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Foot problems 
in athletes 

Primary care physicians have not 
paid overwhelming attention to dis­
orders of the feet. However, foot 
problems--from skin maladies to de­
formities of the bone-occur fre­
quently in sports participants. It 
stands to reason that problems rela­
tive to the foot can be totally debili­
tating as far as competitive athletes 
are concerned. 

The authors of this article report 
that, in most cases, the proper em­
ployment of tape, foam, felt, meta­
tarsal pads, and bars can easily 
solve what may be a perplexing 
problem. Manufactured orthotic de­
vices may be necessary in certain in­
stances. No matter how a disorder is 
managed, all athletes must be care­
fully advised on ways to treat and, 
more importantly, to prevent foot 
problems. 

There was a time in the osteopath­
ic profession when every program 
coordinated by the American Osteo­
pathic Association contained a sec­
tion on the disorders of the foot. Os­
teopathic physicians are in a good 
position to lead the way in the diag­
nosis and management of many of 
these mechanical problems. 

Garfinkel, D. , and Rothenberger, L.A.: Foot 
problems in athletes. J Fam Pract 19:239-50, 
1984 

Polyrnyalgia and 
arteritis 

Polymyalgia rheumatica is typically 
found in elderly, Caucasian people 
complaining of bilateral pain in the 
shoulders and hips. The patient's 
sedimentation rate (Westergren) is 
usually elevated to at least 50 
mm./hour. Polymyalgia rheumatica 
can be confused with such other 
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rheumatic or myalgic disorders as 
rheumatoid arthritis, systemic lu­
pus erythematosus, indeterminate 
myalgias, and the myositis of can­
cer. 

The author states that although 
polymyalgia rheumatica is self­
limiting in most cases, the disease is 
associated with giant cell arteritis 
in approximately 15-30 percent of 
patients. The patient should be 
alerted to go immediately to an oph­
thalmologist or emergency room if 
any unusual visual problems pres­
ent. 

Fuller, E .: Polymyalgia/arteritis. A one-two 
punch? Patient Care, pp. 129-32,134,139-40, 
15 Sep84 

Patient-controlled 
analgesia 

Patient-controlled analgesia is eval­
uated via two preliminary investi­
gations. In the first study, the pa­
tient-controlled analgesia device 
consisted of a pump linked to a timer 
so that patients could activate intra­
venous administration of morphine 
sulfate to themselves during the 
postoperative period. Seven morbid­
ly obese patients utilized this device. 
The amount of morphine used dur­
ing the first 36 hours was found to 
vary between 32 and 185 mg., with a 
significant difference in drug usage 
when related to weight as well as to 
body surface area. 

The second study involved mor­
bidly obese patients undergoing gas­
tric bypass operations. Twelve indi­
viduals used the patient-controlled 
analgesia device in the postoper­
ative period, while 12 patients were 
given standard intramuscular dos­
ages of morphine sulfate. The two 
groups were then compared with an 
analgesia and sedation scale. 

Subjects in the patient-controlled 

analgesia group were able to main­
tain a state of adequate analgesia 
without sleep with a significantly 
greater frequency than those in the 
intramuscular injection group. Ac­
cording to the results of a question­
naire (completed by each patient 
after 60 hours of morphine analge­
sia), the patient-controlled analge­
sia group was much more satisfied 
with that form of postoperative an­
algesia. The reasons offered for the 
superiority of patient-controlled an­
algesia are as follows: "(1) there is 
no delay between perception of pain 
and administration of analgesia; (2) 
there is no feeling of helplessness be­
cause of too much analgesia; and (3) 
the patient, not the doctor or nurse, 
controls the use of the analgesic." 

Patient-controlled analgesia ap­
pears to be an effective and safe 
method of providing postoperative 
pain relief. 

Bennett, R.L., et al.: Patient-controlled analge­
sia. A new concept of postoperative pain relief. 
Ann Surg 195:700-5, Jun 82 

New techniques for 
treating disk disease 

A number of surgical procedures, in­
cluding laminectomy and/or fusion, 
have been developed and successful­
ly employed to treat disabling lum­
bar disk disease. In 1979, 170,000 
diskectomies were performed in this 
country. 

