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From the Editor’s Desk
MEDICAL SCHOOLS — BLUE 
CHIP ASSETS
In 2002, Eugene Stead, the pre-eminent US 
medical educator, made the intriguing 
observation that: “There hasn’t been one medical 
school [in the United States] that has failed since 
the publication of the Flexner Report ... If you 
look at other [prominent] businesses at the time 
of the Flexner Report [1910], you’ll find that 
only about 5%–7% are still in business. That’s an 
interesting comparison to the history of medical 
schools, which number in the hundreds ...” 

Considering that US medical students 
graduate with a debt of US$100000 or more, 
the fiscal stability of US medical schools 
should be no surprise. Australian medical 
schools apparently mirror this strength, as 
all have continued in business since the first 
was founded in the mid 19th century, and 
we now have 18 schools. If these institutions 
were listed on the stock exchange, they 
would surely be considered blue chip 
investments.

Why should this be?

First, they produce a valued product that 
is continually in high demand; the school 
places they offer are the object of fierce 
competition. Furthermore, medical schools 
are underpinned by government support 
and, more recently, by a move toward fee-
paying students. Infrastructure costs for 
clinical facilities are not burdensome, and 
most clinical teachers offer their services pro 
bono.

Stead notes that medical schools are 
protected in other ways: “. . . we have a 
monopoly on the creation of skilled medical 
manpower in the hands of schools which are 
mostly in the mode they were in during the 
Flexner Report”. He believes that the time has 
come for a reform of medical education, but 
unfortunately does not develop this theme in 
depth. 

In any event, our medical schools 
continue to thrive as blue chip assets. Small 
wonder, then, that Australian universities vie 
to establish their own medical schools.

.

Martin B Van Der Weyden

January MJA BookClub Winner
Congratulations to Dr Robert J French, Armidale, NSW, 
winner of our January prize draw. Dr French wins a copy of 
Acland’s Atlas of Human Anatomy: Head 
and Neck, Part 1 & 2 (DVD set). Thanks 

to everyone who purchased books 
from the January MJA BookClub and 
went into the draw. Pictured right is 
Stephanie Tricklebank, from AMPCo’s 
Infomation Processing Department, 
drawing the January winner. To see 
this month’s MJA BookClub’s great 
offers, see page 282 and the inside 
back cover of this issue.
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Is “nut-free” sunflower seed 
butter safe for children with 
peanut allergy?
Mimi Tang and Raymond J Mullins

TO THE EDITOR: In their report of a child
with peanut allergy who developed sun-
flower seed allergy, Hsu and Katelaris cau-
tion against marketing claims of “safe
alternatives” in allergic children.1 Their
report also raises practical issues for those
advising the parents of a child with food
allergy: what is the risk of a new allergy
developing; should a child with peanut or
tree nut allergy avoid similar foods as well;
and will food avoidance prevent new allergy
from developing?

The natural history of peanut and tree nut
allergy is for polysensitisation to develop
over time. One study demonstrated that, in
children younger than 2 years with peanut
or tree nut allergy, 19% were sensitised and
2% were clinically reactive to more than one
nut.2 By the age of 14 years, the percentages
had risen to 72% and 47%, respectively.
This has led to people with peanut or tree
nut allergy being advised to avoid all nuts
and seeds.2 Strategies commonly advised to
reduce the risk of allergy developing are to
avoid food allergens and to delay the intro-
duction of allergenic foods until the age of 2
years, but evidence to support their effec-
tiveness is limited,3 particularly for prevent-
ing food allergy.4

While studies in infants at high risk of
allergic disease have reported an increased
risk of eczema with early introduction of
solids (before the age of 3–4 months),3 and a
protective effect against asthma and eczema
with the avoidance of environmental and
food allergens in the first 6 months of life,4 a
recent systematic review found “no strong
evidence to support the association between
early solid feeding and the development of
persistent asthma, persistent food allergy,
allergic rhinitis, or animal dander”.5 Fur-
thermore, there is currently no evidence that
avoidance strategies applied beyond 6
months of age are effective for allergy pre-
vention, and provisional evidence that such
strategies might actually promote sensitisa-
tion and food allergy rather than tolerance.6

So how should we advise patients?
The peanut and tree nut avoidance strat-

egies advised will be largely dictated by:
• choking hazards in infants;

• the risks of cross-contamination in com-
mercially prepared foods; and
• the potential for confusion in young chil-
dren (and caregivers) trying to differentiate
one “nut” product from another.

