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LEISURE AND THE 4C’S
Despite its love affair with high 
technology, modern medicine is still 
defined by the patient–doctor 
relationship and its 4C’s: competence 
(that is sustained by lifelong learning), 
communication (that is clear and two-
way), care (that is caring), and choice 
(the patient’s freedom to choose).

But in the hurly-burly of modern 
life, the 4C’s are frequently tested. At 
times, the patient’s choice may seem 
odd. At other times, professional 
competence may be wrongly 
questioned or patients’ expectations 
become unduly burdensome. 

William Carlos Williams, the US 
author and physician, details such an 
experience in A face of stone, in which 
he describes how a particular couple 
provoked his anger. In desperation, 
Williams had made repeated requests 
that he not be disturbed every time 
“the kid gets a belly ache”.

“... And sure enough, on a Sunday 
night, about nine o’clock, with the 
thermometer at six below and the 
roads like a skating rink, they would 
call me.

Nothing doing, I said.
But Doc, you said you’d come.
I’m not going out there tonight, I 

insisted. I won’t do it. I’ll ask my 
associate to make the call or some 
good younger man that lives in that 
neighborhood but I won’t go over there 
tonight.

But we need you Doc, the baby’s 
very sick.

Can’t help it. I tell you I’m not 
going. And I slammed up the receiver.”

Williams recognised that incessant 
intrusion into a doctor’s private life 
sorely tests the patient–doctor 
relationship. Time away from patients 
is crucial to the health of that 
relationship — a need for leisure, 
simply echoed in the words:

“A poor life this if, full of care,
We have no time to stand and stare.”*

Martin B Van Der Weyden

*William H Davies. Leisure.
<www.englishverse.com/poems/leisure>
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TO THE EDITOR: It has been argued
that reduced levels of bulk billing have
resulted in emergency department (ED)
overcrowding due to an increase in non-
emergency, primary care ED presenta-
tions.1 In the 2001–02 financial year,
Queensland EDs experienced a 7.1%
growth in caseload compared with
2000–01 (Mr D Searle, Surgical Access

Team, Queensland Health, personal
communication, Nov 2002). During the
same period, there was a 1.5% decline
in the proportion of general practice
services bulk billed in Queensland.

Before December 2000, no dedicated
general practice bulk-billing clinics
existed in Mackay. The opening of two
bulk-billing clinics, one within 1 km of
Mackay Base Hospital, provided an
opportunity to assess the effect of the
increased availability of bulk-billing
services on ED presentations.

The Mackay region had a full-time-
equivalent GP : patient ratio of 1 : 1648
in 2002, compared with a Queensland
average of 1 : 1143.2 In the September
quarter of 2000, 58.4% of GP consulta-
tions were bulk billed in Mackay, com-
pared with 85.7% in Brisbane (Ms D-A
Kelly, Federal Member for Dawson,
personal communication, Jun 2003).

The Mackay Base Hospital ED pro-
vides 24-hour, 365-day emergency
medical services to the Mackay region,
and managed 34 558 presentations in
the 1999–00 financial year, admitting
15% of its caseload. On the Australa-
sian Triage Score (ATS) classification,
0.2% of presentations were category 1,
4% category 2, 20% category 3, 54%
category 4, and 21% category 5.

Since the bulk-billing clinics were
established, there has been an average of
237 extra bulk-billing consultations per
day, with a resultant 7.3% increase in
the proportion of GP consultations bulk
billed in the federal electorate of Daw-
son (Ms D-A Kelly, Federal Member
for Dawson, personal communication,
Jun 2003) (91% of the electorate lives in
the Mackay region). However, ED pres-
entations have remained stable, with a
median 93 presentations per day (Box).
Changes in the proportion of ATS 3, 4
and 5 presentations were observed
(25%, 55% and 14%, respectively), but
were associated with internal organisa-
tional changes (shifting surgical and
orthopaedic dressing clinics out of the
ED and into the outpatient department,
and a review of triage policy), and can-
not be reliably attributed to the influ-
ence of the bulk-billing clinics.

In Mackay, the implementation of
two bulk-billing GP clinics did not
result in a measurable reduction in the
absolute number of ED presentations.
These results are consistent with previ-

ous studies that suggest that non-emer-
gency, primary care ED presentations
are not a major determinant of ED
overcrowding.3

Acknowledgement: This study was funded under the
Priority Driven Research Program of the Australian Health
Ministers Advisory Council.
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(accessed May 2004).

