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With the help of expert contributors we print in this section
notes on drugs in common use.

Purgatives
The termiinology surrounding the entire subject of purgation
is far from clear; though what there is about purgative drugs
to stimulate interest in their terminology rather than their
effect is equally obscure. Some authorities refer to them as
purgatives; others as laxatives, aperients, or cathartics.
Others confuse the issue still further by labelling all such
drugs as cathartics, and then grading these " cathartic " drugs
as laxatives, purgatives, or drastics according to the intensity
of their effect. Perhaps the most sensible approach is simply
to apply the term purgative to any drug taken by mouth with
the aim of promoting defaecation, and in this way avoid con-
fusion engendered by the use of synonyms.

Mode of Action
The purgative drugs are customarily divided into three main

groups, bulk purgatives, lubricants, and irritants. Such a
classification is useful, though it undoubtedly over-simplifies
their mode of action.
Bulk Purgatives.-These drugs increase the volume of the

intestinal contents, and by stretching the wall of the intestine
encourage the normal reflex activity of the bowel.

Hydrophilic colloids, such as agar (usual dose 4-16 g.),
psyllium, or methylcellulose (dose 1-15 g.), are indigestible
plant substances which absorb water in the intestine and swell,
increasing faecal bulk and stimulating normal peristalsis.
They generally produce their effect in from one to three hours.
Other indigestible vegetable fibres such as bran produce a
similar effect when taken in large doses, though without the
hydrophilic action of the colloid group. " Saline " purgatives,
such as magnesium sulphate (dose 4-8 g.), and sodium sulphate
in similar dosage, are non-absorbable inorganic salts which
increase the volume of the bowel contents by their osmotic
effect, thus retaining water in the lumen of the bowel. In
this way they too encourage peristaltic activity, generally
producing their effect in from one to three hours.
Lubricant purgatives.-These drugs, as their name implies,

act by softening and lubricating the faeces. By far the most
widely used is liquid paraffin (usual dose 15-30 ml.), a colour-
less, tasteless, largely non-absorbable mixture of aliphatic
hydrocarbons. Another purgative of this type is dioctyl
sodium sulphosuccinate, which acts as a " surface active"
agent, lowering the surface tension of the faeces, allowing
water to penetrate them, and hence softening and lubricating
the faecal mass. It is far less widely used; and some reports
have cast doubt on its ability to cure existing constipation,
thouoh it may have some effect in preventing constipation
from occurring, from the start.'

Irritant Purgatives.-Under this heading are grouped a
number of substances which are described as having a local
" irritant " effect on the intesitinal wall. While the precise
mode of action of many of these drugs remains uncertain, it
is now clear that the term irritant grossly over-simplifies the
way in which many of them act,2 and it is also clear that the
various members of this group act in different ways.

Bisacodyl (usual dose 5-10 mg.) is sometimes referred to
as a " ontact" purgative, since it apparently acts upon the
sensory nerve endings in the mucosa of the bowel wall-an
effect which can be blocked by local application of cocaine.3
Other purgatives such as senna (available in the form of
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sennosides, dose range 14-28 mg.) and cascara (dose
130-260 mg.) are said to stimulate Auerbach's plexus directly,
using emodine (tri-hydroxy-methyl anthraquinone) as their
active principle-though this is disputed by some.4 5 Yet
other irritant purgatives such as castor oil (usual dose
5-15 ml.), which is hydrolysed in the bowel to produce rici-
noleic acid, have their principal effect in the small rather than
the large intestine.
One further possibility which has been raised in the

investigation of the mode of action of the irritant purgatives
relates the action of some of them to an effect on the so-called
" sodium pump." Some studies6 7 have suggested that cascara
and phenolphthalein may act by diminishing the transport of
sodium ions across the colonic mucosa, thereby increasing the
fluid content of the lumen of the bowel and leading to an
increase in peristaltic activity. Unfortunately, this hypothesis
is as yet unproved.

Side-effects

In complete contrast to the controversy which surrounds
the precise mode of action of many of the purgative drugs,
there is growing agreement that their side-effects provide
ample cause for concern. Indeed, the side-effects of purgative
drugs are not to be taken lightly, for they are many and varied
-and have on occasion proved fatal.
Some of these side-effects relate to purgation in general

rather than to any one specific purgative agent. In part this
stems from the difficulty encountered until recently in the
biological assay of some of the purgative drugs, socthat
ostensibly comparable preparations have hitherto shown great
variation in potency, and instances of factitious diarrhoea
occurring after purgation are not uncommon. Associated side-
effects also reported after ithe administration of various
purgatives are water and electrolyte deficiency and protein-
losing gastroenteropathy.8 Even quadriplegia and tetany have
on occasions been attributed to the use of purgative drugs.9

Less serious, perhaps, but far more common, are the vague
lower abdominal discomfort and flatulence associated with
some forms of purgation, and well described by Soper'9 in
over 150 patients. These symptoms are doubly important,
for they lead on to another highly undesirable effect of the
indiscriminate use of purgatives-their effect in obscuring a
more serious illness, so that they may be mistakenly used to
treat serious organic disease. The effect of large doses of
purgatives upon patients suffering from acute appendicitis or
acute intestinal obstruction needs little further comment, other
than that tragedies have occasionally happened.
One further complicating factor in this respect is the addic-

tion to purgatives which some patients develop. It is not
difficult to see how this happens. After the use of a powerful
purgative the entire colon may be emptied, and there is a
subsequent period of a few days during which it fills up again.
During this period of time the patient is of course " consti-
pated." To some patients, whose life seems to revolve around
their daily bowel action, this period of constipation appears
as proof positive of the need for further vigorous purgation.
Thus a vicious circle is quickly established which may be
extremely difficult to break, which the patient may be reluc-
tant to admit, and which may lead to the most unpleasant
consequences. 1I