Regarding the risk of developing new food
allergy, we should advise patients that:
• new allergies may develop with time;
• this risk is unpredictable;
• we have little evidence to recommend
avoidance beyond the age of 6 months as an
effective preventive strategy; and
• parents should not be optimistic (given
the current state of knowledge) that such
strategies will prevent new sensitisation
once food allergy has developed.

Mimi Tang, Associate Professor and Director1

Raymond J Mullins, Physician2

1 Department of Allergy and Immunology, 
Royal Children’s Hospital, Melbourne, VIC.

2 John James Medical Centre, Canberra, ACT.
rmullins@allergycapital.com.au

1 Hsu DC, Katelaris CH. Is “nut-free” sunflower seed
butter safe for children with peanut allergy [letter]?
Med J Aust 2007; 187: 542-543.

2 Clark AT, Ewan PW. The development and progres-
sion of allergy to multiple nuts at different ages.
Pediatr Allergy Immunol 2005; 16: 507-511.

3 Australasian Society of Clinical Immunology and
Allergy (ASCIA). Allergy prevention in children.
http://www.allergy.org.au/content/view/182/1
(accessed Dec 2007).

4 Arshad SH, Bateman B, Sadeghnejad A, et al.
Prevention of allergic disease during childhood by
allergen avoidance: the Isle of Wight prevention
study. J Allergy Clin Immunol 2007; 119: 307-313.

5 Tarini BA, Carroll AE, Sox CM, Christakis DA. Sys-
tematic review of the relationship between early
introduction of solid foods to infants and the devel-
opment of allergic disease. Arch Pediatr Adolesc
Med 2006; 160: 502-507.

6 Poole JA, Barriga K, Leung DY, et al. Timing of initial
exposure to cereal grains and the risk of wheat
allergy. Pediatrics 2006; 117: 2175-2182. ❏

γ -Hydroxybutyrate poisoning 
from toy beads
Vicki Kotsirilos

TO THE EDITOR: The case reports pre-
sented by Gunja et al1 are a serious concern
from many perspectives. The health authori-
ties should be commended for their rapid
risk assessment and alerting the community,
which led to the immediate withdrawal and
recall of the toy beads from the marketplace.

However, the question needs to be asked:
Could this situation have been prevented,
and if so, how? There are many toys in
Australia that potentially pose risks to child-

ren. These can include physical dangers,
such as the size of toys, with risk of choking,
to toxicological dangers, as we have seen
with Bindeez toy beads (containing 1,4-
butanediol), and psychological and social
concerns, such as the effects of sexually
provocative toys on young girls and “aggres-
sive” toys (which may encourage violence)
on young boys. More research is required to
test the psychological influence of such toys
on children. The evidence should be used in
the development of guidelines for safer toys.

At present, toy manufacturers in Australia
must adhere to the Australian Toy Standard
(AS/NZ 8124), established by Standards
Australia.2 Toys are monitored and regulated
mostly by the state governments. While the
manufacturers are expected to adhere to
these standards, they are in fact voluntary
standards and self-regulated, and many toys
can enter and be sold in Australia without
meeting these standards.

When a consumer or state government
inspector is concerned about the safety of a
toy, or if it violates the regulation, they may
contact one of the state offices of fair trad-
ing, which have the power to remove the toy
from the marketplace. This is essentially a
post-hoc auditing system and plays an
important role in safety, but action is essen-
tially taken after a problem is detected, such
as is the case with the Bindeez toys.

