(mepn
aspirin) 6 Wyeth

(BREFSUMVIARY)

SORPTION Each tablet contains 200 mg meprobamate and 325 mg aspirin

3 MTiniis Adiunct m short-term treatment of pam accompanied by tension andor
INDC natients with musculoskeletal disease Clinical trials demonstrated that in
jnjiety mpa  relief of pam is somewhat greater than with aspirin alone Effectiveness
W S iMm wse 1e over 4 months, has not been assessed by systematic clinical
studes Physicians should periodically reassess usefulness of drug for individual

thzinOCATIONS AsPIRIN Allergic or idiosyncratic reactions to aspirin or
n rffnmncunds MEPROBAMATE Acute intermittent porphyna allergic or idiosyn-

dalic reactions to or related eg p . mebuta-
njte orcarbromai

iphingS ASPIRIN Use salicylates with extreme caution in patients with peptic ul-

<hma hypt vitamin K deficiency.

Q@Ahfisf onanticoagulants  In rare |nstances asplrm in persons allergic to salicylates
Result mlife-threatening allergic eplsodes
\TE DRUG DEPENDENCE Physical and psychological dependence, and
0Qddred Chronic intoxication from prolonged ingestion of, usually, greater
wnmmended doses is manifested by ataxia, slurred speech, and vertigo There-
» urefuliy supervise dose and amounts prescribed and avoid prolonged use. es-
JLSJIm alcoholics and others with known propensity for taking excessive quantities
withdrawal after prolonged and excessive use may precipitate recur-
°nr7n Dreexistmy symptoms, e g anxiety, anorexia, or insomnia, or withdrawal re-
inns eo vomiting ataxia, tremors, muscle twitching, confusional states.
Gnosis and rarely convulsive seizures Such seizures are more likely m persons
til (NSdamage or preexistent or latent convulsive disorders Onset of withdrawal
minms occurs usually within 12 to 48 hours after discontinuation; symptoms usu-
irHse within next 12- to 48-hour period When excessive dosage has continued for
Ins armonths reduce dosage gradually over 1to 2 weeks rather than stop abruptly
Atemetively, ashort-acting barbiturate may be substituted, then gradually withdrawn
POTENTIALLY HAZARDOUS TASKS Warn patients meprobamate may impair mental or
physical abilities required for potentially hazardous tasks, e g . driving or operating
mechinay
ADOMVE EFFECTS  Since CNS-suppressant effects of meprobamate and alcohol or
mearchamete and other psychotropic drugs may be additive, exercise caution with pa-
tiertstaking more than one of these agents simultaneously
UBACE IN PREGNANCY AND LACTATION. An increased risk of congenital malfor-
metions associated with minor tranquilizers (meprobamate, chlordiazepoilde. and
dazepam) during first trimester of pregnancy, has been suggested in several stud-
Because use of these drugs is rarely a matter of urgency, their use during this
oiriod should almost always be avoided. The possibility that a woman of child-
tearing potential may be pregnant at time of institution of therapy should be con-
tend Advise patients if they become pregnant during therapy or intend to become
pregnant to communicate with their physicians about desirability of discontinuing

Megéﬁamate passes the placental barrier It is present both in umbilical-cord blood
aior near maternal plasma levels and in breast milk of lactating mothers at concen-
trations two to lour times that of maternal plasma When use of meprobamate is con-
tenplated in breastfeeding patients, consider the drug s higher concentrations in
breast milk as compared to maternal plasma levels.

UBAGE IN CHILDREN  Keep preparations with aspirin out of reach of children Equa-
te * (meprobamate with aspirin) is not recommended for patients 12 years of age and

