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LETTERS

Transoesophageal
echocardiography in
routine cardiac surgery

Chris J Cokis,* John Faris’

* Anaesthetist, T Senior Registrar, Royal Perth
Hospital, Wellington St, Perth, WA 6000.
ccokis@health.wa.gov.au

To THE EDITOR: We report a case in
which routine use of transesophageal
echocardiography (TOE) during car-
diac surgery almost certainly prevented
a patient’s death. This is important, as
the Australian Government Depart-
ment of Health and Ageing has recently
decided that TOE during routine coro-
nary artery cardiac surgery should not
attract a Medicare benefit as there is no
Level 1 or 2 evidence of its efficacy.!

A 65-year-old man with critical aortic
valve stenosis and severe left ventricular
dysfunction, requiring an intra-aortic
balloon pump, was scheduled for
mechanical aortic valve replacement. He
had been in atrial fibrillation intermit-
tently, but was in sinus rhythm for the 24
hours before surgery and his heparin had
been at therapeutic levels since balloon
pump insertion 36 hours before.

Like most cardiac anaesthetists in
Australia, we routinely perform TOE
during cardiac surgery. Following
induction of anaesthesia, TOE exami-
nation confirmed severe aortic stenosis
and poor left ventricular function, but
the left atrial appendage was not specifi-
cally examined and a routine preopera-
tive transthoracic echocardiogram had
shown no other abnormalities. With the
patient on cardiopulmonary bypass, the
diseased valve was replaced. Before
weaning the patient from bypass, a TOE
examination showed a large free
2.5 02 cm mass in the left atrium resem-
bling thrombus (Box [a]). The surgeon
then reported having invaginated the
left atrial appendage while de-airing.
While the patient was still on bypass, a
large organised clot was removed from
the left atrium (Box [b]) — this had
presumably developed sometime during
the preoperative period. Subsequent
separation of the patient from bypass
was uneventful, and he made a good
recovery.

The thrombus would not have been
suspected or found without the TOE,
and almost certainly would have
migrated from the left atrium into the
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Atrial thrombus in left atrium
detected by transoesophageal
echocardiography during cardiac
surgery

Thrombus .

(a) Echocardiogram showing the mass.

(b) The clot that was removed.

left ventricle following the return of
cardiac output, and would likely have
precipitated a sudden cardiac arrest
with acute valvular obstruction.

Despite the lack of Level 1 or 2
evidence, most cardiac anaesthetists
and surgeons consider TOE an invalu-
able diagnostic and monitoring tool,
particularly for assessment of left ven-
tricular function and filling. While TOE
has not rendered the Swan—Ganz cathe-
ter obsolete, it provides similar informa-
tion with fewer complications.

This case is a dramatic illustration of
the usefulness of TOE during cardiac
surgery, but less dramatic examples
occur much more frequently.

The Department of Health and Age-
ing decision not to support TOE
(except in valve repair or replacement)
seems shortsighted. While we support
the Department’s evidence-based
approach, it would be interesting to
know how many procedures listed in the
Medicare Benefits Schedule would
withstand the same scrutiny. Ran-
domised trials are difficult to perform,
but, at the very least, TOE has excellent

peer consensus, strong anecdotal evi-

dence and large series reviews®> sup-

porting its routine use in cardiac
surgery.

1. Intra-operative transoesophageal echocardiography May
2002. MSAC reference 08. Assessment report. Available at
www.msac.gov.au/pdfs/msacref08.pdf (accessed May
2004)

2. Kolev N, Brase R, Swanevelder J, et al. The influence of
transoesophageal echocardiography on intra-operative
decision-making. A European multicentre study. European

Perioperative TOE Research Group. Anaesthesia 1998; 53
767-773

3. Benson MJ, Cahalan MK. Cost-benefit analysis of trans-
esophageal echocardiography in cardiac surgery.
Echocardiography 1995; 12: 171-183. ]

Community-acquired MRSA
epiduritis in an Australian
prison inmate

Sebastiaan J M van Hal,* Jeffrey J Post'

* Advanced Trainee, T Infectious Diseases Physician,
Prince of Wales Hospital, Barker Street, Randwick,
NSW 2031. j.post@unsw.edu.au

To THE EDITOR: Community-acquired
methicillin-resistant Staphylococcus
aureus (CAMRSA) infection is an
increasingly recognised cause of skin and
soft tissue infection, as well as more
serious manifestations, including necro-
tising pneumonia, endocarditis, osteo-
myelitis and severe sepsis.l’> We report
another serious manifestation of
CAMRSA infection.

