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TOPAMAX Tablets and TOPAMAX Sprinkle Capsules are indicated for adults for the 
prophylaxis of migraine headache. The usefulness of TOPAMAX in the acute 
treatment of migraine headache has not been studied.

  TOPAMAX is contraindicated in patients with a history of hypersensitivity to any 
component of this product. 

 IMPORTANT SAFETY INFORMATION

 TOPAMAX has been associated with serious adverse events, including:

• Hyperchloremic, non-anion gap metabolic acidosis—lowering of bicarbonate 
levels in the blood. Measurement of baseline and periodic serum bicarbonate is 
recommended.

• Acute myopia and secondary angle-closure glaucoma—patients should be 
cautioned to seek medical attention if they experience blurred vision or ocular pain.

• Oligohidrosis and hyperthermia—decreased sweating and increased body 
temperature, especially in hot weather. The majority of reports have been in children.

• Cognitive/psychiatric side effects including cognitive dysfunction, psychiatric/
behavioral disturbances including suicidal thoughts or behavior, and somnolence 
and fatigue.

  Most common adverse events associated with TOPAMAX 100 mg vs placebo were: 
 paresthesia, 51% vs 6%; anorexia,* 15% vs 6%; fatigue, 15% vs 11%; nausea, 
13% vs 8%; diarrhea, 11% vs 4%; weight decrease, 9% vs 1%; taste alteration, 
8% vs 1%.

  The possibility of decreased contraceptive effi cacy and increased breakthrough 
bleeding should be considered in patients taking combination oral contraceptive 
products with TOPAMAX.

  Patients should be instructed to maintain  an adequate fl uid intake in order to 
minimize the risk of renal stone formation.

 *Anorexia is defi ned as loss of appetite.
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Early Surgery Best for Some Shoulder Dislocations
B Y  K AT E  J O H N S O N

Montreal  Bureau

Q U E B E C C I T Y —  Athletic patients un-
der age 30 years with a first-time shoulder
dislocation might benefit from early surgi-
cal repair rather than conservative therapy,
said Dr. Robert McCormack at the joint
annual meeting of the Canadian Academy
of Sport Medicine and the Association
Québécoise des Médecins du Sport.

“The [standard] is to keep patients in a
sling for a few weeks and send them to
physiotherapy. But the evidence is that
most will redislocate. ... In a select group
of athletic people, there is evidence to sup-
port a more aggressive approach,” said Dr.
Robert McCormack, an orthopedic sur-
geon at the University of British Colum-
bia, Vancouver, in an interview. Collision
and contact sports such as rugby and foot-
ball, as well as skiing and rock climbing,
present high risk for dislocation, he noted.

Dr. McCormack, who is also chief med-
ical officer for the Canadian Olympic Team,

outlined factors to consider when selecting
candidates for early surgery. “I wouldn’t go
so far as to say that everyone needs to have
primary surgical stabilization. What we
can say is that studies have shown that in
high-demand people, who are young and
have risk of recurrence, we can change that
natural history.”

A Cochrane review of five studies sug-
gests a fivefold greater risk of recurrent
instability in young, active patients treat-
ed conservatively, compared with surgi-
cally (Cochrane Database Syst. Rev.
2004;[1]:CD004325). Similarly, a 10-year
follow-up of first-time shoulder disloca-
tions randomized to conservative or sur-
gical repair showed a 72% rate of good
to excellent results in the surgical group,
compared with a 75% rate of dissatisfac-
tion in the conservative therapy group
(Arthroscopy 2007;23:118-23).

In balancing the risks of surgery, which
are considered low, especially when done
arthroscopically, against the risk of repeat
dislocation, Dr. McCormack said the pa-
tient’s lifestyle and athletic aspirations are
a top consideration. “If the most aggres-
sive thing they do is reach for the televi-
sion remote, it’s not a big deal, but if
they’re going to go back to playing foot-

ball, the majority will face recurrent dis-
locations,” he said. “Most of the patients
I see are skeletally mature, and already
have an idea of how athletically demand-
ing their lifestyle is going to be. I would be
less aggressive in a 10- or 12-year-old. I
wouldn’t want them to redislocate six or
seven times, but I would probably give
them a trial of conservative therapy.”

Bracing should also be considered as an
alternative to a sling in conservative man-
agement, he noted. “A sling puts the shoul-

der in internal rotation, but the brace
causes external rotation which pulls the
ligaments back so that they may hopeful-
ly heal back down in the right position.”

For patients who fail conservative man-
agement and redislocate, there is evidence
that secondary surgical repair is not as ef-
fective. “Some people will never need
surgery, either because they are not active
enough, or they change their sport, or do
well with conservative management. So by
doing primary surgery, there is a chance

you may overtreat.” Patients need to make
their own informed decisions, balancing the
risks against the benefits.

With conservative management, pa-
tients aged 40 years and older have a low-
er risk for redislocation, compared with
younger patients, largely because the na-
ture of the injury is usually different in this
age group. “The over-40 group tends to
tear their rotator cuff and younger people
have Bankart lesions, where ligaments are
pulled off the glenoid.” ■

An anteroposterior x-ray of a shoulder
shows that it is dislocated anteriorly.
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