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The best-studied treatment for PBC is ursodeoxycholic acid,
which is thought to replace toxic endogenous bile acids, stimu-
late bile acid secretion, and exert local immunosuppressive and
cytoprotective effects.1,4,5,7-9 The value of ursodeoxycholic acid
is controversial: its reported therapeutic benefits in terms of de-
laying disease progression and the need for l iver
transplantation5,10 have not been confirmed by meta-analysis or
systematic review.11,12 Both of these were, however,
criticised13,14 on the grounds that most of the studies included
had follow-up periods of only 2 years. In consequence, some do
not recommend its use,12,15 but others still believe it to be the
treatment of choice.1,7,13,14,16 Its advocates consider that it ap-
pears to be efficacious for about 10 years and improves long-
term survival by delaying the progression of hepatic fibrosis, de-
velopment of oesophageal varices, and the need for liver trans-
plantation. However, it is not effective in the presence of exten-
sive fibrosis or cirrhosis in advanced disease.13,14,16 
Both penicillamine and azathioprine have been used in PBC, but
trials have failed to show any benefit from treatment5-7 and their
use has declined. A systematic review17 identified a significant
increase in the occurrence of adverse effects with penicillamine
and concluded that its use could not be supported for patients
with PBC. Corticosteroids, colchicine, ciclosporin, and chloram-
bucil have also been tried, but toxicity has restricted their use.5,7

They may be of benefit2,4,6,7 when used with ursodeoxycholic ac-
id, although some guidelines5 do not recommend their use. A
systematic review18 of studies with methotrexate concluded that
it tended to increase mortality or the need for liver transplantation
and should not therefore be used in patients with PBC outside
clinical trials. Budesonide7 and bezafibrate1,7 have also been
tried. 
Symptomatic treatment includes the use of bile acid sequestrants,
such as colestyramine, to treat both pruritus and hypercholester-
olaemia. Ursodeoxycholic acid may also improve pruritus in up
to 40% of patients, and rifampicin, phenobarbital, and opioid an-
tagonists are used as second-line therapies.1,4,5,8 Vitamin D and
calcium supplementation will prevent osteomalacia; supplemen-
tation with vitamins A, E, and K may also be necessary.1,4,5,8 Liv-
er transplantation is recommended for liver failure, although
PBC can recur in the allograft.5,13,14,16
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Gallstones. Gallstones (cholelithiasis) occur when mecha-
nisms for the solubilisation of cholesterol or bilirubin fail or are
overcome. They may be divided into those formed of pure cho-
lesterol, which are usually solitary; pigment stones, largely made
up of bilirubin or its derivatives; and mixed stones of cholesterol,
bile pigment, and calcium salts, which form the great majority of
cases seen in the West. 
Gallstones are generally more common in women than in men.
The prevalence also increases with age and obesity, although
rapid weight loss as a result of dieting or surgery is associated
with an increased risk. 
As many as two-thirds of patients with gallstones are asympto-
matic. Symptoms usually relate to the site of the stone although
biliary colic is often present regardless of whether the stone is in
the gallbladder or biliary tract. If the stone blocks the exit from
the gallbladder, inflammation and bacterial infection may follow
(acute cholecystitis), sometimes leading to perforation and sub-
sequent peritonitis. Less commonly, obstruction of the common
bile duct by gallstones (choledocholithiasis) may lead to

