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DR. FRED CHU (Third-year resident infamily
practice): There are 180,000 preterm infants born
in the United States every year.12 Many of these
premature infants are critically ill and require sev-
eral weeks and months of hospitalization. Neona-
tal care centers have developed sophisticated
multidisciplinary teams to help deal with the medi-
cal and psychosocial problems involved in the care
of premature infants and their families. After dis-
charge the family physician often takes over as the
primary source of medical care. In today’s Grand
Rounds, we hope to bring up issues that will help
to close the gap between neonatal care centers and
practicing family physicians and to offer sugges-
tions regarding the follow-up of premature infants.

First, 1 would like to introduce Mrs. Ferguson,
a parent of two premature babies. Mya, who is
now 3 years old, was born at 32 weeks’ gestation,
and Mathew, who is 16 months old, was born at 30
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weeks’ gestation. Both had long, complicated
hospital courses.

The first question | would like to raise is, What
is the family physician’s role in caring for the in-
fant and family during the acute period while the
infant is still in the neonatal intensive care unit?

DR. EDWARD GOLDSON (Director, New-
horn Follow-Up Program, Children’s Hospital oj
Denver): The family physician should be involved
from the beginning. The neonatologist obviously
has the major expertise in managing the acutely
sick small infant. However, if the family physician
knows the family and has been involved with the
family all along, his expertise is in knowing and
relating to that family. He can be involved in de-
livering information to the family, helping them
understand what is happening with their baby, and
providing general support.

DR. STEVEN R. POOLE (Assistant Professor
of Family Practice and Pediatrics): Mrs. Fergu-
son, what do you think the family physician’s role

ought to be?
MRS. FERGUSON: I agree with Dr. Goldson.

When Mya was in the hospital, | didn't see the
family physician until I went home. After Mathew
was born, while he was in the hospital he was seen
by my family doctor, who knew what was going on
and who could help me understand what the spe-
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cialists were doing. Most important, my family
doctor knew me. He knew | always act like I'm
doing fine even when I'm dying inside. He was
able to tell when | needed reassurance or to ask
questions.

With Mya, the doctor didn’t see her in the hos-
pital, so I didn't have a lot of confidence in him,
and | was really worried about taking Mya to him
after she had been released. | think it helps the
parents make the change to having the baby at
home if they know the doctor knows the baby very
well. With Mathew, the family doctor saw him
regularly while he was in the hospital, and even
though Mathew’s condition was more critical, |
wasn’t so scared when I took him home.

DR. POOLE: What sort of communication
should go on between the neonatologist and the
family physician during the child's intensive care
stay?

DR. GOLDSON: Since the office-based physi-
cian is going to manage the patient over the long
haul, the office-based physician should be ap-
prised of everything that goes on. When the child
is put on the ventilator, the family physician
should know so that he will have a better perspec-
tive on the problems the infant had, what the par-
ents went through, and what he will need to follow
up on. He can interpret for the parents and be
supportive.

MRS. FERGUSON: | know a lot of parents
who complained of friction between the family
physician and the neonatologist. They would get
conflicting advice or opinions. Because there is so
much confusion and tension in the families, and
decisions have to be made, | think the friction was
detrimental. It would be best if the doctors could
work out their plan and then talk to us. It always
helps, though, to hear it from our family doctor.

MS. MARGY STEWART (Nurse Coordinator,
Newborn Follow-Up Program, Children's Hospi-
tal of Denver)-. One major thing that upsets parents
is the move from a level 11l intensive care nursery
to a level 1 or Il nursery in the community hospi-
tal, even though the hospital may be closer to
home. | think the distress has to do with trust. The
parents trusted the level 111 center that saved their
baby. Suddenly their child is sent to a level Il
nursery, a place they don’t know, and it makes
them nervous. The family physician can be in-
volved in that transition to create a more even
level of trust for the parent.
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DR. GOLDSON: This transition is difficult for
parents, but with good handling it can work out
well. Part of the responsibility lies with the
neonatologist and the level 11l nursery and part
with the family physician and the community
nursery. The physicians and nursery staff can be
talking with the family for days in advance, prepar-
ing them, describing the community nursery ina
positive light. Perhaps a visit to the new nursery to
look around and meet staff can be arranged. The
family physician should see the child on the day of
transfer and plan to meet with the parents.