2. Tropical medicine training. GP/Population data. Townsville:
North Queensland General Practice and Rural Medicine
Training Consortium Ltd, 2002.

3. Baggoley C. Primary care patients — what’s the problem?
Emerg Med 1998; 10: 95-100. ❏

Ian F Knox
President, Australasian College for Emergency Medi-
cine, 34 Jeffcott Street, West Melbourne, VIC 3003. 
iknox@gil.com.au

COMMENT: The report by Hanson et
al1 comes at an important time in the
debate regarding emergency depart-
ments, especially at the onset of winter,
a time of high demand and stretched
resources. The authors describe the
effect of the opening of two bulk-billing
clinics on attendances at the emergency
department (ED) of a provincial
Queensland hospital. Despite the clinics
seeing 2.5 times the number of patients
seen at the emergency department each
day, this resulted in no reduction in ED
attendances. This should give pause for
thought to those who maintain there is a
simple and direct relation between the
level of bulk billing of general practi-
tioner services and ED workloads.

The nature of the relation between
GP services and ED attendances has
never been clearly defined, but it is
likely to be complex. Similarly, the
nature of ED workloads is also complex,
and more than just a matter of the total
attendances.2

In the Journal last year, Cameron and
Campbell cited the major causes of
access block and overcrowding as being
the reduction in hospital beds and aged
care facilities, along with changes in
workforce and community attitudes.3 In
that issue, the Journal published a series
of articles that essentially represented a
national audit of responses to ED over-
crowding. Only one article described
the opening of a GP clinic as a response;
the authors noted that this was unsuc-
cessful in reducing access block.4

Thus, the findings of Hanson and
colleagues are neither new nor surpris-

Effect of general practice bulk-
billing presentations on average 
daily emergency department 
presentations, Dawson 
electorate, Queensland
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ing. Overcrowding is the single most
important barrier to quality in ED care.
It is a symptom of a serious and growing
mismatch between demand and supply
for acute healthcare services. Solutions
require a whole-of-systems approach.
Efforts to improve the flow of patients
through acute-care hospital beds are
needed, as are strategies to divert some
current inpatient flow to community-
based subacute services. There is an
important role to be played by GPs in
coordinating the management of
patients with chronic and complex
health problems, to reduce the demand
for acute-care admissions to hospital,
and in working in partnership with the
acute-care sector in coordinating com-
munity-based subacute alternatives to
hospital care. Such initiatives will only
come about if state and Commonwealth
governments and health departments
work together.

1. Hanson DW, Sadlier HR, Muller R. Bulk-billing clinics did not
significantly reduce emergency department caseload in
Mackay, Queensland. Med J Aust 2004; 180: 594.

2. Sprivulis P. Pilot study of metropolitan emergency depart-
ment workload complexity. Emerg Med Australas 2004; 16:
59-64.

3. Cameron PA, Campbell DA. Access block: problems and
progress. Med J Aust 2003; 178: 99-100. 

4. Ruffin RE, Hooper JK. Responses to access block in
Australia: The Queen Elizabeth Hospital medical division.
Med J Aust 2003; 178: 104-105. ❏

What explains falling 
asthma mortality?

Elizabeth J Comino
Senior Research Fellow, School of Public Health and 
Community Medicine, University of New South Wales, 
Liverpool Hospital, Liverpool, NSW.
E.Comino@unsw.edu.au

TO THE EDITOR: The Australian
Bureau of Statistics recently released
details of asthma mortality for 2002.
These figures indicate that asthma mor-
tality has continued to decline in 2002
and that deaths in young people aged 5–
34 years are at their lowest level since
the early 1950s (Box). In this age group,
the number of deaths fell from 43 in
2001 to 33 in 2002 (a 23.3% drop), and
for all ages the number of deaths fell
from 422 in 2001 to 397 in 2002 (a
5.9% drop). This suggests that the vari-
ous asthma awareness activities, spear-
headed by the National Asthma Council
and other interest groups, have been
successful in raising awareness of
asthma and its management. Or does it?

