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States. A keen clinical suspicion for the pres-
ence of this disorder is necessary to reduce the 
morbid impact of this clinical manifestation 
of deep venous thrombosis. Preventing venous 
thrombosis remains the single most important 
way of reducing the frequency of pulmonary 
embolism. Newer methods of deep venous 
thrombosis prophylaxis, which deserve our at-
tention, include the use of graded compression 
elastic stockings, intermittent pneumatic com-
pression of the lower extremities, and a com-
bination of these modalities, along with the 
subcutaneous use of heparin. 

With these preventive measures and treat-
ment options at our disposal, our patients' sur-
vival is considerably enhanced. 

GILBERT E. D'ALONZO, DO 
Professor of Medicine 
Temple University Medical Center 
Philadelphia, Pa 

Type A personality may strike at 
the heart of CAD 

Since the 1970s, the association of type A per-
sonality-characterized by hard-driving, com-
petitive, aggressive, hurried behaviors-with 
myocardial ischemia has been repeatedly in-
vestigated, but often with conflicting results. 
Although this global type A personality has 
not been consistently correlated with myocar-
dial or coronary artery disease (CAD), compo-
nents of type A behavior, specifically anger 
and hostility, may prove to be the "silver bul-
let" in this personality-myocardial connection. 

Investigators at the Uniformed Services Uni-
versity of Health Sciences in Bethesda, Md, 
reported on a similar connection at the sum-
mer meeting of the American Psychological As-
sociation held in San Francisco. Specifically, 
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they studied three groups of patients with 
CAD. The CAD was assessed in each of the 
three groups by use of echocardiography, a thal-
lium exercise test, or an ambulatory Holter 
monitor, respectively. Patients were classified 
as having a defensive-hostility, high-hostility, 
repressive-hostility, or a low-hostility coping 
style. 

Those patients classified as defensively hos-
tile had the highest mean scores for ventricu-
lar wall abnormality as shown on echocar-
diograms. This same group had extensive 
areas of ischemia discovered during thallium 
exercise testing, and severe ischemia during 
24 to 48 hours of Holter monitoring. These re-
sults confirm earlier statistical correlation 
between measures of anger and hostility and 
sudden cardiac events. 

In a related study, Johns Hopkins Univer-
sity researchers followed up three cohorts of 
medical students for more than 40 years to 
determine the association, if any, between anxi-
ety and tension and overall disease-related mor-
tality and premature mortality. Students char-
acterized as tense and anxious with somatic 
or psychophysiologic manifestations had the 
highest mortality rate (20%), compared with 
those students classified as stable (15%) and 
volatile but expressive (10%). Furthermore, 
not only was the overall mortality of the so-
matic group higher, but also the deaths oc-
curred at an earlier age than in the other 
groups. 

Whether behavior is an independent risk fac-
tor in cardiac disease and overall mortality is 
another question. Several animal studies have 
shown that the degree of adverse stimulus nec-
essary to effect cardiac changes is inversely 
associated with the degree of underlying CAD. 
Among humans, the degree of the pathologic 
condition is probably inversely related to the 
intensity of stimuli necessary to precipitate sud-
den coronary-related death. Therefore, preven-
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'•. A TRIUMPH 
IN HYPERTENSION 

Your hypertensive patients 
have elevated blood pressure 

every hour of the day and night. 

PROCARDIA XL, taken once a 
day, offers the assurance of 

predictable 24-hour plasma levels1 

and the confidence of full 24-hour 
blood pressure control 2 

... a triumph in hypertension. 

PRieardia X£ 
(nifedipineJ Extended Release 

Tablets 30 mg, 60 mg and 90 mg GI1S 

CONFIDENT 24-HOUR CONTROl 
WITH ONCE-DAlll' DOSING 
Please see brief summary of prescribing information on adjacent page. 



