LETTERS TO THE EDITOR

Vioxx withdrawal—an opportunity to review primary
care management for osteoarthritis
To the Editor—The withdrawal of Vioxx means that
a substantial number of patients with osteoarthritis
(OA) in both primary and secondary care will require alternative analgesics. This offers an opportunity to review the medication and progress of those
patients.

tuted as necessary to control ‘flare ups’. For patients
who are unresponsive to paracetamol, treatment guidelines recommend NSAIDs. An alternative coxib or a
conventional NSAID plus an effective gastroprotective
agent may be appropriate for those at increased risk
of gastrointestinal side-effects.1-3

When reviewing medication, it is valuable to remember the role that simple analgesics can play.
Paracetamol can be considered the cornerstone of
analgesia in OA. European and American guidelines
recommend initiating analgesic therapy with paracetamol and support its long-term use in OA.1-3 This is
because paracetamol at full therapeutic dose (4 g/d)
provides adequate analgesia for many patients, in
particular in the primary care setting, with less risk
of side-effects or interactions compared with both
conventional non-steroidal anti-inflammatory drugs
(NSAIDs) and selective COX-2 inhibitors (coxibs).
The recently published Hong Kong clinical guidelines
for managing lower limb OA echo these recommendations and also emphasise the importance of nonpharmacological measures, such as exercise and
weight loss.4
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There is evidence that 4 g/d paracetamol is effective in the treatment of OA pain and that in many
patients it is comparable with ibuprofen in the short
term and almost as efficacious as naproxen,1 but with
fewer side-effects.2 Patient preference studies indicate
that around 40% to 45% of patients find paracetamol
provides adequate relief for their OA pain.5
When using paracetamol and non-pharmacological
treatment, additional treatment modalities (including
NSAIDs/coxibs and opioids) can be added or substi-
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Stapled haemorrhoidectomy in Chinese patients
To the Editor—I wish to bring readers’ attention to the
inappropriate use of statistics in the article by Lau et al1
on stapled haemorrhoidectomy which had led to a misleading conclusion. The following are some of the these
statistical tests and presentation of results in question:
(1) Table 1 (Symptoms): Would the Chi squared test

(2)

not have been more appropriate than the MannWhitney U test used by the authors?
Table 2 (Median operation time and median
hospital stay): the interquartile range within
the brackets should have been presented as a
range (25th centile to 75th centile), and not as a
Hong Kong Med J Vol 11 No 2 April 2005

135

