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Adequate patient care requires that there is accurate informa-
tion about drugs supplied by prescription, but in addition a
careful inquiry must be made about drugs taken as self-medi-
cation, which half of the patients in this study had taken recently.
In a survey of the population of a working-class estate Jefferys
et al.7 found that 660% ofthe subjects interviewed has taken drugs
as self-medication in the previous month. It is of interest that
whereas the information from the practitioner about prescribed
drugs was inadequate and there was no information about drugs
taken as self-medication the transfer of information about
emergency drugs was excellent. This latter finding was also
noted by Barnes and Hoile.3 It should be emphasized that the
effects of drugs may persist for days and that the transfer of
details about all drugs, and not just emergency drugs, is neces-
sary.
The information on the allergic status of patients was un-

satisfactory and confirms the finding of de Alarcon and Hodson2
that no reference to drug allergy status was made in their
random sample of 500 letters from case notes. The present study
shows that in communications about drugs a clear differentiation
must be made between true drug allergy and adverse reactions
to drugs.
Most of the drugs not mentioned by the practitioners have

been implicated as causes of iatrogenic disease or may be in-
volved in drug interreactions-for example, sedatives, hypnotics.
analgesics, and antacids. Seidl et al.8 showed that adverse
reactions to drugs were present on admission in 5%0 of patients.
The deficiencies in communication brought to light by the
present study suggest that this may be an underestimate. Seidl
et al. also found that almost half of the adverse reactions to
drugs prescribed in hospital occurred in the first three days in
hospital and especially on the first day. These studies confirm
the difficulties associated with performing clinical drug trials

both in the community and during brief admissions to hczpital.
A study of the transfer of information about the drug therapy of
patients discharged from hospital is required.
The findings of this study indicate that an efficient system is

required in general practice to record, handle, and transfer
information about prescribed drugs and drugs taken as self-
medication and about the allergic status of the patient. The
patient's clinical record should contain an easily accessible area
which should serve as a focus for all information about drugs,
and this should be brought up to date at each contact that the
patient has with any doctor. Any patient receiving more than
two prescribed drugs should be encouraged to carry a card with
details, not only of the drug type prescribed but also of dosage
and recommended time of administration. The transfer of
information about drugs must be improved if effective treatment
is to be given and if iatrogenic disease is to be prevented or
recognized.

We wish to thank Professor A. G. Macgregor, Dr. P. D.
Bewsher, and Dr. C. D. Needham for permission to interview
patients under their care.
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Today's Drugs
With the help of expert contributors we print in this section notes on drugs in common use

Which Drugs for Which Rheumatic Disorder?

British Medical J'ournal, 1972, 2, 39-42

With all the information available as to drug action in the
rheumatic diseases, the clinician is left with the difficult task of
having to select one or more for his particular patient. Which
drug is he going to select? This is extremely difficult, and
depends very much on the following factors: (1) the diagnosis;
(2) the phase, stage, and extent of the disease; (3) the patient's
likes and dislikes; (4) presence or absence of dyspepsia or other
gastro-intestinal symptoms; (5) the side effects of the drug in
question; and (6) possible inter-reaction between the various
drugs he may be taking.
The essential difference between applied pharmacology and

therapeutics is that, though twenty mice may behave in a very
similar manner on a given dose of one drug, human beings
behave notoriously differently, and what works like a charm in
one proves toxic or fails miserably in another. It is this that
makes therapeutics so interesting, and at the same time so
difficult.

Rheumatoid Arthritis and Similar Inflammatory
Arthropathies

In rheumatoid arthritis the drugs usually required are: (1) a
suitable anti-inflammatory agent, usually taken at regular
intervals; (2) analgesics to be taken in addition as required for
pain; (3) possibly long-acting drugs such as gold or the anti-
malarials. Penicillamine is undergoing clinical trials; (4)
psychotropic drugs-that is, antidepressants, sedatives, tran-
quillizers; and (5) drugs aimed to help general health-for
example, vitamins, iron etc.

ANTI-INFLAMMATORY DRUGS

Among the primary choice is usually aspirin, provided the
patient will tolerate it. Taken only occasionally it acts as an
analgesic, but for antirheumatic-that is, anti-inflammatory-
effect dosage must be high and given regularly every three to
four hours. Aspirin is therefore the first choice-5 to 6 g a day
in divided dosage. All preparations have much the same side
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effect3. All may produce some gastrointestinal bleeding, but in
most cases this is not accompanied by any symptoms.

