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Anti-inflammatory drugs in
management of spondylosis
In 1976 we drew attention to the uncertain rationale in the use of
anti-inflammatory drugs in the management of osteoarthritis.' We
pointed out that osteoarthrosis is not an inflammatory process per
primum, though focal inflammatory changes may occur from time
to time in any given joint probably brought about by the products
of cartilage degradation. Despite this information, available in stan-
dard orthopaedic texts, anti-inflammatory drugs are widely ad-
ministered to patients with osteoarthrosis at considerable cost and
to no clear benefit. Indeed, indomethacin has been indicted on more
than one occasion for accelerated deterioration of the hip joint in
osteoarthrosis.2) This is probably attributable to the known in-
hibitory effect of this drug on cartilage' and bone metabolism., We
consider that the published findings represent only the tip of the
iceberg.

Methods and results

The dearth of information and the unbelievable paucity of controlled
clinical trials for the usc of anti-inflammatory drugs in spondylosis prompted
us to carry out a double-blind cross-over trial using indomethacin, flurbi-
profen, and placebo in the trcatment of symptomatic lumbar spondvlosis
in adults. Such a trial has not been reported previously. Twenty-four
patients were studied; all had chronic symptoms of back pain, leg pain, or
both attributable to this disorder, but none were in an acute episode at
the time of the trial. Patients received each of the drugs or placebo for
two weeks, and the sequcnce of administration was planned to minimise
carry-over effects. Indomethacin was administered at 150 mg daily and
flurbiprofen at 300 mg daily.

Eleven of the 24 patients in the trial showed no measurable response to
the drugs used. Overall, flurbiprofen was found to be statistically no more
effective than placcbo in producing patient-assessed pain relief. Indo-
methacini was more effective in relieving pain than flurbiprofen, but it had
a much higher incidence of adverse side effects than flurbiprofen, which
was similar to placebo. Slight improvement in spinal flexion, straight leg
raising, and response to the femoral nerve stretch test was observed with
indomethacin and flurbiprofen, but not with placebo. The improvements
in each of these manoeuvres could not be considered as clinically important
gains. No correlation was found between the response to the anti-inflam-
matory drugs and the patient's age, sex, or degree of spondylosis as judged
by radiographic criteria. How much of the patient response to drugs was
due to analgesia and how much was attributable to a direct anti-inflammatory
effect could not be gauged by our study.

Comment

The indiscriminate use of non-steroidal anti-inflammatory drugs
is a cause for wider concern when one considers the size of the back
pain population or rather, patients with back pain due to intrinsic
spinal disorders-namely, spondylosis, disc prolapse, spondylolisthesis,
spinal-canal stenosis, "mechanical inadequacy," and postural ab-
normalities. In our unit, which devotes its clinical activities almost
entirely to spinal disease and disorders, nine out of 10 patients who
present with pain due to existing spinal disorders have previously
been given anti-inflammatory drugs and two-thirds of them have
received indomethacin. What then is the rationale of administering
anti-inflammatory drugs to a patient with spondylosis, the most
commonly encountered cause of spinal pain in the cervical and
lumbar regions ? The mechanism of pain production in spondylosis
is poorly understood unless there is radicular disease at a foraminal
level. The posterior apophyseal joints may show osteoarthrotic changes
in spondylosis and even though they are non weight-bearing articu-
lations they may be responsible for part of the clinical picture. There
is no evidence for an inflammatory process of a widespread nature
throughout the lumbar or cervical regions in active spondylosis.
Clinical observations indicate that changes are quite focal.

We conclude that unless inflammatory foci in the lumbar spine
associated with spondylosis are shown to be at least dampened by
systemic anti-inflammatory drugs there can be no place for their
routine use in the treatment of the disease. If, as we suspect, indo-
methacin inhibits proteoglycan synthesis in disc tissue as it does in
articular cartilage, then long-term administration of this agent may
cause more harm than good.
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Lyme arthritis appearing outside
the United States: a case report
from Switzerland

Erythema chronicum migrans is an erythematous macule or papule
that is thought to result from the bite of Ixodes ricinus, a tick very
common in Europe.' Erythema chronicum migrans has been reported
in most European countries.2 It may be associated with a mono-
articular or oligoarticular arthritis that occurs weeks to months after
the skin lesions, and has been termed "Lyme arthritis." Since the
first description of this new rheumatic disease,3 all the other obser-
vations have been made in the USA. We report a European case
corresponding to the diagnostic criteria for Lyme arthritis.4 To our
knowledge this is the first documented case recorded outside the
USA.

Case report

A 68-year-old retired woman living in Payerne, a small town 45 km
north of Lausanne, was bitten by an "insect" on the right thigh in August
1979. She developed a red papule, which in six weeks formed a large circle
24 cm in diameter. She had a dull pain at the area of the bite but no pruritus,
fever, or headaches. Erythema chronicum migrans was diagnosed on
22 September 1979. The patient was given oral penicillin and the erythema
faded quickly.

In mid-October 1979 she developed pain and stiffness in the right knee
joint but was not seen by a rheumatologist until May 1980. Examination
showed appreciable swelling of the right knee with local tenderness and a
slight limitation of passive mobility, but no other abnormality. Erythrocyte
sedimentation rate was 11 mm in first hour. Arthrocentesis yielded 15 ml
of straw-coloured synovial fluid with 3-5 x 109 leucocytes/l (mainly poly-
morphonuclears); no crystals were seen on polarised light microscopy, and
cultures were sterile. Ten days later there were 5 ml of synovial fluid with
3-2 109 leucocytes/l. Agglutination titres against Coxiella burnetii were
negative. Radiography of the knee was normal. Sulindac was given for three
weeks and the swelling disappeared, but in the ensuing months mild pain
persisted.

In March 1981 a follow-up showed no joint abnormality. Tests for
rheumatoid factor and antinuclear antibodies were negative. The transient
synovitis of the knee joint was diagnosed retrospectively as Lyme arthritis.
A questionnaire was sent to 14 patients in whom erythema chronicum

migrans had been diagnosed between 1977 and 1980 in the dermatology
clinic. Thirteen replied that they had had no joint pain after the skin
eruption. One patient, a 45-year-old woman, said that nine months after
an erythema chronicum migrans affecting the right leg she had suffered
from pain in both knee joints, the left one having been swollen for several
weeks. She had not consulted a physician, however, and the pain had
subsided spontaneously after three months.

Comment

In our first patient there was no history of rheumatic complaints
and no pertinent data to explain the origin of the arthritis; the tem-
poral relation to erythema chronicum migrans and the subsequent
disappearance of the symptoms made the diagnosis of Lyme arthritis
very likely. It was base-d on clinical evidence as no specific tests are
available.4 In the second case the diagnosis of Lyme arthritis can
only be implied.
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