The author of the present article 
said, "The incidence of morbidity 
and mortality associated with hemi­
laminectomy and diskectomy, al­
though small, is associated with dis­
ruption of the normal anatomy. The 
goal of modem lumbar disk surgery, 
therefore, is to remove only that tis­
sue that is absolutely necessary in 
order to relieve pain." 

Chemonucleolysis and percuta­
continued on page 137/44 
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, ' 1. Neuritis 
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2. Sciatica 
3. Dermatological surgery 
4. Contusions 
5. Tennis elbow 
6. Episiotomy 
7. Rheumatoid arthritis 
8. Arthroscopy 
9. Physical therapy 

1 0. Laparoscopy 
11 . Osteoarthritis 
12. Dental extraction 
13. Sprains 
14. Fractures 
1 5. Dysmenorrhea 

..t 1 6. Back pain 
17. Emergency room trauma 
1 8. Spondylitis 

-4 19. Whiplash injury 
20. Tendin itis 
21 . Dislocation 
22. Surgical aftercare 
23. Rehabilitative therapy 
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for relief of acute and chronic pain 

Motrin relieves mild to moderate pain rapidly 
• relieves inflammation • acts peripherally. 

Motrin is not a narcotic • not addictive • not habit-forming 
• not scheduled • not a respiratory depressant. 

Analgesic/ anti-inflammatory 

otri ® tabets 
ibuprofen 400 &600mg 
Please turn page for a brief summary of prescribing information. 
Motrin is a registered trademark of The Upjohn Manufacturing Company M. 
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Motrin® Tablets ~buprofen, Upjohn) 
Indications and Usage: Relief of mild to moderate pain. Treatment of signs and symptoms 
of rheumatoid arthritis and osteoarthritis during acute flares and in long-term management. 
Safety and efficacy have not been established in Functional Class IV rheumatoid arthritis. 
Safety and efficacy in children have not been established. 
Contraindications: Anaphylactoid reactions have occurred in individuals hypersensitive to 
Motrin Tablets or with the syndrome of nasal polyps, angioedema and bronchospastic 
reactivity to aspirin, iodides, or other nonsteroidal anti-inflammatory agents. 
Warnings: Peptic ulceration and G.l. bleeding, sometimes severe, have been reported. 
Ulceration, perforation and bleeding may end fatally. An association has not been established. 
Use Motrin Tablets under close supervision in patients with a history of upper gastrointestinal 
tract disease, after consulting ADVERSE REACTIONS. In patients with active peptic ulcer and 
active rheumatoid arthritis, try nonulcerogenic drugs, such as gold. If Motrin Tablets are used, 
observe the patient closely for signs of ulcer perforation or G.l. bleeding. 

Chronic studies in rats and monkeys have shown mild renal tox!city with papillary edema 
and necrosis. Renal papillary necrosis has rarely been shown in humans treated with Motrin 
Tablets. 
Precautions: Blurred and/ or diminished vision. scotomata, and/or changes in color vision 
have been reported. If these develop, discontinue Motrin Tablets and the patient should have 
an ophthalmologic examination, including central visual fields ano color vision testing. 
Fluid retention and edema have been associated with Motrin Tablets; use with caution in 
patients with a history of cardiac decompensation or hypertension. In patients with renal 
impairment, reduced dosage may be necessary. Prospective studies of Motrin Tablets safety in 
patients with chronic renal failure have not been done. 
Motrin Tablets can inhibit platelet aggregation and prolong bleeding time. Use with caution in 
persons with intrinsic coagulation defects and on anticoagulant therapy. 
Patients should report signs or symptoms of gastrointestinal uk:eration or bleeding, skin rash, 
weight gain, or edema. 
Patients on prolonged corticosteroid therapy should have therapy tapered slowly when Motrin 
Tablets are added. 
The antipyretic, anti-inflammat01y activity of Motrin Tablets may mask inflammation and fever. 