In view of potential concerns, I believe
what we need in Australia are stronger
regulations and guidelines that we can pro-
vide to manufacturers to help produce safer
toys. Our efforts should be towards pre-
venting any potential harm by strengthen-
ing existing regulations, establishing
consistent national and international stand-
ards for all imported toys, providing more
resources for the verification and testing
procedures and more expertise and wider
consumer input into the safety and suitabil-
ity of the types of toys permissible in
Australia. We have a duty to protect and
safeguard our children from both psycho-
logical and physical dangers.

Acknowledgement: I thank the MJA reviewers for 
their guidance and comments.

Vicki Kotsirilos, General Practitioner
Whole Health Medical Centre, Melbourne, VIC.
vicki.k@optusnet.com.au

1 Gunja N, Doyle E, Carpenter K, et al. γ -Hydroxybu-
tyrate poisoning from toy beads. Med J Aust 2008;
188: 54-55. 

2 Standards Australia [website]. Sydney: Standards
Australia, 2007. http://www.standards.org.au
(accessed 2008). ❏
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Osteoarthritis — the forgotten 
obesity-related epidemic with 
worse to come
Margaret A Allman-Farinelli, 
Robert J Aitken, Lesley A King and 
Adrian E Bauman

TO THE EDITOR: Australia, like many
other nations, is experiencing an epidemic
of overweight and obesity. The most recent
National Health Survey reported that 62%
of men and 45% of women were overweight
or obese.1 Among numerous associated con-
cerns is the cost burden of obesity-related
illnesses on individuals, the community and
the health system.

Among the 45–54-years age group (the
stage at which osteoarthritis becomes a sig-
nificant health problem), we calculated the
population attributable risk (PAR) for osteo-
arthritis associated with obesity to be 25%
for men and 22% for women, using a
relative risk (RR) of 2.4 and obesity esti-
mates of 23.3% for men and 20.1% for
women. In terms of major health sequelae of
the epidemic, this is second only to obesity-
related type 2 diabetes (RR, 3.2; PAR, 34%
for men, 31% for women). Some obese
patients will have multiple obesity-related
comorbidities.

In 2005 in Australia, 2551 national hos-
pital separations among people aged 45–54
years were for obesity-related osteoarthritis.2

Using data from the three most recent
National Health Surveys, we projected the
likely prevalence of obesity among 45–54-
year-old Australians in 20251,3,4 and then
estimated future hospital separations and
direct health system expenditure, using
costing information supplied by the Austra-
lian Institute of Health and Welfare.2 We
project that in 2025, if Australians born
between 1971 and 1980 maintain their cur-
rent rate of weight gain, the proportion of

obese 45–54-year olds will rise to 38.8% of
men and 32.2% of women. The estimated
number of hospital separations for obesity-
related osteoarthritis will increase to 4216.
The direct health system cost (in current
dollars) will rise to $44.4 million, from an
estimated $25.5 million in 2005.

The 45–54-year-old population com-
prises a considerable proportion of the
workforce, and obesity-related illness
impacts on absenteeism5 as well as individ-
uals’ and families’ quality of life. As the
current generation of young adults ages, a
trend toward increasing illness arising from
high levels of obesity is likely, unless health
and government policy initiatives to prevent
weight gain are given higher priority.

Acknowledgements: We thank Mr John Goss from
the Australian Institute of Health and Welfare for
supplying additional disaggregated costing infor-
mation and the Australian Bureau of Statistics for
supplying National Health Survey confidentialised
unit record files. The New South Wales Centre for
Overweight and Obesity is funded by NSW Health.