ute
PRECAUTIONS ASPIRIN Salicylates antagonize uricosuric activity of probenecid and
sufinpyrazone  Salicylates are reported to enhance hypoglycemic effect of sulfonyi
ueaantidiabetics
VEPROBAVATE Use lowest effective dose, particularly in elderly and/or debilitated, to
preduce over-sedation  Meprobamate is metabolized in the liver and excreted by 'the
kichey to avoid excess accumulation exercise caution in its use in patients with com-
pomsed iver or kidney function  Meprobamate occasionally may precipitate seizures
megileptic patients It should be prescribed cautiously and' m small quantities to pa-
tiertswith suicidal tendencies
ADERSE REACTIONS; ASPIRIN May cause epigastric discomfort, nausea, and vom-
iing Hypersensitivity reactions, including urticaria, angioneurotic edema, purpura,
asthmg, and anaphylaxis may rarely occur Patients receiving large doses of salicylates
ey develop tinnitus
MEPRCBAVATE CNS Drowsiness, ataxia, dizziness, slurred speech, headache, ver-
tign, weakness. of visual euphoria, over-
stimuiation. paradochal excllemem fast EEG activity
@ Nauses, vomiting, diarrhea
CARDIOVASOUAR Palpitation, tachycardia, various forms of arrhythmia, transient
ECGchanges, syncope, hypotensive crisis
ALERACCR IDIOSYNCRATIC Milder reactions are characterized by itchy, urticarial,
a erythematous maculopapu\ar rash generalized or confined to the groin Other re-
adions include topenic purpura, petechiae. ecchy-
moses. eosmophilia. penpheral edema adenopathy, fever, fixed drug eruption with
cross-eaction to y between mebuta-
mete and meprobamale/carbroma\ Rare more severe hypersensitivity reactions in-
duket chills, edema. oliguria, and anuria
hylaxis, exfoliative i is, and proctitis Stevens -Johnson
syndrome and bullous dermatitis have occurred
HBVATOLOGIC (SEE ALSO ‘ALLERGIC OR IDIOSYNCRATIC') Agranulocytosis aplas-
ticanemia have been reported, although no causal relationship has been established,
adthrombocytopenic purpura

OTHR Exacerbation of porphyrtc symptoms.

DOSAGEAND ADMINISTRATION. Usual dose is one or two tablets. 3 to 4 times daily
asneeded for relief of pam when tension or anxiety is present Not recommended for
patierts 12years of age and under.

OVERDOSAGE: Treatment is essentially symptomatic and supportive Any drug re-
meining in the stomach should be removed " Induction of vomiting or gastric lavage may
teindicated Activated charcoal may reduce absorption of both aspirin and meproba-
mete Aspirin overdosage produces usual symptoms and signs of salicylate intoxica-
tion Observation and treatment should include management of hyperthermia, specific
parerteral electrolyte therapy fov ketoacidosis and dehydration, watching for evidence
o hemorrhagic due to hy] which, if it occurs, usu-
ally requires whole-blood transfusions Sulmdal attempts with meprobamate have re-
edmdrowsiness, lethargy, stupor, ataxia, coma, shock, vasomotor and respiratory
lapse Some suicidal attempts have been fatal The following data, reported in the
Iileralure and from other sources, are not expected to correlate with each case (con-
sidering factors such as individual susceptibility and length of time from ingestion to
treatment), but represent usual ranges reported  Acute simple overdose (meprobamate
dore): Death has been reported with ingestion of as little as 12 grams meprobamate
axsurvival with as much as 40 grams
BLOODLEVELS: 0 5-2 0 mg percent represents usual blood-level range of meproba-
meteafter therapeutic doses  The level may occasionally be as high as 3.0 mg percent
310 my percent usually corresponds to findings of mild-to-moderate symptoms of
overdosage, such as stupor or light coma
1020 my percent usually corresponds to deeper coma, requiring more intensive treat-
mert Some fatalities occur
Alevels greater than 20 mg percent, more fatalities than survivals can be expected
Acute combined overdose (mep with other p: pic drugs or alcohol)
Since effects can be additive, history of ingestion of a 1 low dose of meprobamate plus
anyof these compounds (or of a relatively low blood or tissue level) cannot be used as
aprognostic indicator
Incases of excessive doses, sleep ensues rapidly and blood pressure, pulse, ano res-
piratory rates are reduced to basal levels Any drug remaining in stomach should be
rarwed and symptomatic treatment given Should respiration or blond pressure be-
respiratory CNS [ and pressor agents
shtudbeadmmlslered cautiously as indicated Diuresis, osmotic (mannitol) diuresis,
peritoneal dialysis, and hemodialysis have been used successfully in removing both as-
pirin and meprobamate Alkalimzation of the urine increases excretion of salicylates
Careful monitoring of urinary output is necessary, and caution should be taken to avoid
overhydration Relapse and death, after initial recovery, have been attributed to incom-
plete gastric emptying and de\ayed absorption