As with other nonsteroidal anti-inflammatory drugs, borderline elevations of liver tests may 
occur in up to 15% of patients. These abnormalities may progress, may remain essentially 
unchanged, or may be transient with continued therapy. Meaningful elevations of SGPT or 
SGOT (AST) occurred in controlled clinical trials in less than 1% of patients. Severe hepatic 
reactions, including jaundice and cases of fatal hepatitis, have been reported with ibuprofen as 
with other nonsteroidal anti-infl<mmatory drugs. If liver disease develops or if systemic 
manifestations occur (e.g. eosinophilia, rash, etc.), Motrin should be discontinued. 
Drug interactions. Aspirin: used concomitantly may decrease Motrin blood levels. 
Coumarin: bleeding has been reported in patients taking Motrin and coumarin. 
Pregnancy and nursing mothers: Motrin should not be taken during pregnancy or by nursing 
mothers. 
Adverse Reactions: The most frequent type of adverse reaction occurring with Motrin is 
gastrointestinal of which one or more occurreo 1n 4% to 16% of the patients. 
Incidence Greater than 1% (but less than 3%)-Probable Causal Relationship 
Gastrointestinal: Nausea~ epigastric pain~ heartuum~ diarrhea, abdominal distress, nausea and 
vomiting, indigestion, constipation, abdominal cramps or pain, fullness of Gl tract (bloating and 
flatulence); Central Nervous System: Dizziness~ headache, nervousness; Dermatologic: Rash* 
(including maculopapular type), pruritus; Special Senses: Tinnitus; Metabolic/ Endocrine: 
Decreased appetite; Cardiovascular: Edema, fluid retention (generally responds promptly to drug 
discontinuation; see PRECAUTIONS). 
Incidence less than 1%-Probable Causal Relationship** 
Gastrointestinal: Gastric or duodenal ulcer with bleeding and/ or perforation, gastrointestinal 
hemorrhage, melena, gastritis, hepatitis, jaundice. abnormal liver function tests; Central Nervous 
System: Depression, insomnia, confusion, emotional lability, somnolence, aseptic meningitis 
with fever and coma; Dermatologic: Vesiculobullous eruptions. urticaria, erythema multiforme, 
Stevens-Johnson syndrome, alopecia; Special Senses: Hearing loss. amblyopia (blurred and/or 
diminished vision, scotomata, and/ or changes in color vision) (see PRECAUTIONS); Hemato­
logic: Neutropenia. agranulocytosis. aplastic anemia. hemolytic anemia (sometimes Coombs 
positive), thrombocytopenia with or without purpura, eosinophilia, decreases in hemoglobin 
and hematocrit; Cardiovascular: Congestive heart failure in patients with marginal cardiac 
function, elevated blood pressure, palpitations; Allergic: Syndrome of abdominal pain, fever, 
chills, nausea and vomiting; anaphylaxis; bronchospasm (see CONTRAINDICATIONS); Renal: 
Acute renal failure in patients with pre-existing, significantly impaired renal function, decreased 
creatinine clearance, polyuria, azotemia, cystitis. hematuria; MisceUaneous: Dry eyes and 
mouth, gingival ulcer. rhinitis. 
Incidence less than 1%-Causal Relationship Unknown** 
Gastrointestinal: Pancreatitis; Central Nervous System: Paresthesias, hallucinations, dream 
abnormalities, pseudotumor cerebri; Dermatmogic: Toxic epidermal necrolysis, photoallergic 
skin reactions; Special Senses: Conjunctivitis, diplopia, optic neuritis; Hematologic: Bleeding 
episodes (e.g., epistaxis, menorrhagia); Metabolic/ Endocrine: Gynecomastia, hypoglycemic reac­
tion; Cardiovascular: Arrhythmias (sinus tachycardia, sinus bradycardia); Allergic: Serum sick­
ness, lupus erythematosus syndrome, Henoch-SchOnlein vasculitis; Renal: Renal papillary 
necrosis. 

*Reactions occurring in 3% to 9% of patients treated with Motrin. (Those reactions occurring in 
less than 3% of the patients are unmarked.) 

