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From the Editor’s Desk
MEDICAL “IRON CURTAINS”
Australian medicine has long enjoyed a 
close relationship with postgraduate 
medical institutions in the United 
Kingdom. Since colonial times, our doctors 
have journeyed to the “Motherland” for 
postgraduate training in historic hospitals, 
and to secure fellowships from the Royal 
Colleges in London, Edinburgh and 
Dublin. Indeed, our own specialist 
colleges, upon their foundation, borrowed 
heavily from their British counterparts and 
even saw fit to include the prestigious 
“Royal” in their titles.

However, this close association with the 
British Isles has been in gradual decline 
since Federation, and was recently dealt yet 
another blow when the UK Home Office 
barred graduates from Australia and other 
Commonwealth countries from training in 
the UK National Health Service. This 
drastic action has been undertaken to 
preserve training positions for the 
increasing numbers of students graduating 
from UK medical schools.

Paradoxically, at the same time, Australia 
is facing the very real possibility that the 
availability of training positions for local 
graduates may soon reach crisis point, if 
the Australian governments continue to 
pursue the policy of unrestricted 
importation of British doctors to fill 
vacancies in our hospitals.

Will the UK’s imposition of an “Iron 
Curtain” have a downstream effect on 
Australian medical trainees? What 
problems will we confront when the 
predicted increased numbers of Australian 
medical graduates consider entering 
postgraduate training? How will we 
manage the fierce competition for positions 
when we find that, by and large, foreign 
graduates occupy them?

Without a doubt, Britain’s Iron Curtain 
for postgraduate medical training will 
impact on the education of our home-
grown specialists. It is vital that we have 
a carefully considered plan of action; we 
should be loath to embark on a tit-for-tat 
embargo. 

But should we fail to protect the interests 
of Australian graduates, we may well 
witness a generation of disillusioned 
doctors.

Martin B Van Der Weyden

February MJA BookClub Winners
Congratulations to: Dr Anna Fletcher, 
North Perth, WA; Dr Valerie Sharp, 
Dover, TAS; and Dr David Warner, 
Balgownie, NSW. Each wins a set of 

Netter’s Anatomy Flash Cards: Head 
and Neck. Thanks to everyone who purchased books 
from the February MJA BookClub and went into the draw. 
Pictured right is Alexandra Rot, from AMPCo’s Information 
Processing/Sales and Marketing, drawing the February 
winners. To see this month’s MJA BookClub’s great offers, 
see page 400 and the inside back cover of this issue.
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Fatal paramethoxy-
amphetamine (PMA) poisoning 
in the Australian Capital 
Territory
Paul G Lamberth, Geoff K A Ding and 
Liisa A Nurmi

TO THE EDITOR: Recently, we treated a
patient with fatal paramethoxyamphet-
amine (PMA) poisoning. We believe this is
the first PMA poisoning to be reported in
the Australian Capital Territory.

PMA (street name, “death”) was first
reported in the early 1970s during the
emergence of recreational use of 3,4-methyl-
enedioxymethamphetamine  (MDMA
[“ecstasy”]).1,2 Hyperthermia, coma and
seizures are features of MDMA and PMA
poisoning, but they are more severe with
PMA ingestion; features of hypoglycaemia,
hyperkalaemia and QRS interval prolonga-
tion are suggestive of PMA poisoning.3

Our patient was a 20-year-old man who
was conveyed to the emergency depart-
ment by ambulance after presumed
MDMA ingestion. On presentation, he was
unconscious (Glasgow Coma Score, 4/15)
and had the following signs: temperature,
42.8° C; heart rate, 90 beats/min; QRS
interval, 160 ms (reference range [RR],
< 10 0 ms ) ;  b l o o d  p re s s u r e ,  1 7 1 /
148 mmHg; oxygen saturation, 76% (RR,
95%–100%); and respiratory rate, 40
breaths/min.

After intubation, external cardiac com-
pressions and multiple DC shocks were
required to restore circulation. The initial
serum potassium level was 8.9 mmol/L
(RR, 3.2–5.0 mmol/L). Hypoxaemia per-

sisted, and a chest x-ray showed extensive
bilateral airspace consolidation.

The patient’s associates alleged that he
habitually used equine clenbuterol and
ovine androgen preparations in addition to
ecstasy.