If patients are unable to tolerate full dosage of aspirin this
may be reduced to a smaller dosage as the patient improves, but
if patients cannot tolerate aspirin in any form at any dosage
level then other substances will have to be used. The most
popular forms of aspirin are soluble aspirin, glycinated aspirin
(Paynocil), aloxiprin (Palaprin Forte), and different forms of
buffered aspirin. The form most commonly used is either
soluble or ordinary aspirin.

Pyrazoles

The pyrazoles, phenylbutazone and oxyphenbutazone, are

effective anti-inflammatory agents as they exert an even, pro-

longed, and fairly continuous action, which is helpful to the
patient with persistent and recurrent symptoms. A danger here
lies in the development of blood dyscrasias, and though these
are relatively rare they do occur. Patients on pyrazoles should
therefore be watched closely for any signs of intolerance, and
blood counts should be done periodically, including platelet
counts. They should not be used in patients with incipient
heart failure without the use of diuretics at the same time or

water-loading may occur.

It is customary not to give the pyrazoles in conjunction with
gold salts, as both drugs may depress the bone marrow. In
spite of these dangers, which are relatively rare, these drugs
continue to be popular and are widely used. It is very seldom
necessary in rheumatoid arthritis to give more than 300 mg, or

at the most 400 mg, a day in divided dosage. The pyrazoles,
both phenylbutazone and oxyphenbutazone, may be given in
suppository form, 250 mg per rectum. The former is available
as an intramuscular injection, 600 mg in lignocaine, and in a

buffered and enteric-coated form also.

Indomethacin

Indomethacin is another effective anti-inflammatory agent. It
may be given without the dangers to blood-forming organs that
the pyrazoles carry, but it may cause several other side effects-
various cerebral sensations, dyspepsia, headaches, and occasion-
ally purpura. All the anti-inflammatory agents may in fact
produce gastrointestinal symptoms and rashes on occasion.
Indomethacin may be given by mouth, 25 to 50 mg with food
two or three times a day, and at night to cover night pain and
early morning stiffness. It may be given with food on retiring,
75-100 mg by mouth, or as a 100-mg suppository. Night-time is
often the worst time for the rheumatoid sufferer, and some

night cover of this type is often necessary, as otherwise the
patient, restless and pain-racked, wakes in the morning ex-

hausted, in extreme pain, and unable to get out of bed because
of stiffness.

Corticosteroids

The corticosteroids, prednisone and prednisolone being the

preparations most commonly used, are employed much less

today than they were previously, but in conservative dosage-
that is, 6 mg or less in the 24 hours-they may exert effective
antirheumatic action without producing overdosage effects or

signs of adrenal suppression. Such a dose will not benefit any
but the milder cases, but 2 to 2-5 mg eight-hourly or 5 mg on

retiring will often help the rheumatoid sufferer considerably.
The danger lies in the patient or her doctor increasing this

dosage, when inevitably side effects will eventually occur.

Corticotrophin is best used for resistant cases while under

close observation in hospital. An acute inflammatory episode
may be controlled in this way, either by ACTH gel intra-

muscularly, or by the synthetic substance tetracosactrin given
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every one to two days. It is probably wise to keep to a low dosage;
0 1 or 0 25 ml (0 1-0 25 mg) of tetracosactrin intramuscularly
every two days is usually effective, but symptoms tend to
escape in the last twelve hours of this period. It is wise not to
exceed a total dosage of 1 mg weekly.

Intra-articular injections of corticosteroids after aspiration of
the swollen joint or joints is often effective, not only in treating
an inflammatory cycle, but also in having a general systemic
"tonic" effect.

ANALGESIC DRUGS

The analgesic group of drugs are less likely to upset the gastro-
intestinal tract. Codeine phosphate is a weak analgesic and
causes constipation. It is not very effective, and dihydrocodeine,
one or two tablets (30-60 mg) taken as required, oftenl proves
superior and less constipating. This dosage taken at night often
has a slightly sedative effect which is beneficial. Dihydrocodeine
may also be given by intramuscular injection, 50-100 mg.
Pentazocine, 25-75 mg by mouth or 30-60 mg by intramuscular
or subcutaneous injection, will often prove helpful, but the oral
preparation is relatively weak.

Dextropropoxyphene, either in single form (Doloxene, 65 mg
per capsule), or delayed action form (Depronal S.A., 150 mg
every 8-12 hours) may be given, or Distalgesic (which contains
dextropropoxyphene hydrochloride, 32-5 mg, and parace,tamol
325 mg in each tablet), two to be taken as required. Parace-
tamol, 0 5-1-5 g at a time, is well tolerated by the alimentary
tract in most cases, and it is only very rarely toxic to the liver or
kidneys.