**Reactions are classified under "Probable Causal Relationship (PCR)" if there has been one 
positive rechallenge or if three or more cases occur which might be causally related . Reactions 
are classified under "Causal Relationship Unknown" if seven or more events have been 
reported but the criteria for PCR have not been met. 
Overdosage: In cases of acute overdosage, the stomach should be emptied. The drug is 
acidic and excreted in the urine so alkaline diuresis may be beneficial. 
Dosage and Administration: Rheumatoid arthritis and osteoarthritis. Suggested dosage is 
300, 400, or 600 mg t.i.d. or q.i.d. Do not exceed 2400 mg per day. Mild to moderate pain: 400 
mg every 4 to 6 hours as necessary. 
Caution: Federal law prohibits dispensing without prescription. MED B· 7 .s 
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neous diskectomy are two practical 
methods of treating disabling lum­
bar disk disease in geriatric pa­
tients. Microdiskectomy may be the 
procedure of choice if chemonucleo­
lysis and percutaneous diskectomy 
are contraindicated. 

The author reports that approxi­
mately 90 percent of microdiskec­
tomy patients can resume previous 
activities without use of pain-reliev­
ing medication. In fact, many pa­
tients can leave the hospital 2 or 3 
days after surgery. 

As experience with these proce­
dures grows, so will the analytic ob­
servations relative to positive and 
adverse results, indications, and 
contraindications. 

Friedman, W.A.: New techniques for treat­
ment of disk disorders. Geriatrics 39:41-
2,45,48,52-3, Aug 84 

Prevention of 
ventricular 
fibrillation during 
acute myocardial 
infarction 

In a report emanating from New 
Zealand, it was concluded that an in­
travenous/oral propranolol regimen 
appears to prevent ventricular fi­
brillation secondary to evolving 
myocardial infarction. The study in­
volved 735 individuals; 364 received 
propranolol and 371 acted as con­
trols. Within 4 hours of the onset of 
suspected myocardial infarction, a 
trial of intravenous followed by oral 
propranolol was initiated, and the 
therapy was continued over 27 
hours. 

A highly significant reduction in 
the incidence of ventricular fibrilla­
tion was found in patients on the 
propanolol regimen. However, the 
treated and control patients exper­
ienced the same rates of hospital 
mortality, complications other than 
ventricular fibrillation, and progres­
sion from threatened to completed 
infarction. It is important to note 
that ventricular fibrillation was not 
apparently prevented by prior beta­
blocker treatment, which was not a 
reason for exclusion from the trial. 

Propranolol should not be admin­
istered to patients with convention-
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al contraindications, and regular 
monitoring of heart rate and blood 
pressure in the coronary care unit is 
recommended. 

Norris, R.M., et al. : Prevention of ventricular 
fibrillation during acute myocardial infarction 
by intravenous propranolol. Lancet 2:883-6, 20 
Oct84 

Leuprolide versus 
diethylstilbestrol for 
metastatic prostate 
cancer 

In multiple institutional investiga­
tion, the effectiveness and safety of 
leuprolide, a gonadotropin-releasing 
hormone analogue, was compared 
with diethylstilbestrol in patients 
with prostate cancer and distant me­
tastases who had not previously re­
ceived systemic treatment . The 
study involved 199 individuals; 98 
were randomly assigned to leupro­
lide treatment (1 mg. injected subcu­
taneously daily), and 101 were as­
signed to diethylstilbestrol therapy 
(3 mg. orally each day). Leuprolide 
or diethylstilbestrol therapy was 
continued for as long as an objective 
response was observed; crossover to 
the alternative therapy occurred 
when the disease progressed or 
when the patient experienced intol­
erable adverse reactions. 

It was determined that leuprolide 
is therapeutically equivalent to 
diethylstilbestrol in the initial sys­
temic management of metastatic 
prostate cancer. Leuprolide also 
causes fewer side effects. 