A 24-year-old Australian-born white,
HIV-negative, male prison inmate was
transferred to hospital. He had previ-
ously injected drugs, but not for more
than 2 years. He reported a 10-day
history of cervical neck pain, left-sided
pleuritic chest pain and a 2-cm occipital
carbuncle, which developed after a lacer-
ation on the scalp from a close haircut
with barber’s shears.

Examination revealed a temperature
of 37.9°C, sinus tachycardia, profound
neck stiffness and signs of left basal
consolidation with a left pleural effusion.
There were no focal neurological signs
or other signs of meningism. Investiga-
tions revealed a neutrophil leukocytosis
of 22.7 010°%/L (reference range, 1.7-7.0
0 10°/L) with mild elevation of hepatic
transaminases and hypoalbuminaemia.

CAMRSA was isolated from blood
cultures and a swab of the occipital
carbuncle. The organism was suscept-
ible to erythromycin, vancomycin,
rifampicin and fusidic acid.
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A chest radiograph showed extensive
left-sided consolidation consistent with
pneumonia. A magnetic resonance
imaging scan of the entire spine revealed
asymmetric thickening and enhance-
ment of the epidural tissue from C2 to
C5, with no discrete abscess, osteomyeli-
tis or discitis.

The patient made a full recovery after
4 weeks of intravenous therapy with van-
comycin (1g every 12 hours) and clin-
damycin (600 mg every 6 hours).

This is the first reported case of epi-
dural tissue infection (epiduritis) caused
by CAMRSA, and adds to the spectrum
of potential clinical manifestations. In
addition, this is the first reported case of
CAMRSA infection occurring in an
Australian prison inmate. There have
been several reported outbreaks of
CAMRSA in US correctional facili-
ties.>* Although no similar outbreaks
have been described in Australia, clini-
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cians should be aware that correctional
facilities may contribute to the spread of
CAMRSA.

The most common manifestations of
CAMRSA infection in the prison setting
in the United States are skin and soft
tissue infections, with invasive infection
occurring in 1.7% of patients.*

Clinicians providing care to inmates
should be aware that strategies have been
identified to reduce the incidence of
CAMRSA infection.” Clinicians need to
be aware of the increasing incidence of
CAMRSA infection, the diverse and
potentially severe manifestations, and
the treatment and preventive strategies
available.

1. Gosbell 1B, Mercer JL, Neville SA, et al. Community-
acquired, non-multiresistant oxacillin-resistant Staphylococ-
cus aureus (“NORSA”) in South Western Sydney. Pathology
2001; 33: 206-210.

2. Four pediatric deaths from community-acquired methicillin-
resistant Staphylococcus aureus — Minnesota and North
Dakota, 1997-1999. MMWR Morb Mortal Wkly Rep 1999;
48: 707-710.

3. Outbreaks of community-associated methicillin-resistant
Staphylococcus aureus skin infections — Los Angeles
County, California, 2002-2003. MMWR Morb Mortal Wkly
Rep 2003; 52: 88.

4. Centers for Disease Control and Prevention. Methicillin-
resistant Staphylococcus aureus infections in correctional
facilities — Georgia, California, and Texas, 2001-2003.
MMWR Morb Mortal Wkly Rep 2003; 52: 992-996.

5. Federal Bureau of Prisons. Clinical pratice guidelines for the
management of methicillin-resistant Staphylococcus aureus
(MRSA) infection. Available at: www.bop.gov/hsdpg/hsd-
cpgstaph.pdf (accessed Apr 2004). ]

Training our future rural
medical workforce

Sandy Reid

Head, School of Rural Health, University of New South
Wales, PO Box 5695, Wagga Wagga, NSW 2560.
s.reid@unsw.edu.au

To THE EDITOR: The editorial by
Wearne and Wakerman on the subject
of rural training and its relationship to
rural practice is timely."

There is widespread belief that the
rural problem lies in small country cen-
tres, and it is generally not realised that
most of the regional centres, in New
South Wales at least, are seriously short
of both general practitioners and spe-
cialists. The statistics are highly unrelia-
ble, as many people, such as me, are
listed as GPs even though we do not
practise.