The subsequent days were notable for
resistant shock, rhabdomyolysis, cardio-
myolysis and severe coagulopathy refrac-
tory to therapy. Oliguric renal failure
necessitated extracorporeal blood purifica-
tion. Hepatic failure and hypoglycaemia
were pronounced. The most extreme bio-
chemical derangements recorded in this
case are listed in the Box.

Five days after admission, the patient’s
pupils were sluggishly reactive. Oculo-
cephalic and oculocaloric reflexes were
present but abnormal, while gag and
cough reflexes were absent. A cerebral
computed tomography scan showed exten-
sive cerebral oedema.

By Day 8, the patient had fixed pupils
and worsening haemodynamic instability.
He died 10 days after ingestion of PMA.

The patient’s antemortem blood concen-
tration of PMA was 2.3 mg/L — 2.0 mg/L
above the typical fatal threshold of 0.3 mg/L
previously reported.2-4 MDMA, methylene-
dioxyamphetamine (MDA) and methyl-
ecgonine were also detected at low levels.

Since 2005, the Pharmacy Guild of Aus-
tralia has instituted its “Pseudo Watch”
program to reduce diversion of pseudo-
ephedrine to illicit methamphetamine
manufacture by a combination of retail
restrictions and recording details of pur-
chasers judged genuine. Supporting legis-
lation varies by state.5 However, PMA is
made from the readily available and
unmonitored precursor, anethole. Further,
PMA has a slower onset of action than
MDMA, leading to the possibility of addi-
tional doses being ingested while awaiting
effects.

We believe medical practitioners should
consider PMA poisoning in cases of severe
reactions to ecstasy, especially those in
which hypoglycaemia and hyperkalaemia
are present. A “market” shift in drug use
towards the more lethal PMA because of
reduced availability of pseudoephedrine
would be a cause for concern.

Paul G Lamberth, Director, Intensive Care
Geoff K A Ding, Staff Specialist, Intensive Care
Liisa A Nurmi, Deputy Director, Pharmacy
Calvary Health Care ACT, Canberra, ACT.
Paul.Lamberth@Calvary-ACT.com.au

1 Buchanan JF, Brown CR. “Designer drugs”. A
problem in clinical toxicology. Med Toxicol
Adverse Drug Exp 1988; 3: 1-17.

2 Felgate HE, Felgate PD, James RA, et al. Recent
paramethoxyamphetamine deaths. J Anal Toxicol
1998; 22: 169-172.

3 Caldicott DG, Edwards NA, Kruys A, et al. Danc-
ing with “death”: p-methoxyamphetamine over-
dose and its acute management. J Toxicol Clin
Toxicol 2003; 41: 143-154.

4 Byard RW, Rodgers NG, James RA, et al. Death
and paramethoxyamphetamine — an evolving
problem. Med J Aust 2002; 176: 496. 

5 Corbell S. Poisons Amendment Regulation 2007
(No 1). SL2007-33. Explanatory statement. Can-
berra: Legislative Assembly for the Australian
Capital Territory, 2007. http://www.legisla-
tion.act.gov.au/es/db_30064/current/pdf/db_
30064.pdf (accessed Feb 2008). ❏

Ready, SET, go for academic 
surgery?
Timothy J Smith, Carly M Fox and 
Michael A Bonning

TO THE EDITOR: The recent editorial by
Waxman1 implies that early streaming of
students during medical school training is to
become the norm for admission to the Royal
Australasian College of Surgeons’ Surgical
Education and Training (SET) program. We
would like to draw attention to the disturb-
ing nature of this development for medical
students and junior doctors alike.

Waxman described the imperative for stu-
dents to now decide upon a career in sur-
gery “usually as undergraduate medical
students”.1 He stated that some universities
have proposed early streaming of students
into specific surgical modules in later years
of their medical programs. While early
streaming may appear to be the answer to
the growing conflict between the time con-
straints of undergraduate medical programs
and the expanding body of medical know-
ledge, there are a number of significant
pitfalls to this approach that are yet to be
explored.

