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Older age per se has been well studied in
the cardiology literature on management of
myocardial infarction. However, in the
literature on adherence to guidelines, few
studies have attempted to fully identify the
non-cardiac-related characteristics of those
receiving guideline-discordant care. Krum-
holz et al reported that altered mental state
is one factor, and that, of a large “real-
world” cohort aged 65 or more, only 8%
were considered ideal candidates for throm-
bolytic therapy.4

Quality healthcare involves multiple
dimensions, including both personal and
process factors. Practice guidelines are
valuable tools to reduce practice variation,
but we need to continue to evaluate whether
they can be applied as broadly as may be
advocated.

Surely, evidence-based guidelines can
only be confidently applied to situations for
which an evidence base exists. It will be
important to test the application of guide-
lines in many settings, with attention to
potential confounders, and, in particular, to
outcome measures.
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IN REPLY: We thank Pearson for her kind
comments and agree the design of our
study1 prevented identification of all patient
factors that may, quite reasonably, impact
on clinicians’ decisions to administer spe-
cific treatments to older patients with acute
myocardial infarction (AMI). These factors
may also have precluded such patients from
enrolment in clinical trials, the results of
which underpin recommendations within
clinical practice guidelines.

On the other hand, we know advancing age
is an independent predictor of increased
mortality after AMI, with several possible
causes: age-related reductions in protective
mechanisms (such as myocardial precondi-
tioning),2 presence of cardiac and non-
cardiac comorbidities unaffected by treat-
ments for AMI,3 and — the focus of our study

— underuse of effective therapies in the
absence of discernible contraindications.4,5

While cognitive impairment, renal dysfunc-
tion and poor functional status may dissuade
patients and/or clinicians from pursuing
“aggressive” management, we have no evi-
dence that these factors, singly or in combina-
tion, necessarily attenuate the benefits of
specific interventions for AMI in patients at
high baseline risk of cardiac death.6 We also
adjusted mortality comparisons between con-
cordant- and discordant-care groups for
multiple measures of illness severity at
presentation which predict a poor prognosis.

Nevertheless, we support calls for more
randomised trials of treatments for AMI
and other conditions in older patients with
liberal, “real-world” inclusion criteria in
determining absolute risks and benefits of
intervention in the presence of multiple
comorbidities and impaired function.
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TO THE EDITOR: Several studies have
documented the high incidence of adverse
events arising during hospital admission.
The potential for discontinuity of care and
poor communication is significant when
patients are admitted to and discharged
from hospitals, hence the Australian Phar-
maceutical Advisory Council (APAC) has
established guidelines to ensure continuity
in the quality use of medicines.1 A study
reported in 2001 by Mant et al found very
low compliance with a minimum dataset
based on the APAC guidelines.2 These

authors subsequently held workshops to
identify problems, develop action plans and
refine these strategies. However, the follow-
up report, published recently in the Journal,
reported little change in adherence to the
minimum dataset.3

Why are providers failing to follow the
APAC guidelines? Certainly, one cannot
assume that the formulation and dissemina-
tion of guidelines will necessarily lead to
their implementation.4 To be effective,
users must be aware of guidelines and
convinced that they will add value to the
way in which they work. Guidelines need to
be credible and should make sense in the
“real world”. Given the attitudinal barriers
of some groups to the uptake of guidelines,
multiple strategies are required to ensure
their effective implementation. Among
these is the involvement of key stakeholders
in guideline development.

Who are the key stakeholders for ensur-
ing continuity of care regarding therapeu-
tics between hospital and the community?
While Mant and colleagues report work-
shops involving general practitioners and
hospital staff, their reports do not identify
which hospital staff were involved.2,3 Were
clerical, pharmacy and junior medical staff
included? These staff could make a critical
difference in adherence to the minimum
dataset. Furthermore, are these staff even
aware of the APAC guidelines?