cholestasis and jaundice; infection of the bile ducts and septicae-
mia may follow. Pancreatitis may also be associated with gall-
stone disease, and there may be an increased risk of developing
malignant neoplasms of the gallbladder. 
Treatment. Asymptomatic gallstones discovered during other
investigations should not be treated, and even mildly sympto-
matic patients may be managed with analgesics and subsequent
observation. Potent analgesics such as morphine may be needed
in more severe cases (see Biliary and Renal Colic, p.5). In symp-
tomatic patients the preferred treatment for gallstones is surgical
removal of the gallbladder; laparoscopic cholecystectomy caus-
es less postoperative morbidity than open surgery, and has large-
ly replaced other methods of treatment. 
In patients unsuited to, or unwilling to undergo, surgery for gall-
bladder stones, drug therapy, alone or with lithotripsy, may be
considered. 
Exogenous bile acids have been tried in an attempt to dissolve
the cholesterol component of gallstones. Ursodeoxycholic acid is
more effective and is associated with fewer adverse effects than
chenodeoxycholic acid. Combination therapy has also been tried
but this is no more effective than ursodeoxycholic acid alone.
Dissolution of gallstones is slow but can be achieved in about
one-third of cases with the best results seen with small stones.
However, about half of all successfully treated patients will de-
velop further gallstones within 10 years. Studies of prophylactic
bile acid therapy have mostly yielded disappointing results, al-
though such therapy may be of benefit in patients on very-low-
calorie diets, after surgery for weight loss, and in those receiving
treatment with octreotide. 
Somewhat larger stones may respond to extracorporeal shock-
wave lithotripsy, or fluoroscopically guided laser lithotripsy,
which may be more effective. Oral bile acids should then be giv-
en to dissolve the stone fragments. 
Another method that has been used is the direct instillation of a
solvent (usually methyl tert-butyl ether) into the gallbladder,
which dissolves stones within a matter of hours, and is effective
against almost all cholesterol-based stones regardless of size and
number. Care is required to avoid overflow of the solvent into the
common bile duct or the duodenum, where it can cause inflam-
mation. Other solvents, such as ethyl propionate have been in-
vestigated as potentially less toxic alternatives, and edetic acid
has been suggested as a possible solvent for non-cholesterol gall-
stones. As with all non-surgical methods, recurrence is likely. 
Patients with stones in the common bile duct or acute chole-
cystitis require prompt therapy because of the risk of serious
complications; endoscopic sphincterotomy and physical retriev-
al of the stones with a basket or balloon appears to be the pre-
ferred treatment, with open surgery as an alternative. A biliary
stent to allow bile flow around the stone has been used as a tem-
porary measure in patients with stones too large to remove by
endoscopic sphincterotomy. Lithotripsy or infusion of a solvent
such as monoctanoin or methyl tert-butyl ether are possible alter-
natives in patients unfit for surgery. 
In patients who develop cholecystitis or cholangitis antibacterial
therapy may be required (see Biliary-tract Infections, p.164). 
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Preparations
BP 2008: Ursodeoxycholic Acid Capsules; Ursodeoxycholic Acid Tablets; 
USP 31: Ursodiol Capsules.
Proprietary Preparations (details are given in Part 3)
Arg.: Dexo; Solutrat; UDCA; Ursidesox; Ursomax; Urzac; Austral.: Urso-
falk; Austria: Ursofalk; Belg.: Ursochol; Ursofalk; Braz.: Ursacol; Canad.:
Urso; Chile: Solvobil; Ursofalk; Cz.: Ursochol; Ursofalk; Ursosan; Fin.:
Adursal; Fr.: Delursan; Ursolvan; Ger.: Cholit-Ursan; Cholofalk; UDC; Ur-
so†; Ursochol; Ursofalk; Gr.: Ursofalk; Hong Kong: Ursofalk; Ursosan;
Hung.: Ursofalk; India: Udiliv; Indon.: Estazor; Pramur; Urdafalk; Urdahex;
Irl.: Ursofalk; Israel: Ursofalk; Ursolit; Ital.: Benursil†; Biliepar; Coledos†;
Desocol; Desoxil; Deursil; Dissolursil; Epasol†; Fraurs; Galmax†; Lentorsil†;
Litoff; Litursol; Tauro; Tudcabil†; Urdes; Ursacol; Ursilon; Ursobil; Ursoda-
mor; Ursodexil†; Ursodiol; Ursofalk†; Ursoflor; Ursolac†; Ursolisin; Urso-
proge†; Jpn: Urso; Ursosan†; Malaysia: Ursofalk; Mex.: Ursofalk; Neth.:
Ursochol; Ursofalk; Norw.: Ursofalk; NZ: Actigall; Ursofalk; Philipp.: Ur-
sofalk; Pol.: Proursan; Ursocam; Ursofalk; Ursopol; Port.: Destolit; Urso-

falk; Rus.: Ursosan (Урсосан); S.Afr.: Ursotan†; Singapore: Ursofalk;
Spain: Ursobilane; Ursochol; Swed.: Ursofalk; Switz.: De-ursil; Ursochol;
Ursofalk; Thai.: Udihep; Ursofalk; Ursolin; Turk.: Ursofalk; UK: Destolit;
Urdox; Ursofalk; Ursogal; USA: Actigall; Urso.
Multi-ingredient: Austria: Lithofalk†; Ger.: Lithofalk; Urso Mix†; Gr.:
Lithiofalk†; Ital.: Bilenor; Jpn: Cabe 2; Eki Cabe.

Urtica
Brännässleblad (nettle leaf); Brennessel; Dilgėlių lapai (nettle
leaf); Kopřivový list (nettle leaf); Liść pokrzywy (nettle leaf); Nok-
kosenlehti (nettle leaf); Ortie; Ortie dioïque; Ortie, feuille d’
(nettle leaf); Ortiga; Pokrzywa zwyczajna; Stinging Nettle; Urtica
dioica; Urticae folium (nettle leaf).

