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Letters

Revalidation — what is 

the problem and what are 

the possible solutions?

TO THE EDITOR: Kerry Breen has hit 

the nail squarely on the head.1

The Medical Board of Australia 

should heed Peter Ustinov’s advice, 

“Don’t just do something, stand 

there!”

And Oliver Cromwell’s plea, 

“think it possible you may be 

mistaken”.

And mine: “Please think again!”

It is easier (more effective and 

cost-effective) to move the tail of 

the bell curve to the right than to 

shift the bulk of it to the right.

While every doctor’s performance 

could possibly be improved, there 

is little point and dubious cost-

effectiveness in improving doctors 

on the right of the bell curve from 

“good” or “very good” to “a little 

bit better”, when the point of the 

exercise is to improve the game of 

poor performers.

Alison Reid, former Medical 

Director of the New South Wales 

Medical Board, has suggested that 

the focus could readily be directed 

at doctors about whom there are 

a number of complaints, and at 

those in the groups known to be at 

risk: those with an impairment, the 

aged, and the professionally and 

geographically isolated.2

It is among these groups that 

the evidence shows that poor 

performance is most likely to be 

found. It would seem to me that 

assessment of doctors in these 

groups, in their practices, as is 

done by the Royal Australasian 

College of Physicians in its clinical 

audit program,3 would be more 

productive and cost-effective 

than wholesale assessment of all 

practising doctors.
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 TO THE EDITOR: Breen raises an 
important issue and asks some salient 
questions,1 but the “bad apples” do 
not provide the main professional or 
educational impetus for revalidation. 
The real problem is that the 
continuing professional development 
practices of most practitioners have 
little impact on quality of care:2 there 
is an “implementation gap”.3 There 
is good evidence that immediate 
and substantial improvements in 
patients’ outcomes can be had if what 
is known to work is implemented in 
clinical practice.4

High-level evidence shows 
that the solution to this problem 
is to link learning to assessment 
and improvement of performance 
by audit, 360° assessment or 
quality-improvement projects.5 
It is impossible to defend to our 
community why we would not do 
this.

The linkage of revalidation, 
professional learning and 
improvement in practice is a political 
necessity and an appropriate 
response to our social contract with 
the community. The key question is 
how. The experience in the United 
Kingdom is overly bureaucratic, 
and the focus on examinations in 
the United States is inappropriate; 
however, other models, such as those 
in Canada and the Netherlands,6 
offer more promise. The challenge 
is to learn from international 
experience and develop an Australian 
revalidation system that meets the 
needs of Australian consumers and 
professionals. We will still have to 
deal with the bad apples, but there 
is a real prospect that by linking the 
learning of individual physicians 
with meaningful assessment of their 

performance, we can improve the 
quality of the whole crop. 
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Myopia and skin cancer 

are inversely correlated: 

results of the Busselton 

Healthy Ageing Study

TO THE EDITOR: Myopia is a 
major public health problem, and 
is increasing in prevalence and 
severity.1 The complications of high 
myopia (defi ned as a spherical 
equivalent [SE] > 6.00 diopters [D] 
or axial length > 26.5 mm) can be 
sight-threatening.2

Spending more time outdoors 
is associated with less myopia and 
clinical trials currently underway 
in China are aimed at reducing the 
development and progression of 
myopia in schoolchildren through 
increased outdoor activity.3

In fair-skinned populations, 
increased time outdoors also 
increases the risk of developing 
skin cancers. Australia has among 
the highest skin cancer rates in the 
world.4

continuing 
professional 
development 
practices 
of most 
practitioners 
have little 
impact on 
quality of care
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We tested the hypothesis that 
people who have developed 
ultraviolet (UV) radiation-related 
skin cancer as a result of excessive 
time spent outdoors are less myopic 
compared with age-matched 
people with no prior history of 
skin cancer. Our cohort included 
1861 participants of the Busselton 
Healthy Ageing Study (BHAS), a 
cross-sectional survey of individuals 
born in 1946–1964 and living in a 
Western Australian rural coastal 
community.5 Participants completed 
a questionnaire including their 
previous medical history. Refractive 
error was measured by autorefraction 
using the Nidek ref/keratometer 
ARK-510A.

