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PINK LADY

Sophia Loren and Jayne Mansfield, Romanoff’s restaurant, Beverly Hills, April 1957.



“I do like a cocktail, a pink lady, before dinner!”
Jayne Mansfield, 1961.

In 1957, Sophia Loren was the up and coming next “big thing” in Hollywood. ...but not if
Marilyn Monroe’s, greatest rival for the title of America’s Queen of “blond bombshells”,
could help it! Her name was Jayne Mansfield, perhaps not as well remembered today as
Marilyn who has since been turned into an icon of Twentieth century popular culture,
however in the 1950s Jayne was every bit as big, if not more so, than Marilyn. Film
actress, playboy playmate and centrefold, nightclub entertainer, model, and
photographers dream, Jayne was the original pin up girl.

Sophia Loren’s introduction into the world of 1950s Hollywood was quite a shock - the
moment was captured in one of the Twentieth century’s most famous, or perhaps more
correctly, most infamous images. Paramount had organized a huge welcome party for the
Italian starlet. Anyone who was anyone in Hollywood was there. And then last to arrive
of all was Jayne Mansfield. She was not, however, to be outdone by Sophia, she was
determined to steal the show. And she did.

She wore a dress that was so low cut, it positively strained to contain her braless 40D
sized breasts. The Press were spellbound, falling over each other in order just to get near
her. In a frenzy of flash photography, the “paparazzi” had been born. In a none too
subtle gesture to show who was still “Queen,” Jayne immediately walked over to
Sophia’s table to “introduce” herself. It was at that instant that one of the most iconic
images of the Twentieth century was taken. A dumfounded Sophia is seen discreetly
catching a look at her rival just at the instant the flash bulbs had gone supernova- but it
was the direction of her glance, that summed up the whole risqué affair. When
photographers crowded around the table to “interview” Jayne she deliberately rose and
leaned forward while giving her “answers” - the original prototype of all later
“wardrobe malfunctions”. The photograph was distributed by the United Press
International syndicate soon after the event and became an instant worldwide sensation.
It was a sobering introduction to Hollywood for Ms. Loren!

Many years later reporters would ask Sophia about “the” photograph. “Many, many
times | was given this photo to autograph”, Sophia related, “but I never would. I didn’t
want to have anything to do with it! ”. But there was also another reason she refused to
autograph the picture. This was also out of respect for the memory of her rival. Jayne
Mansfield was tragically killed in car crash on 29th of June, 1967. She was just 34 years
old. If there was perhaps one thing Sophia had over her early rival, it was class.

Jayne Mansfield was identified with many iconic motifs, (apart from her chest), one being
her love for the colour pink. The dress she wore the night she met Sophia Loren, was of
pale pink satin and the drinks that she ordered were “Pink Ladies” .

The exact origins of the famous “Pink Lady” cocktail are uncertain, as is its original
“true” ingredients, although most recipes include three sine qua non components, gin,
grenadine and egg white. It was certainly popular in the roaring twenties and during the



Prohibition era in America, when it became the world’s first girlie drink, but it was Jayne
Mansfield who made the Pink Lady, legendary, and ensured it for posterity.

In the ED we have our very own “Pink Lady”, though not exactly as palatable as the one
made famous by Ms. Mansfield. Like the original, the exact recipe is uncertain and
subject to variation over both time and place. Our ED Pharmacist colleagues have long
frowned upon our practice of prescribing this cocktail on our drug charts. We must avoid
the temptation of writing “Pink Lady”, and strictly adhere to proper behaviour. We must
record the exact agents to be given Xylocaine 2% Viscous and Gastrogel as well the
exact amounts to be given for each. But even despite repeated admonishments, the
shameful practice of prescribing “Pink Lady” nonetheless continues, like some primal
instinct - the compulsion seems irresistible. Perhaps it’s the alluring pink colour, perhaps
it’s just simply easier. The allure of the Pink Lady is powerful indeed, and as Ms Loren
discovered in 1957, primal compulsions can be extraordinarily difficult to control!

