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Non-steroidal anti-inflammatory
drugs prescribe with caution

VERY year 20 million prescriptions are written for non-steroidal anti-
inflammatory drugs in Great Britain (about 5% of all National Health Service

prescriptions).' A recent study has shown that for 85%o of patients on long term
non-steroidal anti-inflammatory drugs the treatment was initiated by their general
practitioner.2 However, reports from the Committee on Safety of Medicines claim
that this group of drugs is responsible for 25% of all yellow card reports on suspected
adverse reactions, the most common being gastrointestinal reactions.'

Hypertension, heart failure, renal impairment and upper gastrointestinal irritation
can all be aggravated by these drugs. The above study revealed that 46%o of patients
on long-term non-steroidal anti-inflammatory drugs had one or more of these
conditions and that 38/o of the study population were taking medicines which could
interact with non-steroidal anti-inflammatory drugs.2 Somerville and colleagues3
claim that elderly patients admitted with a bleeding peptic ulcer were twice as likely
to be taking a non-steroidal anti-inflammatory drug other than aspirin when
compared with an age-sex matched group of controls. Experimental studies suggest
this is because the drugs interfere with the synthesis of the prostaglandins that inhibit
gastric acid secretion.4 Non-steroidal anti-inflammatory drug ingestion has also
been shown by endoscopy to cause gastro-mucosal erosions in 31%o of patients with
osteoarthritis or rheumatoid arthritis.5 Although Jick and colleagues have
questioned the association between non-steroidal anti-inflammatory drugs and
perforated peptic ulcer,6 this study has been criticized for using a self-selected group
and not controlling for age.7'8

Experience with benoxaprofen and the osmosin formulation of indomethocin has
shown that it is crucially important when assessing adverse reactions to non-steroidal
anti-inflammatory drugs to focus on the way in which the drugs affect older people,
for whom they are commonly prescribed. The chronic nature of rheumatoid and
osteoarthritis means that the drugs may be taken continuously for long periods and
in the case of benoxaprofen, serious adverse reactions occurred after up to nine
months on treatment. Perforated peptic ulcer has been shown to be more common
in elderly females and several studies have shown a strong association between
ingestion of these drugs and perforated peptic ulcer in the elderly.9"0 Post-
menopausal women may be particularly at risk because of a lack of circulating
oestrogens and progesterones which would normally increase the production of mucus
in the stomach." Steele and colleagues2 have shown that a significant proportion
of patients. receiving repeat prescriptions for non-steroidal anti-inflammatory drugs
were elderly females.
There is a need for a more coordinated and planned evaluation of the safety of

this group of drugs than at present. But evaluating the safety of a whole group of
medicines rather a single drug is difficult; data will need to be collected on a large
scale as part of routine work and present methods of surveillance are unable to do
this. A recent Drugs and Therapeutics Bulletin'2 discussed the limitations of yellow
card reports on non-steroidal anti-inflammatory drugs to the Committee on Safety
of Medicines. While it attempts to draw some conclusions it also points out that
inaccuracies arise from the reporting of suspected reactions. For example, lack of
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complete cross-referencing in the Committee on Safety of
Medicines' records since 1980 means that several reports may
relate to the same incident. Doctors too vary in their willingness
or their appreciation of the need to report adverse reactions.
In addition, to compare adverse reports for a particular drug
the number of scripts issued for the drug in question needs to
be known. At present this is based on a 5%o sample of all
prescriptions issued and does not take into account such fac-
tors as dosage, duration or patient's age.

There have been pleas from various sources for more rational
prescribing of non-steroidal anti-inflammatory drugs in general
practice.'2-'5 While the Committee on Safety of Medicines feels
that ibuprofen' may possibly be less toxic than other non-
steroidal anti-inflammatory drugs there is little clear-cut evidence
on safety and efficacy when making comparisons among these
drugs.
We know that certain patients are placed at considerable risk

when a non-steroidal anti-inflammatory drug is prescribed and
there are several points which general practitioners should take
into account before initiating or continuing non-steroidal anti-
inflammatory therapy:

1. Try simple analgesics first.
2. Start at the lowest dose.
3. Think twice before prescribing to an elderly patient.
4. Explain possible side effects to patients and warn them to

stop the drug if they occur.
5. Take into account the patient's weight when considering the

dose.
6. Counsel the patient on smoking and alcohol and provide

dietary advice.
7. Monitor closely renal function and electrolyte balance in

patients with cirrhosis, congestive heart failure, renal disease
and gout.

8. Monitor blood pressure in all patients, especially known
hypertensives, to detect any increase caused by non-steroidal
anti-inflammatory therapy.

9. Avoid if possible prescribing to patients with recent peptic
ulceration and prescribe with caution to patients with a
history of indigestion or peptic ulceration in the past.

10. Do not issue repeat prescriptions to patients without regular
assessments.

Of course, concern about the safety of this group of drugs
needs to be balanced by an appreciation of the benefits which
they provide. It was possible to restrict the use of

phenylbutazone only when other less toxic anti-inflammatory
drugs became available. Careful surveillance of existing and new
anti-inflammatory drugs is required to establish which are the
safest to prescribe and general practitioners can contribute to
this process by reporting all adverse reactions to the Commit-
tee on Safety of Medicines.

KEITH STEELE
Senior Lecturer, Department of General Practice,

The Queen's University of Belfast
DREW GILLILAND

Lecturer, Department of General Practice,
The Queen's University of Belfast
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Counsellors in general practice
IT is a characteristic of primary care that people seek help for
problems that are physical, psychological and social, and often

for a combination of two or three.
How much of general practice work is psychosocial is

disputed, partly because of the problems of classification
what one doctor legitimately labels as dyspepsia another can
code as depression. Nevertheless, it is clear that the minimum
amount of work which is associated with emotional disturbance
is about 7%, as this is recorded even by doctors who clearly tend
to make organic diagnoses. Some practitioners believe that as
many as 30%7 of the problems that they see are primarily
emotional in origin.
Such problems include unhappy marriages, trouble at work,

bereavement and unsatisfactory relationships. It was Balint'
who first threw light on the nature of these problems and the
need for general practitioners to be sensitive to them, and his

work led to doctors looking more critically at their own skills
and feelings and their ability to handle these feelings.
The Balint approach has greatly influenced the development

of British general practice and it remains true that a vast number
of patients can be substantially helped by general practitioners
using skills that in the past were described as brief psychotherapy
but which today are increasingly recognized as the skill of
counselling. An editorial in the Journal in 1980 suggested that
counselling was an essential part of general practice and that
the skills and techniques it required were specially suited to doc-
tors working in the front line of medical care.

However, as doctors have become more aware of the need for
counselling, so counsellors, often with origins as diverse as mar-
riage guidance, psychiatry or social work, have been emerging
as professionals in their own right with their own association,
code of ethics and methods of work.
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