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Medicine and Sport

Prescribing for sportsmen in training
The problem

Dr P L Thomas, honorary medical officer for the British rowing
team, wrote posing the following problem:
To stop athletes using anabolic steroids before major competi-

tions random dope tests were introduced in the taining period.
Over the past three years the Amateur Rowing Association, funded
by the Sports Council, has undertaken random tests.'

In February 1984 the Sports Council's drug advisory committee
issued guidelines to all governing bodies ofsports.2 It recommended
that, "the finding of any drug or one of its major metabolites in a
body fluid will constitute an offence and the offender will be penal-
ised. The penalties imposed are for the governing body to determine
after the circumstances of the case have been investigated. It is
recommended that an offender should be banned for life.... Any
person assisting or inciting others to drug abuse shall be considered
as having committed an offence against the governing body rules,
and shall be subject to disciplinary action."
Over the past two years two rowers have been found to have

codeine and pseudoephedrine in their urine, taken as over the
counter cures for diarrhoea and a cold. These results led to reports
in the national press oftwo positive dope tests in rowing. This year a
rower was refused treatment with pseudoephedrine for acute maxil-
lary sinusitis on the grounds that it would be detectable in random
tests.

If an athlete comes to me while training, and not just before a
competition, do I risk the possible displeasure ofmy defence body
in refusing treatment or do I treat and risk incurring the wrath of a
governing body? (At least in competition the athlete has the option
ofwithdrawing from the contest ifhe or she-prefers to take the drug
recommended.)
A general practitioner, a pharnacologist, and a physician offered

their solutions.

The general practitioner's response
Dr Thomas is right to highlight some ofthe absurdities ofmodern

sport. As competition becomes keener and the timing of results
more accurate it is necessary for the organisers to try to keep ahead
of the rule breakers and rule benders. My knowledge of rowing is
minimal, but the lack of use of anabolic steroids has placed our
canoeists at a definite disadvantage in international competition in
recent years. It is in an attempt to remedy such a situation that
random testing is advocated. There can be little doubt that some
national authorities will use these procedures to favour their athletes
while others will fulfil their obligations in the spirit ofthe code of-the
control ofdrug abuse in sport.
The International Olympic Committee's Medical Commission

have classified the banned substances according to their mode of
action. It would seem reasonable to accept their recommendation
for the-following: (1) "psychomotor stimulants"; (2) "miscellaneous
central nervous system stimulants"; and (3) "anabolic steroids." It
is in the other two categories-(4) "sympathomimetic amines, such
as pseudoephedrine"; and (5) "narcotic analgesics such as codeine"
-that Dr Thomas's problem lies. Does pseudoephedrine really
work? Some ear, nose, and throat consultants would recommend it,
but many regard it as useless. Substitutes for codeine could surely
be found quite easily; aspirin and paracetamol are really quite
effective for pain and there are better treatments for diarrhoea.

My thinking is that the high class athlete these days knows, or
should know, the rules. It is his responsibility to query a drug with
the doctor, and I cannot imagine that suitable substitutes cannot be
found. I do not see that the defence societies are involved in this
issue at all.-K G DICKINSON

The pharmacologist's response

Writing personally, and not as a representative of the Sports
Council's drugs abuse advisory group of which I am a member, I
think that the question Dr Peter Thomas raises regarding the use of
drugs by athletes while training is ofobvious importance not only to
the serious sports competitor requiring drug treatment but also to
his doctor. I also think, however, that the problem has been over-
simplified.
At present an accredited laboratory normally analyses samples

sent by a sports organisation and will issue a report identifying any
drug, or its relevant metabolite, banned by the International
Olympic Committee's Medical Commission should one be found in
any of the samples. The laboratory makes no distinction between
those samples collected at a competition and those collected at other
times when reporting the finding of a drug. The sport concerned
must decide, on receiving the laboratory report, what action it
should take. The sport will normally notify the athlete concerned so
that he will have an opportunity to present his own side of the case
and to have the reserve sample analysed. Only after this procedure
has been followed can "drug abuse" be considered to have been
proved and the competitor penalised.
Dr Thomas distinguishes between the use ofbanned drugs taken

just before a competition and those taken during a training period
by stating that-an athlete has the option of withdrawing from a
competition if taking drugs in contravention of the rules of that
sport. No doubt, in addition to the cheating aspect, he appreciates
thatmany ofthese drugs can produce side effects and that there is an
increased risk of the occurrence ofan adverse event precipitated by
the exertion of competition. He must be aware that the exertion of
training may be equal to or often greater than that experienced
duringmany competitions. Hismainworry, however, is presumably
whether an athlete should be denied the most -appropriate drug
treatment because of his membership of a sports organisation. It is
likely that, should treatment with a banned drug be indicated,
refraining from training as well as competition might also be
appropriate. Clearly, this is a matter that should be discussed with
the individual before a course of treatment is initiated.