The Leuprolide Study Group: Leuprolide ver­
sus diethylstilbestrol for metastatic prosta te 
cancer. N Eng! J Med 311:1281-6, 15 Nov 84 

Day rehabilitation 
stroke program 

The stroke patient's need for long­
term rehabilitation is well known. 
Riverside Methodist Hospital in Co­
lumbus, Ohio, has developed an in­
novative way to handle the rehabili­
tation of the stroke patient. The 
Stroke Rehabilitation Program was 
developed to bridge the gap between 
the inpatient hospital and the com­
munity, the gap between inpatient 
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and outpatient treatment. 
Patients spend 6 hours a day, sev­

eral days a week, attending the re­
habilitation program, at which all of 
their necessary therapies are pro­
vided. Each person's treatment regi­
men may include individual and 
independent exercises , group ex­
ercises, and individual therapy. A 
framework schedule follows: 9 a.m. , 
arrival; 9-11 a .m., individual and in­
dependent exercises; 11-11:40 a .m., 
ambulation skills ; 11:45 a .m .-12 
p.m., group discussion; 12-1 p .m. , 
lunch and rest; 1-2 p.m. , therapeutic 
group exercises; and 2-3 p.m., activ­
ity adaptations. 

A year-end analysis of the pro­
gram substantiates the original hy­
pothesis of the ·program's develop­
ers. Stroke patients did indeed show 
significant improvement with treat­
ment in a specialized, day rehabili­
tation facility. 

Marsh , M.: A day rehabilitation stroke pro­
gram . Arch Phys Med Rehabil 65:320-3, Jun 
84 

Mechanism of pain in 
diabetic peripheral 
neuropathy 

It has been reported that alteration 
in serum glucose levels modulate 
the responsiveness of animals to opi­
ates. In the present studies, a 50-
gram glucose infusion in normal in­
dividuals resulted in significant 
decreases in their threshold levels of 
pain and maximal levels of pain tol­
erated. Furthermore, patients with 
diabetes mellitus were hyperalgesic 
when compared with normal sub­
jects. 

The studies' findings indicate, 
therefore, that "rapid increases in 
circulating glucose levels produce a 
decrease in the ability of normal per­
sons to tolerate pain." 

According to researchers in­
volved, "These findings have poten­
tial and clinical implications in the 
pathophysiology and management 
of painful diabetic neuropathy and 
the use of narcotic agents in diabetes 
mellitus." 

Morley, G.K. , et al.: Mechanism of pain india­
betic peripheral neuropathy. Effect of glucose 
on pain perception in huma ns . Am J Med 
77:79-82, Jul 84 

The snapping 
iliopsoas tendon 

Snapping iliopsoas tendon is a rare 
form of the snapping hip syndrome. 
The condition, which is infrequently 
recognized, is caused by the snap­
ping of the iliopsoas tendon over the 
iliopectineal eminence when the fe­
mur is moved from the flexed posi­
tion at the hip and extended through 
45 degrees of flexion . The finding 
can be illustrated with the patient 
supine and gently resisting gravity 
with the iliopsoas muscle, thus plac­
ing it under tension. At approxi­
mately 45 degrees of flexion, the 
iliopsoas tendon in the 2 patients de­
scribed in the current report was 
confirmed radiographically to snap 
abruptly. The snap occurred coinci­
dentally with an audible sound over 
the iliopectineal eminence of the 
pelvis. The authors maintain that 
this happens often and is generally 
asymptomatic. However, it should 
be noted that in both cases pain was 
associated with the phenomenon. 

Appropriate management of snap­
ping iliopsoas tendon .involves early 
recognition of the syndrome and an 
understanding of its pathologic 
changes. 

Lyons, J .C. , and Peterson, L.F .A.: The snap­
ping iliopsoas tendon. Mayo Clin Proc 59:327-
9, May84 

Hyperventilation 
syndrome and the 
elderly 

The hyperventilation syndrome can 
be defined as hyperventilation ac­
companied by a wide variety of 
symptoms. Hyperventilation syn­
drome is not confined to young 
adults, as is often believed. For ex­
ample, in a large series of patients, 
about 37 percent were 50 years of 
age or older, and 15 percent were 
age 60 or older. 

A diagnosis of hyperventilation 
syndrome is sometimes difficult to 
make because symptoms secondary 
to it-numbness, weakness and par­
esthesia-can occur in anxious, neu­
rotic and, occasionally, in depressed 
patients who lack the presence ofthe 
low arterial carbon dioxide tension 

continued on page 139/48 
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• Improvement may be evident as early as 
the first week of therapy.1 Optimal antidepressant 
effect may not be evident for 2-3 weeks. 

• Rapid relief of anxiety, 
sleep disturbances and somatic 

. symptoms occurs as antidepressant 
action begins. 