Margaret A Allman-Farinelli, Research Fellow1

Robert J Aitken, Biostatistical Officer Trainee2

Lesley A King, Adjunct Senior Lecturer1

Adrian E Bauman, Professor1

1 NSW Centre for Overweight and Obesity, 
School of Public Health, University of Sydney, 
Sydney, NSW.

2 NSW Health, Sydney, NSW.
margallman@health.usyd.edu.au

1 Australian Bureau of Statistics. National Health Sur-
vey: summary of results 2004–05. Canberra: ABS,
2006.

2 Australian Institute of Health and Welfare. Principal
diagnosis data cubes 1988–89 to 2004–05. http://
www.aihw.gov.au/hospitals/datacubes/datacube_
pdx.cfm (accessed Dec 2007).

3 Australian Bureau of Statistics. National Health Sur-
vey 2001. Canberra: ABS, 2002.

4 Australian Bureau of Statistics. National Health Sur-
vey 1995. Canberra: ABS, 1997.

5 Laaksonen M, Piha K, Sarlio-Lähteenkorva S. Rela-
tive weight and sickness absence. Obesity (Silver
Spring) 2007; 15: 465-472. ❏

Radiographers’ role in 
radiological reporting: a model 
to support future demand
Jeffery M Peereboom

TO THE EDITOR: I write in response to
two articles published recently in the Jour-
nal.1,2 Both propose that substitution of
doctors with paramedical professionals is
reasonable.

I disagree. I think it is imperative that
before doctors decide to only see the “fun”
patients, we had better be sure we want to
surrender our status in the health care
system.

In the report by Oldmeadow and col-
leagues,1 as a result of workload constraints,
the proposition is made to have physiother-
apists run and manage an orthopaedic
clinic.

By the patient-to-doctor ratio in the study,
the average load per week for each doctor
was four new and five old patients in a 3-
hour clinic. Perhaps readers will compare
that load with their own.

The study’s outcomes are a cause for
concern. Recommendations for manage-
ment and treatment by two physiotherapists
were compared with those of an orthopaedic
surgeon. If the surgeon’s opinion is deemed
to be correct, then over 25% of the patients
who attended these clinics would have been
treated incorrectly. In addition, 13% of the
physiotherapists’ assessments were not only
wrong, but the management plans did not
include referral to the surgeon.

Remember, this was a highly artificial,
simplified clinic treating a limited range of
conditions. Consider what the error rate
would be in an open clinic with no restric-
tions on the patients to be seen.

In the same issue of the Journal, Smith
and Baird proposed that radiographers are
qualified in some way to read images.2

While radiographers are skilled techni-
cians, in no way would their interpretive
skill be equal to that of a general practi-
tioner, radiologist, or consultant in any
other specialty.

We should not lower standards for the
sole reason of speed of access.

I would advocate focusing on consolidat-
ing the education of GPs, and so empower
them as a group. GPs with special interests
could equally act as the gatekeepers to
clinics.

It is unfair to foist the decisions on care,
which are our duty, onto other professionals
who are not as extensively trained as we.
The job of a surgeon is not to operate on

Correspondents 
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cannot access the Editorial Manager submission system may submit letters by email to 
medjaust@ampco.com.au. 
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patients. It is rather to organise the care of
patients who have a problem in the area of
our specialty.

Jeffery M Peereboom, Orthopaedic Surgeon
Brisbane Private Hospital, Brisbane, QLD.
j_peereboom@yahoo.com.au

1 Oldmeadow LB, Bedi HS, Burch HT, et al. Experi-
enced physiotherapists as gatekeepers to hospital
orthopaedic outpatient care. Med J Aust 2007; 186:
625-628. 

2 Smith TN, Baird M. Radiographers’ role in radiolo-
gical reporting: a model to support future demand.
Med J Aust 2007; 186: 629-631. ❏

Tony N Smith

IN REPLY: Peereboom appears to ignore
reality. Recent news media1 gave an insight
into the state of radiological services at
some Sydney teaching hospitals. Thou-
sands of images have never been seen by a
radiologist. Yet, all of those images were
seen by radiographers, who also saw the
patients. I am frequently asked by doctors
for my opinion about radiographs. At
times, I volunteer my opinion to junior
doctors and general practitoners. Thirty
years of experience tells me that, if I don’t,
they miss abnormalities, delaying treat-
ment and decreasing the quality of care.