Emerging evidence suggests other
changes in the epidemiology of asthma
in Australia. Rober tson recently
reported a 26% decrease in the preva-
lence of asthma in Melbourne school
children between 1993 and 2002, but
increased reporting of rhinitis and
eczema over the same period.1 The
significance of these findings is difficult
to interpret without measures of airway
function. A second study supported
these results and also observed a small
decline in the prevalence of parent-
reported asthma, but found little
change in atopy or airway hyperrespon-
siveness.2 Age-adjusted hospital separa-
tion rates for asthma decreased by
31.1% in young people and 31.4% in all
ages between 1989–90 and 1999–00.3

There is little evidence of improved
management of asthma in the general
practice setting. Data published from
the BEACH (Bettering the Evaluation
and Care of Health) survey of general
practice activity indicates a significant
reduction in rates of presentation for
asthma among children but not adults,
with no changes in indicators of severity
over time.4 Our recent research in
south-western Sydney, examining
uptake of the “asthma 3+ visit plan”5,6

by general practitioners and their
patients, is disappointing. It suggests
reluctance on the part of both GPs and
patients to participate in the plan.

Clearly, there remains much that we
do not understand about the natural
history of asthma.7 We need to continue
to monitor asthma through regular sur-
veys and routine data collection in order

to understand more about fluctuations
in asthma prevalence, the relationship
to changing child-rearing practices
(such as use of childcare facilities) and
the impact of management practices.

1. Robertson CR, Roberts MF, Kappers JH. Asthma preva-
lence in Melbourne schoolchildren: have we reached a
peak? Med J Aust 2004; 180: 273-276. 

2. Toelle BG, Ng K, Belousova E, et al. Prevalence of asthma
and allergy in schoolchildren in Belmont, Australia: three
cross-sectional surveys over 20 years. BMJ 2004; 328: 386-
387.

3. The health of the people of New South Wales. Report of the
Chief Health Officer, 2002. Sydney: Public Health Division,
NSW Department of Health, 2002.

4. Henderson J, Knox S, Britt H. Changes in asthma manage-
ment in Australian general practice. Paper presented at the
2nd World Conference of the International Primary Care
Respiratory Group; 2004 Feb 19–22; Melbourne, Australia.

5. National Asthma Council Australia. The asthma 3+ visit
plan. 2002. Available at: www.nationalasthma.org.au/publi-
cations/3plusplan/3plus_rev.html (accessed Apr 2004).

6. Zwar N, Harris M, Comino E, et al. Barriers and facilitators to
implementation of the asthma 3+ visit plan. General Prac-
tice and Primary Health Care Research Conference; 2003
Jun 18–20; Canberra, Australia.

7. Crane J. Asthma prevalence: mysterious enigmatic riddle or
time-expired illusion? Med J Aust 2004; 180: 263-264. ❏

Central venous catheters: 
optimal patient care or 
convenience?

John R Gowardman,* Maria Brosnan,† 
Joy Whiting,‡ Peter Collignon§

* Intensive Care Physician, † Medical Student, ‡ Data 
Manager, Intensive Care Unit, § Director, Infectious 
Diseases Unit and Microbiology Department, The 
Canberra Hospital, PO Box 11, Woden, ACT 2607. 
peter.collignon@act.gov.au

TO THE EDITOR: In most serious infec-
tions associated with intravascular
devices, the device is a central venous
catheter (CVC).1,2 Good clinical prac-
tice dictates that these devices should be
removed when no longer needed.3

Asthma mortality in Australians aged 5–34 years, 1920–2002*

* Points on the graph represent 3-year “moving” averages — for example, the 2001 value is the average of 
2000, 2001 and 2002 data; the 2000 value is the average of 1999, 2000 and 2001 data, etc. This technique 
is used to smooth annual fluctuations that occur in data of this kind.
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Our intensive care unit maintains a
clinical practice of prompt removal of
CVCs once they are no longer required.
In addition, CVCs are to be removed
before patients are discharged from the
unit (for “general” patients) or within
24 hours (for cardiothoracic surgical
patients). We conducted an audit to
determine how often this practice was
followed and whether it had unintended
adverse clinical consequences (eg, need
to reinsert a CVC).