MS. STEWART: Discharge from the hospital is
also a difficult time for parents, a period in limbo.
The parents leave all the care, help, support, and
expertise offered by the hospital. It would be good
to have the physician or some knowledgeable per-
son available to provide continuity, to answer
questions, or just to assure that somebody knows
the parents and the child.

DR. POOLE: So it sounds like that last day of
hospitalization may be frightening for the parents.
What exactly should the family physician do on
that day?

DR. GOLDSON: The family physician should
know what’s going on during the final week of
hospitalization regarding the final discharge plans
for equipment, various supportive services, and
subspecialty follow-up, arranging final evaluations
and education of the parents. For example, par-
ents need to learn how to operate the home oxygen
equipment several days before discharge. Every-
one must anticipate problems ahead of time be-
cause there are always shags. The last day the
parents should be able to walk in, celebrate, and
say goodbye.

DR. POOLE: A telephone call the day after dis-
charge is also helpful. The physician can get plenty
of information on how the child is doing; and the
call can be very reassuring for the parents. A
number of questions come up for parents that first
day at home, and getting them answered greatly
reduces anxiety. How should the first visit be
handled?

DR. GOLDSON: A lot of it depends on the
baby. Generally, | like to see the baby within the
first few days after discharge to get a sense of how
the baby is doing. Then | see the infant every cou-
ple of weeks for six to eight weeks. If the parents
are making the transition comfortably and the med-
ical condition is under control, then | see the child
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Table 1. Premature Infant Medical Follow-Up

Serial growth measurements: graph height, weight, and head cir-
cumference on charts by age, corrected for prematurity until 2
years of age. After 2 years, plot by chronologic age

Serial vital signs: heart rate, respiratory rate, retractions, color, cir-
cumoral cyanosis, blood pressure (dopier works well)

Serial nutrition history: content, quantity, rough assessment of
adequacy of calories, fluids, vitamin and iron supplementation
Immunizations: given by chronologic age; if severe growth delay,
use height or bone age

Record of illnesses and hospitalizations

Hematocrit and reticulocyte count every 2 to 4 weeks until stable
and increasing, then every 6 months until 2 years of age

. Serial assessment of development: Denver Developmental Screen-

ing Test or Prescreening Developmental Questionnaire at each
well-child visit. If there are any abnormalities, solicit help from
physical therapist or infant stimulation program

Assessments of visual response: visual following in early months,
strabismus is abnormal after 4 months, ophthalmological evalua-
tion at 3 months if birth weight less than 1,500 g

Auditory screening: check response to loud noise in office, audio-
gram (by audiologist with experience in testing infants) on all prema-
ture infants between 3 and 6 months and again within the next year
For infants with chronic lung disease: serial transcutaneous oxy-
gen and carbon dioxide monitoring (if not available, then blood
gases), chest x-ray examinations, electrocardiograms, watching for

right ventricular hypertrophy

at monthly intervals until the child is stable and
does not require any special equipment at home.

DR. CHU: | want to backtrack a little and ask
whether family physicians should be involved in
the follow-up care of premature infants? If so,
what should their role be?

DR. GOLDSON: Well, in most of the country
family physicians are involved in follow-up care of
premature infants, and they should be if they feel
prepared to handle it and if they feel comfortable.

DR. POOLE: I agree. If they feel comfortable,
they should be the primary care physicians, which
often means spending a little time educating them-
selves on the particular problems the infant has. It
also means finding good consultants to be availa-
ble (at least by telephone) to back them up. Given
these circumstances, the family physician can co-
ordinate consultations and general care, monitor

THE JOURNAL OF FAMILY PRACTICE, VOL. 16, NO. 5, 1983

the infant's status in regard to growth, develop-
ment, and other problems, provide well-child care,
handle most acute illness, help the parents adapt,
and be the family physician.

DR. GOLDSON: I would agree.

DR. CHU: Well, then, what are the key medical
issues the family physician needs to consider in
the premature infant?