CONHDfNI 24-HOOR CONTRoL WliH ONCI-VAID' DOSING 

Plii&rdia X£ 
rnifedipineJ Extended Release 

Tablets 30 mg. 60 mg and 90 mg GITS 

A TRIUMPH IN HYPERTENSION 
Confidence and Convenience Combined 
• Start patients on a single 30-mg or 60-mg PROCARDIA XL 

Extended Release Tablet, swallowed whole, once a day 
• In patients with hypertension, doses above 120 mg are 

not recommended 
• Side effects include peripheral edema, which is not 

associated with fluid retention, and headache 

PROCARDIA XL Also Provides Confident 
24-Hour Control of Angina3 

• In patients with angina, doses above 90 mg should be 
used with caution and only when clinically warranted 
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COIITIWNOICA l'IOIIS: Known hypersensi!Mty reaction to nifediplne. 
W-: w.atwo ~loa: AltllouQh in most angina patients the hypotensive ellect of nffedipine is modest and well 
toiefaled, occasional patients have had excessive and po01ty toler.ilod hypoterision. These responses have usualy occurred 
during initial titration or at the time of subsequent upward dosage adjustment. and may be more likefy in patients on concomitant 
betablocker1. 
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with hloh dose feota~pears to be doe to the combinatioo of rlifedi~ and~ blocker, but the possibility that it may occur 
with nifedipine alone, wtth low doses of fentanyl , in other surgical procedures, or with other narcotic arWgesk:s cannot be ruled 
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nifedlpine to be washed out olthe body prior to surgery. 