The audit was conducted over 8
weeks in 2001 and included 126 CVCs
in 103 patients. Fifty-eight CVCs
(46%) were removed by the predeter-
mined time, and 68 (53%) were
retained past this time (Box).

The data demonstrated:
■ Low removal rates, with 31% (23/74)
of CVCs removed in general patients,
but higher rates in cardiothoracic surgi-
cal patients (67%; 35/52).
■ APACHE II scores, ventilation times
and lengths of stay in the intensive care
unit were similar in the group who had
the CVC removed and the group who
retained the CVC, implying that sever-
ity of illness was not a factor biasing
retention.
■ Among patients who had a CVC
removed, none had another CVC rein-
serted; cannulation rates with short
peripheral catheters were low and
acceptable.

■ Retention of the CVC past the pre-
determined time resulted in significant
prolongation of CVC in-situ time (eg,
general patients 7.0 v 3.2 days).

The reason given for CVC retention
in general patients was antibiotic
administration for 37/40 (93%) (vanco-
mycin, 6; β-lactams, 20; aminoglyco-
sides, 9; and quinolones, 2), while total
parenteral nutrition and poor peripheral
access were factors in only seven (18%).
In the 13 cardiothoracic surgical
patients, the reason given was inotrope
infusion in four (30%) and amiodarone
infusion in four; no reason could be
ascertained in the other five.

Two issues emerge from this audit.
Firstly, there did not appear to be good
reasons for retaining many of these
CVCs. Drug therapy was most often
quoted, but many of these drugs (anti-
biotics and amiodarone) could have
been safely administered via a short
peripheral intravenous cannula, with
markedly lower risk of infection.2-5 We
believe that when a patient left the
intensive care unit with a CVC, it most
likely remained in place as a “conven-
ience” factor for busy nursing and jun-
ior medical staff on the wards. However,
this was at the cost of a significant
increase in CVC in-situ times, increas-
ing the risk of both mechanical and
infectious complications.

Secondly, implementation of prede-
termined CVC removal appears safe in

our hospital. Although removal rates
were lower than expected, nearly half of
all CVCs inserted over the 8-week study
period were removed as per “clinical
practice”, without any need for CVC
reinsertions.

We have now further refined our clin-
ical practice and introduced a formal
written policy that:
■ All CVCs should be removed and
replaced with a suitable alternative
before patient discharge from the inten-
sive care unit, unless there is a specific
indication for retention.
■ Retention of a CVC should be based
on simple guidelines, such as need for
total parenteral nutrition, poor periph-
eral venous access, or use of drugs that
require central access.

We recommend implementation of
this simple policy in other intensive care
units.

1. Mermel LA. Prevention of intravascular catheter-related
infections. Ann Intern Med 2000; 132: 391-402.

2. Collignon P, on behalf of the Australian Study on Intravascu-
lar Catheter Associated Sepsis. Intravascular catheter
associated sepsis; a common problem. Med J Aust 1994;
161: 374-378.

3. O'Grady NP, Alexander M, Dellinger EP, et al. Guidelines for
the prevention of intravascular catheter-related infections.
Centers for Disease Control and Prevention. MMWR
Recomm Rep 2002; 9: 51(RR-10): 1-29. Available at:
www.cdc.gov/mmwr/preview/mmwrhtml/rr5110a1.htm

4. Society of Hospital Pharmacists of Australia. Australian
injectable drugs handbook. 2nd ed. Melbourne: Yackan-
dandah Press, 1999.

5. Raad II, Bodey GP. Infectious complications of indwelling
vascular catheters. Clin Infect Dis 1992; 15: 197-210. ❏

Q fever in children: an 
emerging public health issue 
in Queensland

Jennifer H Barralet,* Neil R Parker†

* Epidemiologist, Communicable Diseases Unit, 
† Public Health Physician, Darling Downs Public 
Health Unit, Queensland Health, GPO Box 48, 
Brisbane, QLD 4001. 
jennyh_barralet@health.qld.gov.au

TO THE EDITOR: Queensland has a
small but increasing number of Q fever
notifications in children. This is of con-
cern to public health services in the
Darling Downs and south-west Queens-
land where most Q fever notifications
originate (Box). Little is known about Q
fever in children, especially in Australia,
as the disease is primarily diagnosed in
adults following occupational exposure
to Coxiella burnetii. Here we report a
case series examining clinical presenta-
tion, exposure to risk factors and dis-
ease outcomes in children.

