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Chaston announces an important development: 

Now wash your hands with 
a soapless, gentle to the skin 

cleansing bar containing 
povidone-iodine 

Ever since povidone-iodine was compounded—more than 20 
years ago—a number of companies have attempted to pro­

duce a hard milled bar containing povidone-iodine. 

Chaston introduces the Povadyne® Cleansing Bar, containing 
povidone-iodine, U.S.P. 5%. The Povadyne® Cleansing Bar is 
patented. (U.S. Patent #4,130,640) 

Significantly Reduces Microbial Flora on the Skin 
In an in vivo test the Povadyne® Cleansing Bar reduced, on 
average, the microbial flora on the skin by 99%. 

* FOR* 

YOU 

IC-380 

Free Sample 
and Test Data Reports 
Please send me a Free sample of the Povadyne® 
Cleansing Bar and a copy of the Test Data Report. 

TM 

Name 

Dept 

Hospital. 

Address. 

City. 

_Title. 

.Tel. No. 

. State. .Z ip . 

C h a s t o n 
medical and surgical p r o d u c t s 

' Oiv. of NATIONAL PATENT DEVELOPMENT CORP 
3 Hunc ing ton Quad • Melville. New York 1 1 7 4 7 

Superior to Other Handwashing Materials 
In vitro documentation demonstrates that the Povadyne® Cleans­
ing Bar is more effective than other handwashing materials against 
a broad spectrum of gram positive and gram negative bacteria, 
including Pseudomonas, and Staphylococcus. 

Unparalleled Convenience 

Many hospital personnel prefer a convenient bar cleanser for 
handwashing even when a microbicidal liquid cleanser is present. 
Chaston's Povadyne® Cleansing Bar is the only povidone-iodine 
microbicidal skin cleanser in a convenient hard milled bar form. 
The Cleansing Bar has full sudsing action for effective lathering. 

Gentle to die Skin 

Chaston's Povadyne® Cleansing Bar is non-alkaline; it is virtually 
non-irritating to the skin. 

Cost Effective 

Each 3/4 oz. Cleansing Bar allows numerous handwashes. Ap­
proximate cost—less than 1* per handwash. 

Send for Free Sample and Test Data Report 

The Povadyne® Cleansing Bar can be an important element in your 
infection control program. Send for a free sample to see how 
convenient it is. You will also receive a Test Data Report that 
demonstrates how effective the Cleansing Bar is. 
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Now, more economical than ever... 

SteriGage 
Steam Sterilization^-^Indicator 

Time, temperature, and steam 
at a glance. 

Accurate 
The SteriGage Indicator provides 
accurate results by integrating time 
temperature, and steam just as 
live spore strips do. 
The SteriGage Indicator is 
accurate to ±1.5°C at 121.1°C 
(250°F). 

Immediate 
The SteriGage Indicator 
provides instant 
readouts—no incubation 
period required. 

C 1979 ORQANON INC. 

ORG-7130 

Versatile 
The SteriGage Indicator can be used in 
every steam sterilizer in your hospital, 

including flash sterilizers. 
It also works at all normal 

sterilization temperatures, 
eliminating multiple 
inventories. 

Precise 
The SteriGage Indicator has a 

precise endpoint that clearly 
indicates whether conditions 
for steam sterilization have 
been met. No reader 

interpretation is necessary. 

Only a device like 
the SteriGage Indicator, 
based on migration 
of a melted chemical, 
can integrate small 
changes in time and 
temperature in 
saturated steam. 

Distributed by: 
Organon Hospital Products 
Organon Inc. 
West Orange. NJ 07052 

[ O r g a n o n ] 

* PART of /^zona INC 
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In serious intra-abdominal and 
pelvic infections... 

The clinical importance 
and virulence of 

Bacteroides f ragilis 

Clinical importance 
of B. fragilis 
Bacteroides fragilis is a major anaerobic 
pathogen in abdominal and pelvic infec­
tions. Both aerobes and anaerobes are 
involved in the majority of serious intra­
abdominal and female pelvic infections. 
Therefore, early antimicrobial therapy 
against both pathogens should be considered. 