Peereboom will have worked with radio-
graphers capable of accurately interpreting
radiographs. Today, many Australian radi-
ography students have tertiary entrance
scores in the 90s. Arguably, the only reason
we cannot teach them to formally give their
opinion on radiographs is because of a
professional boundary drawn in the sand in
the 1920s.2 However, the sand is shifting
under the health care system.

I have the greatest respect for radiolo-
gists’ knowledge, skills and intellectual
capacity. However, an advanced practice
role for radiographers is not just about
respect. It is a human resource issue.
Knowing that the current service model is
antiquated, do we wish to limit the poten-
tial of both radiographers and radiologists
in the future?

Tony N Smith, Senior Lecturer in Medical 
Radiation Science
Department of Rural Health, University of 
Newcastle, Tamworth, NSW.
tony.smith@hnehealth.nsw.gov.au

1 Patty A. X-ray backlog: patients at risk; hospital
woes. Sydney Morning Herald 2007; 6 Oct: 1.

2 Larkin G. Occupational monopoly in modern medi-
cine. London: Tavistock Publications, 1983. ❏

Experienced physiotherapists 
as gatekeepers to hospital 
orthopaedic outpatient care
Caroline A Brand, Richard H Osborne, 
Ian P Wicks and Richard N de Steiger

TO THE EDITOR: We read with interest the
recent article by Oldmeadow and colleagues.1

Patients on waiting lists have long waits and
poor quality of life,2 and we are currently
piloting a similar model for assessment of
patients referred for orthopaedic opinion for
hip and knee arthroplasty.3

In keeping with other authors, the article
by Oldmeadow and colleagues provides
encouraging data to support role substitu-
tion. However, we suggest that important
issues need to be addressed before wide-scale
adoption and expansion of the model.

More information is needed about the pro-
portion of all referred patients eligible for the
physiotherapist assessment, and the cost–
benefit figures for “avoided” orthopaedic con-
sultations. It is quite difficult to evaluate the
outcomes given the exclusion criteria, which
are common comorbidities in these settings.
While the κ statistic implies concordance
between two physiotherapists and one sur-
geon, the disagreement was still about one
patient in four. Of course, this level of disa-
greement may also be found between sur-
geons. However, for  a new heal th
intervention, such discordance needs to be
understood within an appropriate evaluation
framework.

What level of diagnostic error are consum-
ers prepared to accept from any health care
provider? The article reports five episodes of
disagreement between the physiotherapists
and the surgeon, where the need for surgery,
medical treatment or further imaging was
missed; this represents 13.2% of patient
assessments (were there multiple missed
opinions in individual cases?). The fact that a
patient refused surgery is irrelevant if that
decision was not identified a priori before
surgical referral. Every consumer has the
right to accept or reject recommendations
about care based on the best available infor-
mation about potential benefits and harms.

An important role of specialist medical pro-
viders is that of diagnostician, particularly
when there are multiple or complex condi-
tions. Changes to the management of com-
mon musculoskeletal conditions should not
reduce opportunities for expert input when
required.

Waiting times for many patients are clinic-
ally and ethically unacceptable and we agree
new service delivery models are necessary.
We suggest that:
• professional groups work together to
develop agreed evidence-based protocols for
triage, assessment, investigation and manage-
ment of common musculoskeletal conditions;
• funding providers and health care organi-
sations develop and evaluate new models of
care, including their cost-effectiveness, and
provide appropriate training and monitoring
to ensure role redefinition is associated with
maintenance of equal or better quality and
safety of care; and
• a musculoskeletal clinical network be
developed to support these objectives.

