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From the Editor’s Desk
MEDICAL SCHOOLS 
POLICY ON THE RUN
The number of medical school places 
for Australian students is capped. This 
policy has been sustained by manageable 
workforce issues, the fear that increasing the 
number of graduates would blow out the 
healthcare budget, as well as a carrot for 
universities — overseas full-fee-paying 
students. In 2003, the latter accounted for 
1 in 6 of our medical students — as many as 
1 in 3 in some schools — and these students 
paid annual fees averaging $30 000.

Amid the current medical workforce 
crisis, our politicians are now playing catch-
up. New medical schools are dropping like 
manna from heaven — six, no less! 
Significantly, John Howard recently 
commented that Australia was becoming 
more like America — more entrepreneurial 
— a trend he encouraged. But where does 
that leave our medical schools? 

United States college graduates traverse 
the US for medical school interviews, and 
the increasing number of medical schools in 
Australia will encourage similar behaviour. 
Previously, overseas full-fee-paying students 
had to leave Australia after graduation. 
Now they can stay, courtesy of workforce 
shortages. There is also talk of fee-paying 
Australian students, and we have “private” 
medical schools. 

These developments, in turn, foreshadow 
US-style loans, forcing graduates to pursue 
fiscally rewarding specialties in order to 
reduce their debt. Perhaps the prospect 
of six-figure debts will be a deterrent to 
studying medicine.

The US has a two-tiered system, wherein 
prestigious medical schools attract the best 
students and staff. Critical to the success of 
these schools is endowed, expansive and 
expensive infrastructure. Our limited 
resources and healthcare infrastructure 
forebode a similar two-tiered system here. 

Expanding medical schools in the US 
would undoubtedly be preceded by expert 
and public consultations on the value of 
increasing the capacity of existing schools 
compared with establishing new schools. 
Apparently, our politicians do not need such 
fact-finding.

It seems the Americanisation of Australia 
still has some way to go.

Martin B Van Der Weyden
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Self-inflicted superglue 
injuries

Tarney J Spencer,* Ben Clark†

* Ophthalmology Registrar, † Ophthalmologist, 
Geelong Hospital, Ryrie St, Geelong, VIC 3228. 
drtarn@hotmail.com

TO THE EDITOR: We are concerned about
the recent number of patients pre-
senting to our hospital after acci-
dentally applying superglue to
their eyes. Of the four cases in
February and March 2004, two
arose from patients mistaking cos-
metic nail adhesive for their regu-
lar ocular lubricant, and applying
it to the inferior ocular fornices,
creating a tarsorrhaphy.

Superglues are cyanoacrylate
derivatives. Those used domesti-
cally are lower-alkyl derivatives
than those designed for medical
use and have higher tissue toxicity.

The two patients who mistook
nail glue for ocular lubricant both
required surgical separation of the

upper and lower eyelids, and both had
significant corneal abrasions, periocular der-
matitis and temporary loss of lashes as a
result of the reparative surgery. Both were
treated with chloromycetin ointment until
the abrasions had healed.

We examined the bottles containing the
nail adhesives. They were remarkably simi-

lar to many ocular lubricant bottles, with no
significant difference in size, colour or feel
(Box). As both products are often kept
together in a cosmetics area of the bath-
room, accidental ocular application can
occur. Similar cases have been reported in
other countries over the past 20 years.1-3

The risk of accidental ocular (or poten-
tially aural) application could be
reduced by changes to bottles con-
taining superglue, including:

• childproof cap to prevent con-
ventional opening of the bottle;

• colour coding of the bottles;

• different bottle shape; and

• distinctive odour and/or col-
ouring of the glue.