Characteristics of patients and central venous catheters (CVCs) 
in the audit 

ICU = intensive care unit. IV = intravenous. na = not applicable.
* Mechanically ventilated in the intensive care unit.
† At 7-day follow up.
‡ Only one peripheral catheter was inserted in one patient.

General ICU patients Cardiothoracic patients

CVC 
removed

CVC 
retained P

CVC 
removed

CVC 
retained P

Number of patients 20 40 30 13

Number of CVCs 23 51 35 17

APACHE II score (mean [SD]) 14 (3) 16 (6) 0.13 13 (4) 13 (2) 1.00

Length of ICU stay (d) (mean [SD]) 3.9 (5.4) 2.4 (3.5) 0.2 1 (0) 2.1 (3.7) 0.1

Ventilation time (h) (mean [SD]) 61 (86) 47 (51) 0.5 17 (3.5) 20 (15.6) 0.3

% Of patients ventilated* 60% 41% 100%‡ 100%‡

CVC in-situ time (d) (mean [SD]) 3.2 (3.2) 7.0 (5.6) 0.003 2.1 (0.25)  4.5 (3.8) 0.001

Number of peripheral IV catheters† 
(mean [SD])

1.8 (1) 0.6 (0.6) < 0.001 0 0.07‡

Number of CVCs reinserted 0 na 0 na
596 MJA Vol 180 7 June 2004
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Twenty-one children aged 3–14 years
notified with Q fever from the Darling
Downs and south-west Queensland in
2001 and 2002 were followed up. In
acute cases the febrile illness was similar
to that in adults from the same region.
The one child with chronic Q fever had
no known acute illness and presented
with osteomyelitis of the wrist. All the
children recovered, although relapsing
symptoms were reported in two chil-
dren and three reported persisting
fatigue for 3 months or more after diag-
nosis.

All but one patient reported contact
with cattle, sheep or goats (13 lived on a
farm and 7 had visited a farm). The
single exception reported contact with
kangaroos and feral pigs through hunt-
ing. Prolonged exposure to animals or
the farm environment was not necessary
for infection. Twelve of the children had
high risk exposure to C. burnetii (con-
tact with animal births, newborn ani-
mals, or animal carcasses).

With increasing age, exposure of chil-
dren from rural properties approaches
that of their parents as they participate
in the same activities. An effective vac-
cine is available,1 but use in people
younger than 15 years is not recom-
mended because of the lack of safety
and efficacy data. Although avoidance
of high risk situations such as shearing,
animal births or on-farm butchering
will decrease the chance of infection,
these measures may be impractical for
rural children. Realising this, some
practitioners choose to vaccinate
younger children who assist with animal
births and butchering.

Increasing notifications in children
may reflect increased awareness that Q
fever is not confined to adults with
occupational exposures. Increased

awareness leading to recognition of
infection would give children access to
effective treatment and may contribute
to prevention of chronic disease. How-
ever, much remains unknown about Q
fever in children, including how often
the infection is asymptomatic, the spec-
trum and outcome of disease, and if
there are effective preventive strategies.

As many rural children cannot avoid
potential exposure to Q fever, our study
highlights the need for a safe and effec-
tive vaccine for children.

1. Ackland JR, Worswick DA, Marmion BP. Vaccine prophy-
laxis of Q fever. A follow-up study of the efficacy of Q-Vax
(CSL) 1985–1990. Med J Aust 1994; 160: 704-708. ❏

Border screening for SARS

Nicola Petrosillo,* Vincenzo Puro,† 
Giuseppe Ippolito‡

* Clinical Director, † Epidemiologist, ‡ Scientific Direc-
tor, National Institute for Infectious Diseases “L. Spal-
lanzani”, Rome, 00149, Italy. petrosillo@inmi.it

TO THE EDITOR: In their article
describing the Australian experience of
border screening for severe acute respi-
ratory syndrome (SARS), Samaan and
coworkers add new insights about the
low efficacy of this measure in identify-
ing SARS cases at entry into a country.1

To our knowledge, this is the first report
on this issue from a low-risk area for
SARS.2 Indeed, as summarised by
Samaan et al, other available data derive
from countries where people with
SARS, entering at the early stage of the
epidemic, generated a sustained local
transmission of SARS-associated coro-
navirus (SARS-CoV) disease. Among
the reasons for a low sensitivity of entry
screening, Samaan suggests that sub-
jects may evade screening by making
false declarations or by taking anti-
pyretic drugs, or by simply being in the
incubation period with no symptoms or
only mild symptoms.

