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Mental Side Effects of
Pentazocine
As clinical experience of the use of pentazocine has accumu-
lated occasional unpleasant nalorphine-like perceptive effects
have been reported, particularly after parenteral administra-
tion.1-3 These include visual and auditory hallucinations,
dreams, delusions, euphoria, dysphoria, feelings ofdepersonal-
ization, panic, and abnormal thoughts. Further evidence for
the occurrence of central nervous system disturbances now
comes from a prospective open study reported this week by
the Medicines Evaluation and Monitoring Group (p. 305).
However, the incidence of such reactions in hospital patients
receiving other analgesic drugs is unknown, and prospective
double-blind studies with patients matched for age, associated
disease, and dose of drug are ideally needed for accurate
evaluation of the frequency of these perceptual disturbances.
One aspect of the problem of adverse drug reactions re-
emphasized by the study is the low level ofvoluntary reporting
-only 1 of the 18 cases detected had been reported to the
Committee on Safety of Medicines.
The current preparation ofpentazocine is a racemic mixture,

and both its analgesic and common adverse actions have been
attributed to the laevo isomer,4 whereas the psychotomimetic
effects may be associated with the dextro form.5 The principal
unwanted effects are sedation, sweating, dizziness, and light-
headedness. Nausea may occur, but vomiting is less frequent
than after the administration of morphine. As with all narcotic
drugs, caution is required when prescribing for patients with
respiratory insufficiency, head injury, or convulsive states. In
patients with hypertension caution is required as the blood
pressure may rise.6 In the management of acute myocardial
infarction complicated by hypotension pentazocine may have
an advantage over other opiates such as diamorphine, since the
blood pressure does not commonly fall,7 though when high
intravenous doses are given there may be a marked rise in
pulmonary artery pressure.8

Pentazocine is largely metabolized by the liver-up to 30%
is excreted as glucuronide conjugates and less than 13%
appears unchanged in the urine.' 10 The unmetabolized
fraction is thought to be the active analgesic principle, so that
a lower dose may be necessary in patients with hepatic
insufficiency. The analgesic effects correlate with plasma levels,
and high plasma levels have been associated with more side
effects."1 In the treatment of overdosage the drug of choice is
naloxone, a pure narcotic antagonist, but it is not yet widely
available.

In clinical practice pentazocine is mainly used for the relief
of moderate to severe pain. It has no anti-inflammatory or
antipyretic activity. It is well absorbed when taken by mouth,
but the total analgesic effect is only one-third of that after
injection.12 A rule-of-thumb guide is that 50 mg of oral
pentazocine is approximately equivalent to 60 mg of codeine.
Frequent administration is necessary, and the recommended
dose is 25-100 mg every three to four hours. Mter parenteral
administration the onset of action is similar to morphine, but
the duration of action is slightly less as the half-life in plasma

is only about two hours.I0 The injection is irritant, and changes
in the intramuscular injection site are necessary to prevent
damage to subcutaneous tissues and skin. At optimum doses
the analgesic efficacy is equivalent to morphine, but weight
for weight 30-50 mg of pentazocine appear to be equivalent to
10 mg of morphine4 or 75-100 mg of pethidine.
The risk of drug dependence is low and pentazocine re-

mains free of narcotic controls.'4 Occasional reports of de-
pendence have appeared,'5-'7 particularly in patients pre-
viously dependent on other drugs. In such patients regular
prescriptions of pentazocine must be carefully supervised.

In the seven years since its introduction pentazocine has
confirmed much of its early promise as a potent analgesic,
particularly when a risk of the dependence exists. Nevertheless
for the relief of severe pain of short duration (where the risk of
the development of addiction is more theoretical than real) and
when other factors such as anxiety and apprehension are
important, there is no substitute for the established narcotics
such as diamorphine.
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Amyloid Arthropathy
The term "amyloid arthropathy" implies a polyarthritis due to
the deposition of amyloid in or around joints.' The diagnosis
can be made with absolute certainty only by finding amyloid
tissue there.
The condition usually presents in middle-aged or elderly

patients and can mimic rheumatoid arthritis with symmetrical
swelling of joints due to invasion of the synovial tissue. It
causes pain and general stiffness and, rarely, severe morning
stiffness.2 Effusions may appear in the joints, particularly in
the knees. The tendons and their sheaths may be affected with
extensor or flexor contractures of the fingers. Para-articular
swellings composed of amyloid and swellings of muscles may
arise, usually associated with profound weakness. Nodules
composed ofamyloid can be seen along the forearm resembling
rheumatoid nodules, while nodules may be widespread
in the skin.2 Para-articular swellings round the shoulders have
been one of the particular features of this type of arthro-
pathy, 3 and para-articular deposition can give rise to carpal
tunnel symptoms.4 As this arthropathy is associated with
primary amyloidosis, there may be other evidence of that dis-
order, such as enlargement of the tongue, hoarseness, dys-
phagia, or disease of the heart, lungs, and small blood vessels
or the peripheral nerves.
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