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fracture is located from the metacar¬

pal neck, the lower the acceptable
amount of angulation (Figure 6,
right). Fractures at the base of the fifth
metacarpaf, while less common, will
require orthopedic pinning to achieve
satisfactory stability.

The advantage ofsplinting a fifth
metacarpal fracture rather than cir¬
cumferential casting is that splinting
eliminates many of the risks associ¬
ated with a circumferential cast. Pa¬
tients who are involved in alterca¬
tions and sustain this injury are

frequently intoxicated. Should the pa¬
tient be noncompliant with instruc¬
tions on care of a circumferential cast,
neurovascular supply to the extrem¬

ity may be compromised. This is par¬
ticularly true if the patient fafIs asleep
while intoxicated and allows the arm

to hang down shortly after the cir¬
cumferential cast has been applied.

In evaluation of any fifth meta¬

carpal injury, special care mustbe given
to anyone who has a concomitant lac¬
eration near the fifth MCP joint. An at¬

tacking cienched fist may contact the
mouth of the other fighter and the fifth
MCP joint space may be entered by a

tooth. Since the MCP joint is superfi¬
cial, joint injury is easily incurred. If

not immediately identified, a septic ar¬

thritis ofthe MCPjointmay ensue, with
potential problems ofosteomyelitis and
residuai osteoarthritis. All lacerations
over the fifth MCP jointshould be con¬

sidered to be human bites until proven
otherwise and aggressively treatedwith
early orthopedic evaluation, frequently
includingoperative exploration and dé-
bridement. A low threshold of suspi¬
cion is necessary since many ofthese
patientswill have no recollection of the
injury or will deliberately lie about the
nature of the injury.

CONCLUSIONS

The five hand fractures that are dis¬
cussed in this article are common

injuries that will be seen in an office
setting. By understanding those cir¬
cumstances for each problem that will
require orthopedic intervention or spe¬
cialized treatment, the family physi¬
cian can totally treat the majority of
these fractures. The factors that are

likely to be more difficultcomplications
include displaced or irreducible frac¬
tures, intra-articular fracturewith large
fragments, comminuted fractures, and
those with associated neurovascular
or tendon injury.

Acceptedfor publicationJune 23,1994.
Correspondence to Family Prac¬

tice Residency Program, Saint Mar¬
garet Memorial Hospital, 815 Free-
port Rd, Pittsburgh, PA 15215 (Dr
Schaffer).
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Encouragement
This message could be one of encourage¬
ment to you and, perhaps, certain of your

ß patients.
Paget's disease of bone — not the rare

disease it was once thought to be — is
treatable in most cases. The earlier it is
detected the more responsive to treatment
it is likely to be. And detection can usually
be accomplished with a few simple, non-

invasive procedures.
Like many primary care physicians, you
may feel uncomfortable treating Paget's
disease because of little past experience. If
so, write or call us for comprehensive, up-
to-date information about the disease and
its diagnosis and treatment. Alternatively,
ask for our extensive referral list of spe¬
cialists.
You may be able to offer someone a new

lease on life. Or at least, encouragement.

The ,Paget s Disease
Foundation, inc.

200 Varick 3, New York, NY 10014
(IH) 229-3582 · Fax (232) 229-3502

Calan® SR (verapamil hydrochloride)
BRIEF SUMMARY

Contraindications: Severe LV dysfunction (see Warnings),
hypotension (systolic pressure < 90 mm Hg) or cardiogenic
shock, sick sinus syndrome (if no pacemaker is present), 2nd-
or 3rd-degree AV block (if no pacemaker is present}, atrial
flutter/fibrillation with an accessory bypass tract (eg, WPW or
LGL syndromes), hypersensitivity to verapamil.
Warnings: Verapamil should be avoided in patients with
severe LV dysfunction (eg, ejection fraction < 30%) or moder¬
ate to severe symptoms of cardiac failure and in patients with
any degree of ventricular dysfunction if they are receiving a
beta-blocker. Control milder heart failure with optimum digitali-
zation and/or diuretics before Calan SR is used. Verapamil may
occasionally produce hypotension. Elevations of liver enzymes
have been reported. Several cases have been demonstrated to
be produced by verapamil. Periodic monitoring of liver function
in patients on verapamil is prudent. Some patients with parox¬
ysmal and/or chronic atrial flutter/fibrillation and an accessory
AV pathway (eg, WPW or LGL syndromes) have developed an
increased antegrade conduction across the accessory pathway
bypassing the AV node, producing a very rapid ventricular
response or ventricular fibrillation after receiving I.V. verapamil
(or digitalis). Because of this risk, oral verapamil is contra¬
indicated in such patients. AV block may occur (2nd- and 3rd-
degree, 0.8%). Development of marked Ist-degree block or