To contribute to this debate, we
report the experience of our Institute,
which was designated as a referring
centre for SARS by the Italian Ministry
of Health. In Italy, where only four
imported probable cases of SARS were
identified and no local transmission
occurred,3 entry screening was imple-
mented at the two international airports
of Milan and Rome. In particular, trav-

ellers and crews arriving from World
Health Organization SARS-designated
areas, directly or after transiting in other
EU countries, were provided with
health alert cards and screened for body
temperature.4 Suspected SARS cases
identified at Rome airport were to be
referred to our institute.

However, of the 72 subjects attending
our admission unit for clinical evalua-
tion for possible SARS, none was
referred by the airport authorities.
Among these patients was one of the
four people with SARS arriving in Italy:
an airline flight crew member coming
from a SARS-designated area who
passed both exit and entry screening,
despite complaining of mild fever before
his departure. He was admitted 6 days
after arrival, at which time the clinical
picture had evolved into full-blown
SARS. He was discharged after 2 weeks.

Among the measures recommended
by WHO to reduce SARS-CoV spread,
the identification of symptomatic sub-
jects at border departure screening was
the only measure with some evidence of
efficacy, although this only reduced on-
flight transmission.5

Conversely, evidence from several
sources, including Samaan et al, showed
that screening travellers (visual inspec-
tion and screening for fever) as they
disembark identifies very few SARS
cases and is of questionable value.1 We
agree with the conclusions of Samaan et
al that, in the light of a possible resur-
gence of SARS or similar diseases (avian
flu), entry screening should, at least, be
more focused, and needs further evalua-
tion, including cost-effectiveness analy-
sis.

Acknowledgement: Ministero della Salute Ricerca Finaliz-
zata e Ricerca Corrente IRCCS.

1. Samaan G, Patel M, Spencer J, Roberts L. Border screen-
ing for SARS in Australia: what has been learnt? Med J Aust
2004; 180: 220-223. 

2. World Health Organization. Alert, verification and public
health management of SARS in the post-outbreak period;
14 August 2003. Available at: www.who.int/csr/sars/postout-
break/en/print.html (accessed Mar 2004).

3. World Health Organization. Summary of probable SARS
cases with onset of illness from 1 November 2002 to 31 July
2003 (revised 26 September 2003). Available at:
www.who.int/csr/sars/country/en/ (accessed Mar 2004).

4. Ministero della Salute, Gruppo permanente per la valutazi-
one del rischio ed il controllo della SARS e delle emergenze
di origine infettiva. Procedure per fronteggiare la SARS a
bordo di aeromobili e negli aeroporti. Giugno 2003. Availa-
ble at: www.ministerosalute.it/resources/static/primopiano/
sars180/Docum_operativo_SARS.pdf (accessed Mar
2004).

5. World Health Organization. Department of Communicable
Disease Surveillance and Response. Consensus document
on the epidemiology of severe acute respiratory syndrome
(SARS). Geneva: WHO, 2003. Available at: www.who.int/
csr/sars/en/WHOconsensus.pdf (accessed Mar 2004). ❏
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TO THE EDITOR: Revised Australian
Alcohol Guidelines1 were released in
2001. Although general practitioners
(GPs) can be influential in initiating and
supporting behaviour change to reduce
levels of alcohol misuse among their
patients,2,3 the extent to which their
advice remains relevant and effective
depends largely on the extent to which
screening tools can be modified to take
account of revised versions of such
guidelines.

The Alcohol Use Disorders Identifi-
cation Test (AUDIT)4 is a clinical
instrument used widely to screen
patients for problematic alcohol use.
The aims of our study were to examine
the ability of AUDIT to classify general
practice patients’ alcohol consumption
into the categories specified in the
revised Australian guidelines, and to
identify any additional information
needed for such classification.