MS. STEWART: This handout (Table 1) lists
ten areas we try to incorporate into the medictrl
follow-up of premature infants. There are several
points bearing special comment. First, it is impor-
tant to monitor body growth of premature infants,
correcting for their gestational age until two years
of age, rather than comparing them with other
children their own chronological age. It is also im-
portant to get respiratory rates on premature infants
with bronchopulmonary dysplasia (chronic lung dis-
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ease) and monitor oxygen needs by using the
transcutaneous oxygen monitor. We find that the
blood gases are often not very reliable indicators. |
know that doing this can pose a problem, particular-
ly if you are practicing in a small community in
which there is no transcutaneous oxygen monitor.
Ifone is available, it can be used to make decisions
regarding changes in chronic oxygen needs.

We have found hypertension in several prema-
ture infants. Six premature infants this year, with
diastolic blood pressures over 120 mmHg, have re-
quired medication for hypertension and we're rec-
ommending that physicians follow blood pressures
on the premature infants, particularly those who
have had difficult nursery courses. Use either
doplers or the palpation method with an infant
cuff.

DR. GOLDSON: We have found hearing losses
in a number of children who passed the original
screening in the nursery. A premature infant,
therefore, should have a formal hearing test by a
qualified audiologist at least twice in the first two
years of life. We've also identified children with
hearing loss that has worsened during the first
year.

We also recommend the infants be examined by
an ophthalmologist at 3 months of age, particularly
if their birth weights were less than 1,500 g. Even
if there are no signs of retrolental fibroplasia, the
small infant is at risk for problems such as stra-
bismus and poor visual acuity.

DR. POOLE: Morbidity is likely to be both
most obvious and highly treatable in the area of
development. There is considerable evidence that
early detection of developmental delays and early
intervention with physical therapy or infant stimu-
lation programs definitely improve outcome.26
Close monitoring of development is therefore cru-
cial. The Prescreening Developmental Question-
naire is a 10-item questionnaire parents fill out at
each well-child visit. It is probably the best stand-
ardized, easiest, most sensitive, and quickest way
of monitoring development.7 The questionnaire is
adapted from the Denver Developmental Screen-
ing Test, which is probably the most accurate
screening test.8 Any infant showing developmental
delays should receive a formal developmental
evaluation. In addition, for the premature infant
who has had a difficult course in the nursery, it
would be wise to have a formal developmental
evaluation between 3 and 6 months of age. This
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evaluation should be done by the local resource
person with the greatest experience with infants: a
child psychologist with experience in infant devel-
opmental testing, a developmental pediatrician, a
physical therapist with an expertise with infants,
or another resource.

DR. CHU: How about the family physician’s
role in acute illness, such as colds, fever, and
bronchiolitis?

DR. POOLE: Again, preparation is important.
The neonatologist and the family physician should
anticipate these illnesses and discuss potential
problems and how to handle them before the infant
leaves the hospital, particularly for infants going
home with residual lung problems, congenital
heart disease, hydrocephalus, or other congenital
defects. The family physician must get the neona-
tologist to provide information on what to moni-
tor, what to check when the child gets ill, and how
to handle common problems. The family physician
also must identify a good, available resource to
contact for advice regarding acute problems.

DR. CHU: What should the family physician
know about the psychosocial issues, and what
should he be doing?

DR. POOLE: Having a premature infant inter-
rupts the normal stages of adaptation to parent-
hood.911 With a full-term baby, parents have pro-
gressed through anticipation and preparation, and
in the late weeks of pregnancy they really begin to
feel a greater readiness. After delivery, they have
a lot of time to become attached to their baby and
develop a relationship. Premature delivery is pre-
mature for the parents, too. They may not feel
ready psychologically, and the medical care inter-
feres with the development of relationship. So, the
parents will be anxious and feel ill-prepared and
may have difficulty with relating to their child.

Parents expect a normal, full-term baby, and
this normalcy is lost. As a result, to varying de-
grees they go through stages of grieving that loss:
shock, denial, anger, and anxiety. Later they be-
gin to accept what has happened. Initially parents
may withdraw from the baby until it becomes clear
the child will live; later they get back into the rela-
tionship with the infant and adapt to the infant’s
conditions and needs. All parents feel some guilt,
and all have unasked guestions about causes.