progression to 2nd- or 3rd-degree block requires reduction in
dosage or, rarely, discontinuation and institution of appropriate
therapy. Sinus bradycardia, 2nd-degree AV block, sinus arrest,
pulmonary edema and/or severe hypotension were seen in
some critically ill patients with hypertrophie cardiomyopathy
who were treated with verapamil.
Precautions: Verapamil should be given cautiously to
patients with impaired hepatic function (in severe dysfunction
use about 30% of the normal dose) or impaired renal function,
and patients should be monitored for abnormal prolongation of
the PR interval or other signs of overdosage. Verapamil may
decrease neuromuscular transmission in patients with Du-
chenne's muscular dystrophy and may prolong recovery from
the neuromuscular blocking agent vecuronium. It may be nec¬
essary to decrease verapamil dosage in patients with atten¬
uated neuromuscular transmission. Combined therapy with
beta-adrenergic blockers and verapamil may result in additive
negative effects on heart rate, atrioventricular conduction and/
or cardiac contractility; there have been reports of excessive
bradycardia and AV block, including complete heart block. The
risks of such combined therapy may outweigh the benefits.
The combination should be used only with caution and close
monitoring. Decreased metoprolol and propranolol clearance
may occur when either drug is administered concomitantly
with verapamil. A variable effect has been seen with combined
use of atenolol. Chronic verapamil treatment can increase
serum digoxin levels by 50% to 75% during the first week of
therapy, which can result in digitalis toxicity. In patients with
hepatic cirrhosis, verapamil may reduce total body clearance
and extrarenai clearance of digitoxm. The digoxin dose should
be reduced when verapamil is given, and the patient carefully
monitored. Verapamil will usually have an additive effect in
patients receiving blood-pressure-lowering agents. Disopyr-
amide should not be given within 48 hours before or 24 hours
after verapamil administration. Concomitant use of flecaimde
and verapamil may have additive effects on myocardial con¬

tractility, AV conduction, and repolarization. Combined verap¬
amil and quinidine therapy in patients with hypertrophie cardio¬
myopathy should be avoided, since significant hypotension
may result. Concomitant use of lithium and verapamil may
result in an increased sensitivity to lithium (neurotoxlcity), with
either no change or an increase in serum lithium levels; how¬
ever, it may also result in a lowering of serum lithium levels.
Patients receiving both drugs must be monitored carefully.
Verapamil may increase carbamazepine concentrations during
combined use. Rrfampin may reduce verapamil bioavailability.
Phénobarbital may increase verapamil clearance. Verapamil
may increase serum levels of cyclosporin. Verapamil may
inhibit the clearance and increase the plasma levels of theoph¬
ylline. Concomitant use of inhalation anesthetics and calcium
antagonists needs careful titration to avoid excessive cardio¬
vascular depression. Verapamil may potentiate the activity of
neuromuscular blocking agents (curare-like and depolarizing);
dosage reduction may be required. There was no evidence of
a carcinogenic potential of verapamil administered to rats for 2
years. A study in rats did not suggest a tumorigenic potential,
and verapamil was not mutagenic in the Ames test. Pregnancy
Category C. There are no adequate and well-controlled studies
in pregnant women. This drug should be used during preg¬
nancy, labor, and delivery only if clearly needed. Verapamil is
excreted in breast milk; therefore, nursing should be discontin¬
ued during verapamil use.
Adverse Reactions: Constipation (7.3%), dizziness (3.3%), a

nausea (2.7%), hypotension (2.5%), headache (2.2%), edema
(1.9%), CHF, pulmonary edema (1.8%), fatigue (1.7%), dys¬
pnea (1.4%), bradycardia: HR < 50/min (1.4%), AV block:
total  ,2ß,3° (1.2%), 2° and 3° (0.8%), rash (1.2%), flushing
(0.6%), elevated liver enzymes, reversible non-obstructive par¬
alytic ileus. The following reactions, reported in 1.0% or less
of patients, occurred under conditions where a causal relation¬
ship is uncertain: angina pectoris, atrioventricular dissociation,
chest pain, claudication, myocardial infarction, palpitations,
purpura (vasculitis), syncope, diarrhea, dry mouth, gastrointes¬
tinal distress, gingival hyperplasia, ecchymosis or bruising, cer¬
ebrovascular accident, confusion, equilibrium disorders, insom¬
nia, muscle cramps, paresthesia, psychotic symptoms, shaki-
ness, somnolence, arthralgia and rash, exanthema, hair loss,
hyperkeratosis, macules, sweating, urticaria, Stevens-Johnson
syndrome, erythema multiforme, blurred vision, gynecomastia,
galactorrhea/hyperprolactinemia, increased urination, spotty
menstruation, impotence. 2/13/92 «P91CA7196V
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