The cohort was of northern 
European ancestry, the mean age was 
56.3 years (range, 45.5 to 66.4 years) 
and 986 (53.0%) were men. There 
were 143 participants (7.7%) with a 
previous history of either cutaneous 
melanoma, squamous cell carcinoma 
or basal cell carcinoma.

There was a signifi cant difference 
in the prevalence of myopia between 
the skin cancer and control groups 
(χ 2 test, P = 0.005) (Box). In a 
regression model adjusted for age, 
sex and education, the odds of being 
non-myopic were 2.3 times higher 
in the skin cancer group compared 
with controls (95% CI, 1.42–4.11; 
P = 0.002). For every 1.00 D increase 
in mean SE, the odds of having skin 
cancer increased by a factor of 1.18 
(95% CI, 1.04–1.34; P = 0.01). The 

outcomes of the analysis were not 
signifi cantly altered after removing 
participants with cataract.

This study highlights that while 
spending time outdoors lessens 
an individual’s risk of developing 
myopia, recommendations to increase 
outdoor activity in childhood must 
also take into account the potentially 
harmful effects of exposure to UV 
radiation.  
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A crop of mango 

dermatitis in the 

Northern Territory

  TO THE EDITOR: Mango sap is 
released from broken stems and 
branches of mango trees. It contains 
substances that are thought to elicit 
a T cell-mediated response (urushiol, 
cardol, limonene and β-pinene).1 The 
response occurs over days and results 
in severe infl ammation and blistering; 
the blistering can last weeks, similar 
to that produced by other plants in 
the Anachardiaceae family (poison 
oak, poison ivy, etc). The fl esh and 
skin of the mango fruit can also cause 
a more typical type 1 hypersensitivity 
reaction.2

One in four Australian grown 
mangoes are from the Katherine 
region. During the 2012 mango 
harvest, 66 patients (82 presentations) 
attended Katherine Hospital 
emergency department with mango 
dermatitis or related complications 
over a 35-day period, and a further 31 
people presented to a general practice 
clinic in Katherine. The majority of 
these patients (59/66) were workers 
from overseas, and English was not 
the fi rst language for half of them 
(32/66). A wide range of nationalities 
was represented — the home 
countries of the patients ranged from 
Estonia to Fiji.

The highest number of emergency 
department presentations in 1 day 
was 17, a signifi cant addition to 
the daily average of 47 emergency 
department presentations.

One patient was referred to Royal 
Darwin Hospital and underwent 
surgical debridement for severe 
extensive blistering. Two patients 
were admitted to Katherine Hospital 
with secondary cellulitis; one of them 

Mango 
dermatitis 
can mostly be 
prevented by 
use of splash-
proof clothing 
and gloves

Sargent et al

Demographic and ocular features of the cohort*

Cohort

Features
Controls 

(n = 1718)
Those with history of 
skin cancer† (n = 143) P

Age in years (range) 56.3 (45.8–66.4) 57.0 (45.5–65.7) 0.166‡

Male 913 (53.1%) 73 (51.0%) 0.630§

Known ocular abnormality 

Diabetes-related 31 (1.8%) 2 (1.4%) 1.000¶

Macular degeneration 41 (2.4%) 1 (0.7%) 0.370¶

Glaucoma 36 (2.1%) 3 (2.1%) 1.000¶

Cataract 94 (5.5%) 4 (2.8%) 0.239¶

Eye injury or trauma 32 (1.9%) 1 (0.7%) 0.510¶

Other 61 (3.6%) 8 (5.6%) 0.243¶

Myopia (mean SE both eyes 
≤ − 0.50 diopters)

374 (21.6%) 17 (11.9%) 0.005§

SE = spherical equivalent. * Values are numbers (%) of patients unless otherwise specifi ed. 
† Includes cutaneous melanoma, squamous cell carcinoma, basal cell carcinoma. ‡ P for t test. 
§ P for χ  2 test. ¶ P for Fisher exact test.  
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underwent surgical debridement 
of leg abscesses and was admitted 
for 8 days. One patient had throat 
swelling and one developed shingles 
after taking oral steroids — the main 
treatment specifi ed for moderate 
and severe cases as per the hospital 
guideline.

In contrast to fi ndings from a 
previous report,3 our experience 
suggests that prior sensitisation by 
exposure to Anachardiaceae plants 
is not required because most of 
the patients were transient tourist 
workers and thus fi rst-time mango 
pickers. They are therefore unlikely to 
have had previous exposure.

