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Withdrawal of 
methylphenobarbitone
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TO THE EDITOR: The recent information
that methylphenobarbitone (60 mg tablets)
will be unavailable after 1 January 2003 has
caused anxiety in patients with epilepsy
previously treated satisfactorily with this
drug. The suggested substitution of pheno-
barbitone, primidone or a newer antiepilep-
tic agent seems appropriate. However,
patients and perhaps practitioners may
assume, as my patients have, that phenobar-
bitone and primidone are equivalent to
methylphenobarbitone on a milligram-for-
milligram or a tablet-for-tablet basis. This
may not be so. The equivalence is close to
30 mg of phenobarbitone for 60 mg methyl-
phenobarbitone, and probably around
200 mg of primidone for 60 mg of methyl-
phenobarbitone.1 Plasma phenobarbitone
concentrations should be checked before
and after any changeover.

In recent years, several other old, but
therapeutically satisfactory, neurological
drugs have also been withdrawn from the
Australian market (oral neostigmine, sev-
eral anticholinergic antiparkinsonian
agents, ethosuximide and some phenytoin
preparations, and the only ergotamine
preparation not also containing caffeine).

Subject to safety issues, ethics commit-
tees usually will not approve a clinical trial
of a new drug unless patients who benefit
from it are guaranteed supplies until the
drug is marketed. Surely similar considera-
tions should apply for patients who have
had completely satisfactory long-term
responses to marketed drugs. If such drugs
must be withdrawn, except for safety
reasons, there should be extensive prior
consultation with prescribers and patient
groups, prescribers should know the situa-
tion before their patients discover it from
other sources, and there should be a
sufficient lead time for everyone receiving
the drug to return for another prescription
(and for advice) before the drug becomes
unavailable (a minimum lead time of six
months in the case of drugs subsidised
under the Pharmaceutical Benefits
Scheme).

The withdrawal of useful neurological
drugs in Australia has reached the stage
where therapeutic options are becoming
limited. In the case of drugs required for

long-term use, to protect the interests of
new patients it has become necessary to
consider whether the drug will continue to
be available for the expected duration of the
patient’s therapy. In this regard, the
prescriber’s only guide may be the track
record of the firm which markets the drug
otherwise chosen.
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TO THE EDITOR: The recent article by
McLean and Higginbotham1 and the
accompanying editorial by Melding2 high-
light the problems faced by elderly people in
aged-care facilities. It is likely that many
elderly people living alone in the commu-
nity are suffering equal, if not worse, pain.

At a recent strategic planning meeting,
the Australian Pain Society identified this
group of people as a high priority for the
development of pain management treat-
ment strategies. These strategies are now
well into the development process.

While it is appropriate for the Journal to
focus on medical practitioners’ care of these
patients, it must be remembered that most
direct care for people in aged-care facilities
is delivered by nurses and nurse assistants/
carers. The Australian Pain Society will be
focusing its strategies on non-drug tech-
niques that can be used by this group of
healthcare workers. Assessment and docu-
mentation of pain-related behaviour, partic-
ularly in people with cognitive impairment,
is critical if progress is to be made. It is also

important to appreciate the contribution in
this area from other allied health profession-
als, such as physiotherapists, psychologists
and occupational therapists. These practi-
tioners have much to offer this patient
group and have been important contribu-
tors to the Australian Pain Society’s
management strategies.

It is hoped that State and federal funding
can be made available for nurse educators to
deliver these low-tech, non-drug manage-
ment strategies within aged-care facilities.

The two articles quite rightly focus on the
regular use of simple oral analgesics, such as
paracetamol, and low-dose opioids. Oral
analgesics, together with more widespread
use of non-drug treatments (eg, exercise,
transcutaneous electrical nerve stimulation,
hot and cold topical applications, relaxa-
tion, distraction, mental stimulation, life-
style modification) and increased awareness
among aged-care workers of the problems
and solutions, should lead to an enhanced
quality of life for this growing sector of our
community.
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TO THE EDITOR: The articles by Melding1

and McClean and Higginbotham2 highlight
the important problem of chronic pain in
residential care.

We have conducted two studies to
investigate factors related to depression in

Self-reported pain frequency and severity among residents of aged-care facilities

Study 1 (1994) (n = 513) Study 2 (2000–2001) (n = 148)

Pain frequency

Not at all 230 (44.8%) 54 (36.5%)

Rarely/occasionally 115 (22.4%) 52 (35.1%)

Frequently/constantly 168 (32.8%) 42 (28.4%)

Pain severity*

Minimal/mild 58 (20.5%) 27 (28.7%)

Moderate 98 (34.6%) 36 (38.3%)

Severe/bad as could be 127 (44.9%) 31 (33.0%)

*Severity rated only for residents experiencing pain.
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residential care. In our first study, in 1994,
we approached a random one-in-two sam-
ple of the non-nursing-home population of
a Sydney retirement village (n=1466). We
excluded residents who were under 65
years, had severe dementia, were away from
the village at the time of the survey, or were
too deaf or ill to participate. Of 610 eligible
residents, 513 participated (response rate,
84%). Of these, 42.1% lived in hostels and
57.9% in independent living units. In a
second, similar study, in 2000–2001, we
surveyed residents of three Sydney aged-
care hostels (n=205). Of 159 eligible
residents, 148 (93%) participated.