It seems likely that improved selection
processes and the undergraduate rural
training initiatives will increase student
interest in rural practice. Many students
express intent to practice in a rural or
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regional centre, but are later deflected
from this by the necessity for training
after graduation. Several large centres
are not primary allocation centres, so a
student who trained there may never get
back. (The Australian Medical Stu-
dents’ Association study puts the figure
for rural internships as 9% of the
total.)? All too often, regional centres
are understaffed, and junior staff lack
adequate supervision and educational
possibilities. Their negative experience
is highly visible to students.

The allocation of registrars and senior
resident medical officers, who supervise
or make time for consultants to super-
vise, rests between the major hospitals
and the various colleges. Regional hos-
pitals are often low on their priority list
when shortages occur. Yet there are
regional hospitals that rate very highly
in the quality of the training experience
they provide. Regional hospitals that do
not enjoy this reputation need to take
active steps to improve their training
and supervision or their plight will
worsen.

Training packages also need to be
developed for those who express an
interest in rural practice so they can
plan their future. This must be a collab-
orative process between the different
seconding agencies: without such a
process, much of the impetus of the
undergraduate initiatives will be lost.

1. Wearne SM, Wakerman J. Training our future rural medical
workforce [editorial]. Med J Aust 2004; 180: 101-102.

2. Australian Medical Students’ Association. 2002 AMSA
Intern and residents’ guide. Adelaide: AMSA, 2002. Availa-
ble at: www.amsa.org.au/files/pdf/isb/IRG_2002.pdf
(accessed Mar 2004) ]

Barney J McCusker

Orthopaedic Surgeon, Wavell House, PO Box 1998,
Mount Gambier, SA 5290.

To THE EDITOR: I recently had the
opportunity to analyse the home post-
codes of medical students at the Univer-
sity of Adelaide over five recent
consecutive years. Although this analy-
sis is rather simplistic, its findings are
quite startling (see Box).

Between 50 and 60 students per year
were from the Adelaide metropolitan
area. My colleagues in the Department
of Human Services tell me that we
struggle every year to fill the junior posts
at our metropolitan public hospitals.
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Medical students attending the University of Adelaide, by area of
residence (determined by home postcode) (years not specified)

Total number of students

Students from metropolitan Adelaide
Students from outside South Australia
Students from outside Australia
Students from rural South Australia

A considerable number of students
(25—-41) were from outside South Aus-
tralia. It is only natural that these stu-
dents would want to go home after
completing their degree, and I believe
that considerable effort is made every
year to encourage these students to stay
and staff junior positions in our hospi-
tals.

There has been much discussion
about students from outside Australia
and I will not add to the debate on this
complex issue.

The most alarming feature is the
small number of students from rural
South Australia. This ranged from zero
to three or four. Moreover, I have
included in this category students
whose home address was in the
Adelaide Hills, which is between 5 and
20km from the Adelaide metropolitan
area.

We spend a lot of time encouraging
students who grew up and were edu-
cated in cities to come to rural settings,
using various schemes of bonding and
financial inducement, with limited suc-
cess.

After 18 years’ practice in a rural area,
I am firmly of the belief that we should
be starting much earlier. If a person is
born and reared in the country, and has
their secondary schooling in the coun-
try, it is much easier to transplant that
person back to the country after tertiary
eduction.

If these figures of students’ home
residence are representative, we will
always be fighting an uphill battle to
attract doctors to rural areas.This is not
the fault of our universities, as they are
constrained by federal regulations. I
believe the solution lies in Canberra.

In our parliaments, we have propor-
tional representation. As far as medical
students are concerned, I think South
Australia has disproportionate represen-
tation. 0
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145 139 131 110 107
56 50 60 50 53
32 41 36 28 25
53 45 35 28 26

4 3 0 4 3

S Bruce Dowton,* Danielle Brown®

*Chair, T Executive Officer, Committee of Deans of
Australian Medical Schools, Faculty of Medicine,
University of New South Wales, Sydney, NSW 2052.
b.dowton@unsw.edu.au

COMMENT: Data collected by the Com-
mittee of Deans of Australian Medical
Schools (CDAMS) would appear to
broadly support the pattern of medical
student origins reported by McCusker
from the University of Adelaide.
CDAMS has been collecting medical
student statistics annually for the past
few years. Box 1 sets out the basic
enrolment figures for Australian and
international students across all years in
2003.