Caroline A Brand, Director, Clinical 
Epidemiology and Health Service Evaluation 
Unit1

Richard H Osborne, NHMRC Population Health 
Fellow and Senior Lecturer2

Ian P Wicks, Director, Rheumatology Unit,3 and 
NHMRC Clinical Practitioner Fellow4

Richard N de Steiger, Director, Orthopaedic 
Surgery1

1 Royal Melbourne Hospital, Melbourne, VIC.
2 AFV Centre for Rheumatic Diseases, 

University of Melbourne, Melbourne, VIC.
3 Melbourne Health, Melbourne, VIC.
4 Walter and Eliza Hall Institute of Medical 

Research, Melbourne, VIC.
richardo@unimelb.edu.au

1 Oldmeadow LB, Bedi HS, Burch HT, et al. Experi-
enced physiotherapists as gatekeepers to hospital
orthopaedic outpatient care. Med J Aust 2007; 186:
625-628. 

2 Ackerman IN, Graves SE, Wicks IP, et al. Severely
compromised quality of life in women and those of
lower socioeconomic status waiting for joint replace-
ment surgery. Arthritis Rheum 2005; 53: 653-658.

3 Osborne R, Haynes K, Jones C, et al. Orthopaedic
Waiting List Project. Summary report. Melbourne:
Victorian Government Department of Human Serv-
ices, 2006. http://www.health.vic.gov.au/electivesur-
gery/pubs/owlsumrep.pdf (accessed Nov 2007). ❏
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LETTERS
Leonie B Oldmeadow, Harvinda S Bedi, 
Hugh T Burch, Jenni S Smith, 
Edmund S Leahy and Miron 
Goldwasser

IN REPLY: The proportion of patients who,
after being referred to specialist orthopaedic
surgeons by general practitioners, are then
listed for surgery, is around 20%–30%.1-3 In
our trial, the diagnostic and management
concordance between the physiotherapists
and surgeon for this group was very high. It
was also high for the 63% for whom evi-
dence-based physiotherapy was appropriate.
Management discordance occurred when
surgical treatments that are controversial,
and variously used by surgeons (as noted by
Brand and colleagues), were recommended.
It is important to note that the 74% agree-
ment between the surgeon and physiothera-
pists in our trial was achieved under
research conditions, with the physiother-
apists screening independently. We suggest
that the physiotherapist clinic be co-located
with that of the surgeons, to facilitate further
investigations, enhance the pathway to sur-
gery and manage safety concerns.

The advantages of a physiotherapist
screening clinic are in (i) triaging out from
waiting to see a surgeon, patients predicted
to benefit from non-surgical interventions
(including those not willing to consider
surgery at the time) and (ii) triaging patients
in to the appropriate non-surgical care. We
agree that patients with degenerative, osteo-
arthritic conditions, for whom joint replace-
ment surgery may be the eventual treatment,
will be best managed through multidiscip-
linary care.

Leonie B Oldmeadow, Senior Clinician 
Physiotherapist1

Harvinda S Bedi, Orthopaedic Surgeon1

Hugh T Burch, Project Manager Allied Health2

Jenni S Smith, Physiotherapy Manager2

Edmund S Leahy, Senior Physiotherapist1

Miron Goldwasser, Senior Orthopaedic 
Surgeon1

1 Northern Hospital, Melbourne, VIC.
2 Northern Health, Melbourne, VIC.
L.Oldmeadow@alfred.org.au

1 Queensland Health Systems Review. Final report.
September 2005. http://www.health.qld.gov.au/
health_sys_review/final/qhsr_final_report.pdf
(accessed Nov 2007).

2 Hourigan P, Weatherley C. Initial assessment and
follow-up by a physiotherapist of patients with back
pain referred to a spinal clinic. J R Soc Med 1994;
87: 213-214.

3 Oldmeadow LB, Bedi HS, Burch HT, et al. Experi-
enced physiotherapists as gatekeepers to hospital
orthopaedic outpatient care. Med J Aust 2007; 186:
625-628. ❏

Lack of consistency in safe-
sleeping messages to parents
Sarah J Buckley

TO THE EDITOR: The concerns expressed
by Byard and colleagues about “safe-sleep-
ing messages”1 are based on the assump-
tion that bed-sharing (mother and baby
sleeping on the same bed surface) is intrin-
sically dangerous.