HOWSUPPLIED: Scored tablets, bottles of 100; Redipak* strip pack 25 s; Redipak*
unit dose 100 s; individually wrapped

Cl343-1 © 1984. Wyeth Laboratories 9/6/83

Letters to
the Editor

The Journal welcomes Letters to the Editor; if
found suitable, they will be published as space
allows. Letters should be typed double-spaced,
should not exceed 400 words, and are subject
to abridgment and other editorial changes in
accordance with journal style.

Child Abuse and Incest
To the Editor:

I would like to take issue with
one of the final comments Dr. Janet
Realini made in the Family Prac-
tice Grand Rounds of April 1984.
"When we see a teenager who runs
away, or acts out, or is isolated, we
should ‘think dirty’ and wonder if
incest is involved."1

As a clinician who has seen sev-
eral incest survivors, | have recog-
nized that one of the chief problems
is a very low self-esteem and a feel-
ing that they are indeed “dirty”
and not worthy of love, care, or at-
tention. | believe they are also sen-
sitive to attitudinal cues, spoken or
unspoken, that a health profes-
sional might put forth. If health
professionals feel that incest is in-
deed dirty, the care that they will
provide for that incest survivor will
be suboptimal. It is not what a sur-
vivor needs to hear.

The physician needs to empha-
size that the responsibility for the
incest does not rest with the child.
The survivor’s self-esteem and sense
of worth must be promoted to
avoid more serious problems in
adult life. Indeed, the role of sup-
porting the incest survivor may
preclude the physician from being
an effective counselor for the
whole family.

Abuse of children, physical or
sexual, must never be tolerated. A
teenager who runs away, acts out,
or is isolated should be able to build
rapport with her personal physician
in confidence. Ifa child is also see-
ing a social worker, counselor, or
psychologist, there should be open
communication among all caring
for the child. It may be only then
that a physician will be entrusted
with the history of abuse.

I would hope that Dr. Realini
would be willing to change her
"think dirty"" to "'think abuse' and
give the survivor a chance.

Elizabeth A. Burns, MI)
Department of Family Practice
University of lowa

College of Medicine

lowa City, lowa

Reference

1 Realini JP, Ortiz E, Turnbull JM,

Couchman GR: Family dynamics; A case
of incest. J Fam Pract 1984; 18:529-541

The preceding letter was referred
to Dr. Realini and Dr. Ortiz, who
respond as follows:

We appreciate Dr. Burn’s com-
ments and concerns. We agree en-
tirely with her that a sympathetic
and supportive attitude on the part
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of the health professional is essen-
tial in caring for a victim of incest
or other abuse.

The expression “think dirty”
was intended to encourage a high
index of suspicion of abuse and in-
cest when caring for children and
adolescents—and adults as well.
Without a high sensitivity to subtle
clues and vague clinical suspicions,
the physician or other health pro-
fessional may miss the diagnosis of
incest.

The word “dirty” describes feel-
ings that most people in our soci-
ety—including many health profes-
sionals—have about incest. Health
care professionals must be able to
recognize their own negative feel-
ings about this traditionally taboo
subject in order to deal with them
appropriately. We agree with Dr.
Burns that such feelings should not
be allowed to interfere with treat-
ment of incest victims and incestu-
ous families.

We appreciate Dr. Burns’ point-
ing out this expression; its use
was not intended to foster negative
attitudes toward victims of sexual
abuse.