1: Australian and international
medical students at Australian
medical schools, 2003

No. of Percentage of

students total (n=8684)
Australian 7111 82%
students, all
years
International 1573 18%
students, all
years

2: Interstate mobility (number
of students attending medical
school in another state —
first-year Australian students,
2003)

No. of
State students Total (%)
SA 85 174 (49%)
Tas 25 64 (39%)
Vic 82 344 (24%)
Qld 62 346 (18%)
NSW 63 446 (14%)
WA 14 140 (10%)
National total 331 1514 (22%)

In 2003, CDAMS also commenced
collecting data on interstate mobility
(ie, students attending medical school
in another state) among first-year medi-
cal students at the 12 medical schools.
As a general principle, some level of
interstate mobility brings positive bene-
fits by fostering diversity in the medical
student body and broadening educa-
tional and social opportunities for indi-
vidual students. However, as McCusker
rightly points out, this can create prob-
lems when interstate medical graduates
choose to return to their home states (or
move to other states) when they enter
their intern training years.

In this regard, South Australia faces
particular problems, as it has the high-
est proportion of students entering
medicine from interstate. Box 2 shows
that just under half of all commencing
medical students at Adelaide and
Flinders medical schools in 2003 were
from other states. This may well have an
impact when these students come to
choose their intern training locations.

Box 3 sets out state averages for first-
year students with a rural background.
The figure for South Australia as a state
suggests that it is reasonably compara-
ble with other states. However, there is
a sizeable gap between the rural student
cohorts at Flinders and Adelaide medi-
cal schools: in 2003, 26% compared
with 12%, respectively, were from a
rural background. All medical schools
in Australia have committed their ener-
gies to a range of collaborative pro-
grams, together with the Australian
Department of Health and Ageing,
aimed at ensuring a sustainable medical
workforce that is equitably distributed
across the nation. 0

3: Rural background (first-year
Australian students, 2003)

No. of
State students Total (%)
SA 31 174 (18%)
Tas 14 64 (22%)
Vic 80 344 (23%)
Qld 93 346 (27%)
NSW 71 446 (16%)
WA 20 140 (14%)
National total 309 1514 (20.5%)
MJA Vol 180 21 June 2004



Cancer in adolescents and
young adults: treatment and
outcome in Victoria

Les White,* Jane Ewing,” Anne M Senner,*
Madeleine King,® Belinda Goodenough’

* Executive Director; F Clinical Nurse Consultant,

1l Hospital Scientist, Centre for Childhood Cancer and
Blood Disorders; Sydney Children’s Hospital, High
Street, Randwick, Sydney, NSW 2031. t Lecturer,
Department of Mathematical Sciences; § Senior
Lecturer, Centre for Health Economics Research and
Evaluation; University of Technology, Sydney, NSW.
L.White@unsw.edu.au

To THE EDITOR: We read with interest
the article by Mitchell et al and the
editorial by Cole on comparatively
adverse outcomes in adolescents and
young adults with cancer.!? The
improvements in cancer survival, most
remarkably demonstrated in children,
have failed to similarly benefit older
adolescents and young adults, a popu-
lation with a higher and increasing
incidence of cancer.> Most authors
advocate increasing research, network-
ing resources and information, enhanc-
ing support for clinical trials and
facilitating participation in them.
Recently announced funding for a com-
prehensive cancer-care program for
adolescents and young adults at the
Peter MacCallum Cancer Institute in
Melbourne is a welcome step towards
these goals.

The specific emotional and psycho-
social needs of this age group are also
poorly addressed within traditional
models of care.? Patients in this group
express strong preference for peer sup-
port, opportunities to be cohorted with
each other and access to specific sup-
port services.? The short and long term
sequelae of cancer, as well as of its
treatment, in adolescents and young
adults create particular challenges for
both healthcare professionals and the
broader community. In December
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2003, an entire issue of the European
Fournal of Cancer was dedicated to ado-
lescent oncology — this science, clinical
care and the needs of the patient popu-
lation.”> An important development in
the United Kingdom has been the
establishment of eight “teenage cancer
units” with a comprehensive approach
to all aspects of care.® Preliminary
research in Australia and New Zealand
by one of our group (J E) highlights gaps
in service and support perceived by
consumers, concerns yet to be
addressed by appropriate policy and
funding.”