•The total daily dosage of Sinequan, up to 150 mg, may be administered on a once-a-day 
schedule without loss of effectiveness. 

tThe 150.mg capsule strength is intended for maintenance therapy only and is not 
reoommendedforinitiationoftreatment. 
Fbr a brief summary ofSinequan prescribing information including adverse reactions, 
please see the following page of this advertisement. C> 1982, Pfizer Inc . 
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Antidepressant 
effectiveness with a 

single h.s. dose* 

(doxepin HCI) 
150-mg71oo-mg, 75-mg, 50-mg, 25-mg, 
and 10-mg CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, 120-ml (4 oz) bottles RoeRIGe 

A division of Pfizer Pharmaceuticals 



SINEQUAN®cdoxepin HCI) 
Reference: 1. Barranco SF, Thrash ML, Hackett E, et at (Pfizer Pharmaceuticals, Pfizer Inc., 
New York, NY) : Early onset of response to doxepin treatment. J Clin Psychiatry 
1979;40:265-269. 

BRIEF SUMMARY 
SINEOUAN" (doxepln HCI) Capsules/Oral Concentrate 
Contralndlcatlons. SINEQUAN is contraindicated in individuals who have shown hyper­
sensitivity to the drug. Possibility of cross sensitivity with other dibenzoxepines should be kept 
in mind. 

SINEQUAN is contraindicated in patients with glaucoma or a tendency to urinary retention. 
These disorders should be ruled out. particularly in older patients. 
Warnings. The once-a-day dosage regimen of SINEQUAN in patients with intercurrent 
illness or patients taking other medications should be carefully adjusted. This is especially 
important in patients receiving other medications with anticholinergic eHects. 

Usage In Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage In Pregnancy: Reproduction studies have been performed in rats , rabbits , 
monkeys and dogs and there was no evidence of harm to the animal fetus . The relevance to 
humans is not known. Since there is no experience in pregnant women who have received this 
drug, safety in pregnancy has not been established. There are no data with respect to the 
secretion of the drug in human milk and its effeCt on the nursing infant. 

Usage In Children: The use of SINEOUAN in children under 12 years of age is not 
recommended because safe conditions for its use have not been established. 

llfAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with SINEQUAN. 
The exact length of time may vary and is dependent upon the particular MAO inhibitor being 
used, the length of time it has been administered, and the dosage involved. 

Usage with Alcohol: II should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEOUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 
Precautions. Since drowsiness may occur with the use of this drug, patients should be 
warned of the possibility and cautioned against driving a car or operating dangerous machin­
ery while taking the drug . Patients should also be caut1oned thattheir response to alcohol may 
be potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain so until 
significant improvement has occurred, patients should be closely supervised during the early 
course of therapy. Prescriptions should· be written for the smallest feasible amount. 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may 

~'d~!~:;s~Za~~~~~~N~f~~~~~d~f ~h';;a~~v~~~q~~~~~i~~s1~~~:~~~~~~nnot been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
Similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. 
This tends to disappear as therapy is continued. Other infrequently reported CNS side effects 
are confusion, disorientation, hallucinations, numbness, paresthesias. ataxia, and extra­
pyramidal symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 
Hematologic: Eosinophilia has been reported in a few patients. There have been occa­

sional reports of bone marrow depression manifesting as agranulocytosis, leukopenia, 
thrombocytopenia, and purpura. 

Gastromtestinal: Nausea. vomiting, indigestion. taste disturbances, diarrhea, anorexia, 
and aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlarge­
ment of breasts and galactorrhea in the female , raising or lowering of blood sugar levels, and 
syndrome of inappropriate antidiuretic hormone have been reported with tricyclic 
administration. 

Other: Dizziness. tinnitus, weight gain, sweating , chills, fatigue, weakness, flushing, jaun­
dice, alopecia, and headache have been occasionally observed as adverse effects. 