The family physician needs to understand and
accept these phases and help the family understand
Continued on page 900
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Continued from page 896

and accept them. The treatment of parents should
be adapted to that stage the parents are in. Em-
pathy and support are more helpful in the early
stages, whereas some practical suggestions and in-
formation may need to be postponed until accept-
ance, adaptation, and reorganization begins. For
many premature infants, parents are in the adap-
tation phase by the time of discharge. More psy-
chosocial intervention may be needed if parents
are still in the denial, anger, or intense grief phases
at discharge.

MS. STEWART: The physician can be very
helpful by just giving the parents an opportunity to
express their feelings about the difficult time in the
nursery and the difficulty in caring for this baby.
The physician can let them know that there is
nothing wrong with them if they feel angry or help-
less because their baby cries all the time or stays
up all night because the nurses used to play with it
at night. The family physician can offer ideas to
help them handle some of those difficulties, but
mainly his or herjob is to let the parents know that
they’re OK.

MS. LYNNE ARONSON (Social Worker,
Newborn Follow-Up Program, Children’s Hospi-
tal of Denver): Often parents feel extremely anx-
ious or that they are not competent to care for
their baby (which comes from watching the nurs-
ery personnel care for their baby for so long). The
family physician can help the parent see this is
normal. Another important issue is home oxygen.
I think many parents have anxieties (and rightly
so) about having a child attached to equipment
(monitor or oxygen). It is important to listen, em-
pathize, and let parents know that all parents get
anxious or feel nervous.

DR. GOLDSON: We need to ask very specific
questions such as, Do you have a babysitter?
Have you gotten a chance to get out? Has the baby
been fun to take care of? How is he sleeping? How
do you feel about leaving him? How is the sibling
reacting? How are you sleeping? There are many
questions that address how parents feel about and
perceive their child.

MRS. FERGUSON: When Mathew first went
home on oxygen, he sometimes turned blue. I
would get really anxious, and wanted to be reas-
sured that he was OK. When | did call, | appreci-
ated the nurses and doctors showing that they
knew how | was feeling, and they would answer
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my questions. With my first child, Mya, the doctor
answered my questions OK, but | don't think he
understood. When Dr. Chu answered my ques-
tions, 1 knew he understood my fears. It made a
difference.

DR. GOLDSON: I think it's particularly impor-
tant for physicians to set aside enough time to talk
to the parents about these issues, particularly if
the baby has had a long and difficult time in the
hospital. A physician can’t do this kind of listening
injust ten minutes.

DR. POOLE: That’s an excellent point. Setting
aside extra time is important for another reason. A
premature infant often has many problems on the
problem list the physician must deal with, and
there is little time left over for anticipatory guid-
ance, which is the one thing parents need most.
Consequently, the premature infant needs more
time allotted for visits.

Another issue is parent-child interaction. The
parents do not respond to the premature infant in
the way they would if the child were born at term
and had no problems, but they don't often talk
about that. We can bring this issue out in the open
and discuss it. We might say, “It would be tough
for anybody to take care of this baby and treat him
like a normal child in terms of discipline, expecta-
tions, handling crying, and so on. Let’s talk about
this at each visit, how you’re doing, what it’s
like to deal with these issues.”

DR. JOHN GORDON (Second-year family
practice resident): A very difficult area is how to
deal with parents when there are problems. How
do you tell them that they aren’t handling disci-
pline well, or, worse, that their child is not devel-
oping well?

MRS. FERGUSON: I think that for some of the
long-term developmental problems that come up
with premature infants, the parents already know
before they are told; it isjust a matter of accepting
it when they are ready to. Specifically, Mathew
has cerebral palsy. | knew from the beginning that
there was something physically wrong with him,
but it wasn’t until he was nearly ready to come
home that | wanted to talk about it or wanted to
know specifically what we needed to do. I find that
in the parent groups | belong to, most of the par-
ents say this is true. It takes longer for some par-
ents than it does for others to admit it or face it.

MS. STEWART: It’s important to allow parents
to go at their own speed. You seemed to be able to
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work through a lot of things pretty well. Some
people are not able to do that, and | think in those
cases we need to offer them more support, more
time to talk.