The paediatric model of care has pro-
vided not only excellent survival but
also an exemplary family-centred and
comprehensive support system. The
recent emphasis on the transition pro-
cess for adolescents with a variety of
chronic illnesses has highlighted sys-
temic differences between the paediatric
and adult models. Some paediatric
oncologists, especially in the United
States, have proposed raising the upper
age limit for eligibility to childhood
cancer units as a solution. A more real-
istic approach, particularly in Australia,
requires establishing specialist facilities
operated in partnership between (pref-
erably collocated) adult and paediatric
units, with subspecialisation of the
multidisciplinary workforce, an age-
appropriate environment and peer sup-
port from groups like the Australian
Organisation for Young People Living
with Cancer (CanTeen). This approach
is capable of addressing all of the above
issues, from better science through to
psychosocial expertise appropriately tar-
geted for age.

The ideal number and distribution of
such centres/partnerships should be
guided by the paediatric track record for
balancing centralisation and quality
with access and family focus.

LETTERS
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. Mitchell AE, Scarcella DL, Rigutto GL, et al. Cancer in
adolescents and young adults: treatment and outcome in
Victoria. Med J Aust 2004; 180: 59-62.

2. Cole CH. Doing better with cancer in adolescents and
young adults [editorial]. Med J Aust 2004; 180: 52.

3. Bleyer WA. Cancer in older adolescents and young adults:
epidemiology, diagnosis, treatment, survival, and impor-
tance of clinical trials. Med Pediatr Oncol 2002; 38: 1-10.

4. Ritchie MA. Sources of emotional support for adolescents
with cancer. J Pediatr Oncol Nurs 2001; 18: 105-110.

5. Michelagnoli MP, Pritchard J, Phillips MB. Adolescent oncol-
ogy — a homeland for the “lost tribe”. Eur J Cancer 2003;
39: 2571-2786.

6. Whelan J. Where should teenagers with cancer be treated?
Eur J Cancer 2003; 39: 2573-2578.

7. Ewing JE. Are we doing enough for young people with
chronic iliness? Aust N Z J Public Health 2003; 27: 560. O

Alex N Thomson

General Practitioner, Esk Family Health Care Centre,
33 Brisbane St, Launceston, Tas 7250.
bbatmens@bigpond.net.au

To THE EDITOR: It has been claimed
that patients are missing out on the
most effective current treatments if they
are not given an opportunity to enrol in
clinical trials. Such statements are mis-
leading and have the potential both to
create concern in those without access
to trials and to reduce the likelihood of
true informed consent for involvement
in trials.

Trials are, by definition, just that —
trials. Treatment in the “innovative”
arm(s) may result in worse outcomes.
The finding that those involved in trials
have a better outcome (eg, 5-year sur-
vival) may have numerous explanations.
It is unlikely that the innovation is an
adequate explanation for the finding —
confounding factors such as selection
bias, adherence to best current practice,
and intensity of monitoring are more
likely explanatory factors.

Furthermore, it is important to focus
on other outcomes of therapeutic
endeavour, such as quality of life, and
the impact of the illness on other family
members. Patients who live some dis-
tance away from tertiary referral centres
or trial centres may have a greater
adverse effect from involvement in a
trial than other patients who live close
to such centres.

Well designed trials are a crucial part
of advancing medical therapeutics.
However, the recent editorial by Cole!
and the article by Mitchell and
colleagues? in the Journal have been
picked up by the news media as demon-
strating that only through involvement
in clinical trials can patients get best-
quality care. It is not surprising that this
is the way that the message has been
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received. The truth is importantly dif-
ferent. It is only through the conduct of
clinical trials that best practice can be
defined. However, patients anywhere in
the country should be able to access
current best-practice treatment even if
they do not want to be involved in a
clinical trial. Encouragement to partici-
pate in clinical trials should be based on
arguments about the “greater good”
and not about issues of quality of care.
To use the latter as the basis for argu-
ment must be seen as coercion and as
unethical.

1. Cole CH. Doing better with cancer in adolescents and
young adults [editorial]l. Med J Aust 2004; 180: 52-53
www.mja.com.au/public/issues/180_02_190104/
col10713_fm-1.htm

2. Mitchell AE, Scarcella DL, Rigutto GL, et al. Cancer in
adolescents and young adults: treatment and outcome in
Victoria. Med J Aust 2004; 180: 59-62. www.mja.com.au/
public/issues/180_02_190104/mit10099_fm.html O

Anne E Mitchell,* Deborah L Scarcella,’
Gemma L Rigutto,’ David M Ashley,®
Vicky J Thursfield," Graham G Giles,**
Maree Sexton'’