First, early streaming may jeopardise the
quality of the generalist education offered at
medical schools. International experience
from McGill University in Canada, which
implemented an early-streaming program in
the late 1970s, supports this notion.2 The
cohorts from McGill’s early-streaming pro-
gram had poorer overall performance than
their predecessors in the non-streamed pro-
gram on the Medical Council of Canada’s
national licensing examination, which was
attributed in part to their reduced oppor-
tunity for generalist training.

Laboratory markers of multisystem 
organ dysfunction in a case of PMA 
poisoning

Biochemical marker

Extreme 
value (peak 

or nadir)

Refer-
ence 
range

Creatine kinase (U/L) 58 358 20–200

Troponin I (U/L) 85.83 < 0.06

Bilirubin (μmol/L) 412 2–20

ALT (U/L) 3961 < 55

Ammonia (μmol/L) 219 10–50

Platelet count (� 109/L) 18 150–400

ALT = alanine aminotransferase. 
PMA = paramethoxyamphetamine.  ◆
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Second, the notion that well resourced
university surgical departments could pro-
vide an early-streaming package for under-
graduate students that “[gives] their
students an advantage and an almost guar-
anteed pathway into SET”1 creates gross
inequity in access to surgical training. This
system would disproportionately disadvan-
tage students from both graduate-entry pro-
grams, which have a shorter course
duration, and newer universities, which lack
the resources to provide advanced surgical
training modules.

Third, the program disadvantages stu-
dents who have not formed firm career
intentions by the later years of their medical
program. With data from the United King-
dom showing that more than a quarter of
junior doctors change their career intentions
in the 3 years after graduation,3,4 a signifi-
cant proportion of medical graduates will
gain no appreciable benefit from early
streaming, and may in fact be disadvantaged
by it.

We strongly discourage the introduction
of early-streaming programs in medical
schools. All schools should graduate
“pluripotent” undifferentiated doctors with a
strong generalist background.

Competing interests: We are final-year medical
students at the University of Queensland and
members of the Australian Medical Students’
Association national executive.

Timothy J Smith, Vice-President
Carly M Fox, Public Relations Officer
Michael A Bonning, President
Australian Medical Students’ Association, 
Canberra, ACT.
vpe@amsa.org.au

1 Waxman BP. Ready, SET, go for academic surgery
[editorial]? Med J Aust 2008; 188: 67-68. 

2 Dauphinee WD, Patel VL. Early career choice: an
unsuccessful program. J Med Educ 1983; 58: 695-
702.

3 Goldacre MJ, Lambert TW. Stability and change in
career choices of junior doctors: postal question-
naire surveys of the United Kingdom qualifiers of
1993. Med Educ 2000; 34: 700-707.

4 Edwards C, Lambert TW, Goldacre MJ, Parkhouse
J. Early medical career choices and eventual
careers. Med Educ 1997; 31: 237-242. ❏

John P Collins and Ian D Civil

TO THE EDITOR: The editorial by
Waxman1 on the Royal Australasian College
of Surgeons’ new Surgical Education and
Training (SET) program contains some fac-
tual errors that have led to anxiety among
potential applicants. We wish to give the
formal position of the College and to correct
any misunderstandings. The SET program2

is evolutionary, builds on the strengths of

the previously available program, and is
based on an educationally sound framework
and group of principles.

Registering an interest in training with the
College does not in itself confer an advan-
tage but will enable those registered to
receive up-to-date information and College
publications. The College website also pro-
vides up-to-date, relevant information for
potential applicants. Completion of the Aus-
tralian and New Zealand Surgical Skills Edu-
cation and Training (ASSET) course is not
compulsory before selection into SET, but it
must be completed by the end of the first 2
years of the SET program.

The College and the specialist surgical
associations and societies involved in the
delivery of the SET program will rely on
robust workplace-based assessment to mon-
itor trainees’ progress and provide career
advice. New in-training assessment tools are
necessary to achieve this, and their imple-
mentation requires support, including
courses for surgeons who undertake this
vital work.

Those contemplating a career in surgery
will not have to decide on their career
choices at an earlier stage than previously. In
the previous program, graduates could
apply during their internship but now must
wait until their second year after graduation.
The College is committed to a broad-based
period of preparation for surgical training
but does not wish to deny the opportunity
to those in their second year after gradua-
tion who are certain of their career aspira-
tions. Applications will also be accepted
from those who delay their career decisions
for whatever reason.

