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Brief Summary
Indicated only for use as a short-term adjunct in the management of exoge-
nous obesity.

INDICATION: FASTIN is indicated in the management of exogenous obesity as a
short-term (a few weeks) adjunct in a regimen of weight reduction based bn
caloric restriction. The limited usefulness of agents of this class (see ACTIONS)
should be measured against possible risk factors inherent in their use such as
those described below.

CONTRAINDICATIONS: Advanced arter , Sy

disease, moderate to severe hypertension, hyperthyroidism, known hypersensi-
tivity, or idiosyncrasy to the sympathomimetic amines, glaucoma.

Agitated states. Patients with a history of drug abuse. During or within 14
days following the administration of monoamine oxidase inhibitors (hyperten-
sive crises may result).

WARNINGS: Tolerance to the anorectic effect usually develops within a few
weeks. When this occurs, the recommended dose should not be exceeded in an
attempt to increase the effect-, rather, the drug should be discontinued.

FASTIN may impair the ability of the patient to engage in potentially
hazardous activities such as operating machinery or driving a motor vehicle:
the patient should therefore be cautioned accordingly.

DRUG DEPENDENCE: FASTIN is related chemically and pharmacologically to
the amphetamines. Amphetamines and related stimulant drugs have been
extensively abused, and the possibility of abuse of FASTIN should be kept in
mind when evaluating the desirability of including a drug as part of a weight
reduction program. Abuse of amphetamines and related drugs may be associ-
ated with intense psychological dependence and severe social dysfunction.
There are reports of patients who have increased the dosage to many times
that recommended. Abrupt cessation following prolonged high dosage admin-
istration results in extreme fatigue and mental depression: changes are also
noted on the sleep EEG. Manifestations of chronic intoxication with anorectic
drugs include severe dermatoses, marked insomnia, irritability, hyperactivity,
and personality changes. The most severe manifestation of chronic intoxica-
tions is psychosis, often clinically indistinguishable from schizophrenia.

Usage in Pregnancy: Safe use in pregnancy has not been established. Use of
FASTIN by women who are or who may become pregnant, and those in the first
trimester of pregnancy, requires that the potential benefit be weighed against
the possible hazard to mother and infant.

Usage in Children: FASTIN is not recommended for use in children under 12
years of age.

Usage with Alcohol: Concomitant use of alcohol with FASTIN may result in an
adverse drug interaction.

PRECAUTIONS: Caution is to be exercised in prescribing FASTIN for patients
with even mild hypertension.

Insulin requirements in diabetes mellitus may be altered in association with
the use of FASTIN and the concomitant dietary regimen.

FASTIN may decrease the hypotensive effect of guanethidine.

The least amount feasible should be prescribed or dispensed at one time in
order to minimize the possibility of overdosage.

ADVERSE REACTIONS: Cardi lar: Palpitation, tachycardia, elevation of

blood pressure.

Central Nervous System: Overstimulation, restlessness, dizziness, insomnia,
euphoria, dysphoria, tremor, headache: rarely psychotic episodes at recom-
mended doses.

Gastrointestinal: Dryness of the mouth, unpleasant taste, diarrhea, constipa-
tion, other gastrointestinal disturbances

Allergic: Urticaria.

Endocrine-. Impotence, changes in libido.

DOSAGE AND ADMINISTRATION: Exogenous Obesity: One capsule at approxi-
mately 2 hours after breakfast for appetite control. Late evening medication
should be avoided because of the possibility of resulting insomnia.

Administration of one capsule (30 mg) daily has been found to be adequate
in depression of the appetite for twelve to fourteen hours.

FASTIN is not recommended for use in children under 12 years of age.
OVERDOSAGE: ions of acute with e include
tremor, hypt , rapid irati confusion,
ness, hallucinations, panic states. Fatigue and depression usually follow the
central stimulation. Cardiovascular effects include arrhythmias, hypertension
or hypotension, and circulatory collapse. Gastrointestinal symptoms include
nausea, vomiting, diarrhea, and abdominal cramps. Fatal poisoning usually

terminates in convulsions and coma.