Jayne Mansfield answering questions from the Press, April, 1957.
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Introduction

“Pink Lady” (or “Pink Mix”) is a colloquialism long used in the city of Melbourne, (and
possibly elsewhere within Australia and New Zealand).

It is a “cocktail” combination of 2 medications:

1. Xylocaine 2% Viscous (trade name in Australia - Aspen )
° Lignocaine hydrochloride 2% (active ingredient).

And

2. Gastrogel (trade name in Australia - Fawns & McAllan).
° Aluminium hydroxide gel

° Magnesium trisilicate



° Magnesium hydroxide

Both these solutions have a pink colouration - hence the traditional designation - Pink
Lady, (named for the traditional cocktail of the same name).

Mylanta (not pink) is sometimes used instead of Gastro Gel (but the resultant cocktail in
this situation, still remains pink, due to the xylocaine solution).

The cocktail is commonly used in the ED for presumed or possible dyspepsia and/or
gastroesophageal reflux symptoms. It is effective for these conditions.

It is also commonly used as a diagnostic aid to differentiate chest / epigastric pain;
namely cardiac verses a GIT cause.

However this has limited utility, as a supposed response to pink lady cannot be used to
definitively exclude a cardiac cause for chest / epigastric pain (or any other serious
pathology for that matter). Pain is a very subjective sensation, and placebo effects of
medications can be significant.

Distinguishing ischemic from oesophageal chest pain can be difficult on clinical
grounds. Both ischemic cardiac chest pain and the pain associated with gastro
oesophageal reflux can share very similar characteristics such as a sense of dyspepsia
and both can respond not only to antacid cocktails but also to nitrates.

Caution must therefore be exercised in interpreting the response to pink lady in
undifferentiated chest pain presentations in the ED setting.

What is more important is the overall clinical risk profile, each patient carries for IHD
(or other serious pathologies); and ultimately only specific definitive investigations can
exclude these conditions.

It should be noted that Pharmacists discourage the charting of “Pink Lady” (or
equivalent) on drug charts. This is a colloquial term without a standard definition.

The combination should be specifically be recorded as Xylocaine 2% viscous and
Gastrogel and the exact doses (in mls) for each should also be recorded.

History

The exact origins of the famous “Pink Lady” cocktail is uncertain, as is its original
“true” ingredients, although most recipes include three sine qua non components, gin,
grenadine and egg white.

It was certainly popular in the roaring twenties and during the Prohibition era in America,
but it was Jayne Mansfield who made the Pink Lady, legendary, and ensured it for
posterity.



The ubiquitous ED cocktail, “Pink Lady”, derives its name from the cocktail made
famous by Ms. Mansfield.

Preparations
Xylocaine viscous as:
Bottles of 200 mL solution (aqueous, pink viscous liquid):

° 2% lignocaine hydrochloride monohydrate 21.3 mg/mL = lignocaine
hydrochloride 20 mg/mL)

Gastrogel as:

Liquid:
° 150 mL
° 500 mL

Pink Lady is a combination of the above 2 medications:
1. A local anaesthetic:
Xylocaine 2% Viscous (trade name in Australia - Aspen )

It is an aqueous topical anaesthetic specifically formulated for use on mucous
membranes.

° Lignocaine hydrochloride 2% (active ingredient).
And exipients:

° Methyl hydroxybenzoate

° Propyl hydroxybenzoate

° Sodium hydroxide

° Saccharin sodium

° Cherry extract FACHE 59130 (PI: 2395)

° Carmellose sodium

° Purified water

2. An Ant-Acid:



Gastrogel (trade name in Australia - Fawns & McAllan).

° Aluminium hydroxide gel
° Magnesium trisilicate
° Magnesium hydroxide

Mechanism of Action

Xylocaine 2% viscous:

° Lignocaine reversibly interrupts impulse conduction in peripheral nerves and
stabilises excitable cell membranes by blocking sodium channels, thus inhibiting
depolarisation.

Gastrogel:

) Antacids react chemically to neutralize or buffer existing quantities of stomach

acid but have no direct effect on acid output.