Two studies have confirmed the value of 
including Cleocin Phosphate"1 (clindamycin 
phosphate injection, NF) as part of the therapy 
for serious intra-abdominal and pelvic infection. 

Penetrating abdominal wounds 
In a prospective, randomized study at Cook County 
Hospital, Chicago, 100 patients who had penetrating 
abdominal wounds, with spillage of bowel contents, 
were given kanamycin (0.5 gram ql2h) and either 
clindamycin (600 mg q6h) or cephalothin (3 grams 
q6h).' The clindamycin/kanamycin-treated group 
showed significantly fewer episodes of septicemia or 
intra-abdominal sepsis. The higher complication rate 
in the cephalothin/kanamycin group was the result of 
infections due to anaerobic bacteria alone or a mix­
ture of aerobes and anaerobes (see Table 1). 

Table 1 

Number of patients 

Septic complications 
Septicemia 
Intra-abdominal abscesses 

Total complications 

Cephalothin/ 
Kanamycin 

52 

7 
7 

14 

Clindamycin/ 
Kanamycin 

48 

2 
3 

5 

Postcesarean endomyometritis 
In a prospective, randomized study at the Univer­
sity of Southern California Medical Center among 

200 women who developed endomyometritis follow­
ing cesarean section, the clinical response was more 
favorable in those receiving clindamycin (600 mg 
q6h) and gentamicin (60-80 mg q8h) than in those 
receiving penicillin (5 million units q6h) and gen­
tamicin (60-80 mg q8h) (see Table 2).2 

Table 2 

Number of patients 
No response—third 

antibiotic required 
Serious complications* 
Mean duration of hospital stay (days) 
Mean febrile degree hours 

Mean febrile degree hours in 
eight patients who developed 
Bacteroides bacteremia 

Penicillin/ 
Gentamicin 

100 

29 
4 
8.7 

110 

256.4 
( n -6 ) 

Clindamycin/ 
Gentamicin 

100 

5 
0 
7.4 

81 

73.4 
( n - 2 ) 

* 1 patient with pelvic abscess, 1 with wound 
evisceration, and 2 with septic thrombophlebitis. 

Adapted from Ledger etal.1 

The foregoing studies suggest that early treat­
ment with Cleocin Phosphate in combination with 
an aminoglycoside is effective therapy in these seri­
ous infections and can prevent progression to more 
complicated and disseminated infection. 
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Virulence of B. fragilis 
As clinical studies have shown, antibiotics active 
against B. fragilis must be instituted early in the 
course of therapy for serious pelvic and abdominal 
infection to prevent complications due to this 
organism. 

Research is currently being conducted to 
better define the virulence of B. fragilis. 

Specific antigenic marker 
Investigators at the Harvard Medical School have 
identified a capsular polysaccharide on the outer 
membrane of B. fragilis. In an experimental model, 
an antibody response to this antigen was associated 
with B. fragilis infection. The clinical significance 
of this antibody-antigen relationship is unknown. 

Electron micrograph of 
8. fragilis stained by 
standard techniques 
( x 120,000). 
A capsular poly­
saccharide has 
been identified on 
the outer membrane 
(arrow). 

A subsequent clinical study has shown that in the 
acute phase of pelvic inflammatory disease, women 
from whom B. fragilis was cultured after culdocen-
tesis had a more significant change in antibody 
titer to the polysaccharide antigen than did women 
from whom B. fragilis was not isolated. 

These data suggest that B. fragilis may play 
a significant role in acute pelvic inflammatory 
disease and may be involved early in the infectious 
process. 

Antibiotic susceptibility 
Cleocin Phosphate has maintained an excellent 
record of in vitro activity against B. fragilis. 

If significant diarrhea or colitis occurs during 
therapy, this antibiotic should be discontinued 
(see WARNING box). A summary of pre­
scribing information for Cleocin Phosphate 
-used in the treatment of serious infections 
due to anaerobic pathogens-can be found on 
the following page. 

For serious 
anaerobic infections... 