In addition to these side-effects of purgation in general,
many of the various purgatives suffer from their own peculiar
disadvantages. Anthraquinone derivatives may produce a
brown or red discoloration of the urine, may be excreted in
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the milk of lactating mothers, and may cause melanosis coli.
Phenolphthalein occasionally gives rise to a blotchy rash,
which may be extremely difficult to recognize and treat unless
the patient volunteers information about the ingestion of
phenolphthalein; while sensitivity to this drug has even been
alleged to be responsible for the death of two patients.'2
Liquid paraffin, if ingested in sufficient dosage, is apt to leak
through the anal sphincters, producing a most unpleasant form
of pruritus ani, while paraffinomas in lymph nodes and
diminished absorption of fat-soluble vitamins have also been
ascribed to its use. Nor are the bulk cathartics free from
harm. Large doses of bran have given rise to intestinal
obstruction; and magnesium poisoning has also been reported
-both in children and in adults with chronic renal failure.

Indeed, some of the side-effects of the purgative drugs have
almost a bizarre quality. One patient is alleged to have
developed lipoid pneumonia as a result of swallowing liquid
paraffin in an (unsuccessful) attempt to lubricate the larynx.
Another patient apparently swallowed several types of saline
purgative mixed together in powder form. An ensuing glass
of water " caused his stomach to explode and he was thrown
against a wall."3
Of all the many interesting and unusual complications of

purgatives-particularly the anthraquinone group-none is
more interesting than the " cathartic colonl'4 15 a well-defined
clinical state in which the patient suffers from watery
diarrhoea, weight loss, muscular weakness, and a low serum
potassium level. Recent studies'6 17 have suggested that this
state of affairs may result from damage to the myenteric
plexus of the large bowel, thus providing an additional clue
-albeit an indirect and inconclusive one-to the way in which
these drugs act pharmacologically.

Indications

The habit of taking regular purgatives simply to produce
a daily bowel action has been roundly condemned on
numerous occasions. In view of the side-effects already listed,
it seems almost incredible that the general public-rightly
cautious and critical when assessing the occasional side-effects
of oral contraceptives-should be prepared to consume
potentially hazardous purgative drugs in such enormous
quantities, and should be prepared to administer these drugs
to themselves without any medical consultation. Fortunately,
the habit seems to be on the decline.
The other extreme viewpoint, that purgatives have little or

no place in the treatment of chronic constipation, is equally
foolish. To take just one example, once a diagnosis of mega-
rectum or megacolon is made (in the absence of aganglionosis),
purgatives such as senna and bisacodyl have a considerable
part to play in the restoration of normal bowel habit, both
in the child and in the adult.18 There is, however, a world of
difference between this use of purgatives as part of a careful
therapeutic regimen and their indiscriminate self-administra-
tion " in order to have a good clear out."
Another occasional indication for the use of a purgative

drug is in the treatment of ingested poisons, though this form
of therapy is less frequently used nowadays. Saline purgatives
or castor oil are the drugs of choice in this situation, since
their action is comparatively rapid. In the treatment of
helminthic infections, the combination of a purgative and an
anthelminthic may be particularly effective.
The use of purgatives to empty the bowel prior to colonic

and rectal surgery is also standard practice in many centres,
though the ritual of routine purgation before other forms of

surgery has been largely abandoned. Recently the values of
mechanical bowel preparation prior to large bowel surgery
has been re-emphasized; for it has been shown that many
common postoperative complications are significantly less
likely to occur in patients whose bowel is adequately emptied
before operation. Anthraquinone derivatives, such as senna
and cascara, which act on the large rather than the small
bowel, are particularly suitable for this purpose. Purgatives
may also be used to empty the bowel prior to radiological or
sigmoidoscopic examination-though in this situation locally
administered enemas or suppositories are often more effective.
One further major indication for the use of a purgative drug

is in treating minor but painful ano-rectal disorders such as
haemorrhoids and anal fissures. Frequently patients with
such lesions are reluctant to have their bowels opened on
account of the pain which they expect this will cause.
Rapidly they become constipated, the mass of faeces in the
large bowel becomes hard and abrasive, and the ensuing pain-
ful bowl action serves only to confirm the patients' worst
fears. A vicious circle is quickly established, which ends all
too often with manual evacuation of the rectum under a
general anaesthetic. This circle of events can be prevented
by the timely administration of a purgative, which prevents
the build-up of a hard faecal mass and its subsequent painful
evacuation.
By far the best purgative in this situation is liquid paraffin.

This not only promotes defaecation but softens and lubricates
the faecal mass, thus doubly preventing the pain of which
the patient is so apprehensive. A similar use for liquid
paraffin has been advocated in situations where the patient
must avoid straining at stool, though it is perhaps less widely
used in this context.

In summary, purgative drugs should be administered only
in response to some clear indication; and-equally important
-their use should be discontinued when the indication no
longer exists. The mere satisfaction of an individual's psycho-
logical need for a daily bowel action is not an indication for
purgation; and purgative addiction is far easier to prevent
than it is to cure.
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