The following information should be taken into account in those patients who are being treated for hypertension as weM as 
angina. 
II!CrNittl Mtina ·-w':r:nllollnhudlon: Rarely, patients, partlcu~ those who have severe obstructive coronaJ.artery 

~~~ha~m::at~~':'~=,_~:g,nofth~ell~ru:1tilf~acutomyocantiai · n:tion 

IMIII~r W~l: It is important to taper beta blockers if possibWI, rather than stopping them abrupUy before beginning 
nHedipine. Patients recently withdrawn from betlbloc:ksrs may develofl a withdrawal syndrome with increased angina, probably 
rNted to increased sensitivity to catachc:Kamines. Initiation of nffediplne treatment will not prevent this occurrence and on occa-
sion has been reponed to increase it 
Cooaootln Hoort Fallurl: Rarely, patients usually receivin9 a betlbloc:ksr, have -pod heart failure aile< beginning niledi-
pine. Patients with tiQht aortic stenosis may be at greater nsk for such an event, as the unloading effect of nifedipine would be 
expected to be of less benefit to those patients. owiog to their fixed impedance to flow across the aortic vaNe. 
PRKAUTIOIII: -~loo: Because nilodipine decreases peripheral vascular resistance, careful monHoring ol 
blood pressure du~ the ~ administration. and titr.ltion of nifedipine is suggested. Oose observation is especially recom-
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appro~malely I 0"!. to about30"!. at the highest dose studied (180 mg). ~ ~a localized phenomenon thought to be associated 
with vasodilation of dependent arteric:*ls and small bkxx:l vessels and not due to left ventricular dysfunction or generalized ftuid 
retention. Wrth patients whose angina or hypertension is complicated~· heart failure, care should be taken to differ-
entiate this peripheral edema from the effects of increasing~ ventricular nction. 
01111r. As with any other fiOIH!elormable material, caution should be when admlnistBnng PflOCAAOIA XL in patients with 

pr::~~"k:::':~~~=~.(f;,~=~~~~~ been r.ore reportsolobstruclivesymptomsin 
P'~ r.a: Rare, usual~ transient but occasionally sigoHicanl eleYations of enzymes such as alkaline phosphatase, Cf'l(, 
Liii[$Go~. and SGPT have been noted. The r~lionship to niledlplne therapy is uncertain in most cases. but probable in some. 
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was an ioolated finding not ~ted with clinical symptoms and ~ rarely resuhod In values which tell outside the normal r.onge. 
Rare instances of allergic hepatitis have been repollod. In controled studies, PROCAAOIA XL did not adversely affect serum uric 
add, plucose, or cholesterol. Serum potassium was uncllaJtgod in patients rere.Mn9 PROCAAOIA XL In the absence of concomi-

ta:~~r=~~~~Puh:~~~~e:J=~=~r::e:s~ro. umited ctmica! studies have demon-
strated a moderate but statistically ~icant decrease in platelet aooreoaTon and tncrsase In tMeeding time to some nifedipine 
patients. This is thought to be a function of inhibition of calcium tr.lnsport across the plateJet membrane. No c:ltnic::al sigofficance 
for these findings has beeo demonstrated. 
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insufficiency. The r~lionship to nifedipine therapy is uncertain in most cases but probable in some. 
Dnlllotmctlooo-lleta-adrenergic blocldng agents: (See WARNINGS) Experience In rmr 1400 patients with Procardir catr 
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coogestiYe heart failure , severe hypotensloo. or exacerbation of angina 

Long Acting Nitrates: Nffediplne ~ be safely co-admln~tored with nitr.otes, but there haw been no controlled studies to eval-
uate the antianginal effectivtness of this combinatioo. 

Digitalis: Administration of nilediplne with digoxin increased dlqo~n levels In nine oltwo!Ye normal volunteers. The average 
increase was 45%. Another invntigator found no increase in dtgoXJn~ln thirteen patieotswtth cor~ artery disease. In an 
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ommendod that digoxin levels be monitored when initiating, adjusting, and discontinuing niledipine to avoid possible over- or 
under-dlgitalintion. 

Coumarin Anticoagulants: There have been rare reports of Increased prothrombin time in patients tYdng coumarin anticoagu-
lants to whom nifedipine was administered. HowMf, the relationship to nifedipine lf1orliiJY. is uncertain. . 
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duced smaner, non·significant increases. The effect may be mediated by the known inhibition o~metidine on hepatic 

=~~~~"::t:rr~~tomJ'.=,~.':~~= metabolism of nifodipine. WnifedipinelherJpy is c.m--............ 1-"\:: of FortiUiy: Nffedipine was administered 0r.11ty to r.ots, for two years and was 1101 
shown to be carcinogenic. When given to r.ots prior to matinp, n~ediplne caused reduced fertility at a dose approximately 30 times 
the maximum recommeodecl human dose. In Wvo mutageniCity studies were negative. 
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placentas and ~chorionic viii. In r.ots, doses three times maximum human dose and ~caused prolongation of 

f~~t!~~uringpr andwell~=~~~~~~f~pine)Extondod-.e 
AIMRIEEXI'BUBICO: Over ~tients from both controlled and open trials with PflOCAAOIAXL Ex1ondod -.e Tablets 
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(15.8"!., compared to 9.8"!. placebo Incidence), fatigue (5.9"!., compared to4.t"!. placebo Incidence), dizziness (4.1"!., compared 
to 4.5"!. placebo incidence), constipallon (3.3"!., compared to 2.3"!. placebo i~, and nausea (3.3"!., compared to 1.9"!. 
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of these side ~octs was simi~rtotllal of placebo alone: IJotlyas a w1lolafsyslomic: -~.pain; carrJi<mscu/or: pal-
pitations; CtllllnliMfVO<IS systom : insoiTilia, nerwusness, paresthesia, somnolence; clorrn~lologic : pruritus, rash; fiiSIToinlesti-
llil : abdominal pain, dianllea, dry mouth, dyspepsia, flatulence; musculosk-1: arthralgia, leg cramps; f8SIIiratory : chesl pU1 