The APAC guidelines use the definition
of discharge planning established by the
Council on the Ageing (Victoria). This
describes people, hospitals and community-
based services working together — but the
guidelines and associated minimum dataset
place little importance on the patient.
Patients’ knowledge of their medications is
discounted. Despite being mentioned in
principles 4 and 6 of the APAC guidelines,
patient knowledge of medication changes
and satisfaction with the communication
regarding medications is not considered in
the minimum dataset.1

Strategies involving consumers should be
explored as a mechanism for improving
information exchange between hospitals
and GPs. Similarly, an enhanced role for
pharmacists warrants further considera-
tion.5 Certainly, further critique of the
APAC guidelines and exploration of reasons
for their poor uptake is important to ensure
optimal patient outcomes.
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TO THE EDITOR: It is refreshing to see
quality initiatives like that of Mant et al,1

which examine issues of continuity across
different territories. Use of a simple audit
tool (minimum dataset) and methodology
has worked well to illuminate what mislead-
ingly appears to be a simple problem (ie, the
two-way exchange of information between
the hospital and general practitioner in
relation to medication). Unfortunately, like
many problems that appear straightforward
and easily fixable, the reality is that this
issue is far more complex to address. A lack
of clinical governance has been made
apparent in both the public hospitals and
the Divisions of General Practice that
participated. Clinical governance demands
that organisations be accountable for stand-
ards and performance in relation to clinical
care,2 and this is integral to addressing
problems both internally and across the
continuum of care.

Mant et al demonstrated that many
hospitals had policies and strategies to
accomplish the exchange of medication
information,1 indicating that these proce-
dures were thought to be achievable with
current resources. Before this study, knowl-
edge among staff of implementation was
scant and confused, and there was no
system of review to reveal existing prob-
lems. When problems were exposed and
changes made, staff were not upskilled to
incorporate the change into their practice
(eg, junior doctors not completing the new
discharge referral form). Similarly, the
Divisions of General Practice did not
resolve issues surrounding the production
and distribution of business cards that they
had agreed to undertake.

This study has determined a means to
measure performance and has intervened to
analyse problems and yield some improve-
ments. However, if the organisations involved
do not commit to develop clinical governance,
the path towards continued improvement will
be extremely slow (if at all) and the findings of
this project made irrelevant.
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TO THE EDITOR: Mant et al1 explore an
important aspect of the quality use of
medicines in their study on the continuity of
medicines from hospital to community.
Their study on compliance with an agreed
minimum dataset for patient medication
information exchange between hospitals
and general practitioners provides a useful
perspective of an approach to systems
change. I wish to point out a number of
limitations that may have affected their
results and make some suggestions to
improve the quality use of medicines.

GPs were audited on whether they
provided medication information to hospi-
tals. Many GPs work part-time. There is the
possibility that the medical practice was
contacted by a hospital employee, who
obtained the information from a doctor
other than the patient’s usual GP.

The audit covered discharge summaries
received by the GP by fax. Although faxing
discharge summaries is convenient, there
are potential problems with this method.
There are the possibilities of dialling a
wrong number, and faxed discharge sum-
maries (particularly handwritten ones) may
be difficult to read, which could also result
in medication errors. In addition, a dis-
charge summary may have been posted to
the practice instead of faxed, which would
under-report the true percentage of GPs
who received the information.

It is not uncommon for patients to have
multiple GPs.2 However, it is my experience
that only one GP is documented in the
patient’s medical file. This issue could have
influenced the results of the GP audit and
would be a further factor complicating the
continuity of medicines from hospital to the
community.

The authors mention the introduction of
GP liaison officers to facilitate the notifica-
tion of GPs about patient admissions and
the rationale for medication changes. They
do not report any other measures that they
plan to introduce to improve their results.
Given that systems problems have multifac-
eted answers, further expansion on what
other steps could be taken would have been
a useful addition to their article. I suggest
that it would have been appropriate to
include a broader range of key stakeholders
in the workshops, such as community
pharmacists and patients. In addition, a
computerised hospital prescribing system
could be integrated with an on-line evi-
dence-based clinical guide to prescribing to
assist in optimal medication selection. This
could also be used to generate a discharge

medication list that was automatically sent
to the patients’ GPs. Such an approach
would reduce errors and improve out-
comes.3,4
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IN REPLY: We were pleased at the number
of letters received exploring issues raised by
our recent article.1

Jefford and colleagues question whether
staff are aware of the Australian Pharma-
ceutical Advisory Council guidelines.2 We
expect to answer this question during the
consultancy that the NSW Therapeutic
Assessment Group is conducting for the
Commonwealth Department of Health and
Ageing. In this consultancy, we are evaluat-
ing the implementation and effectiveness of
these guidelines. After its completion in
October this year, we will have an imple-
mentation map of activities being under-
taken relevant to the guidelines in Australia.
Recommendations formalised at a national
workshop will be made to the Department
of Health and Ageing regarding future
implementation, including alternative mod-
els and workable solutions.