Streaming medical students for vocational
careers is an attractive educational philoso-
phy, provided it does not interfere with the
generalist experience required for all gradu-
ates. Furthermore, streaming is predicated
on the medical colleges recognising this
prior learning in their programs. Until this is
resolved, the question of its implementation
remains some way off. The current practice
of undertaking electives in an area of interest
is strongly supported.

The College is committed to working with
the universities for a more integrated
approach across the continuum of learning
and seeks to build on the meaningful and
collaborative partnerships already estab-
lished. The key interface is the practising
surgeon in an academic position who under-
stands the requirements of the College and
the university, as well as the needs of the
community.

Selection into surgical training is through
a national merit-based process. The curricu-
lum vitae (CV) and its components of aca-
demic achievement, other accomplishments
and clinical experience will each be scored
and given appropriate weighting. The lower
percentage overall for CVs (15%–25%)
takes into account that many candidates will
apply very early in their careers.2 While we
laud the suggestion of university surgery
departments providing a package for poten-
tial trainees, “giving their students an advan-
tage and an almost guaranteed pathway into
SET”1 does not necessarily follow, given the
competitive nature of selection.

John P Collins, Dean of Education
Ian D Civil, Censor-in-Chief
Royal Australasian College of Surgeons, 
Melbourne, VIC.
john.collins@surgeons.org

1 Waxman BP. Ready, SET, go for academic surgery
[editorial]? Med J Aust 2008; 188: 67-68. 

2 Collins JP, Gough IR, Civil ID, Stitz RW. A new
surgical education and training programme. ANZ J
Surg 2007; 77: 497-501. ❏

Chronic kidney disease and 
automatic reporting of 
estimated glomerular filtration 
rate: revised recommendations
William R Adam

TO THE EDITOR: The revised recommen-
dations of the Australasian Creatinine Con-
sensus Working Group1 are improved with
the recognition of an age-related reduction
in glomerular filtration rate (GFR), but don’t
deal with a number of other significant
problems associated with an estimated GFR
(eGFR).

When a plasma creatinine measurement is
requested, an eGFR is commonly provided,
increasing the sensitivity but reducing the
specificity of diagnosis of kidney disease.
The eGFR remains a substantially flawed
estimate of GFR. It is associated with signifi-
cant predictive error (up to 30% of individ-
ual eGFRs differ by more than 30% from the
measured GFR at 60–90 mL/min)2 and with
substantial false positive and false negative
outcomes.

The flaws in the eGFR are, firstly, the
limitations of creatinine clearance rate as a
measure of GFR, and secondly (and more
importantly), the use of age, sex and race as
surrogates for muscle mass (the determining
factor in creatinine production and, together
with creatinine clearance, plasma creatinine
level).
MJA • Volume 188 Number 7 • 7 April 2008 427
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Age, sex and race are imperfect predictors
of muscle mass, and this leads to underesti-
mation of GFR in people who are fit and
well muscled and overestimation in those
who are wasted and disabled. While report-
ing eGFR values represents a worthwhile
advance on using plasma creatinine levels to
detect kidney disease, it could be consid-
ered, at best, the “least bad” readily available
measure of GFR.

When no better test is readily available,
how should we handle a suboptimal meas-
ure of GFR? Educating the medical profes-
sion about the limitations of eGFR is
important, but, based on personal experi-
ence and anecdotal evidence, I believe that
using conventional methods of informing
doctors has not been uniformly effective.
Providing “just in time” information support
is likely to assist this process.

Thus, I support the recommendation that
laboratories routinely report eGFRs, but
suggest that, when they do so, they add a
product warning along the following lines:

The eGFR is calculated assuming a nor-
mal muscle mass for age, sex and race. It
will underestimate GFR in well muscled
individuals and overestimate GFR in
patients with muscle wasting. A creati-
nine clearance test or formal GFR meas-
urement may be helpful in patients
whose muscle mass differs from the
average for their age and sex. Proteinu-
ria and haematuria are other useful indi-
cators of kidney disease.

In patients over 70 years of age, an addi-
tional product warning, consistent with the
Australasian Creatinine Consensus Working
Group’s revised recommendations,1 could
be as follows:

GFR declines with age, and, in patients
over 70 years of age, an eGFR of 45–
59 mL/min/1.73m2, if stable over time
and unaccompanied by proteinuria or
haematuria, is unlikely to have specific
renal prognostic or therapeutic implica-
tions.