1 Campbell JK. Accidental use of Super-
glue in the eye. N C Med J 1983; 44:
305.

2 McLean CJ. Ocular superglue injury. J
Accid Emerg Med 1997; 14: 40-41.

3 Mandal A, Imran D, Erdmann MW. Inad-
vertent application of superglue as eye
ointment. Ir Med J 2003; 96: 310-311. ❏

Superglue and eye lubricant bottles

Examples of bottles of synthetic nail adhesive (two on left) and eye 
lubricant (two on right), showing similar appearance and feel. 
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Revision of guidelines for the 
management of gestational 
diabetes mellitus

Jeremy J N Oats,* H David McIntyre†

(on behalf of the Australasian Diabetes in Pregnancy 
Society, in conjunction with the Women’s Health 
Committee of the Royal Australian and New Zealand 
College of Obstetricians and Gynaecologists) * Clinical 
Director, Department of Women’s Services, Royal 
Women’s Hospital, Carlton, VIC; † Director, 
Department of Endocrinology, Mater Health Services, 
South Brisbane, QLD.
jeremy.oats@rwh.org.au

TO THE EDITOR: Consensus guidelines for
the management of gestational diabetes mel-
litus (GDM) were prepared by the Australa-
sian Diabetes in Pregnancy Society in 1997–
1998 and subsequently published in the
Journal.1

Since that time, there have been two minor
revisions to these guidelines. The first, in
relation to the recommended frequency of
follow-up testing of women identified as
having GDM, was detailed in a letter to the
Editor in 2002.2

The second concerns the timing of deliv-
ery of women with GDM. At the request of
the Royal Australian and New Zealand
College of Obstetricians and Gynaecologists
(RANZCOG), the original recommendation
that “continuation of the pregnancy in
uncomplicated GDM to 10 days beyond term
is acceptable provided that indications from
fetal monitoring are reassuring” has been
modified by replacing “10 days beyond term”
with “full term” to bring this into line with
current practice.

The initial guidelines were arrived at by
consensus of Australasian practitioners
involved in the care of women with GDM.
The Australasian Diabetes in Pregnancy Soci-
ety recognised, both at the time and subse-
quently, that the level of evidence available to
guide clinical decision-making fell well short
of that necessary for a definitive statement on
the timing of delivery.

It is noteworthy that no international con-
sensus exists concerning the optimal timing
of delivery in pregnancies complicated by
GDM. The American Diabetes Association, in
its Clinical Practice Guidelines, recommends
delivery “during the 38th week . . . unless
obstetric considerations dictate otherwise”.3

The European Association of Perinatal Medi-
cine does not make a recommendation,
instead stating that “the optimal time of
delivery and need to induce labour are still
controversial.”4

There is currently a paucity of quality
evidence on which to confidently base rec-
ommendations. We hope that current stud-
ies, such as the Australian Carbohydrate
Intolerance in Pregnancy Study and the
Hyperglycemia and Adverse Pregnancy Out-
come Study,5 will provide this evidence.

1 Hoffman L, Nolan C, Wilson JD, et al. Gestational
diabetes mellitus – management guidelines. The
Australasian Diabetes in Pregnancy Society. Med J
Aust 1998; 169: 93-97. 

2 Simmons DS, Walters BNJ, Wein P, Cheung NW.
Guidelines for the management of gestational dia-
betes mellitus revisited [letter]. Med J Aust 2002;
176: 352. 

3 American Diabetes Association. Position statement.
Gestational diabetes mellitus. Diabetes Care 2003;
26 Suppl 1: S103-S105.

4 European Association of Perinatal Medicine. Diabe-
tes and pregnancy update and guidelines. Perrugia,
Italy: EAPM, 2003.

5 HAPO Study Cooperative Research Group. The
Hyperglycemia and Adverse Pregnancy Outcome
(HAPO) Study. Int J Gynaecol Obstet 2002; 78:
69-77. ❏

“Doctor shoppers”: at risk by 
any other name

A Rod MacQueen
Clinical Director, Drug and Alcohol Services, 
Mid Western Area Health Service, Bloomfield Hospital, 
Forest Road, Orange, NSW 2800 
rod.macqueen@mwahs.nsw.gov.au

TO THE EDITOR: The article by Martyres et
al on drug-seeking behaviour by young her-
oin users,1 leading to the deaths of 202
people over 5 years, leads to an inescapable
conclusion. Too often, the medical profession
is part of the problem rather than the solu-
tion, and as a result young people die. Here is
an issue where the admonition primum non
nocere should be foremost in our practice.

After working with drug users and pre-
scribing methadone for 22 years in a variety
of settings, my experience is that drug users
use drugs! Whether it is logical, safe or
appropriate, or not, this group seeks drugs to
modify or modulate their state of being. They
often have serious medical and mental health
issues, but have sadly decided on their pre-
ferred treatment without much knowledge of
the diagnosis or of alternative interventions.
They are often very skilled in obtaining
drugs.