LONG-ACTING AGENTS

Gold salts are useful in acute inflammatory rheumatoid disease
where there is little irreversible change. The tendency today is
to give longer courses, and to keep maintenance doses going for
many months or even years to keep up the improvement effected
in the first few weeks or months of treatment. Sodium auro-
thiomalate (Myocrisin) is the usual preparation given in doses of
10-50 mg by intramuscular injection every one, two, or three
weeks, close checks being kept on skin, buccal mucosae, urine,
and, in particular, blood and platelet counts. The antimalarials,
chloroquine or hydroxychloroquine, are effective antirheumatic
agents, but are less popular than they were because of the toxic
effects they may have on the retinae. Penicillamine is still at the
stage of clinical trial, and is not at this time official therapy. The
same applies to the immunosuppressive agents such as azathio-
prine, mercaptopurine, and cyclophosphamide, descendants
of the cytotoxic agents such as nitrogen mustard tried in some
centres and generally abandoned in the early 1950's.

PSYCHOTROPIC AGENTS

Of the psychotropic agents antidepressants are perhaps the most
useful. It is wise to give one without sedative effects in the day-
that is, imipramine, and one with these effects at night-that is,
trimipramine or amitriptyline. Any of the ordinary sedatives
are useful at night, provided the patient does not become over-
sedated and therefore more stiff and painful in the morning.
Small doses of barbiturates, diazepam (Valium) or chlordiaze-
poxide (Librium) may be helpful if used as tranquillizers in the
day, and diazepam in larger dosage at night to promote sleep.

DRUGS TO HELP GENER4L HEALTH

The selection of a suitable iron preparation is a matter of
personal choice. Intravenous or intramuscular preparations
may be used, but the large-dose rapid infusion method has been
largely given up because ot toxic reactions.

 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.2.5804.39 on 1 A
pril 1972. D

ow
nloaded from

 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL 1 APRIL 1972

In rheumatoid arthritis treatment in every individual case is a
matter of personal trial and modification. One patient may prefer
flufenamic acid or mefenamic acid to any of the above and do
better on it, while a few patients derive benefit from the rela-
tively non-toxic ibuprofen.

Ankylosing Spondylitis

The most useful drugs in the treatment of ankylosing spondylitis
are phenylbutazone, oxyphenbutazone, and indomethacin, the
first two because they exert a prolonged even action which is
particularly helpful in the stiff, active, young man who suffers
considerable pain every hour of every day. To enable the
spondylitic to live his life and do regular exercises to keep him
supple and at work, it is essential in most cases to give an
effective anti-inflammatory analgesic agent. The symptoms are
often worse at night, and as with rheumatoid arthritis 5 mg of
prednisolone on retiring, or 100 mg of indomethacin in sup-
pository form (or 75-100 mg by mouth with food), helps
immensely at night-as may in some cases Depronal S.A.
dextropropoxyphene hydrochloride).

In some cases two, or even three, of these substances may be
given together (indomethacin, prednisolone, and dextropropo-
xyphene), but usually one or the other suffices. In the day
indemethacin is given as required with food, the average total
daily dose being 50-75 mg. Phenylbutazone or oxyphenbutazone
is effective over the 24 hours, and these are perhaps the most
effective drugs in this disorder, the dosage ranging with either
substance from 100-400 mg daily. The greatest dangers in this
group of drugs are agranulocytosis, thrombocytopenia, and
aplastic anaemia, and though rare all have been reported.

Gout

In the treatment of gout it is wise to give an effective loading
dose within the first hour of the attack, as the longer the attack
is left untreated the more resistant it seems to become. Some
patients prefer phenylbutazone, 600-800 mg on day one in
divided dosage, the dosage being thereafter gradually reduced by
100 mg or more each day. In resistant cases one may give
1 g immediately, either by injection or by mouth, followed by one
further dose of 200-300 mg, further doses being given as re-
quired, the rationale being to saturate the plasma proteins
within the first few hours. Indomethacin works more quickly,
and it may be given as a suppository at night (100 mg) and
capsules, 25-50 mg twice or three times in the day with food,
the dosage being gradually reduced as the attack comes under
control.