William R Adam, Professor of Medicine
School of Rural Health, University of Melbourne, 
Shepparton, VIC.
wadam@unimelb.edu.au

1 Mathew TH, Johnson DW, Jones GRD, on behalf of
the Australasian Creatinine Consensus Working
Group. Chronic kidney disease and automatic
reporting of estimated glomerular filtration rate:
revised recommendations. Med J Aust 2007; 187:
459-463. 

2 Poggio ED, Wang X, Greene T, et al. Performance
of the Modification of Diet in Renal Disease and
Cockcroft–Gault equations in the estimation of GFR
in health and in chronic kidney disease. J Am Soc
Nephrol 2005; 16: 459-466. ❏

Andrew J McLachlan, on behalf of the 
Editorial Advisory Board, Australian 
medicines handbook

TO THE EDITOR: The revised recommen-
dations for the use of the estimated glomer-
ular filration rate (eGFR) in the clinical
setting use the Modification of Diet in Renal
Disease (MDRD) formula to adjust drug
dosing in people with renal impairment
(Recommendation 6).1 Although the utility
of the MDRD-based eGFR as a screening
tool to identify people with chronic kidney
disease represents an important clinical
opportunity, we, and others,2,3 remain con-
cerned about this recommendation.

Certainly, adjusting the dose of renally
excreted medicines based on a patient’s
serum creatinine concentration alone is not
appropriate. Accordingly, many drug mono-
graphs provide explicit dosing recommen-
dations based on the estimated creatinine
clearance (calculated using the Cockcroft–
Gault formula) as a rational basis for dose
adjustment using sound pharmacological
principles. This assumes a significant cor-
relation between the estimated creatinine
clearance and the actual clearance of a drug
(or metabolite). But such a correlation has
not been established for the MDRD formula.

Indeed, an empirical study comparing the
use of the Cockcroft–Gault formula to the
MDRD formula in 1067 elderly patients
found that the MDRD formula significantly
overestimated renal function and would, if
used, lead to significantly higher doses of
two drugs in question (enoxaparin and gen-
tamicin) being administered.2 This high-
lights the need for further research to
rigorously characterise the relationship
between MDRD estimates of renal function
and drug clearance before this formula can
be recommended to guide dose adjustment
in the clinical setting.

Recommendation 6, that the MDRD-
based eGFR should be used for dosing after
considering body size,1 requires further clin-
ical information about the patient — the
same information needed to use the Cock-
croft–Gault formula. Even limiting Recom-
mendation 6 to drugs that are not “critical-
dose drugs”1 is confusing. Many drugs
would be considered critical-dose drugs
when used in frail older people with some
degree of renal impairment.

We reaffirm the statement, from the 2008
Australian medicines handbook, that “there is
no evidence that [automatically reported
eGFR] is suitable for adjusting drug doses in
people with renal impairment”.4
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Andrew J McLachlan, Professor of Pharmacy
Centre for Education and Research on Ageing 
and Pharmacy Department, University of 
Sydney, Sydney, NSW, on behalf of the Editorial 
Advisory Board, Australian medicines 
handbook
andrewm@pharm.usyd.edu.au

1 Mathew TH, Johnson DW, Jones GRD, on behalf of
the Australasian Creatinine Consensus Working
Group. Chronic kidney disease and automatic
reporting of estimated glomerular filtration rate:
revised recommendations. Med J Aust 2007; 187:
459-463. 

2 Roberts GW. Dosing of key renally cleared drugs in
the elderly — time to be wary of the eGFR. J Pharm
Prac Res 2006; 36: 204-209.

3 Faull R. Prescribing in renal disease. Aust Prescr
2007; 30: 17-20.

4 Prescribing in renal impairment. In: Australian med-
icines handbook. Adelaide: AMH, 2008: xiv-xv. ❏

Timothy H Mathew, David W Johnson 
and Graham R D Jones, on behalf of 
the Australasian Creatinine Consensus 
Working Group

IN REPLY: We agree with Adam’s points
that:
• The estimated glomerular filtration rate
(eGFR) represents a worthwhile advance on
the plasma creatinine level for detecting
kidney disease, and is currently the best
readily available measure of GFR;
• Educating the medical profession on the
limitations of eGFR is important; and
• Further refinements of eGFR accuracy
are highly desirable.