*Clinical Research Fellow, T Research Coordinator,

} Data Manager, §Head, Department of Haematology
and Oncology, Royal Children’s Hospital, Flemington
Road, Parkville, VIC 3052;  Information Manager,
**Director, Cancer Epidemiology Centre, The Cancer
Council, Melbourne, VIC; 11 Head, Paediatric
Radiation Oncology, Peter MacCallum Cancer
Institute, Melbourne, VIC.
mitchell.anne@bigpond.com

IN REPLY: Thomson is correct in stating
that patients involved in clinical trials
have better 5-year survival rates when
compared with patients not recruited
into clinical trials. There may, as Thom-
son points out, be numerous possible
explanations for this finding. Nonethe-
less, this improvement in survival is well
documented and has been recognised
for some time.!

Although it is becoming increasingly
important to focus on other therapeutic
outcomes, such as quality of life, it is
incorrect to assume that involvement in
clinical cancer trials equates to impair-
ment of quality of life and an increase in
adverse effects. In fact, the primary
end-point of numerous clinical cancer
trials is improved quality of life.?

We agree with Thomson when he
states that patients anywhere in the
country should be able to access current
best-practice treatment. We agree that
best-practice treatment can only be
defined through the conduct of clinical

trials. Hence, well designed clinical tri-
als are necessary, and indeed crucial, to
the advancement of cancer therapy. In
the context of adolescents and young
adults with cancer, the lower than
expected improvement in survival may
be explained, in part, by a low rate of
participation in clinical trials.> There is
no doubt that participation in late-phase
clinical trials provides a “benchmark”
and ensures the provision of quality
medical care. Rural and regional set-
tings should not, a priori, be a barrier to
trial participation. Adequate infrastruc-
ture and support should be available for
such centres to participate.

Greater cooperation between all adult
and paediatric clinicians involved in the
care of adolescents and young adults
with cancer is essential to ensure that
the inequity in survival is corrected.

1. Stiller CA, Draper GJ. Treatment centre size, entry to clinical
trials, and survival in acute lymphoblastic leukaemia. Arch
Dis Child 1989; 64: 657-661.

2. Bottomley A, Vanvoorden V, Flechtner H, Therasse P. The
challenges and achievements involved in implementing
Quality of Life research in cancer clinical trials. Eur J Cancer
2003; 39: 275-285.

3. Albritton K, Bleyer WA. The management of cancer in the
older adolescent. Eur J Cancer 2003; 39: 2584-2599. [m}

Thyroid nodules and
thyroid cancer

Grant M Russell

Senior Lecturer, Discipline of General Practice,
University of Western Australia, 328 Stirling Highway,
Claremont, WA 6010. russellg@cyllene.uwa.edu.au

To THE EDITOR: Mackenzie and Mor-
timer presented a useful review of the
management of thyroid nodules and thy-

roid cancer.! In their section on follow-
up, they did not mention premature
menopause — a clinically relevant side
effect of radioactive iodine therapy
which seems underinvestigated in the
literature and not necessarily considered
during post-radioiodine management.
Its impact was highlighted by the recent
general-practice presentation of a 42-
year-old woman with a small thyroid
nodule. She had been previously well
except for a 5-year history of treated
hypothyroidism secondary to Hashim-
oto’s thyroiditis. Investigation revealed a
2 cm papillary thyroid carcinoma, which
was managed by total thyroidectomy
and clearance of anterior-compartment
cervical lymph nodes. Five of 21 nodes
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had deposits of papillary carcinoma.
The patient was treated with a standard
course of radioiodine.

She presented 6 weeks after complet-
ing the radioiodine therapy with sudden
onset of symptoms of oestrogen defi-
ciency (delayed menstruation, flushes,
tiredness and vaginal dryness). Her
menstrual cycle had been previously
normal, and she had no family history of
premature menopause. Investigations
confirmed typical menopausal hormone
levels (follicle stimulating hormone,
48 IU/L [menopausal range >30IU/L];
and oestradiol, < 150 pmol/L. [menopau-
sal range, 70-200 pmol/L]). Symptoms
resolved after she began hormone
replacement therapy.

A recent retrospective cohort study
found that radioiodine treatment may
predispose to early menopause.? The
patient had not been told of the possibil-
ity of this complication, and her surgeon
was unaware of the link.

Two clinical lessons arise. The first is
that discussion about premature meno-
pause should be a routine part of pre-
treatment counselling for women of late
reproductive age contemplating thyroid
ablation. Secondly, as hospitals and gen-
eral practitioners are increasingly choos-
ing to share care of patients with
cancer,’ all stakeholders should consider
the possibility in follow-up strategies.