So, we must perform our role equally well.
Doctors are not drug dealers. Our duty is not
to promote or support intoxication, or even
relaxed happiness if that increases the risk of
misadventure. It is to promote and support

health. It is difficult to see how a prescription
for 50 benzodiazepines to a young person (or
even an older person) can ever be construed
as healthcare. To do it again next day, next
week, on and on, is almost unbelievable, yet
the data indicate that is exactly what is
happening.1 Even publicans have rules pro-
hibiting serving intoxicated patrons.

That one was “offering the customer what
he asked for”, a common excuse for this sort
of prescribing practice, would not be a suita-
ble defence in the Coroner’s Court if insulin,
digitalis, or even vitamin A, had been pre-
scribed on request. But appeals to good
practice and commonsense, along with cur-
rent regulatory strategies, are apparently not
sufficient to protect this vulnerable group.
Kamien points out that data from the HIC
could be used to provide immediate informa-
tion to doctors about whether a patient is a
“doctor shopper”.2 The data are already col-
lected and could easily be made available if
the will existed. Potential prescribers could at
least gain accurate and timely information on
which to base their decisions. There would
be less excuse for “convenience store” pre-
scribing, and more chance of ethical behav-
iour. At present these data remain largely
useless in preventing avoidable deaths. But,
surely, learning nothing from the deaths of
202 young Australians is not an option?

1 Martyres RF, Clode D, Burns JM. Seeking drugs or
seeking help? Escalating “doctor shopping” by
young heroin users before fatal overdose. Med J
Aust 2004; 180: 211-214.

2 Kamien M. “Doctor shoppers”: at risk by any other
name [editorial]. Med J Aust 2004; 180: 204-205. ❏

John M Hart
General practitioner, Swan Medical Centre, 
280 Great Eastern Highway, Midland, WA 6056 
swanmed@iinet.net.au

TO THE EDITOR: I write to share my
concerns about the “doctor shoppers” in our
community.1 The large medical group in
which I practice has long been tormented by
the demands of a constant stream of drug
addicts, and I feel that we have now lost a
very useful tool for dealing with these
patients.

I refer to the loss of access to the “Doctor
Shopping Hotline”. This has resulted in
increased aggravation for both staff and doc-
tors. The problem is compounded by our
practice being open at weekends and public
holidays, when these patients arrive with the
familiar story of not being able to get their
benzodiazepines and opiates because their
own doctors are not available.
342 MJA • Volume 181 Number 6 • 20 September 2004
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The Health Insurance Commission
recently notified me about a patient who had
attended our surgery, and many others, dur-
ing a 3-month period last year. During this
time, he saw more than 30 doctors and was
prescribed more than 300 Pharmaceutical
Benefits Scheme (PBS) items (6000 benzo-
diazepines and more than 2000 opiates
[Panadeine Forte]).

I strongly feel that the hotline should be
reinstated — for the benefit of the doctors
and the patients, and to help reduce a totally
unwarranted drain on the PBS.

1 Kamien M. “Doctor shoppers”: at risk by any other
name. Med J Aust 2004; 180: 204-205. ❏

Jeff Whalan
Managing Director, Health Insurance Commission,
PO Box 1001, Tuggeranong, ACT 2901 
medicare.enq@hic.gov.au

IN REPLY: I note the concerns expressed by
Hart in relation to the discontinuation of the
Doctor Shopping Hotline, and his call for the
reinstatement of such a service.

The Doctor Shopping Project, which was
funded to the end of June 2002, focused on a
limited selection of nervous system medica-
tions. It has been replaced by the Prescription
Shopping Project, which is much broader in
scope, as it encompasses all medicines on the
Pharmaceutical Benefits Scheme (PBS). The
new project aims to reduce the number of
patients obtaining PBS medicines in excess of
therapeutic need, and provides the opportu-
nity for more informed prescribing across all
categories of PBS medicine.