DR. GORDON: There is another side to this
problem, too. | have a patient whom | delivered at
29 weeks who had very low Apgar. | was con-
cerned that he would have cerebral palsy. It was
hard to convey to the parents that we didn’t know
what was going to happen, and in this particular
case, there was no way we could predict how well
he would develop. I felt we were able to say to the
parents that we would watch their child carefully
as he grew older and try to tell them exactly how
he was doing. Only time would tell, and we would
follow him closely.

MS. STEWART: That sounds like a good way
of handling this problem because you’re telling the
mother that you’re not sure, that you can under-
stand her feelings, and that you will work with her.

DR. GOLDSON: I might mention that the more
we look at the data for the premature infant, the
Apgar is a very poor predictor of outcome. The
Apgar score was originally designed for term
babies, and Virginia Apgar has said that it was not
meant for premature infants. It is extremely un-
likely to find a 28-week infant with a 5-minute
Apgar of 10. Furthermore, to make a prediction
for 2 years of age on the basis of that Apgar
doesn’t make sense. We must recognize that in
this group infants are phenomenally adaptable, so
| say, “Let’s see what they do over time.” Of
course, you must be constantly monitoring devel-
opment and getting intervention if the child isn't
up to his correct gestational age.

DR. POOLE: Let’s switch for a second to an-
other difficult issue—finances. The financial as-
pects of having a premature baby can be horren-
dous. What does the family physician need to
know about finances, and what can we do to help?

MS. ARONSON: Finances can present a very
difficult problem. There are, however, several po-
tential resources.2 The best person for the physi-
cian to contact is a social worker, who then can
pursue the various resources. Many families are,
of course, covered by insurance. Many poorer
families are covered by Medicaid. The family
hardest hit is the middle-income family without
insurance. Some hospitals grade the charge on
ability to pay. This usually does not help middle-
income families. The Handicapped Children’s
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Program will pay for certain, specific handicaps if
families are financially eligible. They will often
pay for congenital defects and children with cer-
tain sequelae as a result of prematurity. There may
be other local foundations with money available.
In many states the local school district is respon-
sible for providing special service even in infancy.
Aid to Dependent Children may help with certain
aspects of care. If your hospital does not have a
social worker familiar with these resources, then
contact the local Department of Child Welfare or
the Department of Education.

Financial demands continue after discharge
with such things as home oxygen, physical ther-

apy, apnea monitors, ophthalmologists, infant
stimulation programs, and so on.
DR. GOLDSON: If parents fall into the

middle-income bracket they may get partial cover-
age. Different carriers will pay for different things.
For instance, some carriers will pay for physical
therapy, but won’t pay for oxygen; other carriers
will pay for equipment or any hardware involved,
but will not pay for speech and language evaluation.
It is important to find out about their coverage.

MS. STEWART: Also we often see cases of
noncompliance, not because parents don’t care
about the baby, but because they can’t afford
treatment. So our role is not only to prescribe
treatment but also to adapt the treatment to par-
ents’ finances and find someone to help with fi-
nancial assistance.

MRS. FERGUSON: When | found out that
Mathew needed therapy, | wanted him to go to
Children’s Hospital, but I couldn't afford it. We
were really fortunate and had good insurance this
time, so it wasn't as bad as it was with Mya. Still,
therapy twice a week at $25 a visit, | couldn’t
swing it. | checked into different places and they
referred me to the Cerebral Palsy Center in Den-
ver. At first | was uncomfortable going there be-
cause | thought that if Mathew were at Children’s,
he would do much better. Then | realized that
most therapy has to do with the parents’ partici-
pation and how much effort they’re willing to put
into it. | think that should be stressed.

MS. STEWART: Did the name cerebral palsy
make it difficult for you to go there?

MRS. FERGUSON: Yes, it did at first. | im-
mediately called Dr. Goldson and Dr. Poole and
said: “This says cerebral palsy. Does that mean
that Mathew has cerebral palsy?”” They had men-
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tioned the term before, but I guess I didn’t hear it,
and | had trouble accepting it. But, after | was
there awhile and listened to the therapist talk, |
realized that it was Mathew, and he wasn’t cere-
bral palsy, he had cerebral palsy; then | felt OK
with it, then it didn’t bother me so much.

