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Care in prescrlbing
Each year nearly 3000 people in England and Wales die as a
result of drug overdosage and therapeutic misadventure.'
Adverse reactions to drugs are also a common source of
morbidity: they occur in 10-25% of patients admitted to
medical wards2-5 and account for one in every 40 consulta-
tions in general practice.6 Such incidents will usually double
the duratioli of stay in hospital and lead to a deterioration in
the doctor-patient relationship.

All treatments carry some risk, but many unwanted effects
of drugs can be predicted from their pharmacological actions
and hence avoided. Examples include bronchospasm in
patients with airways disease given propranolol and urinary
retention occurring in men with prostatism after receiving an
anticholinergic drug. Relative overdosage is another cause of
adverse reactions which can frequently be anticipated. Most
drugs are either excreted unchanged in the urine or are
metabolised to more polar substances, which are then excreted
in bile or urine. Neonates have a limited capacity to excrete
drugs through the kidneys and glomerular filtration is reduced
in the elderly. Drugs such as digoxin, the long-acting sul-
phonylureas, and the aminoglycoside antibiotics given in con-
ventional dosage to these groups of patients will therefore
accumulate and toxicity is likely to occur. Lipid-soluble drugs
are usually degraded in the liver by microsomal enzymes,
whose activity varies widely among individuals but is dimin-
ished in the elderly.7-9 Geriatric patients are therefore
susceptible to adverse effects of drugs10 as the efficiency of
both major routes of drug elimination is reduced. Care is
required in prescribing maintenance treatment in the elderly
as well as in patients with either renal or hepatic disease,
especially if jaundice is present."
Many patients are treated with several drugs at the same

time, either with the deliberate intention of producing an
effect which is unavailable from a single drug or to minimise the
side effects of the first. Alternatively, patients may have several
diseases each of which requires treatment; drug interactions
have therefore become an important problem. The number
of potential interactions is large and it is not possible to
memorise all of these. Recently several systems have been
introduced to help clinicians; these include the Drug Disc'2
and a booklet written by Beeley.'3 In addition to listing many
interactions, the latter provides information on adverse effects
of drugs including teratogenicity. Nevertheless, in common
with several other sources of reference, its size does not allow
it to be carried in the pocket. Neither does it give an idea of
the magnitude of effect to be expected from an interaction nor

its relative importance. Many drug interactions are of little
clinical significance; those which are likely to prove hazardous
concern drugs with a narrow margin between efficacy and
toxicity. These include oral anticoagulants, sulphonylureas,
digitalis glycosides, and cytotoxic agents. Patients receiving
monoamine-oxidase inhibitors or hypotensive drugs are also at
risk from other prescribed medicines and over-the-counter
remedies.

Before new drugs become available on prescription they are
studied for toxic effects in several species ofanimal and in man.
It is, however, unusual for a new medicine to have been given
to more than a few thousand patients before it is marketed.
Serious side effects, such as the aplastic anaemia induced by
chloramphenicol14 or sclerosing peritonitis due to practolol
treatment,'5 may not be apparent until several years later. In
view of this possibility, and the fact that most new drugs lack
major advantages,16 the enthusiasm with which many are
received is often misplaced. Doctors should continue to
prescribe well-tried remedies with which they are familiar and
avoid using newer ones unless there is good evidence of a
significant advantage. In general, there is little to be gained
from substituting a new drug for another of the same class
when the latter has failed to produce a response. Treatment
failures are often due to lack of compliance, errors in diagnosis,
and inadequate adjustment of dosage. Careful prescribing can
improve the results of treatment and reduce the incidence of
adverse reactions to drugs; in addition, if close attention is paid
to limiting the duration of treatment and the relative cost of
drugs of the same class, a lot of money can be saved.
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