Management of acute phentermine intoxication is largely symptomatic and
includes lavage and sedation with a barbiturate. Experience with hemodialysis
or peritoneal dialysis is to permit in this regard.
Acidification of the urine increases phentermine excretion. Intravenous phen-
tolamine (REGITINE) has been suggested for possible acute, severe hyperten-
sion, if this complicates phentermine overdosage.

CAUTION: Federal law prohibits dispensing without prescription.
HOW SUPPLIED: Blue and clear capsules with blue and white beads contain-
ing 30 mg phentermine hydrochloride (equivalent to 24 mg phentermine).

NDC 0029-2205-30 bottles of 100
NDC 0029-2205-39 bottles of 450
NDC 0029-2205-31 pack of 30
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Bristol, Tennessee 37620
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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
abridgmentand other editorial changes in accordance with Journal style.

FEBRILE SEIZURES

To the Editor:
1would like to react to the publica-
tion of the paper by Mary Sollinger
Applegate and Warren Lo: “Febrile
Seizures: Current Concepts Concern-
ing Prognosis and Clinical Manage-
ment” (7 Fam Pract 1989; 29:422-
428). They pose that the peak
incidence of febrile seizures in both
sexes is at 23.3 months, referring to a
study of Nelson and Ellenberg.1The
latter, however, wrote that “the av-
erage age at onset of febrile seizures
was 23.3 months.” As far as | know,
the peak incidence ofthese features is
not the same as the average age at
which they occur. Furthermore, Ap-
egate and Lo suggest that the peak
cidence of febrile convulsions in
>ys and in girls occurs at exactly the
me age.
I would think that results of a for-
er study have been misinterpreted.

Marijke E. Verburgh
Department of Family Practice
Erasmus Universiteit, Rotterdam

Reference

1. Nelson KB, Ellenberg JH: Predictors of epi-
lepsy in children who have experienced fe-
brile seizures. N Engl J Med 1976; 295:
1029-1033

The preceding letter was referred to
Drs Applegate and Lo, who respond
as follows:

We thank Dr Verburgh for pointing
out that the “average age of onset” is
different from the age of peak inci-
dence for febrile seizures. We cited
Drs Nelson and Ellenberg in error,
and we stand corrected. We should
point out that in this case the differ-
ence is inconsequential and does not
misrepresent the literature. The Bris-
tol study of 13,038 children with fe-

brile seizures' found that 18.3% ofthe
children had their first febrile seizure
during the first year of life, 49.6%
during the second year of life, ad
21.4% during the third year of life
Thus, the “peak incidence” of febrile
seizures occurs during the second
year of life.

The other issue Dr Verburgh raises
is whether the peak incidence of fe-
brile seizures occurs at the same ag
in boys and girls. Nelson and Ellen-
berg reported in a second study thet
the “average age of onset of febrile
seizures was 23.3 months for girlsad
23.2 months for boys.”2 While te
large numbers of children involved
may render this difference Statisti-
cally significant, for all practical pur-
poses we do not consider this a mejor
difference.

We believe that the original points
ofour review remain correct although
we erred in our citation. W e hope thet
this letter has clarified any misunder-
standings.

Mary Sollinger Applegate, MD
Warren Lo, MD

Department of Pediatrics

The Ohio State University,
Columbus

References

1. Verity CM, Butler NR, Golding J: Febile
convulsions in a national cohort followed tp
from birth. I: Prevalence and recurrences
the first five years of life. Br Med J 1985
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EARLY TOILET TRAINING

To the Editor:

I was interested to read the article
by Dr Seim on toilet training in
children.1There is a widely held view
in the United States that a child must

Continued on page 3®
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be both psychologically and physio-
logically “mature” before successful
toilet training can occur. As noted by
Dr Seim, there has been almost no
research to document these theories.
They are no doubt nonsensical to
much of the world where *“potty
training” begins shortly after birth.