1. Mackenzie EJ, Mortimer RH. 6: Thyroid nodules and thyroid

cancer. Med J Aust 2004; 180: 242-247. www.mja.com.au/
public/issues/180_05_010304/mac10351_fm.html

2. Ceccarelli C, Bencivelli W, Morciano D, et al. 'l therapy for
differentiated thyroid cancer leads to an earlier onset of
menopause: results of a retrospective study. J Clin Endocri-
nol Metab 2001; 86: 3512-3515.

3. McWhinney IR. Caring for patients with cancer. Family
physicians’ role [editorial; comment]. Can Fam Physician
1994; 40: 16-19. O

Emily J Mackenzie,* Robin H Mortimer'

*Registrar, T Director of Endocrinology, Royal
Brisbane and Women'’s Hospital, Herston, QLD 4029.
Robin_Mortimer@health.qld.gov.au

IN REPLY: As Russell indicates, there
are suggestions in the medical literature
that radioiodine ablation of thyroid
remnants in women with thyroid cancer
may be associated with temporary men-
strual irregularity or premature meno-
pause. The study he quotes is
retrospective and does not take into
account the periods of profound
hypothyroidism that necessarily precede
radioiodine treatment.!
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The human oocyte appears to be
relatively radioresistant, with an LD,
calculated at <2 Gy. The ovarian dose
from remnant ablation is much lower
than this (32-162mGy for a 4GBq
dose of radioiodine).? However, it is
possible that the ageing ovary is more
radiosensitive. The article by Ceccarelli
and colleagues,! quoted by Russell,
shows that the proportion of women
with amenorrhoea in a group treated
with radioiodine for thyroid cancer was
identical to the proportion among con-
trols up to the age of 47 years. The
proportions then diverged so that, by
the age of 51 years, 29% of treated
women were still having menstrual
cycles, compared with 49% of control
women.

It is difficult to be sure that Russell’s
42-year-old patient had radioiodine-
induced amenorrhoea. Her amenor-
rhoea may be temporary, and with-
drawal of hormonal treatment may be
warranted to investigate this.

1. Ceccarelli C, Bencivelli W, Morciano D, et al. '®| therapy for
differentiated thyroid cancer leads to an earlier onset of
menopause: results of a retrospective study. J Clin Endocri-
nol Metab 2001; 86: 3512-3515.

2. Seidlin S, Yalow R, Siegel E. Blood radioiodine concentra-
tion and blood radiation dosage during 1'*" therapy for
metastatic thyroid carcinoma. J Clin Endocrinol Metab
1952; 12: 1197. ]

Olympic medals or long life:
what’s the bottom line?

John Orchard,* Caroline Finch'

*Sports Physician, Sports Medicine Unit; T Director,
NSW Injury Risk Management Research Centre,
University of New South Wales, 111 Anzac Parade,
Kensington, NSW 2033.

johnorchard@msn.com.au

To THE EDITOR: We agree with very
few of the conclusions in the recent
article by Mitton et al.! It is fascinating
that the authors single out elite athlete
funding as being the only notable area
of discretionary government spending
that prevents more from being spent on
healthcare. We suspect that the authors
share the widely-held view within the
healthcare professions that sport is an
indulgence rather than a contributor to
the good health of this nation.

Sports medicine is the only recog-
nised branch of medicine in Australia
that is considered an “area” of medi-
cine (all other recognised branches
being considered “specialties™), a view
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held by both the Health Insurance
Commission and the Australian Medi-
cal Association. Therefore, an Austral-
ian athlete who suffers a sports injury
and is referred to a sports physician
receives lower Medicare rebates for the
visit than all other patients referred
elsewhere in the system, and is unable
to claim any Medicare rebate if he or
she requires a magnetic resonance
imaging scan for an injury, again the
only such example in the Australian
healthcare system.?