DR. CHU: Are there other resources we should
think of?

MS. ARONSON: Regardless of whether your
patient needs assistance with financial problems or
in finding appropriate evaluation or treatment,
there are other resources. Visiting nurses (public
health nurses or the Visiting Nurse Association)
can be very helpful in identifying local resources.
We have mentioned local social service and child
welfare departments. The Department of Educa-
tion may know of local therapeutic programs. The
local community mental health program may know
of resources. The United Way puts out a free
booklet listing resources.

DR. POOLE: There is another issue we ought
to cover, that is, the effect of having a premature
infant on the family members and their relation-
ships together. Any thoughts on this?

MS. ARONSON: As we have discussed, having
a premature infant is quite a stress to parents and,
therefore, a strain on the marital relationship. Par-
ents often feel some guilt about the cause for
prematurity. Parents may go through periods of
significant depression. Oftentimes, the parents’
methods of coping with this may be quite different;
one may become very involved with the baby, the
other may withdraw. One parent may blame the
other. These problems and others make this a
highly vulnerable time for the marital relationship.
1he family physician may be able to help parents
recognize such problems and encourage more
communication.

DR. POOLE: Siblings of any age will feel
somewhat left out or relatively unappreciated if
they are not made to feel a part of the care of the
baby or if they don't receive special time with the
parents. The family physician’s first responsibility
is prevention, by reminding the parents of the
needs of the child at home and recommending that
they try to spend play time with the children and
take them to visit their premature sibling. When
the infant gets home, the older brothers and sisters
should be involved in the care of the baby to the
greatest extent possible.

Continued on page 904
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Imodium

(loperamide HCI)

BRIEF SUMMARY

Before prescribing, please consult complete prescribing information, a summary of

which follows:

INDICATIONS

IMODIUM is indicated for the control and symptomatic relief of acute nonspecific diarrhea
and of chronic diarrhea associated with inflammatory bowel disease. IMODIUM is also
indicated for reducing the volume of discharge from ileostomies.

CONTRAINDICATIONS
IMODIUM is contraindicated in patients with known hypersensitivity to the drug and in
those in whom constipation must be avoided.

WARNINGS

Antiperistaltic agents should not be used in acute diarrhea associated with organisms that
penetrate the intestinal mucosa, e g., enteroinvasive £ coli, Salmonella, Shigella, and in
pseudomembranous colitis associated with broad-spectrum antibiotics.

Fluid and electrolyte depletion may occur in patients who have diarrhea.The use of IMODIUM
does not preclude the administration of appropriate fluid and electrolyte therapy. In some
patients with acute ulcerative colitis, agents which inhibit intestinal motility or delay intes-
tinal transit time have been reported to induce toxic megacolon. IMODIUM therapy should be
discontinued promptly if abdominal distention occurs or if other untoward symptoms
develop in patients with acute ulcerative colitis.

PRECAUTIONS

In acute diarrhea, if clinical improvement is not observed in 48 hours, the administration of
IMODIUM should be discontinued.

Abuse and Dependence: Physical dependence to IMODIUM in humans has not been observed
However, studies in monkeys demonstrated that loperamide hydrochloride at high doses
produced symptoms of physical dependence of the morphine type.

Carcinogenesis: In an 18-month rat study with doses up to 133 times the maximum human
dose (on a mg/kg basis) there was no evidence of carcinogenesis.

Pregnancy. Sate use of IMODIUM during pregnancy has not been established. Reproduction

studies performed in rats and rabbits with dosage levels up to 30 times the human thera-

peutic dose did not demonstrate evidence of impaired fertility or harm to the offspring due
to IMODIUM Higher doses impaired maternal and neonate survival, but no dose level up to
30 times the human dose demonstrated teratogenicity. Such experience cannot exclude the
possibility of damage to the fetus. IMODIUM should be used in pregnant women only when

clearly needed.

Nursing Mothers: It is not known whether IMODIUM is excreted in human milk. As a general
rule, nursing should not be undertaken while a patient is on a drug since many drugs are
excreted in human milk.