Patients aged at least 16 years attend-
ing a general practice surgery in western
Sydney were asked by receptionists to
complete a health-related survey by
means of a hand-held computer while
waiting for their consultation. Items
covered a number of domains, including
demographics, the AUDIT, and two
additional questions about consump-
tion of specified quantities of alcohol.
The use of computers ensured patients
were only asked questions relevant to
them.

Risk of harm in the long term:
Respondents’ average number of stand-
ard drinks per week was calculated from
the first two AUDIT questions, using a
previously devised method.5

Risk of harm in the short term:
AUDIT question 3 is not specific
enough to distinguish short-term risk of

harm, so additional, sex-specific ques-
tions on how many occasions in the
previous 30 days the patient had con-
sumed “7–10” and “11 or more” (men)
or “5–6” and “7 or more” (women)
standard drinks were asked.

Of the 115 patients who completed
the survey, 62% were female; their
mean age was 42 years; 10% were
unemployed; 34% had had tertiary edu-
cation; 65% were married or in a de
facto relationship; and 80% were born in
Australia. Their alcohol consumption
patterns are shown in the Box.

AUDIT is a reliable and valid instru-
ment, and is widely used as a clinical
tool. However, as national guidelines
are updated, clinical tools such as
AUDIT need to remain consistent with
them. Ideally, revisions would build on
the benefits of existing tools rather than
rendering them obsolete. For example,
a major advantage of AUDIT is that it
measures a number of drinking dimen-
sions within the one, brief, validated
instrument. This multidimensionality
could be preserved while promoting
AUDIT’s consistency with new guide-
lines by adding two items, with high
face validity, to more accurately assess
risk of harm in the short term. Incorp-
orating the two additional consumption
items we used in this study with
AUDIT allows drinkers to be classified
according to the guidelines as “low-
risk”, “risky” or “high-risk” both in the
long term and short term, with minimal
additional response time.
Acknowledgements: Thanks to receptionists and GPs in
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TO THE EDITOR: We wish to comment
on the case report by Lontos and col-
leagues on the proposed causal relation-
ship between the herb black cohosh
(Cimicifuga racemosa) and acute hepatic
failure.1 One other case has been
reported in Australia,2 and the evidence
linking black cohosh to liver toxicity was
weak and contested.3

The medication in the case report
presented by Lontos and colleagues1

included a herb (ground ivy) containing
a known liver toxin (pulegone). Pule-

Alcohol consumption patterns in one general practice in western Sydney, 
as defined by the recently revised Australian Alcohol Guidelines1

Characteristic Males (%) Females (%) Total (%)

Abstinent 18.2 29.6 25.2

Long-term harm

Low-risk 68.2 67.6 67.8

Risky 11.4 1.4 5.2

High-risk 2.3 1.4 1.7

Short-term harm

Low-risk 61.4 52.1 55.7

Risky 9.1 8.5 8.7

High-risk 11.4 9.9 10.4

Bold text represents categories that cannot be distinguished using AUDIT alone.
598 MJA Vol 180 7 June 2004
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gone is considered a strong hepatotoxin
and should not be dismissed, even
though it was reported that there was
less pulegone in ground ivy than in
pennyroyal.

The authors do not indicate the daily
dose of the pulegone ingested. The
Therapeutic Goods Administration
(TGA) made only qualitative analyses
of three of the five herbs in the mixture.
In our opinion the most suspect ingredi-
ent was ground ivy, and it was not
assayed. The argument that the TGA
could not find a standard for pulegone
or ground ivy is untenable given the
level of expertise and the capacity of the
TGA and its laboratories.

Was the supply company asked to
provide analytical evidence of the con-
tents of the herbal extracts? Ground ivy
is not known to be hepatotoxic, but it is
possible that the extract could have
contained ground ivy with pennyroyal,
which might explain the hepatoxicity of
the mixture. Although uncertain with-
out thoroughly investigating all ingredi-
ents in the herbal mixture, this
alternative is a possibility. Without thor-
ough investigation of herbal prepara-
tions, adverse events attributed to
certain herbs remain dubious at best.

