of the basic facts, 
which show the described differences 
in practice and attitude, appear to me 
to go beyond the solidity of the data, 
especially since we again are missing 
some key information upon which 
interpretation might become reason­
able.

The San Francisco Bay area com­
munity is over-doctored and heavily 
o rien ted  towards the traditional 
specialties. The community standard 
is to have a pediatrician, or an in­
ternist, or an obstetrician/gyneco- 
logist. Therefore, the family practi­
tioner who elects to practice family 
medicine in its fully comprehensive 
form must be attitudinally and cog­
nitively prepared to compete in that 
buyer’s marketplace. If he is to prac­
tice obstetrics, pediatrics, family ther­
apy, etc, he must be extremely well 
trained and sure in his role, since he is 
going against the community standard. 
It is, therefore, unreasonable to expect 
that the possibly inadequately trained 
family physicians who composed at 
least practices 3 and 4, could effec­
tively compete in that environment. 
Those who made up practices 3 and 4 
at the outset, or over time, appeared 
to degenerate into some variety of 
generalist for adults, and we do not

even know how they were trained for 
that role.

Finally, the authors suggest that for 
the concept of comprehensive family 
medicine to remain viable, obstetrics 
must remain an important part of 
family practice. This certainly cannot 
be denied. They suggest further, pre­
sumably on the basis of their data, 
that residents not planning to include 
obstetrics in their future practice 
might best join a primary care, internal 
medicine program.

This conclusion is perhaps their 
opinion, but cannot be based on the 
data that they present for the reasons 
already described. It is an over­
simplified suggestion, perhaps based 
on the authors’ own feelings about 
what a family practice ought to be. It 
neglects the possibility that there are 
multiple possible variations within a 
family medicine context depending on 
the environment, and the orientation 
of the graduate of the program.

For example, it may be just pos­
sible that family practitioners in the 
San Francisco Bay area, and in other 
similar, urban environments, may have 
some difficulty in building up a sub­
stantial obstetrical practice because of 
the community standard and ob/gyn 
physician over-supply (a fact not sup­
ported by the figures for practices 1 
and 2). The family physician wishing 
to do more obstetrics and gynecology 
because he wants to and has been 
trained to, may find the alternative 
model of close association with a 
sympathetic and supportive ob/gyn 
group to allow excellent family-ori­
ented obstetrical care, delivered in a 
family medicine context, while still 
preserving optimal care for his patients 
both at the human and technical level.

I suggest this only as one possible 
alternative to dumping those who do 
not fit within a particular mold to the 
as-yet-undefined and untested role of 
the primary care internist.

In summary, I found the article to 
be interesting and extremely thought- 
provoking, but disturbing in a journal 
that has been preeminent in helping to 
develop a scientific base for the disci­
pline of family medicine.

Michael Klein, MD 
Director, Department o f  

Family Medicine 
McGill University 
Montreal, Quebec
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