This increases the pH of stomach contents, providing relief of hyperacidity
symptoms.

Antacids also increase intra-oesophageal pH and decrease pepsin activity, thereby
relieving gastroesophageal reflux.

Antacids may also increase lower oesophageal pressure.

Aluminium containing antacids have a cytoprotective effect on the gastric
mucosa that may be due to stimulation of prostaglandin secretion, thus providing
protection against mucosal damage caused by corrosive agents such as aspirin and
alcohol.

Combinations of antacids containing aluminium compounds with magnesium
salts offer the advantage of balancing the constipating qualities of aluminium
and the laxative qualities of magnesium.

Simethicone acts as an anti-flatulent by reducing surface tension of the stomach
contents.

Pharmacodynamics

Xylocaine 2% viscous:

The onset of action of Xylocaine 2% Viscous occurs within 3 - 5 minutes on
mucous membranes.



Its low surface tension ensures an even film over the surface of the mucous
membrane so that the Xylocaine 2% Viscous comes into close contact with the
total surface.

High viscosity ensures sufficiently prolonged contact with the mucous membrane.

It is ineffective when applied to intact skin.

Gastrogel:

Antacids can provide rapid relief from hyperacidity symptoms - this is in
distinction to H2 antagonists and PPIs which may take longer (days) for maximal
effects - an important educational point for patients.

In the neutralisation process, insoluble aluminium and magnesium compounds
are slowly and perhaps incompletely converted to aluminium or magnesium
chloride salts.

The onset of action is dependent on the ability of the antacid to solubilise in the
stomach and react with the hydrochloric acid.

Aluminium hydroxide and magnesium trisilicate have a slow onset but
prolonged duration of action

Magnesium hydroxide has a fast onset but short duration of action.

Pharmacokinetics

Xylocaine 2% viscous:

Absorption:

Lignocaine may be absorbed following topical administration to mucous
membranes.

Its rate of absorption and amount of dose absorbed will depend upon:

v Concentration

v Total dose administered

v Duration of exposure.

v The specific site of application

vy In general, the rate of absorption occurs most rapidly after
intratracheal administration.



vy Lignocaine is well absorbed from the gastrointestinal tract but little
intact drug appears in the circulation because of
biotransformation in the liver.

Distribution

The plasma protein binding of lignocaine is dependent on drug concentration, and
the fraction bound decreases with increasing concentration.

At concentrations of 1 - 4 microgram free base/mL, 60 - 80% of lignocaine is
protein bound.

Binding is also dependent on the plasma concentrations of the alpha-1-acid
glycoprotein.

Lignocaine crosses the blood brain
Lignocaine can cross the human placenta.

Lignocaine is distributed into human breast milk in small amounts only.

Metabolism and excretion:

° Lignocaine is metabolised rapidly by the liver, and metabolites and unchanged
drug are excreted by the kidney.
Approximately 90% of lignocaine is excreted in the form of various metabolites.
The primary metabolite in urine is a conjugate of 4-hydroxy-2,6-dimethylaniline.
Less than 10% is excreted in the urine unchanged.

° Elimination half life if lignocaine is relatively short at around 1.6 hours

Gastrogel:

Absorption:

° Small amounts of aluminium and approximately 10% of the magnesium in

aluminium/magnesium containing antacids can be absorbed from the small
intestine.

Metabolism and excretion:

Elimination is both renal and GIT.

15 - 30% of the salts formed are absorbed and then excreted by the kidneys.



Some unabsorbed aluminium hydroxide combines with phosphates present in the
gut to form insoluble aluminium phosphates, (which may lead to phosphorus
deficiencies).

Indications

Xylocaine 2% viscous:

Xylocaine 2% Viscous solution is indicated for:

° Relief of pain and discomfort associated with irritated or inflamed mucous
membranes of the:

v Mouth

v Pharynx

v Upper gastrointestinal tract
Gastrogel:

Gastrogel is indicated for

) Conditions associated with gastric hyperacidity
v Dyspepsia
v Gastroesophageal reflux
v Peptic Ulcer disease

Contra-indications/precautions

Xylocaine 2% viscous:

Warn patients not to eat or drink for at least 30 minutes until the lignocaine wears
off, to reduce a risk of aspiration.