Cleocin Phosphate 
(clindamycin phosphate injection, NF) 

STERILE SOLUTION-FOR INTRAMUSCULAR AND INTRAVENOUS USE 

Upjohn 
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Cleocin Phosphate" 
(clindamycin phosphate injection, NF) 
STERIIE SOLUTION-FOR INTRAMUSCULAR AND INTRAVENOUS USE 

WARNING 
Clindamycin therapy has been associated 
with severe colitis which may end fatally. 
Therefore, it should be reserved for serious 
infections where less-toxic antimicrobial 
agents are inappropriate, as described in the 
INDICATIONS section. It should not be used 
in patients with nonbacterial infections, such 
as most upper respiratory tract infections. 
Studies indicate a toxin(s) produced by Clos­
tridia is one primary cause of antibiotic-asso­
ciated colitis. Cholestyramine and colestipol 
resins have been shown to bind the toxin in 
vitro. See WARNINGS section. The colitis is 
usually characterized by severe, persistent 
diarrhea and severe abdominal cramps and 
may be associated with the passage of blood 
and mucus. Endoscopic examination may 
reveal pseudomembranous colitis. 

When significant diarrhea occurs, the drug 
should be discontinued or, if necessary, con­
tinued only with close observation of the 
patient. Large-bowel endoscopy has been 
recommended. 

Antiperistaltic agents such as opiates and 
diphenoxylate with atropine (Lomotil) may 
prolong and/or worsen the condition. 

Qarrhea, colitis, and pseudomembranous 
colitis have been observed to begin up to 
several weeks following cessation of therapy 
with clindamycin. 

Each ml contains: 
clindamycin phosphate 
equivalent to 150 mg 

clindamycin 
benzyl alcohol 5 mg 
disodium edetate 0.5 mg 
water for injection qs 

When necessary, pH adjusted with NaOH 
and/orHCl. 
Indications: Clindamycin is indicated in the 
treatment of serious infections caused by sus­
ceptible anaerobic bacteria. 

Clindamycin is also indicated in the treatment 
of serious infections due to susceptible strains of 
streptococci, pneumococci, and staphylococci. 
Its use should be reserved for penicillin-allergic 
patients or other patients for whom, in the judg­
ment of the physician, a penicillin is inappropri­
ate. Because of the risk of colitis, as described in 
the WARNING box, before selecting clindamycin 
the physician should consider the nature of the 
infection and the suitability of less-toxic alterna­
tives (eg, erythromycin). 

Anaerobes: Serious respiratory tract infections 
such as empyema, anaerobic pneumonitis, and 
lung abscess; serious skin and soft-tissue infec­
tions; septicemia; intra-abdominal infections such 
as peritonitis and intra-abdominal abscess (typi­
cally resulting from anaerobic organisms resident 
in the normal gastrointestinal tract); infections of 
the female pelvis and genital tract such as endo­
metritis, nongonococcal tubo-ovarian abscess, 
pelvic cellulitis, and postsurgical vaginal cuff 
infection. 

Streptococci: Serious respiratory tract infec­
tions; serious skin and soft-tissue infections; 
septicemia. 

Staphylococci: Serious respiratory tract infec­
tions; serious skin and soft-tissue infections; sep­
ticemia; acute hematogenous osteomyelitis. 

Pneumococci: Serious respiratory tract 
infections. 

Adjunctive Therapy: In the surgical treatment 
of chronic bone and joint infections due to sus­
ceptible organisms. Indicated surgical proce­
dures should be performed in conjunction with 
antibiotic therapy. 

Bacteriologic studies should be performed to 
determine the causative organisms and their sus­
ceptibility to clindamycin. 
Contraindications: History of hypersensitivity to 
clindamycin or lincomycin. 
Warnings: See WARNING box. Studies indicate 
a toxin(s) produced by Clostridia is one primary 
cause of antibiotic-associated colitis. Cholestyra­
mine and colestipol resins have been shown to 
bind the toxin in vitro. Mild cases of colitis may 
respond to drug discontinuance alone. Moderate 
to severe cases should be managed promptly 
with fluid, electrolyte, and protein supplementa­
tion as indicated. Systemic corticoids and corti-
coid retention enemas may help relieve the 
colitis. Other causes of colitis should also be 
considered. 

A careful inquiry should be made concerning 
previous sensitivities to drugs and other aller­
gens. Antagonism has been demonstrated 
between clindamycin and erythromycin in vitro. 
Because of possible clinical significance, these 
two drugs should not be administered concur­
rently. 