While some case–control studies have
shown increased mortality for young (but
not older) bed-sharing babies of non-
smoking mothers, more detailed studies
have found excess risk only among parents
affected by alcohol, extreme overtiredness,
overcrowded housing, or where the sleep-
ing environment was unsuitable, including
prone or side sleeping, heavy bedding,
waterbeds and sofas.2

Epidemiological studies support the
safety of bed-sharing. For example, in
Hong Kong and mainland China, bed-
sharing is very common, but rates of unex-
pected infant death are extremely low. This
implicates aspects of Western lifestyle and
sleeping practices — including the V-
shaped pillows (tri-pillows) highlighted by
Byard et al, other suffocation and entrap-
ment hazards, and maternal smoking —
rather than bed-sharing per se.

Bed-sharing is also the evolutionary
norm, providing many opportunities for
“mutual regulation” of maternal–infant
physiology, including body temperature,
sleep cycle and breastfeeding.3 Modern
bed-sharing mothers may appreciate the
more restful sleep and easier breastfeeding.

Overnight sleep laboratory studies of
bed-sharing and solitary-sleeping mother–
baby pairs show that bed-sharing mothers
are very aware of their baby’s presence,
even in deep sleep, and move to avoid
overlaying. Bed-sharing babies breastfeed
more frequently, but with equivalent total
sleep for mother and baby.3 Researchers
note the rarity of unsafe prone positions
among breastfeeding, bed-sharing infants.3

Other studies have shown increased rates
and duration of breastfeeding among bed-
sharing mothers and infants.4

For these reasons, bed-sharing has
become more popular in Western cultures,
with an Australian survey in 2000 finding
around 40% of young babies bed-sharing
for at least part of the night.5

As with other aspects of care, it is our
duty as health professionals to discuss the
risks, benefits and practicalities of bed-
sharing so that parents can make an

informed and safe choice. The Royal Aus-
tralasian College of Physicians comments,
“Co-sleeping or bed-sharing is common
and associated with increased breastfeeding
rates, longer and more restful sleep, and a
protective posture and synchrony of
mother with baby . . . All parents should be
informed about how to safely co-sleep with
their infants”.6

Safe bed-sharing recommendations are
available from websites such as the
UNICEF UK Baby Friendly Initiative.7

Sarah J Buckley, General Practitioner
Brisbane, QLD.
sarahjbuckley@yahoo.com

1 Byard RW, Cains G, Noblet H, et al. Lack of consist-
ency in safe-sleeping messages to parents [letter].
Med J Aust 2007; 187: 62. 

2 Blair PS, Fleming PJ, Smith IJ, et al. Babies sleeping
with parents: case–control study of factors influenc-
ing the risk of the sudden infant death syndrome.
CESDI SUDI Research Group. BMJ 1999; 319: 1457-
1461.

3 McKenna JJ, Mosko S, Richard C. Breast-feeding
and mother-infant cosleeping in relation to SIDS
prevention. In: Trevathan WR, Smith E, McKenna JJ,
editors. Evolutionary medicine. New York: Oxford
University Press, 1999.

4 Ball HL. Breastfeeding, bed-sharing, and infant
sleep. Birth 2003; 30: 181-188.

5 Rigda RS, McMillen IC, Buckley P. Bed sharing
patterns in a cohort of Australian infants during the
first six months after birth. J Paediatr Child Health
2000; 36: 117-121.

6 Royal Australian and New Zealand College of Physi-
cians, Paediatrics and Child Health Division. Breast-
feeding. http://www.racp.edu.au/index.cfm?object
id=A4254F55-2A57-5487-DFE129631BCB4C59
(accessed Nov 2007).