Contraindications and precautions for local anesthetics as a class include:

1. Allergic reactions to local anaesthetic of the same group (i.e ester or amide)
(contraindicated).

2 .Neuromuscular disease (e.g. myasthenia gravis)
Increases sensitivity to local anaesthetic; may increase muscle weakness and

depress respiration with central neural blockade; assess risks and benefits before
use.



3. Plasma cholinesterase deficiency

° Marked reduction of ester local anaesthetic metabolism; use amide local

anaesthetic (lignocaine is an amide agent).
4. Cardiac

) In cardiogenic shock or myocardial ischaemia there is a risk of increased
cardiovascular depressant effects.

Local anaesthetics enhance conduction defects; use carefully in severe
bradycardia, heart block or impaired cardiac conduction.
The additive myocardial depressant effects of antiarrhythmics may be
clinically important if significant systemic absorption of local anaesthetic
occurs; use cautiously and monitor clinically.

5. Renal:

° In impairment, toxicity may develop with prolonged or repeated
administration.

6. Hepatic:

° Severe impairment and reduced hepatic blood flow (e.g. heart failure)
decreases clearance of lignocaine; an so increases the risk of toxicity with
prolonged or repeated administration.

1. Age extremes:

Elderly:

° Increased sensitivity

Children

° Children < 6 months are more sensitive to toxic effects

Gastrogel:

Concomitant use of antacid preparations may alter the absorption profile of a wide
variety of drugs, (check Australian Medicines Handbook Drug Interactions).

Pink Lady as a “diagnostic aid”:

Pink Lady is commonly used as a diagnostic aid to differentiate chest / epigastric
pain; namely cardiac verses a GIT cause.



However this has limited utility, as a supposed response to pink lady cannot be
used to definitively exclude a cardiac cause for chest / epigastric pain (or any other
serious pathology for that matter). Pain is a very subjective sensation, and placebo
effects of medications can be significant.

Distinguishing ischemic from oesophageal chest pain can be difficult on clinical
grounds. Both ischemic cardiac chest pain and the pain associated with gastro
oesophageal reflux can share very similar characteristics such as a sense of
dyspepsia and both can respond not only to antacid cocktails but also to nitrates.

Caution must therefore be exercised in interpreting the response to pink lady in
undifferentiated chest pain presentations in the ED setting.

What is more important is the overall clinical risk profile, each patient carries
for IHD (or other serious pathologies); and ultimately only specific definitive
investigations can exclude these conditions.

Pregnancy

Xylocaine 2% viscous:

° Lignocaine is a category A drug with respect to pregnancy.
Category A drug are those drugs which have been taken by a large number of
pregnant women and women of childbearing age without any proven increase in
the frequency of malformations or other direct or indirect harmful effects on the
fetus having been observed.
Maternal use of lignocaine does not appear to be associated with an increased risk
of adverse pregnancy outcomes.
Lidocaine is safe to use during pregnancy.

Gastrogel:

° Gastrogel is safe to use during pregnancy.

Breast feeding

Xylocaine 2% viscous:

Lignocaine has a short half-life and poor oral bioavailability.

Therefore, the small amounts of lignocaine excreted into breast milk are unlikely
to cause harm in the breastfed infant.

Lidocaine is safe to use during breastfeeding.



Gastrogel
° Gastrogel is safe to use in breast feeding.

Adverse Effects

Xylocaine 2% viscous:
Adverse effects of local anaesthetic agents as a class include:

Initial symptoms are usually neurological unless there has been a large intravenous
bolus where cardiac arrhythmia or arrest may be the first manifestation of toxicity.