This general problem is being discussed at some length in sports
circles, and I have taken part in a number of these discussions. It is
envisaged that a medical declaration could be sent to the medical
advisor ofthe sport concerned as soon as a course oftreatment with a
banned substance is contemplated. Should a declaration be received
only after a banneddrughad beenfoundandthe competitor notified,
the sport is likely to view the case less sympathetically than it might
when given prior notification. The sport may well wish to differen-
tiate between short acting drugs and long acting drugs, such as
pseudoephedrine and anabolic steroids. In any case, I believe that it
would be unwise for a sport to penalise an offender without careful
consideration of the circumstances.

I am pleased that Dr Thomas has raised this subject and hope that
it will lead to further discussion and to sensible decisions being
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made by all sports organisations. I believe, however, that in most
cases suitable treatment of a disorder may be achieved by selection
from the very many drugs not banned in sport.-D A COWAN

The physician's response

I do not think there is necessarily a dilemma in this particular
case. I think it would be irresponsible to treat "and be damned."
Clearly, the patient's interests should be uppermost, and one of the
most important things to an athlete is that he should continue to
compete in his chosen sport. With a minor ailment such as sinusitis
treatment can be given without using banned drugs. Although
pseudoephedrine or ephedrine nasal drops are often used for sinus-
itis, alternatives such as Friars' Balsam inhalations, antihistamines,
and antibiotics, when there is sign of infection, are accepted
management by ear, nose, and throat departments. Occasionally,
otorhinolaryngological referral may be necessary for antral wash-
out. I would choose this form oftreatment for the case described and
would not accept that this is not the best. I am sure it is possible to
invent cases where theoretically a banned drug was the treatment of
choice. Careful explanation to the athlete in this circumstance
would then be required. He or she should be informed that such a
drug may be detected in the urine and could lead to problems with
their supervising sports body. The patient's decision may then be to
elect to stop training or refuse treatment. It would probably be wise
for the athlete to inform his sports association that he was taking
such a drug.
What would happen to an athlete in training if urine tests showed

a banned drug that was being given legitimately by his general
practitioner? I understand that this would not necessarily lead to an
automatic exclusion. The sports body concerned would take into

account the doctor's reason for prescription of the drug, and this
would weigh in the athlete's favour. It is the clinician's duty,
however, to make sure that there is a cast iron reason for prescrip-
tion ofa banned drug to an athlete in training and that all concerned
are informed.

In conclusion, I do not think this is an area that is as black and
white as Dr Thomas makes out. It is possible to use other drugs
without detriment to this patient. If there are rare occasions- when
a banned drug is required, informing all concerned should not
necessarily lead to dire consequences for the athlete's future.
C G CLOUGH
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Lesson ofthe Week

Multiple subaxial subluxation of cervical spine: a side effect of
corticosteroids?

N A DUNN, N J LEWIS-BARNED, J K LLOYD JONES

Multiple subaxial subluxation of the cervical spine occurs predomi-
nantly in patients with inflammatory joint disease, usually rheuma-
toid arthritis, or after trauma. We describe a woman who developed
multiple subaxial cervical subluxation and cervical myelopathy in
the absence ofinflammatory disease.

Case report

A 63 year old retired schoolteacher complained ofpain and stiffness in her
cervical spine of two years' duration. For two months she had suffered

Rheumatic Diseases Unit, Harlow Wood Orthopaedic Hospital, Harlow Wood, Nr
Mansfield, Nottinghamshire, NG18 4TH

N A DUNN, MA, MRCp, senior registrar
N J LEWIS-BARNED, MB, Bs, senior house officer
J K LLOYD JONES, MA, FRCP, consultant

Correspondence to: Dr N A Dunn.

Any patient who develops neck pain while receiving
long term treatment with corticosteroids should
be examined for possible subaxial subluxation of the
cervical spine

distressing paraesthesiae, weakness, and clumsiness of both hands. She had
had asthma for 25 years, treated continuously with oral corticosteroids.
On examination she was plethoric but not Cushingoid. Movement of her

cervical spine was painful and limited in all directions. Heberden's and
Bouchard's nodes were noted in the distal and proximal interphalangeal
joints respectively of all her fingers, but there was no clinical evidence of
inflammatory joint disease. She had weakness of grip of both hands with
dim nution of sensation to fine touch and pinprick. Position sense was
unimpaired. Reflexes were enhanced in all limbs with normal muscle tone
but equivocal plantar responses.

Full blood count and erythrocyte sedimentation rate, liver function
values, and protein electrophoresis were all within normal limits. The Rose-
Waaler and latex tests for IgM rheumatoid factor gave negative results and
IgG rheumatoid factor was not detected. Radiographs of hands and feet
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