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expressed, both to this organisation and
through the media.

GILLIAN M CRAIG
Medical adviser

MICHAEL SMITH
Honorary chief medical officer

Family Planning Association,
London W1N 7RJ

Non-steroidal analgesic and
anti-inflammatory agents

SIR,-According to Professor George Nuki
(2 July, p 39) piroxicam is "now the most
widely used non-steroidal anti-inflammatory
drug world wide" and "appears to be safe"
drug treatment in the elderly, but it is salutary
to report the high incidence of severe conges-
tive heart failure that we have seen in our unit
since adopting it as our first line anti-inflamma-
tory analgesic. Six cases of heart failure have
occurred in patients receiving the drug, and in
thr-e of these (see table) there was a clear
relation between starting piroxicam and the
development of severe heart failure a few
weeks later. Two patients were also taking
stanozolol, another drug known to promote
fluid retention. In the sixth case the diagnosis
of frank heart failure was not made until over
three months after starting the drug, though
diuretic treatment had increased meanwhile.
In none of the six cases was there evidence of
myocardial infarction or any other explanation
for heart failure.
Though fluid retention, with resistance to

diuretic treatment,' is a well recognised com-
plication of any anti-inflammatory drug-and
the caution now included in the data sheet for
piroxicam is more explicit than that for any
other drug of this class2 (with the obvious
exception of phenylbutazone, where oedema is
cited as a contraindication to its use)-we were
surprised how often heart failure occurred in
our patients and how severe it was. It is
notable that two patients had been taking other
anti-inflammatory drugs before, suggesting
that piroxicam may be even more likely to
cause appreciable fluid retention than either
ibuprofen or indomethacin.

Medication once daily has great appeal in
geriatric practice, and as a result piroxicam has
probably been overprescribed. We now think
that it should not be used as a first line drug,
particularly when patients are already on
diuretic treatment. If piroxicam is used for
elderly patients body weight must be closely
monitored. Although fluid retention or heart
failure may be controlled by increasing diuretic

Details of six patients who were taking piroxicam and had heart failure

Time from
Sex Age (years) Previous cardiac problems Previous Dose of prescription to

analgesic piroxicam heart failure (days)

M 79 Old inferior myocardial infarct Paracetamol 10 mg twice daily 15
F 84 Mild congestive heart failure Indomethacin 20 mg in the 20

controlled on Navidrex K I in 25 mg three morning
the morning times a day

1I 86 Congestive heart failure on Dyazide Paracetamol 20 mg in the 40
1 in the morning, prazosin 1 mg morning
three times a day

I 84 Atrial fibrillation and mild Paracetamol 20 mg in thc 46
congestive heart failure on morning
Dyazide 1 in the morning

l 88 Congestive heart failure on Paracetamol 10 mg in the 13
frusemide 40 mg in the morning, morning
spironolactone 25 mg in the
morning

F 87 Congestive heart failure on Ibuprofen 400 20 mg in the 106
Navidrex K 1 in the morning mg three times morning

a day

Dyazide triamtcrene 50 mg and hydrochlorothiazide 25 mg.
Navidrcx K - cyclopenthiazide 250 jig and potassium 8-1 mmol.

treatment rather than by stopping piroxicam,
this may leave the patient with a larger number
of tablets, thus removing one of the advantages
of piroxicam. As Professor Nuki suggested, in
osteoarthritis it may be preferable to use short
acting drugs in short courses or on demand
rather than risk the development of a life
threatening complication.
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Abnormalities of lymphocyte subsets
in polymyositis

SIR,-The findings of Dr Wilhelmina M H
Behan and others (16 July, p 181) are of in-
terest. However, these ratios are also known to
be influenced by cytotoxic treatment,' 2
and it is important to know how many of their
patients with chronic active polymyositis were
receiving azathioprine, cyclophosphamide,
or other cytotoxic agents. An azathioprine
induced decrease, for example, in the number
of T suppressor cells could negate any patho-
genetic relevance of changes in T lymphocyte
subsets.3
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***We sent a copy of this letter to the authors,
two of whom reply below.-ED, BM7.

SIR,-There is no question of the results we
obtained being due to cytotoxic treatment.
Thirteen of the 18 patients studied showed
gross abnormalities of the immunoregulatory
T cells and of these only two were receiving
azathioprine. Both patients were in the chronic
active group. Of particular importance, one of

the two cases was studied before and after the
start of treatment. She was taking azathioprine
100 mg a day and at this dosage although her
total lymphocyte count fell the percentage of
suppressor/cytotoxic cells did not change.
We are familiar with the published reports
about the different effects of cytotoxic drugs on
immunoregulatory T cells but they are not
relevant in this particular study.
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Congenital toxoplasmosis

SIR,-It is a pity that Dr Susan M Hall's
interesting paper on congenital toxoplasmosis
(13 August, p 453) could not have been
extended to cover Scotland. My experience
suggests that congenital toxoplasmosis is
commoner certainly in the Highlands than in
east Sussex. Neither Dr Hall nor Dr Mark
McCarthy (13 August, p 445) mention sheep
specifically in their papers, but abortion is
common in those infected with toxoplasmosis,
and this could be a factor in the difference in
incidence between the still predominantly
agricultural Highlands and the suburban south
east of England.
The figures quoted by Dr Hall would

certainly seem to support her implicit sug-
gestion that congenital toxoplasmosis is
missed or underdiagnosed and that doctors
need to have a higher index of suspicion. I feel
that undue emphasis on the "classic triad" of
chorioretinitis, hydrocephalus, and intra-
cranial calcification may be one of the factors.
In a survey of the mentally handicapped
patients at Craig Phadrig Hospital in 1969-75
none of the patients considered to have
congenital toxoplasmosis had obvious hydro-
cephalus., but eye signs were a good pointer.
One child in particular certainly emphasised
the point that one usually does not find what
one does not look for: he had undergone
extensive investigations in university hospitals
but had not been screened for toxoplasmosis
despite gross chorioretinitis; serological tests
on him and his mother provided the diagnosis
and also relieved her anxieties about an heredi-
tary cause.
Dr McCarthy's comments on methods of

prevention are ambivalent. I would agree that
a change in society's attitudes to cats is needed,
but I have a sneaking feeling that the changes
we want are probably diametrically opposed. I
think that toxoplasmosis, like rubella, is better
acquired before reproductive age and therefore
I would encourage young married couples to
acquire a cat (or better still, for everyone's sake,
cats in the plural) once they have had their
desired number of children so that the said
children have a chance to acquire immunity at
a safe age and also to learn something about
animals and how they should be treated.

PAULA H GOSLING
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Ore,
Hastings TN35 5AA

Cyclical oedema

SIR,-Dr W J Jeffcoate and Dr J R E Davis
(16 July, p 212) propose the interesting
hypothesis that cyclical or idiopathic oedema
may be caused by a defect in peripheral
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