Withdrawal Symptoms: The possibility of development of withdrawal symptoms upon 
abrupt cessation of treatment after prolonged SINEQUAN administration should be borne in 
mind. These are not indicative of addiction and gradual withdrawal of medication should not 
cause these symptoms. 
Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent ~radual 
increase :~ ~uo mg/day if necessary. Additional therapeutic effect is rarely to be obta~ned by 
exceeding a dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease. lower doses may suffice. Some of these patients have been controlled on doses as 
low as 25-50 mg/day. 

The total daily dosage of SINEQUAN may be given on a divided or once-a-day dosage 
schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength Is 
Intended for maintenance therapy only and Is not recommended for initiation of 
treatment. 

Anti-anxiety effect is apparent before the antidepressant effect. Optimal antidepressant 
effect may not be evident for two to three weeks. 
Overdosage. 
A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryAess of mouth. 
2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias 

and tachycardias. 
Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 

hyperthermia (or hypothermia), hypertension , dilated pupils. hyperactive reflexes. 
B. Management and Treatment 

1. Mild: Obsel\lalion and supportive therapy is all that is usually necessary. 
2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 

supportive therapy. If the patient is conscious. gastric lavage, with appropriate precautions to 

~r,e:~:J.u~~~nuas~ a'lsf~;~~~ ~~~~~a?~fse:~~:,e~<;,r:e~~~~ss~~;~~:;,~~~f~~~d~~ 
gastric lavage with saline for 24 hours or more. An adequate airway should be established in 
comatose patients and assisted ventilation used if necessary. EKG monitoring may be 
required for several days, since relapse after apparent recovery has been reported. Ar­
rhythmias should be treated with the appropriate antiarrhythmic agent. II has been reported 
that many of the cardiovascular and CNS symptoms of tricyclic antidepressant poisoning in 
adults may be reversed by the slow intravenous administration of 1 mg to 3 mg of physostig­
mine salicylate. Because physostigmine is rapidly metabolized, the dosage should be 
repeated as required . Convulsions may respond to standard anticonvulsanttherapy, however, 
barbiturates may potentiate any respiratory depression. Dialysis and forced diuresis ~ener­
ally are not of value in the management of overdosage due to high tissue and protein binding 
of SINEOUAN. 

More detailed professional Information available on request . 

ROeRIG (11!11; 
A division of Pfizer Pharmaceuticals 
New York, New York 10017 
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that would indicate alveolar hyper­
ventilation. The symptoms of hyper­
ventilation can also occur in a num­
ber of pulmonary, gastrointestinal, 
cardiac, and neurologic diseases, as 
well as in various anxiety and affec­
tive disorders. 

The two categories of causes of hy­
perventilation are (1) organic and 
physiologic and (2) emotioaal and 
habituaL When diagnosing this dis­
order, the physician must maintain 
a high index of suspicion while 
eliminating the known organic and 
physiologic causes. 

Psychotherapy, psychotropic 
drugs, [3-adrenergic blocking drugs, 
and behavior therapy can be em­
ployed in the treatment of hyperven­
tilation syndrome_ 

Brashear, R.E .: Hyperventilation syndrome. 
Managing elderly patients. Geriatrics 39:114-
5,118-20,125, Jul84 

Intravenous morphine 
for severe cancer pain 

According to medical literature, 
more than 60 percent of people with 
cancer will at some time have pain 
that requires active medical, surgi­
cal, or other intervention. The pres­
ent study was conducted to deter­
mine the effectiveness and safety of 
intravenous morphine administered 
continuously for cancer pain unre­
lieved by standard narcotic therapy. 
Thirteen patients, ranging from 32 
to 60 years of age, underwent 15 
courses of continuous intravenous 
morphine. Bolus intravenous injec­
tions of from 2 to 5 mg. of morphine 
were administered every 10 minutes 
until pain relief was achieved. Con­
tinuous intravenous morphine infu­
sion was begun within the next 
hour; the hourly dose was equal to 
the cumulative bolus dose. 

At baseline and during the study 
period, the following parameters 
were recorded: respiratory rate, 
pulse, blood pressure, arterial blood 
gas values, mental status, and pain 
relief Despite subsequent increases 
in morphine dose, blood gas values 
tended to remain at or return toward 
normal baseline values. And, after 
the initiation of the morphine infu­
sion, pulse rates and systolic blood 
pressures did not alter significantly 
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from their baseline values. Severe 
toxicity occurred during one trial; 
bradypnea and marked somnolence 
were its forerunners. Major pain re­
lief was achieved in 11 of the 15 tri­
als. 