The Health Insurance Commission (HIC)
recognises the value of an information service
for medical practitioners under the Prescrip-
tion Shopping Project. An independent
researcher has been engaged to explore the
reactions and attitudes of medical practition-
ers and consumers to implementing such an
information service. The research also aims
to gain insight into medical practitioners’
intentions of using such a service, and their
expectations of the scope and delivery of the
service. Findings were presented to the HIC
in early July 2004. The HIC will now con-
vene a forum of relevant peak bodies to
consider the scope and delivery of an infor-
mation service in light of the findings.

The HIC looks forward to working with
the profession to establish an information
service for medical practitioners under the
Prescription Shopping Project. ❏

Epidemic of γ-hydroxybutyrate
(GHB) ingestion

T C K Brown
Former Director of Anaesthesia, Royal Children's 
Hospital, Flemington Road, Parkville, VIC 3052. 
tckbrown@netspace.net.au

TO THE EDITOR: The epidemic of recrea-
tional use of γ-hydroxybutyrate (GHB; also
known as γ-OH) is a cause for concern, as it
is a basal anaesthetic agent (ie, it renders the
patient unconscious, with analgesic supple-
mentation required for surgery). It is not
surprising that people taking too much of it
are becoming unconscious.1

GHB was introduced in France as a basal
anaesthetic agent by Laborit about 1960. It
has a slow onset of action (up to 10 minutes
when given intravenously, thought to be due
to conversion to an active metabolite, γ-
butyrolactone).2 It causes bradycardia, some-
times requiring atropine administration to
maintain cardiac output, and raises blood
pressure. Respiration is slow and deep, so
that alveolar ventilation is not reduced.

Trials of GHB as an anaesthetic were con-
ducted in Melbourne by Dr William Cole and
myself in the late 1960s,3-5 and it was used
for microlaryngeal surgery for several years.
Its major problems were prolonged sleep (1–
3 hours after 40–100 mg/kg in children) and
a high incidence of postoperative vomiting,
adding the danger of aspiration in uncon-
scious patients.

GHB was also tried as an anaesthetic in
Dunedin, New Zealand, where it was found
that the sleep time could be reduced by
intravenous administration of physostig-
mine.6

The fact that this drug is a basal anaes-
thetic needs to be more widely publicised.

1 Five in hospital after party drug overdose. The Age
2004; 23 May. Available at: www.theage.com.au/
articles/2004/05/23/1085250859718.html?one-
click=true (accessed Jul 2004).

2 Bessman SP, Skolnik JJ. Gamma hydroxybutyrate
and gamma butyrolactone: concentration in rat
tissues during anaesthesia. Science 1964; 143: 1045-
1047.

3 Brown TCK. Gammahydroxybutyrate in paediatric
anaesthesia. ANZ J Surg 1970; 40: 94.

4 Cole WHJ. Observations on the pharmacology of
gamma hydroxy sodium butyrate, with special refer-
ence to microsurgery of the larynx. Med J Aust
1970; 1: 372.

5 Thompson JR, Greer CH, Cole W. Surgical micros-
copy of the larynx. (Microsurgery of the larynx,
microlaryngology, microlaryngoscopy). (Endolaryn-
geal microsurgery). Laryngoscope 1971; 81: 772-
783.

6 Henderson RS, Holmes CM. Reversal of the anaes-
thetic action of sodium gamma-hydroxybutyrate.
Anaesth Intensive Care 1976; 4: 351-354. ❏

Screening sigmoidoscopy 
for colorectal cancer

Geoffrey M Forbes,*† 
Matthew J Zimmerman, † 
Brendan J Collins,† John T Edwards†

* Head, † Gastroenterologist, Department of 
Gastroenterology and Hepatology, 
Royal Perth Hospital, Perth, WA.
geoff.forbes@health.wa.gov.au

TO THE EDITOR: The editorial by Viiala
and Olynyk on screening flexible sigmoidos-
copy (FS)1 is a welcome reminder that there
are alternative colorectal neoplasia (CRN)
screening strategies to the Australian
National Health and Medical Research Coun-
cil’s preferred option of annual faecal occult
blood testing. The availability of tests for
CRN screening raises the issue of whether
screening tests should be dictated by govern-
ment or professional bodies, or requested by
the consumer. FS and colonoscopy remain
potential alternatives to faecal occult blood
testing in Australia, as reflected by US screen-
ing guidelines2 and recent local data.1,3

However, it is unreasonable for Viiala and
Olynyk to compare the risks of screening FS
(generally diagnostic only) in average-risk
subjects (perforation rate, 1/50 000) with
the risks of colonoscopy (both diagnostic
and therapeutic) in Western Australian terti-
ary hospital outpatients with symptoms or
other risk factors for CRN (perforation rate
1/1000).