Since the advent of automated laboratory
reporting of eGFR, there has been a con-
certed effort by the Kidney Check Australia
Taskforce to educate medical professionals
and other clinicians about the strengths and
limitations of eGFR and about how best to
approach the patient with a significantly
reduced eGFR. Education has been via
printed office materials, accredited work-
shops, medical journal articles, online edu-
cation, and decision-support systems
embedded in medical software. Adding
statements to laboratory reports has also
been considered by the Australasian Creati-
nine Consensus Working Group, and some
laboratories do provide explanatory eGFR
statements. However, many have not
embarked on this because of the difficulty of
providing adequately informative explana-
tory remarks in very limited space.

Individual laboratories balance the need
for such supporting information against the
space requirements on reports and the
diminishing effect of excessive repetition.
Given that routine reports are already com-
plex, often containing over 20 result items,

and that many millions of reports with
serum creatinine results are produced annu-
ally in Australia, the value of any repetitive
comment needs careful consideration.

The response of clinicians to the introduc-
tion of automatic reporting of eGFR together
with the linked educational campaign has
been strongly positive, with outcomes that
have included easier identification of
chronic kidney disease, better decision mak-
ing for affected patients, and more appropri-
ate referral patterns, both in Australia and
overseas. Nevertheless, we agree with Adam
that eGFR is only an approximation of
actual GFR and is subject to error. There are
ongoing attempts to further improve the
accuracy and clinical utility of eGFR
through such ventures as the universal
standardisation of creatinine calibration
(which has already taken place in Australia
and New Zealand) and the Chronic Kidney
Disease Epidemiology Collaboration.1

McLachlan, on behalf of the Editorial
Advisory Board of the Australian medicines
handbook, reaffirms the Board’s position that
eGFR is not appropriate for use in dosage
calculations. However, for the reasons stated
in the consensus document,2 we remain
convinced that eGFR is a useful tool for
most drug dosing decisions.

We note with interest the recent change in
the position taken by the British National
Formulary (BNF 54) to one of support for
the Modification of Diet in Renal Disease
(MDRD)-based eGFR1 being used in place of
creatinine clearance rate “for most drugs and
for most patients of average build and
height”3 — a stance similar to ours. In
particular, we re-emphasise that eGFR,
because of its ready availability, increases the
rate of identification of renal failure.

We agree with McLachlan that prescribers
should continue to follow specific published
recommendations for drugs such as enoxa-
parin and gentamicin (these are good exam-
ples of “critical-dose drugs” in the hospital
setting). We note additionally that there is
increasing acceptance of the eGFR in the
drug literature. In the case of enoxaparin,
the MDRD equation for eGFR has been used
to assess the effect of renal function on
bleeding in elderly patients4 and has been
found to provide the best relationship with
enoxaparin clearance in this setting.5

The eGFR is now an established feature of
pathology reports in Australia, and we
believe it is important to integrate this infor-
mation into routine practice for drug dosing
decisions. We therefore offer to work with
the authors of the Australian medicines hand-
MJA • Volume 188 Number 7 • 7 April 2008 429MJA • Volume 188 Number 7 • 7 April 2008
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book and other interested parties to develop
guidelines for drug dosing decisions using
all available information.

Timothy H Mathew, Medical Director1

David W Johnson, Director of Nephrology,2 
and Professor of Medicine3

Graham R D Jones, Chemical Pathologist,4 
and Conjoint Senior Lecturer5

on behalf of the Australasian Creatinine 
Consensus Working Group
1 Kidney Health Australia, Adelaide, SA.
2 Princess Alexandra Hospital, Brisbane, QLD.
3 University of Queensland, Brisbane, QLD.
4 SydPath, St Vincent’s Hospital, Sydney, NSW.
5 University of New South Wales, Sydney, NSW.
tim.mathew@kidney.org.au

1 Levey AS, Coresh J, Greene T, et al; Chronic Kidney
Disease Epidemiology Collaboration. Using stand-
ardized serum creatinine values in the modification
of diet in renal disease study equation for estimat-
ing glomerular filtration rate. Ann Intern Med 2006;
145: 247-254.