(nonspecilic), dyspr>ea; urogenital : impotence, polyuria. 

Olhefadverse reactionswerereportedspor>dicalywithan incidence of 1.0"!. or less. Theseinchlle: IJotlyasa ~mic: 
lace edema, lever, hot flashes, malaise, periorbital edema, rigors; canliovascu/ar : anflylh~. hypotension, increased angina, 
lacllytard~. syncope; contra/ norvous system: i!Me!y. ataxia, deer~ ibido, depri!SSIOO, hypertonia, hypoeslhesla. nOgnlne, 
paronma, tremor, vertigo; clorrnllo/ogic: aiOfl!ICIO, Increased sweating, urlicarla, purpur.o; fl'strolniiiSiillil: eructation, gastro-
esophageal reftux, gum hyperp~sia. melena, vomiting, wolghllncrease; musculosk-1: bad< pain, gout, myalgias; resp/r¥01Jf : 
coughing, epistaxis, upper respiraiOfY tract infection, respiratory disorder, sinusitis; sp«:/1/sensfS : abnormallacr1mation, abnor-
mal vision, taste perversion. tinnitus; ufOQ8IIilalhopto'l'liw. breast pain, dysuria, hematuria, noctulla. 

Adverse 8)1J)enences which occurred in~ than 11n 1000 patients cannot be distinguished from concurrent disease mtts or 
medications. 
The.l~~~r.~~~~~;:,:er~=(e.g.,openlrials,maruting 

exr,e:""'J::;:: U.S. and foreign controflod studies with nifodiplne capsules in which adverse r:t.. were reported sponta-
neously, adverse ellects *e trequ0111 but generally 1101 serious and r.orely required discontinuation of therapy or dosage adjust-
ment. Most were expected consequences of the vasodilator ellocts of Procardia. Adverse expe<lences reporlod in placebo-con-
trolled tria~ include: dizziness, lighlheadedness, and giddiness (27"!., compared to 15"!. placebo lncidence);ftushing, heat sensa-
tion (25"!., compared to 8"!. placebo Incidence); headache (2311, compared to 20"!. placebo incidence); weakness (12"!., com-
pared to tO'!. placebo inddence); nausea, heartburn (11"!., compared to 8"!. placebo Incidence); muscle cramps, tremor (8"!., 
compared to 3"!. placebo Incidence); peripheral edema (7"!., compared to I'!. placebo incldenco): nerwusness, mood chanqes 
(7"!.. compared to 4"!. placebo incidence); paipilation (7'1., compared to 5"!. placebo incidence); dyspr>ea, cough, and wheezing 
(6"!., compared to 3"!. placebo incldenco); and nasal congestion, sore throat (6"!., compared to 8"!. placebo incidence). 

There is also a large uncontrolled experience in over 2100 patients in the United Stales. Most of the patients had vasospastic or 
resistant angina pectoris, and about holt had concomitant treatment with bela-adrenergic blocldng agents. The relatiYelycommon 
adverse mntswwe -r in nature to lhose5eeflwith PflOCAAOIAXL 

In addition, more serious adveBe MintS were obseMd, 1101 readily distinguishable from the natur.ol history of the disease in 
these patients. ~ rema=·ns 'ble, llowever, that SOfi10 or many of these MintS were drug related. Myocardiallnfan:lion 
occurred in about 4% of and congestive heart faHure or pufmonary edema in about 2%. Ventricular anhythmias or con-
duction disturbances occurred In 1-than 0.5"!. of patients. 
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In a subgroup ol approximately 250 patients with a diagnosis of congestive heart faiure as well as angina, dizziness Of llght-

headedness.~r.ot edema, headache Of Hushing each occurred in one in eiQhl patients. HypolllllSloo occurred In about one In 
20 patients. ,;;';~~ occurred In ~xi= one patient in 250. Myocardiaflnfarcliorl Of symptoms of congestive heart faiure 
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tion of coronary atherosclerosis must remain 
our primary goal. 

sionals such patients see, it behooves us to fa-
miliarize ourselves with this complicated and 
frequently misdiagnosed disorder. ~ Increasing evidence exists showing that 

stress management and efforts to reduce so-
cial isolation can reduce coronary artery 
events and cancer mortality. In their article, 
'Anxiety disorders seen in primary care," be-
ginning on page 95, Drs Brown and Baron dis-
cuss diagnosis of such disorders, including 
some somatic disorders that may mimic anxi-
ety disorders. They offer suggestions regard-
ing the appropriate time to refer such patients 
to a psychiatrist. 
c Because primary care physicians are the 
first--and often the only-healthcare profes-
1. 

THOMAS WESLEY ALLEN, DO 
Editor in Chief 

New IDV series helps to define 
osteopathic physicians' role in 
AIDS epidemic 

As we move into the second decade of the hu-
man immunodeficiency virus (lllV) epidemic, 
the predictions of the past decade concerning 
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Vice President, Medical Education 
Brighton Medical Center in Portland ... Maine's premier coastal city. 

Brighton Medical Center, a 150 bed acute care hospital is seeking a fu ll-time salaried 
osteopathic physician to direct the AOA accredited medical education program fo r med i-
cal students, interns and Orthopedic and Family Practice residents. This position offers 
the opportunity to enhance and reorganize the medical education program with the sup-
port of the 150 member medical staff. 

The V.P. of Medical Education wi ll join a small ,.energetic and innovati ve management 
team and will report to the President. The successful candidate will have clinical experi-
ence, excellent administrative and interpersonal ski Us and a strong interest in the challenge 
of the medical education process. 

Portland , Maine is a small , safe city that offers an array oflifestyle amenities: ocean sail-
ing, fishing, skiing, hiking, museums, galleries, theater, the symphony, great restaurants. 
If you are interested in a challenging position in a progressive hospital that offers a suppor-
tive, hospitable environment in the beautiful state of Maine, please send a cover letter and 
resume to: 

James W. Donovan, President 
VPME Search 

~~BRIGHTON 
~II , MEDICAL CENTER 
335 Brighton Avenue, Portland, ME 04102 

An Equal Opportunity Employer 