Pediatric Use: Safety and effectiveness in children have not been established.Therefore,

use of IMODIUM is not recommended in the pediatric age group (under the age of 12). In
case of accidental ingestion of IMODIUM by children, see Overdosage Section for suggested
treatment.

ADVERSE REACTIONS

The adverse effects reported during clinical investigations of IMODIUM are difficult to
distinguish from symptoms associated with the diarrheal syndrome. Adverse experiences
recorded during clinical studies with IMODIUM were generally of a minor and self-limiting
nature They were more commonly observed during the treatment of chronic diarrhea.

The following patient complaints have been reported: Abdominal pain, distention or discom-
fort: Constipation: Drowsiness or dizziness; Dry mouth; Nausea and vomiting; Tiredness.
Hypersensitivity Reactions (including skin rash), however, have been reported with
IMODIUM use.

OVERDOSAGE

Animal pharmacological and toxicological data indicate that overdosage in man may result
in constipation, CNS depression, and gastrointestinal irritation. Clinical trials have demon-
strated that a slurry of activated charcoal administered promptly after ingestion of lopera-
mide hydrochloride can reduce the amount of drug which is absorbed into the systemic
circulation by as much as ninefold. If vomiting occurs spontaneously upon ingestion, a

slurry of 100 gms of activated charcoal should be administered orally as soon as fluids can
be retained.

It vomiting has not occurred, gastric lavage should be performed followed by administration
of 100 gms of the activated charcoal slurry through the gastric tube. In the event of
overdosage, patients should be monitored for signs of CNS depression for at least 24 hours.
If CNS depression is observed, naloxone may be administered. If responsive to naloxone,
vital signs must be monitored carefully for recurrence of symptoms of drug overdose for at
least 24 hours after the last dose of naloxone.

In view of the prolonged action of loperamide and the short duration (one to three hours) of
naloxone, the patient must be monitored closely and treated repeatedly with naloxone as
indicated. Based on the fact that relatively little drug is excreted in urine, forced diuresis is
not expected to be effective for IMODIUM overdosage.

In clinical trials an adult who took three 20 mg doses within a 24-hour period was nau-
seated after the second dose and vomited after the third dose. In studies designed to
examine the potential for side effects, intentional ingestion of up to 60 mg of loperamide
hydrochloride in a single dose to healthy subjects resulted in no significant adverse effects
HOW SUPPLIED

IMODIUM is available as 2 mg capsules of loperamide hydrochloride.The capsules have a
light green body and a dark green cap, with "JANSSEN" imprinted on one segment and
“IMODIUM" on the other segment. IMODIUM capsules are supplied in bottles of 100 and 500
and in blister packs of 10 x 10 capsules.

IMODIUM (loperamide hydrochloride) is an original product of Janssen Pharmaceutica,
Belgium and is manufactured by Ortho Pharmaceutical Corporation, Raritan, New Jersey.
Februrary 1983. U.S. Patent 3,714,159.

world leader in antidiarrheal research

JANSSEN

S PHARMACEUTICA

Piscataway, New Jersey 08854

FOLLOW-UP CARE OF PREMA TURE INFANT

Continued from page 902

It is also important for the family physician o
recognize early symptoms in the sibling who is
feeling a loss of parental attention. Some of tre
symptoms resulting from less attention or a hich
degree of family stress include discipline prob-
lems, bed wetting, hyperactivity, poor school per-
formance, and other psychophysiologic synmp-
toms. The most vulnerable ages are 6 months
through 5 years, though youngsters of any age nmay
be affected. The treatment usually involves nore
attention to the sibling in concert with consistent
expectations and discipline.

DR. POOLE: One last question, Mrs. Fergu-
son. What do you wish that family physicians
knew, or would do, that we haven’t covered here?

MRS. FERGUSON: | was thinking about thet
yesterday. There are a couple of things. 1
think all mothers of premature infants think,
“What did I do to cause this? Was it the time |
drank too much, or the time | fell, or didn’t eat
right?” The physician has to anticipate these
questions because the parent is usually too scared
to ask. So ask us what we are wondering or what
guestions we have in the back of our minds. Gwe
us credit. We know our baby pretty well. Listen to
what we think. Don't just tell us what to do.
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