Colchicine in my experience is much less effective and fre-
quently causes diarrhoea. The usual dosage is 1-2 mg at once,
and 0-5 mg thereafter every two to three hours, though in many
cases it is wiser to proceed more gently with 1 mg at once and
0 5 mg hourly for four doses, then 0 5 mg two to three hourly,
reducing the dosage as the attack comes under control, and
stopping if violent diarrhoea occurs, as it not infrequently does.
Though corticosteroids are occasionally helpful in gout it is
usually only in a very persistent attack which does not respond
to other agents that they are required. This is true also of
corticotrophin.
Of the long-term agents probenecid has proved its worth in

the twenty years it has been in general use, and it has also
proved to be relatively non-toxic. Sulphinpyrazole (Anturan)
appears to give approximately the same therapeutic results, as
does Urelim (ethebenecid), but the popular long-term agent
of the moment is allopurinol. This is the preparation of choice
in patients with renal dysfunction or where uric acid calculi have
been or are being passed, and where there is a high urinary
excretion of uric acid. All these long-term drugs are in general
well tolerated.
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Polymyalgia Rheumatica and Cranial Arteritis

In both of these disorders small but effective doses of cortico-
steroids are by far the most effective therapeutic agents. They
give dramatic and rapid relief, and in the latter case will prob-
ably prevent ocular complications. Analgesics may be used as
required in addition, but an effective dose of a corticosteroid
such as prednisolone is essential.

Osteoarthrosis

In this disorder the popular drugs are aspirin, paracetamol,
dextropropoxyphene, phenylbutazone, oxyphenbutazone, and
indomethacin. In a minority of cases flufenamic or mefenamic
acid, or ibuprofen, are preferred. Intra-articular injections of
corticosteroids, unless there is considerably synovial reaction in
the joint, are much less effective than they are in rheumatoid
arthritis. The choice of drugs depends essentially on tolerance
and patient preference.

Systemic Lupus Erythematosus

In this disease all but the mildest cases are helped by corti-
costeroids; indeed, these are essential and often lifesaving. The
small dosage used in rheumatoid arthritis is here inadequate
and has to be increased to the dose which works-20 to 60 or
even 100 mg or more daily if necessary. Prednisolone and
prednisone are the preparations in most common usage. There
is evidence that the immunosuppressive agents are helpful and
allow the dosage of corticosteroids to be reduced-azathioprine,
mercaptopurine, and cyclophosphamide, for instance, have all
been reported to be effective. They are, however, potentially
toxic and should be used only if corticosteroids in usual dosage
are ineffective or produce unpleasant or dangerous side effects.
Chloroquine or dihydrochloroquine may help control skin
manifestations. In using other drugs for symptomatic control
one should keep in mind the fact that these patients are notor-
iously prone to drug reactions.

Other Diseases

POLYARTERITIS NODOSA

Therapy is here essentially symptomatic. While in the early
more acute inflammatory stages corticosteroids may be effective
and helpful, later on in the disease they may not only be useless
but actually potentially harmful by causing Cushingoid compli-
cations and occasionally aggravating hypertension. They
remain, however, the main therapeutic agents in this disorder.

PROGRESSIVE SYSTEMIC SCLEROSIS

The same general remarks apply here regarding corticosteroids,
which remain the most effective agent in acute inflammatory
phases, but are otherwise potentially harmful. Drug therapy in
general is unhelpful in these cases.

POLYMYOSITIS AND DERMATOMYOSITIS

Prednisolone will improve most patients but not all, and side
effects may be troublesome. It is important to remember that
the clinical picture of dermatomyositis may be a manifestation
of an underlying malignant process.

Conclusion

There are not very many effective drugs at our disposal
for treating the rheumatic disorders. Some, such as penicillamine
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and the immunosuppressive agents, are in general still at the
stage of clinical trial. Some patients will tolerate almost any
drug non ad nauseum, while others react adversely to everything,
including placebos. While in many of the rheumatic disorders
one can to some extent generalize about appropriate drug therapy,
in others one cannot. A disorder such as rheumatoid arthritis may
last a few days or fifty years, affect one or sixty joints, and may be

severe, painful, and prostating or may only cause mildly
annoying symptoms. It may have definite systemic effects and
prove fatal, or may be merely a painful nuisance; it may be a
soul-destroying disorder which precipitates suicidal attempts,
or may come and go in mild palindromic form. Therapy in such
a disorder is obviously a personal affair between patient and
physician and there are no fixed rules.

Any Questions?
We publish below a selection of questions and answers of general interest

Post-traumatic Parkinsonism

What is the incidence and the clinical picture of post-
traumatic Parkinsonism, and are there any criteria by which
this type of Parkinsonism can be differentiated from
"primary Parkinsonism"?

