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To-day's Drugs
With the help of expert contributors we publish below notes
on a selection of drugs in current use.

Histadyl E.C. (Eli Lilly and Co. Ltd.).-Each fluid
ounce (30 ml.) contains codeine phosphate 1 gr. (65 mg.),
ephedrine hydrochloride I gr. (32 mg.), thenylpyramine
fumarate 11 gr. (87 mg.), ammonium chloride 10 gr. (650
mg.), chloroform I minim (0.05 ml.), with alcohol 5% and
menthol and flavouring agents.

This is a combination of a cough suppressant, a broncho-
dilator, an antihistamine, and an expectorant. It will no
doubt be fairly effective in relieving irritating cough, and
probably has much the same effect as codeine phosphate
alone or with ephedrine. It is worth bearing in mind that
ephedrine given at night may keep the patient awake.

N.H.S. basic price: 16 fl. oz., lOs. 5d.

Dequadin Pessaries (Allen and Hanburys Ltd.).-Each
pessary contains 10 mg. of dequalinium chloride (deca-
methylene bis-(4-aminoquinaldinium chloride)), and they are
offered for the treatment of vaginitis caused by monilia
(Candida albicans) or trichomonads. Dequadin, which is
not an antibiotic, is effective against a wide range of bacteria
and yeasts. Its value in the treatment of oral thrush has
been reported on, but its efficacy as a trichomonacide has
not yet been confirmed. Two clinical observations are here
pertinent. First, when vaginal moniliasis is diagnosed,
glycosuria should be excluded, as it is a frequent predispos-
ing cause. Secondly, the cure of trichomonas vaginitis
seems to depend more on the length of time for which treat-
ment is conscientiously carried out than on the use of any
individual trichomonacidal drug.

N.H.S. basic price: 30 pessaries with applicator, 6s. 8d.

Correspondence
Antibiotic Therapy for Bronchitis

SIR,-Dr. A. H. Luscombe (Journal, November 15,
p. 1226) need expect no guidance from the Ministry of
Health as to the propriety of prescribing prophylactic anti-
biotics to his chronic bronchitics. He should, however, trans-
late his moral obligation to his patients into practical thera-
peutics. The case for prescribing these drugs is irrefutable.
In this industrial practice in 1956, 5.318 working days were
lost and £2,128 paid in sickness benefit because of acute and
chronic bronchitis. At £50 per annum I can therefore afford
to treat 40 patients regularly with antibiotics and still save
the country 5,318 working days at £2 a day, i.e., £10,000 per
annum.

Dr. Luscombe's dilemma is in fact a false one. His moral
duty to the patients-to treat them as w.l1 as possible-in
no way conflicts with his duty to the community,-i.e., to
make sure that his patients contribute of their best to the
common welfare.-I am, etc.,

Darbishire House Health Centre. H. W. ASHWORTH.
Manchester. 13.

SIR,-Dr. A. H. Luscombe (Journal, November 15,
p. 1226) describes in his letter a problem common to many
of us at the present time. The evidence accumulates that
tetracycline, whether in short or long courses, benefits many
patients with chronic bronchitis. To my mind there can be
no doubt that our first duty is to the patient and that we must
risk conflict with the costing department of the Ministry
of Health. It would be wrong if we withheld a treatment
because of the cost, if the treatment is demonstrably
the best. Moreover, if there is benefit, it does not seem right
to select on economic grounds only those patients who work.
Our dilemma would be lessened if the two pharmaceutical

companies which make the tetracyclines found it possible to

reduce the price. We ourselves can usefully study the
natural history of the disease in order to discover in due
course whether some patients are benefited more than others,
and whether prolonged prophylaxis or treatment in the ex-
acerbation is more appropriate.-I am, etc.,
London, N.W.1. J. P. HORDER.

Antibiotics in Acute Tonsillitis apd Otitis Media
SIR,-Dr. John Fry's article (Journal, October 11, p. 883)

does not seem to have attracted the attention it deserves.
It suggests among other things that rheumatic fever is now
so rare (he has seen no cases in ten years) that there may
be no point in treating sore throats with antibiotics in the
hope of averting rheumatic fever. In this area it is not quite
so rare and there have been six cases in this practice in 12
years, but of these four did not seek medical advice for a
'preceding sore throat and of the two who did one was
treated with a sulphonamide and the other with penicillin;
as they developed rheumatic fever it would seem possible,
therefore, that the damage may be done in the very early
stages of the sore throat and that by the time the patient
seeks treatment it is too late for penicillin to alter the out-
come. The same appeared to be the case in Dr. Fry's
patients with acute nephritis. It would be interesting if
other practitioners could produce figures on this point.
patients whose sore throats are treated with penicillin for ten
days are said not to get rheumatic fever,' but is there ade-
quate evidence that treating them for the four or five days
which Wheatley2 found to be customary in general practice
is equally effective ?

Regarding otitis media, I think one can be fairly certain
that the results reported in the M.R.C. trial' are due not
to penicillin but to decreased virulence of the organisms.
As Dr. Fry points out, the results were much the same
whether antibiotics were used as a routine or not, and in my
own practice in which penicillin is used in less than 10% of
cases without perforation, the results are virtually the same
as those found in the M.R.C. trial. Once perforation has
occurred, it seems reasonable to give antibiotics if the dis-
charge does not rapidly cease, as Poulsen' found that
residual deafness was more or less proportional to the length
of time the discharge persisted; discharge lasting less than
a fortnight did not result in hearing loss, while discharge for
eight weeks or more always led to some degree of deafness.

If one could be sure that the antibiotics were harmless,
the main issue involved would be that of'expense. But are
they harmless ? In examining the new boys at a public
school, I have found that unilateral deafness is both com-
moner and more severe among them than among the local
children. When the latter get otitis media they are not
given routine antibiotics; on the other hand the deaf new
boys at the public school almost invariably give a history
of otitis media treated with antibiotics. This unfortunately
proves nothing, but now that it seems to be accepted that
the sulphonamide treatment of otitis media can be the cause
of deafness, is it not time to consider whether antibiotics
may not sometimes do the same, and whether their use
should not be confined to selected cases ? Whatever treat-
ment is used a certain percentage of cases always have slight
residual deafness, provided that the tests employed are sensi-
tive, though when a whispering test is used the incidence of
deafness is commonly reported to be nil. Wilson,' for in-
stance, found that after penicillin treatment 18% showed
some degree of hearing loss, while on inadequate dosage of
penicillin the figure rose to 35%. Popper,6 who claims to
have seen 93 cases of such antibiotic deafness, states that the
fluid in the middle ear, sterilized by antibiotics, often be-
comes a jelly-like mass which may eventually organize into
fibrous tissue, with consequent loss of hearing.-I am, etc.,

Felsted, Essex. PETER A. WALFORD.
REFESNCES

Bywaters. E. G. L., Practitioner, 1958, 181, 35.
2Wheatley. D.. BrIt. med. J., 1958. 2. 907.
3Medical Research Council. Lancet, 1957, 2, 510.
4Poulsen. 1. P. V., Acta-otolaryngologlca (Stockh.), 1950, 38, 120.
s Wilsor C. P., J. Laryng., 1946. 61, 404.
6Popper, O., S. Air. med. J., 1957. 31, 54.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.5108.1353-b on 29 N
ovem

ber 1958. D
ow

nloaded from
 

http://www.bmj.com/