2 Mathew TH, Johnson DW, Jones GRD, on behalf of
the Australasian Creatinine Consensus Working
Group. Chronic kidney disease and automatic
reporting of estimated glomerular filtration rate:
revised recommendations. Med J Aust 2007; 187:
459-463. 

3 British National Formulary. What’s new in BNF 54?
Renal function and drugs. http://www.bnf.org/bnf/
extra/current/450035.htm (accessed Jan 2008).

4 Thorevska N, Amoateng-Adjepong Y, Sabahi R, et
al. Anticoagulation in hospitalized patients with
renal insufficiency: a comparison of bleeding rates
with unfractionated heparin vs enoxaparin. Chest
2004: 125: 856-863.

5 Berges A, Laporte S, Epinat M, et al. Anti-factor Xa
activity of enoxaparin administered at prophylactic
dosage to patients over 75 years old. Br J Clin
Pharmacol 2007; 64: 428-438. ❏

Successful lung transplantation 
for adolescents at a hospital for 
adults
Monica C Robotin

TO THE EDITOR: I read with interest the
article by Morton et al, summarising their
impressive results of lung transplantation in
adolescents treated in an adult hospital.1

The authors state they “do not have an
exclusion policy for patients suitable for LTx
[lung transplantation] based on age or size
criteria alone”, and refer small or very young
children to overseas units. The accompany-
ing editorial by Snell et al comments that a
paediatric transplant unit would have too
low a caseload (four to eight transplants per
year) to ensure they deliver good results.2 I
agree that large-volume units are desirable,
yet of the 158 centres reporting adult lung
transplantation to the International Society
for Heart and Lung Transplantation, 59%

averaged fewer than 10 lung transplants a
year.3

While a Surgical Fellow at St Louis Chil-
dren’s Hospital, Mo, USA (1996–97), I was
part of the surgical team undertaking a
transplantation operation on a 13-month-
old ventilator-dependent infant referred
from Sydney. He had an uncomplicated
postoperative course, leading to early hos-
pital discharge and early return to Australia.
Over the ensuing 5 years, while I was in
touch with the family, they travelled regu-
larly to St Louis for follow-up, as local
expertise in managing young lung trans-
plant recipients was lacking. Referring fam-
ilies to overseas units may be a good, albeit
extremely expensive, short-term solution,
yet developing local expertise in the follow-
up of these patients has to be part of this
package, to ensure optimal management,
referrals and dialogue with overseas trans-
plantation centres.

Such local expertise could provide the
backbone of a future paediatric lung trans-
plantation unit, preventing unnecessary
deaths in this population. Although paedi-
atric lung transplantation is challenging,
results for isolated operations in children
are similar to those in older age groups,3 so
the “perception that the risk of undertaking
LTx in children and adolescents does not
warrant the reward”2 needs to be chal-
lenged. From 1990 to 2002, 190 children
received transplants at St Louis Children’s
Hospital (45% of them younger than 10
years), 30 of whom underwent living-
related lung transplantation (generally
reserved for patients too ill to wait for
cadaveric lung transplants); although they
were a higher-risk group, their survival
statistics exceeded those of adult lung
transplant patients.4

After all, a low case workload does not
stop any of the four paediatric cardiac
surgery units in this country from offering
arterial switch operations. A local paediat-
ric lung transplant follow-up service, per-
haps attached to an adult unit, would be
instrumental in optimising paediatric lung
transplantation outcomes and could inform
the debate on the pros and cons of setting
up local paediatric lung transplantation
services.
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Judith M Morton and Allan R Glanville

IN REPLY: We were interested to read about
Robotin’s insights gained from her experi-
ence at St Louis Children’s Hospital, which
has one of the largest and most successful
paediatric lung transplantation units in the
world. We agree that development of local
expertise in  paediatric lung transplantation
would be a cost-efficient means of offering
optimum care to young Australians. Because
the experience in lung transplants at St
Vincent’s Hospital, Sydney, has grown, we
would like to provide this service for
younger recipients, but our centre lacks
specific expertise and facilities for ongoing
paediatric care.1

A dedicated paediatric ward with experi-
enced nursing staff in a family-friendly envi-
ronment is essential to meet world’s best
practice in this area. There are many compli-
cations of the underlying conditions that
might benefit from paediatric specialty
expertise.

