
The role of surgery in mixed superficial and deep
venous incompetence is less clear. In unselected patients
with combined superficial and deep incompetence,
superficial surgery without postoperative compression
failed to improve venous hypertension or achieve ulcer
healing.25 However, where the deep incompetence was
limited or “segmental” improvements in healing were
achieved.26 Ambulatory venous pressures may help to
identify patients who would benefit from surgery. Virtu-
ally no research has been done on prophylactic surgery
to prevent ulceration in at risk patients with superficial
venous incompetence.

Future research
Research is currently focused on the role of superficial
venous surgery and the use of cultured skin allografts.
The level of compression needed to optimise healing
should be explored. On a microvascular level, the
wound healing process is thought to be directed by a
variety of cell derived soluble factors, including
cytokines (growth, regulatory, and chemotactic factors)
and proteolytic enzymes (proteases); these will inevita-
bly become future targets for specific treatments.16 Ulti-
mately, our focus should move from treating active
ulcers to the prevention of ulceration by identifying at
risk populations. Prevention would undoubtedly be
cheaper than cure and would also improve quality of
life for patients with chronic venous hypertension at
risk of ulceration.
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Interactive case report
A 64 year old woman with knee pain: case presentation
P Tugwell, A M O’Connor, N A Santesso

Mrs Patell is a 64 year old woman with osteoarthritis
of the right knee. A year ago, her general practitioner
had recommended up to 4000 mg/day of paraceta-
mol (acetominophen) for pain localised at the medial
compartment of the knee. Mrs Patell had been taking
the paracetamol but had forgotten that her general
practitioner had mentioned that it should not be taken
with alcohol. She has recently seen a newspaper article
warning people about the risks of chronic use of anal-
gesics. The article warns against liver damage when
taking high doses of paracetamol in association with
alcohol.

After reading the newspaper article she became
worried, because she enjoys a cocktail before dinner
and shares a bottle of wine while eating with her
husband. She knew she needed to take something; her
pain was intolerable with lower doses and the pain also

This case is fictional but was developed from several
real cases. It was commissioned to contribute to the
special issue on harms that will be published on 3 July
2004.
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limits her abilities to help her husband with routine
tasks around the house.

Her friend recommended trying non-steroidal
anti-inflammatory drugs for pain relief because these
drugs have no alcohol restrictions. The non-steroidal
anti-inflammatory provided better relief than the para-
cetamol, but her pharmacist warned her that it could
cause serious bleeding problems. Confused, Mrs Patell
seeks advice from her general practitioner.

Her general practitioner agrees that she needs a
chronic analgesic but points out that there are benefits
and risks from high doses of both paracetamol and
non-steroidal anti-inflammatories. He explains the
concept of the “number needed to treat” and tells her
that, compared with placebo, the number needed to
treat for improvement in pain at rest is 2 with up to
4000 mg of paracetamol and 1 with non-steroidal anti-
inflammatories.1 He also tells her that there are case
reports of serious liver toxicity in people taking thera-
peutic doses of paracetamol; some authorities have
associated the toxicity with alcohol,2 3 but the
association is controversial (Nick Bateman, personal
communication, 2004). In addition, a recent review of
the literature about non-steroidal anti-inflammatories
cites the chance of hospital admission or death due to
a serious gastrointestinal event at up to 16 per
thousand a year.4

To further explain the evidence about the benefits
of the treatment options to Mrs Patell, her general
practitioner uses a diagram5and grades the strength of
the scientific evidence using platinum (strongest), gold,
silver, or bronze (weakest) ribbons (figure).6 The
diagram shows the effect on 1000 people with no
treatment, 4000 mg/day of paracetamol, and non-
steroidal anti-inflammatories.

If 1000 people did not have any treatment over the
next year, then about 90 would improve on their own
(silver) and no one would have serious side effects due
to treatment. If 1000 people like her took up to 4000
mg/day of paracetamol for one year, then about 730
people would improve (silver), as was the case for Mrs
Patell. However, about 1 person, who also consumed
the same amount of alcohol as Mrs Patell, might
develop liver damage, which could lead to death in a
fifth of cases (bronze).2

The evidence suggests non-steroidal anti-
inflammatories may work better for her than para-
cetamol and she would be able to drink alcohol, but
they also have a higher chance of serious side effects
than paracetamol. Her general practitioner concludes
that the choice depends on the importance Mrs Patell
places on the improved pain relief with non-steroidal
anti-inflammatories compared with their harms. Mrs
Patell says she definitely needs treatment, but she is not
sure what to choose. She wants more time to think it
over and asks for written information. In the
meantime, she will go back to using paracetamol and
try to reduce her alcohol intake.

We thank George Wells and Joan Peterson for help with the
calculations.
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This is the first of a
three part case
report where we
invite readers to
take part in
considering the
diagnosis and
management of a
case using the rapid
response feature on
bmj.com. Next week
we will report the
case progression
and in four weeks’
time we will report
the outcome and
summarise the
responses.

Questions

1 In Mrs Patell’s case, which option has the most
favourable benefit:harm ratio?

2 Does it make a difference to you whether you
think of the benefit:harm ratio as number needed
to treat versus number needed to harm or
number/1000 benefiting versus number/1000
harmed?

3 How would you satisfy Mrs Patell’s desire for more
information?

Please respond through bmj.com

What happens to 1000 people with osteoarthritis of the knee if they
try an option for 1 year

Taking
paracetamol

Without
treatment

90 people feel better
on their own without
drugs

No one has serious
side effects from taking
a drug for the pain

910 people do not
feel better

Taking
NSAIDs

Silver

Platinum: Evidence from a well done review of the results from at least 2 randomised controlled studies

Gold: Evidence from 1 or more randomised controlled studies.These studies test what happens to people
who are randomly given or not given treatment 

Silver: Evidence from controlled and observational studies. These studies test what happens to people
given or not given treatment. The decision is not random and it is hard to know whether the treatment  
directly caused what happened to the people in the study
Bronze: Evidence is from expert opinions and experience or from stories of what happened to someone
taking a treatment

730 people feel better
with paracetamol

1 person may develop
serious liver damage
which can cause death
if they drink 4-5
glasses of alcohol a
day with paracetamol

269 people do not
feel better

Silver

Bronze

890 people feel better
with NSAIDs

13 to 16 people may
go to hospital or die
from bleeding stomach
ulcers caused by
NSAIDs

94 people do not
feel better

Gold

Silver

Diagram using a block of 1000 figures to describe benefits and harms of treatment for
osteoarthritis of knee. Each dot stands for one person. NSAID=non-steroidal anti-inflammatory
drug
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