I learned this shortly after the birth
of my first child. My wife is from
Pakistan and her mother, who lives
with us, started to train my daughter
at 2 weeks of age. This consisted of
taking the child after each feeding and
following each nap and holding her
over the sink. My mother-in-law
made a “spss” sound, which oriented
my newborn daughter to the task at
hand. By 3 months of age she obvi-
ously understood the association of
the time, sound, and body position
with voiding and defecation. By 1
year of age she was out of diapers
both during the day and at night.

“Early” potty training is normal
child development in India, Africa,
and many parts of Asia. People from
these countries find the “modern”
practices of potty training in the West
to be primitive and unsanitary. Imag-
ine teaching a 2-year-old that a wet or
dirty diaper is an acceptable thing to
wear!

I have found many people who are
concerned that early potty training
will produce psychological trauma. |
can only speculate that this stems
from attempts to use negative rein-
forcement with 18-month-old chil-
dren who have had no prior condi-
tioning. This is certainly not the case
for the millions of children around the
world who are trained in the first year
of life.

I have talked to several new moth-
ers in my practice about early potty
training. It has been successful with
them only when there is consistency
of the child’s supervision during the
first year of life. The child in day care
is not a good candidate.

360

By 2 years of age we expect chil-
dren to have mastered running,
speaking, and a variety of social
skills. It is amazing that we continue
to feel that such children are often not
old enough to control a couple of
sphincter muscles!

Paul Fischer, MD

Department of Family Medicine
The Medical College of Georgia,
Augusta
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1. Seim HC: Toilet training in first children. J
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TREATMENT OF
HEMORRHOIDS

To the Editor:

An effective nonsurgical treatment
for hemorrhoids was developed and
introduced in Great Britain in 1965.
Known as the Lord Procedure, for
Peter Lord, former Secretary of the
Royal College of Surgeons, this tech-
nique makes hemorrhoidectomy vir-
tually obsolete for third-degree
hemorrhoids.1 Yet this successful
technique, which avoids one of the
most painful operations known, has
remained unavailable in the United
States for over 20 years.

The anus has three specialized
highly vascular cushions that engorge
to effectively close offthe anal orifice.
During normal defecation, the cush-
ions, emptied of blood, permit easy
passage of stool. In response to con-
stipation and hard bulky stools,
straining occurs. When the intrarectal
pressure becomes greater than the
venous pressure, engorgement of the
cushions occurs when they should be
empty, and the cushions are pushed
out of the anal canal, during defeca-
tion, as hemorrhoids.2 Over time, a

narrowing of the canal occurs, prob-
ably as a response to the need to doe
the anus without benefit of the aush
ions.

Dr Lord’s treatment consists ofa
single firm dilatation of the anus u+
der general anesthesia. Knowing pre-
cisely how much to stretch the tisse
determines the success rate. After-
ward, the patient is comfortable. Tre
hemorrhoids gradually return to their
original site. Urinary retention andfe
cal impaction are unknown. Patients
with recurrence after previous hem
orrhoidectomy are especially grateful
to avoid a second operation.

It is my firm conviction that te
Lord Procedure should be available
to family physicians. Questions ad
comments are welcome.

George C. Denniston, MD, MH
Department of Family Medicine
University of Washington,

Serttle
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CORRECTION

The letter recently published in
the Journal (Replogle WH, Eicke
FJ: Significance of multiple in- |
ferential tests. J Fam Pract 190;
30(1): 15) contains a typographi-
cal error that may be misleading
to your readership. The second
sentence of the third paragraph
should read “(1 - ,9519” as op-
posed to “ (1 to .95).”

W. H. Replogle, PhD
Department of Family Medicine

University of Mississippi Medical |
Center, Jackson
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