Our experience emphasises that a close
working relationship with the patient and
his or her family is crucial, and that distance
from the location of care delivery and ease of
access to the primary treating team are
important factors. Given the tyranny of dis-
tance, a single Australian centre would be
inefficient. However, analysis of outcomes in
adult centres shows superior results with
increasing transplantation volume, so the
concept of small stand-alone centres is not
supported by evidence.2

Logistics dictate that linking paediatric
services to existing adult services in Aus-
tralia should improve long-term outcomes.
Our data show that performing adolescent
lung transplantation in a centre with proven
expertise in adult procedures produces
excellent results.

We advocate provision of adequate fund-
ing and resources in all Australian transplan-
tation centres to achieve optimum service
delivery in paediatric lung transplantation.
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Gregory I Snell, Glen P Westall and 
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IN REPLY: We thank Robotin for her posi-
tive comments. We agree that the current
successful lung transplantation outcomes for
adolescents in Australia should be able to be
extended to the whole paediatric population
in due course.1,2 The appropriate timing of
the operation and peritransplantation man-
agement of young children with advanced
lung diseases requires further consideration
and debate.3 This should involve the existing
lung transplantation services and specific
committed paediatric institutions.

However, we disagree that a very low
caseload, with procedures performed in a
number of institutions, is acceptable. On the
basis of cost, training, staffing and political
support, it is appropriate to concentrate the
expertise. A solid case can be made for a
national approach, supported by the Aus-
tralian Government, with Nationally
Funded Centre status. In time, this would
provide solid paediatric expertise and access
to lung transplantation, either in Australia,
or even overseas, as appropriate, during the
early evolution of such a program. The
objective would be improved survival in
children with severe lung disease while min-
imising the disruption and cost associated
with young Australians and their families
travelling internationally for lung transplan-
tation care.
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Informing prospective medical 
students
James M Hillis and Robert D Mitchell

TO THE EDITOR: Applying for medical
school in Australia is not an easy process.
Prospective applicants must choose from 19
medical schools and multiple course
options, navigate admissions processes and
tests, and develop some understanding of
the pathway towards full registration and
vocational training.

Despite this complexity, there is a pau-
city of information that provides a bird’s
eye view of the Australian medical school
admissions process. There is no single
source of information that comprehen-
sively maps the options available to those
wishing to embark on a career in medicine.
Existing references are often outdated1 or
do not accurately identify all medical
courses.2

To fill this information gap, the Australian
Medical Students’ Association (AMSA)
launched its inaugural Medical School
Guide in 2007. The guide paves the way for
informing prospective medical students
about the challenges of studying medicine
and the diversity of medical courses on offer
in Australia.

The guide contains two sections: “Essen-
tial Information” includes details about the
categories of entry, admissions tests, support
schemes and vocational training pathways;
and “The Medical Schools” contains infor-
mation about individual universities,

including location, entry requirements and
procedures, and contact details.

AMSA produced the guide in conjunction
with Medical Deans Australia New Zealand
(MDANZ) and the Australian Medical Asso-
ciation. Information on individual courses
was supplied by the universities, via
MDANZ, to ensure accuracy. All but one
medical school submitted enrolment infor-
mation for publishing.

The Medical School Guide was launched
on the  AM SA webs i t e  (a t  h ttp : / /
www.amsa.org.au/medschoolguide.pdf),
and promotional letters were sent to relevant
stakeholder groups. In the 110 days imme-
diately after its release, there were 37 555
hits on the webpage, with more than 3500
downloads of the guide.

In 2008, AMSA hopes to attract the finan-
cial and in-kind support required to publish
and distribute a hardcopy version of the
Medical School Guide. AMSA also hopes to
further develop the guide to include infor-
mation for prospective international stu-
dents about visa requirements and
opportunities to enter the Australian health
workforce.

In a dynamic environment where num-
bers of medical students and schools are on
the rise, there is a convincing case for a
comprehensive, user-friendly guide to med-
ical school admissions. The AMSA Medical
School Guide aims to do this, and its effec-
tiveness will require rigorous evaluation in
years to come.
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