Injuries which occur as a result of
traffic accidents, workplace accidents,
falls, assaults and suicide attempts are
all monitored by various government
departments, with priority funding
specifically directed towards their pre-
vention. The federal government in
Australia directs no funding towards
sports injury monitoring or prevention?
and does not devote sufficient
resources towards making the popula-
tion more active.*

The article by Mitton et al ignores
the concept of efficiency (in terms of
prolonging life) within healthcare
spending. Health promotion and pre-
vention of illness and injury are far
more efficient ways of prolonging life
than treating existing disease (compare
smoking cessation programs with coro-
nary care units). Lack of sport and
exercise is an increasingly prevalent
risk factor for major diseases.* The use
of elite athletes as role models may or
may not contribute to a more active
population — we suspect the former.
We also believe that the disrespect
shown within the Australian healthcare
system towards sports injuries (com-
pared with other injuries and illnesses)
is a major disincentive for Australians
to become more active. This is a disin-
centive for which we will pay a high
penalty in terms of decreased life
expectancy and increased healthcare
costs in the future.

1. Mitton CR, Davies HD, Donaldson CR. Olympic medals or
long life: what's the bottom line? Med J Aust 2004; 180: 71-
73

2. Orchard J. Health insurance rebates in sports medicine
should consider scientific evidence [editorial]. J Sci Med
Sport 2002; 5: v-viii

3. Orchard JW, Finch CF. Australia needs to follow New Zea-
land’s lead on sports injuries. Med J Aust 2002; 177: 38-39.

4. Bauman A, Armstrong T, Davies J, et al. Trends in physical
activity participation and the impact of integrated campaigns
among Australian adults, 1997-99. Aust N Z J Public Health
2003; 27: 76-79 O
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* Assistant Professor, Department of Health Care and
Epidemiology, University of British Columbia, 4480
Qak Street, E414 A, Vancouver, BC V6H3V4, Canada;
T Professor, Pediatrics and Human Development,
Michigan State University, USA;  Professor, School of
Population and Health Sciences and Business School,
University of Newcastle, UK.

cmitton@cw.bc.ca

IN REPLY: We thank Orchard and Finch
for their letter about our article compar-
ing spending on the Sydney Olympics to
expenditure on healthcare for Australia,
Canada and Britain.! The reason we
“singled out elite athlete funding” was
simply to choose a high profile expendi-
ture as an illustration that government
does indeed make decisions about pri-
orities with the limited societal
resources available. While we would
strongly agree, and in fact state, that
“spending more on athletics may
improve the health of the population”,’
the necessary public debate about how
societal resources should be best spent
is lacking.

In our view, such a debate should be
informed by the costs and wide-ranging
benefits of government expenditure and
be based on clearly articulated public
values. Contrary to the claim that we
“ignore the concept of efficiency”, it is
precisely here, when costs and benefits
of alternative claims on limited
resources are explicitly compared (both
within healthcare and across govern-
ment sectors), that the notion of effi-
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ciency is addressed.? Upstream
investment in promotional activities
may well be an appropriate way to
spend health and non-health dollars —
let’s just make these choices, and the
underlying values, explicit.

1. Mitton CR, Davies HD, Donaldson CR. Olympic medals or
long life: what's the bottom line? Med J Aust 2004; 180: 71-
73.

2. Weinstein M, Stason W. Foundations of cost-effectiveness

analysis for health and medical practices. N Engl J Med
1977: 296; 716-721. O

An audit of obstetricians’
management of women
potentially infected with
blood-borne viruses

Donald M Clark
Obstetrician, PO Box 503, Mount Lawley, WA 6929.

To THE EDITOR: Giles et al' have
“poisoned the well” for future research
by attacking the obstetricians who took
the trouble to help them with their
study on management of hepatitis B
virus (HBV), hepatitis C virus (HCV)
and HIV.

Many of the discrepancies noted
between current practice and the rec-
ommendations/guidelines are easy to
explain:

Failure to screen. Many obstetricians
were told that it is discriminatory to
screen for HIV and HCV without
extensive pretest counselling. The
advice is obsolete, but old habits die
slowly.

Failure to recommend caesarean section
for women with HIV, Many obstetricians
have never seen a case of HIV and
would most certainly phone for advice if
the situation arose.

Failure to promote breastfeeding. Many
obstetricians leave advice on breastfeed-
ing to the midwives and paediatricians.
However, the article does concede that
mother-to-baby transmission is a theo-
retical risk, so patients are entitled to be
informed.

Failure to adhere to guidelines. Many
obstetricians regard guidelines issued by
the Royal Australian and New Zealand
College of Obstetricians and Gynaecol-
ogists (RANZCOG) as just that —
guidelines, not gospel.

1. Giles ML, Sasadeusz JJ, Garland SM, et al. An audit of
obstetricians’ management of women potentially infected

with blood-borne viruses. Med J Aust 2004; 180: 328-
332. O
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