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Errata

Vol. 50, No. 1, page 152: In section 5, Place of Sulfasalazine in Therapy, the next to last paragraph should read: ‘In conclusion,
sulfasalazine is an effective DMARD which offers a good trade-off between efficacy and toxicity in the treatment of
RA. However, direct comparisons with methotrexate are yet to be conducted. Sulfasalazine may offer a more prompt

onset of action . . .".

[Rains CP, Noble S, Faulds D. Sulfasalazine: a review of its pharmacological properties and therapeutic efficacy in the treatment of
rheumatoid arthritis. Drugs 1995; 50 (1): 137-56] )

Vol. 50, No. 3, page 434: In table VI the dosage of ceftriaxone in the studies by Thomas et al. and Niebuhr et al. should read Ceftriaxone
2g od (once daily).

[Adu A, Armour CL. Drug utilisation review (DUR) of the third generation cephalosporins: focus on ceftriaxone, ceftazidime and
cefotaxime. Drugs 1995; 50 (3): 423-9]
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