Firstly, it is important to recognise that the
perforation risk associated with screening FS
comes not just from the diagnostic screening
test (1/50 000), but also from follow-up
colonoscopy and subsequent polypectomy in
patients with distal adenomas seen on FS.

Secondly, in the WA tertiary hospital
cohort,4 the estimated perforation rate for
diagnostic colonoscopy is about 1/2800 (and
about 1/420 for colonoscopy accompanied
by polypectomy). Asymptomatic subjects
having screening colonoscopy are likely to
have a lower risk than patients with symp-
toms or other significant comorbidities hav-
ing investigative colonoscopy. Recent data
from colonoscopic screening programs
(which include subjects having polyp-
ectomy) have shown an overall perforation
rate of less than 1/3000.5

Medical practitioners arranging colonos-
copy, and people having this procedure,
should be informed about the risks involved
and, importantly, be aware that these risks
are likely to vary according to the setting in
which colonoscopy is performed.
MJA • Volume 181 Number 6 • 20 September 2004 343
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1 Viiala CH, Olynyk JK. Screening sigmoidoscopy for
colorectal cancer: further pieces in the jigsaw [edi-
torial]. Med J Aust 2004; 180: 493-494.

2 Ransohoff DF, Sandler RS. Screening for colorectal
cancer. N Engl J Med 2002; 346: 40-44.

3 Scott RG, Edwards JT, Fritschi L, et al. Community-
based screening by colonoscopy or computed tom-
ographic colonography in asymptomatic average-
risk subjects. Am J Gastroenterol 2004; 99: 1145-
1151.

4 Viiala CH, Zimmerman M, Cullen DJE, Hoffman NE.
Complication rates of colonoscopy in an Australian
teaching hospital environment. Intern Med J 2003;
33: 355-359.

5 Nelson DB, McQuaid KR, Bond JH, et al. Procedural
success and complications of large-scale screening
colonoscopy. Gastrointest Endosc 2002; 55: 307-
314. ❏

Algal toxins or copper 
poisoning — revisiting the 
Palm Island “epidemic”

Paul Prociv
Honorary Research Consultant, School of Molecular 
and Microbial Sciences, University of Queensland, 
Brisbane, QLD 4072.
p.prociv@mailbox.uq.edu.au

TO THE EDITOR: In their brief review of
water and public health, Leder et al1 uncriti-
cally attributed the Palm Island “epidemic” of
19792 to algal toxicity, commenting that it
was the only recorded manifestation of this
phenomenon in Australia. The original
report described a hepatitis-like illness (asso-
ciated in many with dehydration and bloody
diarrhoea) in 138 children and 10 adults of
Aboriginal and Torres Strait Islander descent
living on Great Palm Island, northeast of
Townsville, Queensland.2 No causative agent
was actually identified.

My investigation in the early 1980s of
Toxocara pteropodis, a parasite of flying foxes,
excluded it as a likely aetiological agent in the
Palm Island outbreak, and compelled a criti-
cal reanalysis of other possibilities, which led
me to conclude that subacute copper toxicity

was the most plausible explanation. My
rationale was published as a hypothesis.3

Sadly, discretion (to protect local technicians)
compelled me to withhold critical informa-
tion that explained how the community had
been inadvertently exposed to excessive lev-
els of copper in its water supply. Now that
water management is becoming a major soci-
etal concern and algal blooms seem to be
increasing in frequency, the issue needs to be
resolved — and sufficient time may have
elapsed for details to be revealed without
impugning individuals.