In both studies, residents were asked how
often over the previous six months they had
experienced recurring pain and asked to
rate the severity of pain at its worst (see
Box). Using the Geriatric Depression Scale
(GDS),3 Study 1 found that residents
reporting frequent/constant pain were sig-
nificantly more likely to be depressed (ie, to
have a GDS score �11) than people
reporting rare/occasional pain; similarly,
people who felt rare/occasional pain were
more likely to be depressed than those with
no pain (odds ratio, 1.44; 95% CI, 1.13–
1.83). In Study 2, there was a non-
significant association between frequent
pain and depression (odds ratio, 1.47; 95%
CI, 0.96–2.24).

We implemented pain management pro-
grams at each facility. In Study 1, the
program was part of a multifaceted inter-
vention for depression,4 but residents could
attend whether depressed or not. Based on
general practitioner referral, the program
provided interdisciplinary assessments by a
visiting rehabilitation specialist together
with a physiotherapist, occupational thera-
pist and registered nurse from the facility.
Consultative psychiatric input was also
available. Neuropathic and musculoskeletal
pain were the most common reasons for
referral. Recommended interventions
included drug treatment, exercise and
preventive measures. Our impression was
that they were well received by residents
and GPs.

In Study 2, residents with chronic pain
were referred to a physiotherapist specialis-
ing in pain management and reported that
this was beneficial. A clinical psychologist
also offered to assist, but residents were
reluctant to accept this form of help. Our
impression was that psychological assist-
ance would have been better received as
part of an interdisciplinary pain manage-
ment program.

Older people in residential care may find
it difficult to travel to hospital-based pain
management programs. Our experience
indicates that it is feasible to conduct pain

management programs in residential care.
However, improving pain management is
not only a matter of pharmacological
interventions. If we are serious about
achieving adequate standards of pain man-
agement in residential-care facilities in
Australia, resources should also be devoted
to providing accessible interdisciplinary
pain management programs and to chang-
ing the attitude that pain is an inevitable
part of old age.
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TO THE EDITOR: As a geriatrician in the
subacute sector with hospital medical
officers (HMOs) rotating from a major
teaching hospital, I am acutely aware of the
cost to all concerned of inappropriate
diagnostic testing. Discussion stimulated by
Stuart et al1 and the editorial by Hammett
and Harris2 may help elevate this issue into
its rightful arena — quality care and clinical
accountability.

Donabedian,3 in looking at the assess-
ment of quality care, describes “elements in
the performance of practitioners”, with
technical performance defined as “knowl-
edge and judgement used in arriving at the
appropriate strategies of care”. I believe that
both these quality elements are deficient
and that it is the responsibility of the senior
clinicians to provide the necessary leader-
ship in ensuring their acquisition.

While I agree with Hammett and Harris
that there are systems failures and that, as
an example, improved feedback of results
(particularly given changing HMO work
practices and shorter length of patient
stays) will provide some of the answers,
there appears little doubt that a significant
knowledge deficit exists among junior
doctors regarding the use and interpretation
of common tests and how often they should
be ordered. The unfortunate fact is that we
have known about these issues for many
years and have yet to develop a sustained
response. At our hospital we have

attempted to modify the use of diagnostic
tests by HMOs during their geriatrics
rotation, with tutorials from biochemists
and haematologists which are reinforced
during consultant ward rounds and meet-
ings. This is, however, doomed to failure
unless the process is continued by all other
clinicians who supervise HMOs.

Emanuel and Emanuel4 define accounta-
bility in a number of domains. The least
controversial of these, I suggest, is profes-
sional competence. It is incumbent on us as
senior clinicians to “invoke, affirm and
enforce professional standards”,4 being
accountable for the practices of those
HMOs under our supervision. Appropriate
use and understanding of diagnostic testing
will reduce unnecessary patient discomfort
while also reducing costs. As any geriatri-
cian will tell you, additional years without
insight simply provide grey hair, not
improved clinical practice.
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TO THE EDITOR: In their editorial,1

Hammett and Harris have overlooked one
of the most important contributory factors
to the increased use of diagnostic tests by
community-based practitioners (ie, GPs) —
patient demand.

It is not unusual for a GP to be faced with
a request by a patient to be “tested for
everything”, or for a specific test that may
be quite inappropriate (“I just want my
hormones checked”).

It takes far longer to explain to the patient
that the tests are inappropriate than to give
in and sign the appropriate pathology form.
And then, if the patient a year later does
come down with some obscure syndrome,
he or she can come back in the courts and
say, “If only the doctor had listened to my
request for tests I would be okay now”.

The frontline GP is in a lose–lose
situation, stuck between the Health Insur-
ance Commission and its demands for
reasonable levels of testing, the expectations
of patients that everything can be detected
by a blood test, and the excessively
perfectionist ideals of the legal system.
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