All three letters raise questions about the
key stakeholders for continuity of care. We
invited a range of clinical and administrative
staff, including senior and junior medical
staff, nurse clinicians, clinical pharmacists
and general practitioners from the relevant
Divisions. However, participation of junior
medical staff was limited. As Jefford et al
comment, consumers and community
pharmacists warrant further consideration
in strategies for improving information
exchange between hospitals and GPs. We
also agree that patients’ knowledge of their
medications is often deficient: with limited
resources, we were only able to address this
through the GPs who interviewed their
patients following discharge.
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Wilson rightly observes that continued
improvement is dependent on organisa-
tions’ developing clinical governance —
accountability is a key driver for change.
Change in practice is usually incremental,
however, as we found in our study.
Sustained change requires ongoing effort
and support.

New comments on practical problems
with faxing discharge summaries. In our
study, GPs identified faxing as preferable
because of problems experienced with
summaries posted or delivered by patients.
New also refers to the problem of patients
having multiple GPs. It is up to the patient
to advise the hospital appropriately, and this
is a matter for consumer education. His
suggestion of computerised hospital pre-
scribing is an ideal we all hope will come to
fruition sooner rather than later. In the
meantime, we believe we have demon-
strated the quality improvement process
and its limitations and the value of GP audit
in prompting that process.
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TO THE EDITOR: Thanks for the interesting
opinion pieces by Reid1 and Paterson.2

Would I be correct in assuming that they are
the Reid and Paterson who were formerly
health bureaucrats in New South Wales and
Victoria, respectively?

May I suggest that your readers,
especially those interstate and overseas,
would have been better informed on the
import of these articles if you had made
some editorial mention of this fact? In this
era of “career-hopping” between industry,
government and academia, your readers, if
they are to intelligently interpret an
opinion piece, need to know more than
merely the present position held by the
author.

You rightly ask about the “competing
interests” of contributors of research
articles. Perhaps the writers of opinion
pieces should declare their background?

1. Reid MA. Reform of the Australian Health Care Agree-
ments: progress or political ploy? Med J Aust 2002; 177:
310-312.
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IN REPLY: As always, I appreciate Arnold’s
input, and he is right yet again: M Reid was
Director-General, New South Wales
Health, 1995–2001, and J Paterson was
Secretary, Health and Community Serv-
ices, Victoria, 1992–1996. This informa-
tion was conveyed in the author’s details for
Paterson, but inexplicably not for Reid.

The Journal asks its contributors to
declare “competing interests”; that is,
disclosure of “any situation in which an
individual . . . might be influenced . . . by
financial or personal factors that involve
self-interest”.1 Most journals, including
the MJA, choose to focus on competing
financial interests, but an ongoing quan-
dary is where to draw the line in the sand of
competing interests — should they be
religiosity, sexuality, consultancy within
the political or health bureaucracy, or
positions on committees or advisory
boards, and so on?

Arnold wishes to move to a higher plane
through disclosure of relevant areas of
contributors’ life stories, presumably to
alert readers to the potential for bias. But
might not the publication of a contributor’s
relevant career prejudice the response of the
reader?

Kenneth Rothman, editor of the journal
Epidemiology, has argued that objectivity in
communication “depends on each contri-
bution receiving its due regard, whatever
the motivations for bringing it. It depends
on judging a work on its merits, rather than
on the inferred state of mind of the
author”.1 The contributions by Reid and
Paterson were published under the Jour-
nal’s For Debate banner. I was hoping for a
debate on the messages rather than the
messengers.