Pharmacopoeias. In Ger. and US (both specify the root and
rhizome of Urtica dioica). 
Eur. (see p.vii) includes the leaf of Urtica spp. and also a form of
Urtica dioica for homoeopathic preparations. 
Br. includes a form of Urtica urens for homeopathic prepara-
tions. 
Ph. Eur. 6.2 (Nettle Leaf; Urticae Folium). The whole or cut
dried leaves of Urtica dioica, Urtica urens, or a mixture of the 2
species. It contains a minimum of 0.3% for the sum of caffeoyl-
malic acid and chlorogenic acid expressed as chlorogenic acid
(C16H18O9 = 354.3), calculated on the dried basis. 
Ph. Eur. 6.2 (Common Stinging Nettle for Homoeopathic Prep-
arations). The whole, fresh, flowering plant of Urtica dioica. Pro-
tect from light. 
BP 2008 (Urtica Urens Herb for Homeopathic Preparations ).
Fresh leaves and flowers of Urtica urens. The plant produces an
itchy, burning sensation. 
USP 31 (Stinging Nettle). The dried roots and rhizomes of Urti-
ca dioica (Urticaceae), and may contain Urtica urens, known in
commerce as dwarf nettle, as a minor component. It contains not
less than 0.8% of total amino acids, not less than 0.05% of sito-
sterol, and not less than 0.003% scopoletin (C10H8O4 = 192.2),
calculated on the dried basis. Store in airtight containers. Protect
from light.
Profile
Urtica (Urtica dioica) has been used in herbal medicine, mainly
for urinary-tract and rheumatic disorders. Urtica urens has been
used similarly. 
Homoeopathy. Urtica has been used in homoeopathic medi-
cines under the following names: Common stinging nettle; Urti-
ca dioica; Urtica urens; Urt. u.
Preparations
Proprietary Preparations (details are given in Part 3)
Austria: Uro-POS; Braz.: Imuno Max; Cz.: Koprivovy Caj, Koprivova Nat;
Zihlava†; Ger.: Arthrodynat N†; Asendra†; Azuprostat Urtica†; Bazoton;
Flexal Brennessel; Hox Alpha; Natu-lind; Natu-prosta; Pro-Sabona Uno†;
Prosta-Truw; Prostaforton; Prostagalen; Prostaherb N; Prostamed Urtica;
Prostaneurin†; Prostata; Prostawern; Rheuma-Hek; Rheuma-Kapseln; Rheu-
ma-Stada†; Serless†; Uro-POS; Urol pros; Urticaprostat uno†; Urtipret†;
Urtivit; utk; Pol.: Prostaherb N; Urtix; Switz.: Valverde Prostate capsules.
Multi-ingredient: Austral.: Cough Relief†; Extralife Flow-Care; Haemo-
Red Formula; Infant Tonic†; Irontona; Urapro†; Vitatona; Austria: Anaemo-
doron; Berggeist; Florissamin†; Florissamol†; Menodoron; Mentopin; Pros-
tagutt; Prostatonin; Species Carvi comp†; Braz.: Prostem Plus; Canad.:
Allercept†; Ultra Quercitin; Cz.: Abfuhr-Heilkrautertee†; Diabeticka Cajova
Smes-Megadiabetin; Nephrosal†; Perospir†; Prostakan Forte; Prostatonin†;
Pulmoran; Species Urologicae Planta; Stoffwechseltee N†; Fr.: Fitacnol†;
Ger.: Combudoron; Presselin Nieren-Blasen K 3†; Prostagutt forte; Prosta-
tin F†; Uvirgan N†; Vollmers praparierter gruner N; Winar†; Hong Kong:
Calmiderm; Ital.: Biothymus DS; Pluvio; Prostaplant; Sebacnol†; Shamday
Antiforfora†; Malaysia: Cleansa Plus†; Prostakan†; Mex.: Prosgutt; Pol.:
Alliofil; Herbaton; Immunofort; Naturapia Prostata; Nefrobonisol; Seboren;
Urofort; Rus.: Herbion Urtica (Гербион Уртика); Prostagutt Forte
(Простагут Форте); S.Afr.: Combudoron; Enzian Anaemodoron Drops;
Menodoron; Spain: Natusor Artilane†; Switz.: Combudoron; Prostagutt-
F; Prostatonin; The a l’avoine sauvage de Vollmer; Tisane Diuretique; Tisane
pour les problemes de prostate; UK: Sinose.

Usnea Barbata
Barba de capuchino.
CAS — 125-46-2 (usnic acid).

(usnic acid)

Profile
Usnea barbata is a lichen. It contains usnic acid, which is report-
ed to have antimicrobial activity. Usnea barbata extract, usnic
acid, and copper usnate have been used in topical preparations.
Adverse effects. Two patients developed severe hepatotoxicity
believed to be associated with usnic acid contained in a multi-
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