Mango dermatitis can mostly be 
prevented by use of splash-proof 
clothing and gloves. During this 
surge of mango dermatitis, Katherine 
Hospital released a statement to the 
local media and mango industry. The 
2013 season did not yield the same 
level of presentations.

Our experience highlights the 
non-benign nature of mango 
dermatitis and the public health role 
of all medical practitioners. Prompt 
communication with industry and 
workplace safety agencies can reduce 
morbidity and local health care 
burden. 
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 Harms unknown: health 

uncertainties cast doubt on 

the role of unconventional 

gas in Australia’s energy 

future

TO THE EDITOR: Coram and 
colleagues’ article makes a valuable 
contribution to understanding the 
health impacts of unconventional gas 

mining, highlighting the uncertainties 
and invoking the precautionary 
principle.1 In the absence of suffi cient 
well designed epidemiological 
studies, information is nevertheless 
accumulating about its impacts on 
environmental determinants of 
health, particularly clean air and 
water.

Despite the incidence of spills, 
leaks and accidents, the industry has 
consistently downplayed the risk of 
aquifer contamination. Yet, in the 
United States, the US Environmental 
Protection Agency has documented 
detection of chemicals “consistent 
with gas production and hydraulic 
fracturing fl uids” in an aquifer 
supplying a Wyoming gas-fi eld 
community.2 Affected well owners 
were advised to use alternative 
sources of water for drinking and 
cooking and adequate ventilation 
when showering.

More recently, there has been 
documented contamination of an 
aquifer in New South Wales by a 
coal seam gas (CSG) operation, 
confi rmed by the NSW Environment 
Protection Authority.3 Levels of 
heavy metals and uranium were 
found to be elevated in groundwater 
adjacent to a pond holding produced 
water (a by-product of gas mining). 
It is thought that saline produced 
water leaked out of the pond, 
mobilising elements from the soil 
into the groundwater. Numerous 
leaks or spills of produced water 
previously occurred at the same 
operation under a different 
operator.4 In this instance, there 
was no direct threat to potable 
water, livestock or crops. However 
the current operator is involved in 
a project elsewhere to use treated 
CSG water to irrigate crops for cattle 
fodder, and a trial in Queensland 
to reinject treated CSG water into 
Roma’s drinking water aquifer.4

High-salinity CSG water can have 
signifi cant impacts on waterways 
and soils.4,54,5 We cannot yet be 
certain that all contaminants will 
be removed by current treatment 
processes.4,54,5 CSG water may be used 
treated, untreated or blended with 
fresh water for watering livestock 
or fodder.4 Meat and Livestock 
Australia warns landowners about 
the potential for contamination 
of soil, pasture, groundwater and 

“livestock which, if then processed 
and consumed, could cause illness”.6 
Thus, impacts on water and food 
security are real concerns. Australian 
doctors have been raising these and 
other health concerns about the 
risks of unconventional gas for some 
time.7-97-9
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 The cost of teaching 

an intern in New South 

Wales

 TO THE EDITOR: In gathering their 
data, Oates and colleagues1 chose not 
to include the cost of the learner’s time. 
However, in most cost analyses, learner 
inputs are accounted for — particularly 
if the learners are paid (as the interns 
are). While Oates et al concentrated 
on the cost of teaching personnel, they 
did not take into account the cost of 
facilities, equipment or consumables — 
which can be substantial. For example, 
the cost of a professor teaching in a 
tutorial room would be quite different 
to the cost of a professor facilitating 

a session on a high-technology 
simulation suite.2

Their analysis shows that the 
costs of formal teaching episodes are 
considerably higher than the costs 
of informal episodes, and interns 
only spend a small proportion of 
their time attending any form of 
teaching. However, their data also 
beg another question that a follow-
up study might answer by evaluating 
the relative effectiveness, benefi ts 
or utility associated with the formal 
and the informal teaching.3 These 
measurements of value could then be 
related back to the costs. The informal 
episodes could turn out to be highly 
effective and yet low cost. A greater 
emphasis on informal teaching on 
the wards could thus yield higher 
educational returns and yet be cost 
neutral.

Many have argued the case for 
greater integration of service and 
education in postgraduate medical 
training.4 A follow-up study could 
reveal a result that has been much 
sought after — a program of practical 
medical education that is high value 
and low cost.
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