Janet P. Realini, MD
Assistant Professor

Elia Ortiz

Social Worker

Department of Family Practice
Health Science Center at

San Antonio

University of Texas

San Antonio, Texas

Alphabetized ICHPPC-2
Condensed List
To the Editor:

Use of International Classifica-
tion of Health Problems in Primary
Care, (ICHPPC)1 gradually, but
steadily increased in primary care
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practices throughout the world.
Continued compatibility with the
International Classification of Dis-
ease, Revision 9 (ICD-9)2 through
the development of ICHPPC-2
guarantees an ongoing link with
data bases of other sites (eg, hospi-
tals) and other specialties. More re-
cently the release of “ICHPPC-2-
Defined” 3 begins the important
process of establishing widely ac-
ceptable criteria for the use of a di-
agnostic label.

ICHPPC-2 includes a listing of
rubrics in tabular form as well as an
appendix of condensed titles for ma-
chine processing. In addition, a de-
tailed index is included for access
to the appropriate rubrics. Each of
these lists has specific uses. We
found, however, that none of them
adequately served as a quick refer-
ence for the busy practitioner who
is familiar with the full code.

We have found it helpful to use
a condensed one-page list* of all
the ICHPPC-2 rubrics alphabetized
within each category (class) while
keeping the original titles and their
codes. Once the physician decides
on a diagnosis or problem name,
he can use this chart as an aid to
quick, accurate, and reproducible
(preprinted) coding. We have found
this to be a useful aid for both resi-
dents and faculty, and it is taped to
the desk or wall by each dictation
machine.

This list is not meant to replace
the whole ICHPPC-2 book but to
serve only as an additional tool for
easy coding within the framework
of ICHPPC. In this format it is par-

*Available on request by writing to the
authors at the Department of Family Med-
icine, Medical University of South Caro-
lina, 171 Ashley Avenue, Charleston, SC
29425.

Continued on page 608
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Continued from page 606

ticularly helpful for the many busy
clinicians who wish to code prob-
lems themselves during patient
care hours, enabling them to de-
scribe (analyze) the broad content
of health care rendered to patients
in their family and general practices.
Amos Arnon, MD, MPH

Dwight Robertson, MD, MA
Department of Family Medicine
Medical University of

South Carolina

Charleston, South Carolina
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Problems in Primary Care (ICHPPC). Re-
port of the Classification Committee of
the World Organization of National Col-
leges, Academies and Academic Asso-
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Physicians. Chicago, American Hospital
Association, 1975
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Estrogen Therapy
To the Editor:

lenjoyed and agree with the ar-
ticle by Drs. Hahn, Nachtigall, and
Davies (Hahn RG, Nachtigall RD,
Davies TC: Compliance difficulties
with progestin-supplemented estro-
gen replacement therapy. J Fam
Pract 1984; 18:411-414). However,
I disagree with the frequency of
progesterone administration. | see
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absolutely no reason why a woman
should endure “the curse” on a
monthly basis as occurs premeno-
pausally. Why not with each pre-
scription for 100 estrogen tablets
give a prescription for 10 proges-
terone tablets to take with the last
10 days of the estrogen, so that if
she has endometrial hyperplasia
she will have a shedding on a three-
month cycle?
Richard G. Hopkins, MD
Columbus, North Carolina

The preceding letter was referred to
Dr. Hahn, who replies as follows:

In response to Dr. Hopkins’ let-
ter, we agree with him about sub-
jecting postmenopausal women to
the monthly “curse” ; however, as
previously described by Studd et
al,1lin order to reduce the incidence
of endometrial hyperplasia to zero,
supplementation with progestin is
necessary for 13 days out of the
cycle given the presently available
pharmacologic agents.

Whether less frequent adminis-
tration still decreases the risk of
endometrial cancer is not known at
present.