The aetiology of Parkinsonism is controversial. Idiopathic
Parkinsonism or paralysis agitans, with its characteristic
clinical picture of facial masking, a slow shuffling gait, plastic
or cogwheel rigidity in the limbs with akinesia, and a tremor
of static or action type in the limbs (to describe a typical
and severe case), is weil recognized. Pathological changes are
usually maximal in the substantia nigra. The aetiology of
this degenerative disorder is unknown. In the variety of the
disease which occurs as a sequel of encephalitis lethargica
the clinical features may be similar but mental changes are
more common. autonomic dysfunction may be prominent,
and oculogyric crises occur only in this variety of the disease.
Syndromes resembling Parkinsonism may result from

chronic manganese intoxication and from the rare genetically-
determined disorder, usually called corticostriatonigral de-
generation, in which dementia, signs of corticospinal tract
dysfunction, and muscular wasting of the lower motor
neurone type in the limbs often occur in addition to those
features of extrapyramidal dysfunction which superficially
resemble those of Parkinsonism. Similarly, a number of the
clinical features described, presumed to result from damage
to the basal ganglia and substantia nigra, may be seen in
patients suffering anoxic brain damage as a result of carbon
monoxide poisoning, cardiac arrest, or other similar factors.
In such cases there is, as a rule, evidence (dementia and
variable spasticity) resulting from damage to the cerebral
cortex.

Severe closed head iniury with diffuse brain damage may
be accompanied by clinical features, including some degree
of facial masking and variable rigidity in the limbs, which
are to be regarded in the broadest sense as being Parkin-
sonian in type. In such cases, however, there are invariably
associated features indicating that other parts of the brain
in addition to the basal ganglia have been damaged. In such
post-traumatic cases there is usually variable degrees of im-
pairment of intellect, memory, and personality as well as
associated signs of corticospinal tract dysfunction. In the so-
called "punch-drunk" syndrome of the professional boxer,
intellectual impairment and emotional lability are generally
prominent, though lack of facial expression, hypersalivation,
a shuffling gait, and limb rigidity are Parkinsonian features
which are commonly present. The syndrome of athero-
sclerotic Parkinsonism, resulting as a rule from widespread
cerebral atherosclerosis and hypertension with multiple minor
ischaemic softenings of the brain, frequently gives rise to a
slow shuffling gait resembling that of Parkinsonism, but in
such cases there are often disturbances of speech, swallowing,
and of emotional control suggesting pseudobulbar palsy, and

the limb reflexes are generally exaggerated and the plantar
responses flexor.
Hence though there are many disease processes affecting

the brain in which clinical features resembling Parkinsonism
occur, those listed above, and in particular those which occur
as a sequel to cerebral trauma, differ in certain essential
characteristics from idiopathic paralysis agitans and from the
post-encephalitic variety of the disease; the latter are the
only two disorders which most authorities accept as being
embraced by the Parkinsonian syndrome.
1 Pallis, C. A., British Medical Yournal, 1971, 3, 683.

Treatment for Acne Scarring

What is the best treatment for scarring of the face resulting
from severe acne?

The short answer is the use of cosmetics. Great hopes were
held out several years ago for skin planing using wire brushes
rotated at high speed (dermabrasion), but though this treat-
ment may still be in vogue in some places it has virtually
been abandoned in Britain. It may, however, have some place
in smoothing out a rough or pitted surface to make a better
base for the cosmetician to work on. The same effect may be
achieved by freezing the skin with liouid nitrogen or with
carbon dioxide and acetone slush. As in so many situations
prevention is better than cure and one of the main reasons
for treating active acne vulgaris is that treatment appears to
minimise scarring even though the control of the disease at
the time may have been imperfect.

Maximum Daily Dose of Insulin?

What is the maximum daily amount of insulin which may be
given to a patient with diabetes? If large doses fail to reduce
the blood sugar, what further treatment can be adopted?

There is no maximum and amounts up to 7,000 units daily
have been used in patients with insulin resistence. Indeed
the "bold use of insulin"' is the mainstay of treatment on
such occasions. Careful and repeated attempts should be
made to find a cause for the resistance, though this is not
always possible. Infection (by far the commonest cause),
endocrine abnormalities, hepatic disease, and blood dyscrasias
should be excluded. A change to a different variety of soluble
insulin can be tried. Corticosteroids can be given in the
usual doses: their effect is sometimes dramatic. In most
patients, resistance of this degree is temporary and care
should be taken to avoid hypoglycaemia in the recovery
period.
I Mains, J. M., Clinical Dibetes Mellitus, London, Eyre and

Spottiswoode, 1968.
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