Black cohosh has a very good safety
record. There is a large body of clinical
evidence and research which suggests
that this herb has no hepatotoxic effects.
Indeed, a German manufacturer has
sold more than 350 million daily doses
of black cohosh preparations worldwide
since the pharmacovigilance system was
introduced, and no comparable cases
have been reported until these two
reports in Australia. An Ames test (sal-
monella microsomal assay) showed no
in-vitro evidence of mutagenic potential
of an extract of black cohosh,4 and no
chemical or organ toxicities were
observed in Wistar rats given up to
5000 mg of a Cimicifuga racemosa
extract granulate per kilogram body
weight for 26 weeks.5

What may also be of concern is that
the TGA may not have the full capabili-
ties to test ingredients used in Austral-
ian herbal products. That substitution
of herbs with potentially toxic herbs
may be a common event, and that nei-
ther the TGA nor the manufacturers
may have the expertise to prevent dele-
terious contaminants, is of even greater
concern.
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COMMENT: Thomsen and colleagues
have pointed to what they believe were
uncertainties in the case described by
Lontos et al, associating the use of a
herbal preparation containing black
cohosh with acute liver failure.1 They
assert that on the basis of these uncer-
tainties, and other evidence, black
cohosh was unlikely to have been the
cause of the liver failure.

There are indeed uncertainties about
the cause of the illness. The first, and
quite critical one, is that we cannot be
certain that the patient was given the
same herbal materials as those supplied
to the Therapeutic Goods Administra-
tion (TGA) for analysis. The pharma-
cist who dispensed the herbal formula
for the patient provided the TGA with
samples for analysis of each of the five
individual extracts in the formula. Doc-
umentary evidence supporting the cor-
rect identity of the five herbs was
supplied in the form of certificates of
analysis from the manufacturers of the
individual herbal extracts. However, it
was not possible to ascertain whether
the exact batch of the exact formulation
taken by the patient was that which was
tested by the TGA.

While the title of the article by Lontos
et al suggests a “problem” with black
cohosh, the body of the article makes
clear that the causative agent(s) are
unknown,1 which is in agreement with
the letter by Thomsen et al.1
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Thomsen and colleagues claim that
the TGA did not test the ground ivy
extract supplied by Lontos et al, and
said that this was because the TGA did
not have a standard for pulegone or
ground ivy. This is not the case, and the
letter by Lontos et al1 does not state that
either. The reason the TGA did not test
initially for pulegone was because it is a
minor constituent of the essential oil of
ground ivy. We did not expect there to
be any significant levels of this com-
pound. In fact, we have subsequently
confirmed that pulegone was not
detectable (limit of detection 5 ppm) in
the sample of ground ivy extract pro-
vided by Lontos et al.

Thomsen and colleagues refer to the
good safety record of black cohosh in
Australia and internationally, and claim
there has been only one other case in
Australia where black cohosh was linked
to liver toxicity. Some caution is needed
in drawing broad conclusions about the
safety of herbal medicines. Most coun-
tries do not have adverse reaction
reporting systems which include herbal
remedies. In Australia, where we have a
well-developed reporting system, there
have been several reports of liver prob-
lems in patients taking various prepara-
t ions conta ining b lack  cohosh.
However, causality has not been estab-
lished beyond doubt in these cases.

The TGA has state-of-the-art testing
facilities and a team of internationally
recognised scientific staff. The formula-
tion supplied to the patient was extem-
poraneously dispensed by a pharmacist.
Such medicines are not subject to the
regulatory controls of the TGA and
would not normally be included in the
TGA’s testing program. However, the
TGA offered to test the herbal formula-

tion supplied by the pharmacist to assist
the clinical team. The results of the
TGA’s testing confirmed the absence of
undeclared pharmaceuticals in the sam-
ples of herbal extracts provided.

In view of these uncertainties, it is not
possible to conclusively identify the
cause of the patient’s liver failure. On
the evidence available it cannot be con-
cluded that black cohosh was a cause. It
is simply not possible to rule in or rule
out black cohosh, or indeed any of the
other herbal extracts in the formulation
taken by the patient, as a cause. Where
practitioners suspect a complementary
medicine is involved in an adverse reac-
tion, providing the exact product and
batch taken by the patient is essential if
laboratory testing is to help in confirm-
ing causality.
1. Lontos S, Jones RM, Angus PW, Gow PJ. Acute liver failure

associated with the use of herbal preparations containing
black cohosh. Med J Aust 2003; 179: 390-391. ❏
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