1. Rothman KJ. Conflict of interest. The new McCarthyism in
science. JAMA 1993; 269: 2782–2784. ❏

AMJThe Medical Journal 
of Australia

Editor
Martin Van Der Weyden, MD, FRACP, FRCPA
Deputy Editors
Bronwyn Gaut, MBBS, DCH, DA
Ruth Armstrong, BMed
Mabel Chew, MBBS(Hons), FRACGP, FAChPM
Kincaid-Smith Editorial Fellow
Jenny Bergen, MBBS, FRANZCP
Manager, Communications Development
Craig Bingham, BA(Hons), DipEd
Senior Assistant Editor
Helen Randall, BSc, DipOT
Assistant Editors
Elsina Meyer, BSc
Kerrie Lawson, BSc(Hons), PhD, MASM
Tim Badgery-Parker, BSc(Hons)
Josephine Wall, BA, BAppSci, GradDipLib
Proof Reader
Richard Bellamy
Editorial Administrator
Kerrie Harding
Editorial Assistant
Christine Tsim
Production Manager
Glenn Carter
Editorial Production Assistant
Melissa Sherman
Librarian, Book Review Editor
Joanne Elliot, BA, GradDipLib
Consultant Biostatistician
Val Gebski, BA, MStat

Content Review Committee. Leon Bach, PhD, 
FRACP; Adrian Bauman, PhD, FAFPHM; Flavia 
Cicuttini, PhD, FRACP; Marie-Louise Dick, MPH, 
FRACGP; Mark Harris, MD, FRACGP; 
David Isaacs, MD, FRACP; Paul Johnson, PhD, 
FRACP; Jenepher Martin, MEd, FRACS; 
Adrian Mindel, MD, FRACP; Michael Solomon, 
MSc, FRACS; Campbell Thompson, MD, FRACP; 
Tim Usherwood, MD, FRCGP; Owen Williamson, 
FRACS, GradDipClinEpi; John Wilson, PhD, 
FRACP; Jeffrey Zajac, PhD, FRACP

Australasian Medical Publishing Co Pty Ltd
Advertising Manager: Peter Butterfield
Media Coordinator. Stephanie Elliott

The Medical Journal of Australia (MJA) is published on the 1st
and 3rd Monday of each month by the Australasian Medical
Publishing Company Proprietary Limited, Level 2, 26-32
Pyrmont Bridge Rd, Pyrmont, NSW 2009. ABN 20 000 005
854. Telephone: (02) 9562 6666. Fax: (02) 9562 6699. E-mail:
ampco@ampco.com.au. The Journal is printed by Offset
Alpine Printing Ltd, 42 Boorea St, Lidcombe, NSW 2141.

MJA on the Internet: http://www.mja.com.au/

None of the Australasian Medical Publishing Company
Proprietary Limited, ABN 20 000 005 854, the Australian
Medical Association Limited, or any of its servants and agents
will have any liability in any way arising from information or
advice that is contained in The Medical Journal of Australia
(MJA). The statements or opinions that are expressed in the
Journal reflect the views of the authors and do not represent
the official policy of the Australian Medical Association unless
this is so stated. Although all accepted advertising material
is expected to conform to ethical and legal standards, such
acceptance does not imply endorsement by the Journal.
All literary matter in the Journal is covered by copyright, and
must not be reproduced, stored in a retrieval system, or trans-
mitted in any form by electronic or mechanical means, photo-
copying, or recording, without written permission.

Published in 2 volumes per year. 
Annual Subscription Rates for 2002 (Payable in Advance) to: 
AMPCo, Locked Bag 3030, Strawberry Hills, NSW 2012
Individual Subscriptions (includes 10% GST) 
Australia–$A284.90, Medical students (Australia only)–$A55.00
Overseas Economy Air–$A396.00, Airmail–$A539.00
NZ & PNG Economy Air–$A363.00, Airmail–$A490.00
Indexes are published every 6 months and are available on
request as part of the current subscription.
Single or back issues contact: AMPCo (02) 9562 6666.

Advice to Authors—
http://www.mja.com.au/public/information/instruc.html

27,787 circulation as at
30 September, 2002

ISSN 0025-729X

MJA Advertisers’ Index
Janssen-Cilag
Durogesic . . . . . . . . . . . . . . . . . . . p530

Roche Products
Dilatrend . . . . . . . . . . . . . . . . . . . . p538

Schering Pty Limited
Yasmin  . . . . . . . . . . . Inside front cover

Mirena. . . . . . . . . . . . Inside back cover

Primolut N . . . . . . . .Outside back cover


