
32

LETTERS

VOLUME 39 : NUMBER 2 : APRIL 2016

Full text free online at nps.org.au/australianprescriber

Warfarin and beetroot
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The recent Letter to the Editor about warfarin and 
beetroot by Louise Vanpraag and the response from 
Philip Tideman and colleagues1 both miss the point 
about warfarin and beetroot. It is commonplace for 
those eating beetroot to have red urine (beeturia) 
or red faeces, or both, and such symptoms in 
those taking warfarin can be worrying. On many 
occasions, warfarin dosage has been adjusted 
unnecessarily and there have been many 
unnecessary urinary and bowel investigations. The 
beetroot-induced symptoms are of no importance 
and of course can occur in anyone eating beetroot.

John Raven
Clinical haematologist 
Consultant physician 
Bunbury, Qld
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Philip A Tideman, Rosy Tirimacco, Andrew St John 
and Gregory W Roberts, the authors of the article, 
comment:

This is an excellent point, and any counselling 
regarding the signs of bleeding should 

include alerting the patient to the possibility of red 
or pink urine or faeces after eating beetroot. 
Likewise, clinicians should enquire about beetroot 
consumption for any patient presenting with pink or 
red urine or faeces.

Warfarin, St John’s wort and INR
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In regards to the article on the management 
of warfarin therapy,1 the statement on page 
46 ‘drugs that may increase INR – macrolide 
antibiotics, imidazole antifungals, sulfamethoxazole/
trimethoprim, amiodarone, statins, some non-
steroidal anti-inflammatory drugs and some 
complementary medicines such as St John’s wort’ 
may not be correct.

In the literature, St John’s wort decreases the INR 
through induction of cytochrome P450 (CYP)-
mediated metabolism of warfarin and increases 
warfarin clearance.2-9

Angela Cattanach
Siboniso Sibindi
Clinical pharmacists 
Lismore Base Hospital 
Lismore, NSW
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Gregory Roberts, one of the authors of the article, 
comments:

Thank you for pointing out the error in 
the article.1 St John’s wort induces CYP 

enzymes with a resultant increase in warfarin 
clearance and decrease in INR, not a possible 
increase in INR as described in the article. 
Decreases of 20% in AUC (area under the curve) 
have been noted in single warfarin dose studies,2 
so while prudent INR monitoring should be 
undertaken, the interaction is likely to be of 
clinically minor importance.
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Benzodiazepines
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I congratulate the authors of the recent article on 
benzodiazepines1 for highlighting that, although not 
as bad as in the 1980s,2 benzodiazepine abuse and 
misprescribing remain a problem, especially in the 
area of polysubstance abuse.

I would like to make a suggestion. Regarding 
the Table, I tend to classify flunitrazepam (also 
now a Schedule 8 drug) and nitrazepam as 
long-acting benzodiazepines. There are usually 
three groups of benzodiazepine cited for clinical 
action: short-, intermediate- and long-acting. The 
authors have grouped short and intermediate, 
but this can give a misleading impression to 
prescribers, especially regarding these two 
benzodiazepines notorious for their accumulation 
and morning‑after effects. For example, the 
product information for nitrazepam states ‘elderly 
debilitated patients may show a significant increase 
in elimination half-life.’

The other minor point I would make is that the 
approximate half-life of diazepam in the Table 
(20–80 hours) is misleading. Its active metabolite 
nordiazepam has a half-life of 96 hours according 
to the product information, and is marketed as an 
active compound in some countries.

Finally, a little mnemonic to help students, GP 
trainees and addiction trainees with outpatient 
benzodiazepine withdrawal is TTT i.e. Ten per cent 
reduction in dose per week over Ten weeks with an 
exponential/terminal Taper.

Kevin McNamara
Medical director 
Mental health specialty services and Alcohol and 
other drugs 
Gold Coast Hospital and Health Service

Associate professor and Mental health 
discipline lead 
Faculty of Health Sciences and Medicine 
Bond University 
Gold Coast, Qld
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Bridin Murnion and Jonathan Brett, the authors of 
the article, comment:

Thank you for your observations regarding 
the half-lives of nitrazepam and flunitrazepam. 

Indeed we feel that any use of benzodiazepines in 
elderly debilitated people carries a significant risk 
regardless of half-life. The Table is perhaps an 
arbitrary division of benzodiazepines based on half-
life as there is a degree of inter-individual variability 
and, as you say, active metabolites are also 
important. The pharmacodynamic effects of each 
drug may also differ to some degree and this may 
also impact on toxicity.
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I read the article on prescribing for people 
in custody1 with interest. It raised many valid 
points and covered several narcotics and other 
sedatives among high-risk medicines. I would like 
to draw attention to antihyperglycaemic drugs, 
especially insulin which requires expertise on site 
to monitor its use and potential misuse. This is 
more important for inmates with type 1 diabetes 
in high‑security facilities who mostly do not have 
access to diabetic meals, and where food provided 
after hours is mostly not diabetes friendly. In my 
experience dealing with patients on insulin in 
custody is really challenging. Rigid schedules and 
limited availability of healthcare staff add to the 
complexity of this situation.

It is unfortunate that in spite of the high 
prevalence of diabetes in the community, especially 
in those who are disadvantaged, there is no specific 
policy on management of people with diabetes 
in custody.

Santosh K Chaubey
Staff specialist (Endocrinology) 
Gosford Hospital 
Gosford, NSW
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