Ricardo G. Hahn, MD

Department of Family Practice

University of Michigan
Medical School
Ann Arbor, Michigan

Reference

1. Studd JWW, Thom MH, Paterson
MEL, Wade-Evans T. The prevention and
treatment of endometrial pathology in
postmenopausal women receiving exog-
enous estrogens. In Pasetto N, Paoletti
R, Ambrus JL (eds): The Menopause
and Postmenopause. Lancaster, Pa, MTP
Press, 1980, pp 127-139

Nursing Mothers: Captopril is secreted in
man nulit. Exercise caution when admidsteri™
captopril to a nursing woman, and, inT ,, ?
nursing should be interrupted 8ererals
Pediatric Use: Safety and effectiveness in dh,
dren have not been established although
limited experience with use of captopril S
dren from 2 months to 15 years of age Do«»
on a weight basis, was comparable to jhar

in adults. Captopril should be used in child J
only if other measures for controlling bloodn T
sure have not been effective.

dences are based on clinical trials involvingah!!;
4000 patients. at

Renal—One to 2 of 100 patients develop
proteinuria (see WARNINGS). Renal irsuffi
ciency, renal failure, polyuria, oliguria, and ui"
nary frequency in 1 to 2 of 1000 patients.

Hematologic Neutro?enia/agr_anulocytosigoc
curred in about 0.3% of captopril treated patienu
(see WARNINGS). Two of these patients devel-
oped sepsis and died.

Dermatologic Rash (usually mild, meculopap
ular, rarely urticarial), often with pruritus ad
sometimes with fever and eosinophilia, in aout
10 of 100 patients, usually during the ist 4weds
of therapy. Pruritus, without rash, in about 2of
100 patients. A reversible associated pemphigoid-
like lesion, and photosensitivity have also ben
reported. Angioedema of the face, mucous nem
branes of the mouth, or of the extremities in about
1 of 100 patients—reversible on discontinuance
of captopril therapy. One case of laryngeal ecena
reported. Flushing or pallor in 2 to 5 of 1000
patients.

Cardiovascular—Hypotension in about 2 of 100
patients. See WARNINGS (Hypotension) ad
PRECAUTIONS (Drug Interactions) for dis-
cussion of hypotension on initiation of captopril
therapy. Tachycardia, chest pain, and pelpita-
tions each in about 1 of 100 patients. Agira
pectoris, myocardial infarction, Raynaud's syn
drome, and congestive heart failure eachin2to
3 of 1000 patients.

Dysgeusia—About 7 of 100 patients developed
a diminution or loss of taste perception; teste
impairment is reversible and usually self-limited
even with continued drug use (2 to 3 nonths).
Gastric irritation, abdominal pain, nausea, vom
iting, diarrhea, anorexia, constipation, aphthous
ulcers, peptic ulcer, dizziness, headache, melaise,
fatigue, insomnia, dry mouth, dyspnea, and par-
esthesias reported in about 0.5 to 2% of patients
but did not appear at increased frequency com
pared to placebo or other treatments used in
controlled trials.

Altered Laboratory Findings: Elevations of
liver enzymes in a few patients although no causa
relationship has been established. Rarely chole-
static jaundice and hepatocellular injury with
secondary cholestasis have been reported. A
transient elevation of BUN and serum creatinine
may occur, especially in volume-depleted o
renovascular hypertensive patients. In instances
of rapid reduction of longstanding or severely
elevated blood pressure, the glomerular filtration
rate may decrease transiently, also resulting in
transient rises in serum creatinine and BUN.
Small increases in serum potassium concentration
frequently occur, especially in patients with rerdl
impairment (see PRECAUTIONS).

OVERDOSAGE: Primary concern in correc-
tion of hypotension. Volume expansion with an
1.V. infusion of normal saline is the treatment of
choice for restoration of blood pressure. Captopril
may be removed from the general circulation by
hemodialysis.

DOSAGE AND ADMINISTRATION: CAP-
OTEN should be taken one hour before rredls.
Dosage must be individualized; see DOSAGE
AND ADMINISTRATION section of package
insert for detailed information regarding dosage
in hypertension and in heart failure. Becase
CAPOTEN (captopril) is excreted primarily by
the kidneys, dosage adjustments are recom
mended for patients with impaired renal function.
Consult package insert before prescribing
CAPOTEN (captopril).

HOW SUPPLIED: Available in tablets of 25,
50, and 100 mg in bottles of 100, and in UNI-
M AT IC® unit-dose packs of 100 tablets.

© 1984 E. R. Squibb & Sons, Irc
Princeton, NJ 08540 524'5°3

SQUIBB Issued: January 1984