1. Early neurological symptoms include:
° Dizziness
° Anxiety/ agitation / confusion
° Peri-oral parasthesia or numbness.
° Tinnitus

More severe toxicity will produce cardiac and more serious neurological symptoms:

2. CNS:
° Seizures
) Coma
3. CVS:

° Bradycardia

° Hypotension

° Arrhythmias, which may be lethal VT/ VF or asystole.
4. Respiratory:

° Respiratory depression.
Other adverse rare effects may include:

5. Methaemoglobinaemia:



° This manifests as cyanosis and the signs of hypoxia
See also separate document on Methaemoglobinaemia
6. Allergic reactions:

) Allergic reaction to local anaesthetic drugs can occur within the same
chemical group, i.e esters or amides.

Allergic reactions are rare, but are relatively more common with esters
than with amides.

There is no cross-reactivity between the two groups.

Reactions may present as localised oedema, urticaria, bronchospasm and
frank anaphylaxis.

Rash may occur following skin application.

Gastrogel
1. Interactions:
) Concomitant use of antacid preparations may alter the absorption profile

of a wide variety of drugs, (check Australian Medicines Handbook -
Drug Interactions).

Theoretical concerns include:

2. Aluminium hydroxide may react with phosphate to form insoluble aluminium
phosphate, possibly causing phosphorus deficiencies in patients whose dietary
intake is low.

3. Elevated serum magnesium ion concentration may cause CNS depression.

4. Prolonged use of magnesium trisilicate may result in siliceous calculus.

5. Aluminium containing antacids are not recommended in patients with Alzheimer's
disease.

Dosing

Warn patients not to eat or drink for at least 30 minutes until the lignocaine wears
off, to reduce a risk of aspiration.

Standard dosing in adults is:

Xylocaine 2% viscous:



For symptomatic treatment of irritated or inflamed mucous membranes of the
mouth and pharynx, the usual adult dose is 15 mL undiluted.

For use in the mouth, the solution should be swished around the mouth for
approximately 30 seconds and spat out.

For use on the pharynx, or beyond, the solution should be gargled and may be
swallowed.

The dose should not be administered at intervals of < 3 hours.

Maximum dosage:
15 mL (300 mg lignocaine HCI) every 3 hours or 120 mL in a 24 hour period.

Although the incidence of adverse effects with lignocaine is low, caution should
be exercised when using large amounts.

For dosing in children: 2

Children over 3 years of age.

No more than 4 mg/kg (0.2 mL/kg) bodyweight or 5 mL (100 mg lignocaine
HCI), whichever is lower.

No more than 4 doses should be given in a 24 hour period.

The dose should not be administered at intervals of less than three hours. It is
recommended that excess solution is spat out.

Children under 3 years of age.

No more than 4 mg/kg (0.2 mL/kg) of bodyweight or 1.25 mL (25 mg lignocaine
HCI) whichever is lower, accurately measured and applied only to the affected
area with a cotton swab.

No more than 4 doses should be given in a 24 hour period. This dose should not
be administered at intervals of <3 hours.

At the present time there is not enough documentation to allow recommendations
for a more prolonged use of Xylocaine 2% Viscous in children < 3 years.

The solution should not be administered to sooth teething pain in infants and
children because of safety concerns.

Gastrogel:

10 - 20 mL before meals and before bed, or as required.



Pink Lady:

It should be noted that Pharmacists discourage the charting of “Pink Lady” on drug
charts. This is a colloquial term without a standard definition.

The combination should be specifically be recorded as Xylocaine 2% viscous and
Gastrogel and the exact doses (in mls) for each should also be recorded.

There is no standard dosing or standard ratio, however usual adult dosing is:
° Xylocaine 2% viscous 15 mis
With

° Gastrogel 15 mls



The Pink Lady Cocktail

% <

There is no real standard. Exact recipes can vary in time and in place.
However in general terms Pink Lady is as follows:

1. Gin: 45 mls

2. Grenadine 15 mls (imparts the pink colouration).

3 Dash of egg white

4. Ice

Add-ons can include:

5. Applejack

6. Lemon juice

(Geraldine George & Janet Burne, “Cocktails & Mixed Drinks”, 1990)
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