In 1985, having concluded that copper
poisoning was the most likely explanation, I
contacted the environmental health person-
nel who had overseen the mixing of algicide
into the Palm Island water supply in 1979.
They were aware that the actual volume of
water to be treated had probably been grossly
overestimated, because Solomon Dam’s water
level was very low at the time. This meant
that an excessive dose of copper sulfate was
added to the dam, but it was assumed that
this would be “erring on the safe side”.
Further, the copper sulfate was not distrib-
uted uniformly through the water in the
dam: a local resident with a dinghy had been
contracted and instructed to spread the bags
of copper salt around the dam, but had
instead dumped it all at one place — imme-
diately over the outlet pipe which carried the
island’s drinking water.

This would readily explain how the com-
munity encountered a sustained pulse of
high copper levels in its tap water. While
chronic copper poisoning can lead to infan-
tile hepatic cirrhosis,4 acute gastrointestinal
symptoms (as manifested during the Palm
Island episode) are also well documented.5,6

In the absence of laboratory confirmation
of copper toxicity, the cause of the “Palm
Island mystery disease” must remain specula-
tive. However, in any future similar out-
breaks, copper poisoning should be excluded
before attributing the cause to algal toxicity.
1 Leder K, Sinclair MI, McNeil JJ. Water and the

environment: a natural resource or a limited luxury?
Med J Aust 2002; 177: 609-613.

2 Byth S. Palm Island mystery disease. Med J Aust
1980; 2: 40-42.

3 Prociv P. Palm Island reconsidered: was it copper
poisoning? Aust N Z J Med 1987; 17: 345-349.

4 Muller-Hocker J. Pathomorphology of the liver in
exogenic infantile copper intoxication in Germany.
Eur J Med Res 1999; 4: 229-232.

5 Stenhammar L. Diarrhoea following contamination
of drinking water with copper. Eur J Med Res 1999;
4: 217-218.

6 Eife R, Weiss M, Barros V, et al. Chronic poisoning
by copper in tap water: I. Copper intoxication with
predominantly gastrointestinal symptoms. Eur J
Med Res 1999; 4: 219-223. ❏ ISSN 0025-729X

Editor
Martin Van Der Weyden, MD, FRACP, FRCPA
Deputy Editors
Bronwyn Gaut, MBBS, DCH, DA
Ruth Armstrong, BMed
Mabel Chew, MBBS(Hons), FRACGP, FAChPM
Ann Gregory, MBBS, GradCertPopHealth
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), ELS
Josephine Wall, BA, BAppSci, GradDipLib
Proof Readers
Richard Bellamy; Christine Binskin, BSc
Editorial Administrator
Kerrie Harding
Editorial Assistant
Christine Hooper
Production Manager
Glenn Carter
Production Assistant
Peter Humphries
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, FRACGP; Owen Williamson, 
FRACS, GradDipClinEpi; John Wilson, PhD, FRACP; 
Jeffrey Zajac, PhD, FRACP
Australasian Medical Publishing Co Pty Ltd
Advertising Manager: Peter Butterfield
Media Coordinators: Kendall Byron; Julie Chappell

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 
transmitted in any form by electronic or mechanical means, 
photocopying, or recording, without written permission.

Published in 2 volumes per year. 
Annual Subscription Rates for 2004 (Payable in Advance) to: 
AMPCo, Locked Bag 3030, Strawberry Hills, NSW 2012
Individual Subscriptions (includes 10% GST) 
Australia: $A302.50, Medical students (Australia only): $A60.00
Overseas Economy Air: $A385.00, Airmail: $A525.00
NZ & PNG Economy Air: $A355.00
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

27,721 circulation as at
31 March, 2004

MJA Advertisers Index
AstraZeneca
Nexium ..........................................p340/341

Corinth Healthcare
Capio Doctors.......................................p334
Medical Recruitment ............................p330
Roche
Dilatrend ..................................... Back cover
Dilatrend prescribing information .........p325
Schering Pty Ltd
Androcur........................... Inside front cover

Uptodate Inc. (USA)
UpToDate.com......................................p291
344 MJA • Volume 181 Number 6 • 20 September 2004


	Self-inflicted superglue injuries
	Revision of guidelines for the management of gestational diabetes mellitus
	“Doctor shoppers”: at risk by any other name
	Epidemic of g-hydroxybutyrate (GHB) ingestion
	Screening sigmoidoscopy for colorectal cancer
	Algal toxins or copper poisoning - revisiting the Palm Island “epidemic”
	MJA Advertisers Index