Usage in Pregnancy: Safety for use in preg­
nancy has not been established. 

Usage in Newborns and Infants: When clinda­
mycin phosphate is administered to newborns 
and infants, appropriate monitoring of organ sys­
tem functions is desirable. 

Nursing Mothers: Clindamycin has been 
reported to appear in breast milk in the range of 
0.7to3.8mcg/ml. 

Usage in Meningitis: Since clindamycin does 
not diffuse adequately into the cerebrospinal 
fluid, the drug should not be used in meningitis. 

SERIOUS ANAPHYLACTOID REACTIONS 
REQUIRE IMMEDIATE EMERGENCY TREAT­
MENT WITH EPINEPHRINE. OXYGEN AND 
INTRAVENOUS CORTICOSTEROIDS SHOULD 
ALSO BE ADMINISTERED AS INDICATED. 
Precautions: Review of experience to date sug­
gests that a subgroup of older patients with 
associated severe illness may tolerate diarrhea 
less weli. When clindamycin is indicated in these 
patients, they should be carefully monitored for 
change in bowel frequency. Prescribe with cau­
tion in individuals with a history of gastrointestinal 
disease, particularly colitis. 

Do not inject intravenously as an undiluted 
bolus; infuse as directed in package insert. Indi­
cated surgical procedures should be performed 
in conjunction with therapy. Patients with very 

severe renal disease and/or very severe hepatic 
disease accompanied by severe metabolic aber­
rations should be dosed with caution and serum 
clindamycin levels monitored during high-dose 
therapy. 

Prescribe with caution in atopic individuals. 
During prolonged therapy, periodic liver and kid­
ney function tests and blood counts should be 
performed. Use may result in overgrowth of 
nonsusceptible organisms, particularly yeasts. 
Should superinfection occur, adjust therapy as 
clinical situation dictates. Clindamycin has been 
shown to have neuromuscular blocking proper­
ties that may enhance the action of other neuro­
muscular blocking agents. Use with caution in 
patients receiving such agents. 
Adverse Reactions: Gastrointestinal: Abdominal 
pain, nausea, vomiting, and diarrhea. (See 
WARNING box.) Hypersensitivity Reactions: 
Maculopapular rash and urticaria have been 
observed. Generalized mild to moderate morbilli-
form-like skin rashes are the most frequently 
reported of all adverse reactions. Rare instances 
of erythema multiforme, some resembling 
Stevens-Johnson syndrome, have been asso­
ciated with clindamycin. A few cases of anaphy­
lactoid reactions have been reported. If a 
hypersensitivity reaction occurs, the drug should 
be discontinued. The usual agents (epinephrine, 
corticosteroids, antihistamines) should be availa­
ble for emergency treatment of serious reactions. 
Liver: Jaundice and abnormalities in liver function 
tests have been observed during clindamycin 
therapy. Hematopoietic: Neutropenia, eosino­
ph i l , agranulocytosis, and thrombocytopenia 
have been reported; no direct etiologic relation­
ship to concurrent clindamycin therapy has been 
made. Local Reactions: Pain, induration, and 
sterile abscess have been reported after intra­
muscular injection, and thrombophlebitis after 
intravenous infusion. Reactions can be mini­
mized or avoided by giving deep intramuscular 
injections and avoiding prolonged use of indwell­
ing intravenous catheters. Musculoskeletal: Rare 
instances of polyarthritis have been reported. 
How Supplied: Available as sterile solution with 
each ml containing clindamycin phosphate 
equivalent to 150 mg clindamycin. Ampoules of 
2 and 4 ml. 

Caution: Federal law prohibits dispensing without 
prescription. MEDB-7-S 

References: 1. Thadepalli H, Gorbach SL, 
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col Obstet 137:270-276, 1973. 2. DiZerega G, 
Yonekura L, Roy S, Nakamura RM, Ledger WJ: A 
comparison of clindamycin-gentamicin and peni-
cillin-gentamicin in the treatment of postcesarean 
section endomyometritis. Am J Obstet Gynecol 
134:238-242, 1979. 
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