It was determined that the admin­
istration of continuous intravenous 
morphine is an effective, safe meth­
od of relieving pain, even in patients 
with borderline pulmonary status. 
However, bradypnea associated 
with marked somnolence is a cause 
for dose reduction. 

Citron, M.L., et a!.: Safety and efficacy of con· 
tinuous intravenous morphine for severe can­
cer pain. Am J Med 77:199-204, Aug 84 

Acute appendicitis 
versus pelvic 
inflammatory disease 

Thanks to the development of surgi­
cal treatment of the gastrointestinal 
tract within the last 50 years, the 
treatment of acute appendicitis has 
become relatively routine . However, 
appendicitis still is primarily diag­
nosed clinically , with about the 
same degree of diagnostic accuracy 
(approximately 75 to 80 percent) . 
The degree of inaccuracy can be 
linked to the group of patients in 
whom the diagnosis is being evalu­
ated. Women of childbearing age are 
most difficult to evaluate; it has 
been said that this group carries the 
lowest diagnostic accuracy rate (as 
low as 55 to 68 percent). 

It has been suggested that acute 
appendicitis in women of this age 
group tends to occur more frequent-

Medi-notes 

ly in the luteal phase of the men­
strual cycle, as compared to other 
phases. Certain researchers have 
hypothesized that female sex hor­
mones might be an important causa­
tive factor in the development of this 
disease. Others have stated that 
some gynecologic disorders, particu­
larly some forms of pelvis inflamma­
tory disease (PID), tend to manifest 
themselves during different phases 
of the menstrual cycle. 

This study was conducted to verify 
the incidence of acute appendicitis 
in each phase of the menstrual cycle 
and to determine whether these 
data would be useful in the preoper­
ative differentiation of appendicitis 
fromPID. 

After a thorough investigation, 
the authors concluded that the men­
strual history does not appear to be 
useful in differentiating acute ap­
pendicitis from PID in women of 
childbearing age. 

Robinson, J .A., and Burch, B.H.: An assess­
ment of the value of the menstrual history in 
differentia ting acute appendicitis from pelvic 
inflammatory disease. Surg Gynecol Obstet 
159:149-52, Aug 84 

Herpes zoster: 
Protecting older 
patients' vision 

Serious consideration of a diagnosis 
of herpes zoster must be given to any 
elderly patient who presents with 
headache. Herpes zoster ophthalmi­
cus is an infection that strikes peo­
ple over 50 more often than any oth­
er age group. The early symptoms of 

the condition include severe pain 
and sensitivity to touch; these symp­
toms precede the onset of any skin 
lesions. When the patient is elderly, 
the symptoms are easily misdiag­
nosed as possible temporal arteritis. 

It was reported that the antiviral 
agent acyclovir is useful in the out­
patient treatment of herpes zoster 
ophthalmicus in the immunocompe­
tent patient. Acyclovir is more po­
tent than previous agents, has mini­
mal to no systemic or local toxicity, 
and can be administered orally; 
however, at the time of the original 
article's publication, the agent's oral 
form was not yet available in the 
United States. It was noted that in 
the meantime, systemic steroids can 
significantly reduce postherpetic 
neuralgia when administered early 
in the course of zoster infection. The 
usual regimen is prednisone (60 
mg./day) for a week; the dose is then 
tapered over an additional 2 to 3 
weeks. This therapy should be con­
sidered if the patient has moderate 
pain in the acute phase; it is a safe 
way of managing the immunocom­
petent patient who has no signifi­
cant risk of dissemination. 

It should be remembered that 
steroid use can lead to potentially 
life-threate~ing dissemination in 
the immunocompromised individ­
ual. And, there is no evidence that 
steroid use prevents subsequent zos­
ter eye involvement or that it short­
ens the course of ocular inflamma­
tion, should that develop. 

Lass, J .H.: Herpes zoster. Protecting older pa­
tients' vision. Geriatrics 39:79-80,85-7,91,94, 
Jul84 
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