7 UNICEF UK Baby Friendly Initiative with the Foun-
dation for the Study of Infant Deaths. Sharing a bed
with your baby. A guide for breastfeeding mothers.
http://www.babyfriendly.org.uk/pdfs/sharingb-
edleaflet.pdf (accessed Nov 2007). ❏

Roger W Byard, Glenda Cains, 
Helen Noblet and Maxine Weber

IN REPLY: Our position on bed-sharing
was not based on the assumption that it is
intrinsically dangerous, but that there is an
increased risk of mortality for bed-sharing
babies of “parents affected by alcohol,
extreme overtiredness, overcrowded hous-
ing, or where the sleeping environment was
unsuitable” (to quote Buckley). These risk
factors were not mentioned by the tele-
phone health advice line quoted in our
letter,1 which rather commented that mor-
tality in bed-sharing babies was such a rare
event that the caller should not worry
about it — little consolation if a fatality
occurred.

We agree completely that parents need to
be able to “make an informed and safe
choice”, but this also requires informing
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them of potential dangers — which did not
happen. Also, we do not agree that mothers
are always aware of the presence of their
babies, as reports of accidental suffocation
during breastfeeding in bed clearly demon-
strate.2,3

An informed decision is made when all
the information has been provided, not just
information that supports a particular
point of view. Curiously, Buckley’s final
point is to recommend a website for safe
bed-sharing advice4 that states quite clearly
(with italics): “the safest place for a baby to
sleep is in a cot by your bed”. We concur.

Roger W Byard, George Richard Marks 
Professor of Pathology1

Glenda Cains, Mortuary Team Leader2

Helen Noblet, Executive Officer3

Maxine Weber, Executive Director4

1 Discipline of Pathology, University of 
Adelaide, Adelaide, SA.

2 Forensic Science SA, , Adelaide, SA.
3 Kidsafe SA, Women’s and Children’s Hospital, 

Adelaide, SA.
4 SIDS and Kids South Australia, Adelaide, SA.
byard.roger@saugov.sa.gov.au

1 Byard RW, Cains G, Noblet H, et al. Lack of consist-
ency in safe-sleeping messages to parents [letter].
Med J Aust 2007; 187: 62. 

2 Asphyxiation of neonate during breast feeding.
Aust J Med Def 1992; 6: 6-7.

3 Byard RW. Is breast feeding in bed always a safe
practice? J Paediatr Child Health 1998; 34: 418-419.

4 UNICEF UK Baby Friendly Initiative with the Foun-
dation for the Study of Infant Deaths. Sharing a bed
with your baby. A guide for breastfeeding mothers.
http://www.babyfriendly.org.uk/pdfs/sharingb-
edleaflet.pdf (accessed Aug 2007). ❏

In my day
Sara L Barnes

TO THE EDITOR: Since graduating from
medical school in 2004, I have dutifully
read the Medical Journal of Australia. I was
initially intrigued to read sporadic letters to
the Editor in which authors, when com-
menting on current issues in medical edu-
cation and clinical practice, referred to
what happened “in our day”. Topics have
included anatomy (eg, dissections), Latin
and Greek lessons, teaching methods and
hours worked.

At times, I feel that the new generation of
doctors, of which I am a part, must justify
how we can work as medical professionals
given our presumed inadequate know-
ledge. I believe that the skills I learned
while at university have enabled me to
successfully manage patients who not only
have complex medical problems treated

with numerous medications, but often
require more support to be provided when
at home. My training has taught me to
solve problems and resource answers using
multiple modalities and resources, at the
same time keeping abreast of rapidly evolv-
ing medical theories and treatments.

I do so while also facing the current
economic challenges of rising insurance
premiums, housing costs, and concerns
about global warming.

I did not learn Greek or Latin at school,
but I did learn to touch type, design a
database and formulate a spreadsheet. In
my day, when electronic interfaces involved
with patient care are changing rapidly,
these skills have greatly enabled me for
work in the 21st century.

Sara L Barnes, MB BS, Medical Registrar
The Austin Hospital, Melbourne, VIC.
saraitsallabout@hotmail.com ❏
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