
Letters

297MJA 202 (6)  ·  6 April 2015

is perhaps more likely that these 
problems remained undetected. 
Such discrepancies in the rates 
are significant because HKCs 
were established, in part, to detect 
early lifestyle risk factors; an aim 
that cannot be realised if there 
is incomplete recording of these 
developmental indicators. 

The findings of Thomas and 
colleagues suggest that HKCs 
are partially improving the early 
detection of lifestyle risk factors. 
However, a more comprehensive 
evaluation of HKC outcomes 
— incorporating the views of 
clinicians and parents with long-
term follow-up of children across 
various health settings — is needed 
to determine the true impact.
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IN REPLY: We thank Alexander 
and colleagues for their interest 
in our article. They query the low 
rate of detection of oral health 
problems and overweight and 
obesity. We are surprised that they 
question our failure to detect oral 
health problems, given that their 
analysis found this screening to be 
ineffective.1 Perhaps the general 
practitioners in our study did not 
embark on ineffective screening. 

Our data show that the overall 
detection was 5% for problems 
related to height and weight. This 
might correspond to the 6%–7% 
of children aged 5–9 years with 
obesity2 (for whom action may 
be effective), rather than to the 
additional 15% with overweight.

More importantly, by viewing the 
prevalence of health problems in 
children as a general practitioner 
compliance and measurement 
concern, we lose sight of the bigger 
picture. Does the Healthy Kids 
Check detect problems that lead to 
better child outcomes? We do not 

The importance of 
molecular testing to 
confirm measles, 
mumps and rubella in 
vaccinated individuals

TO THE EDITOR: Despite high 
vaccination coverage, Australians 
remain at risk of measles, mumps 
and rubella, either while travelling 
to endemic countries or from 
domestic exposure to imported 
cases. Those most at risk include 
incompletely vaccinated adults 
and children whose parents choose 
not to have them vaccinated. 
Additionally, immunity generated 
by vaccination (rather than natural 
infection) may be less protective, 
especially if only one vaccine dose 
is received.1,2

When measles, mumps and rubella 
were commonly encountered, 
their clinical features were well 
recognised, but far fewer cases 
are now seen, diminishing clinical 
acumen and the positive predictive 
value of a clinical diagnosis. 
Further, the relative proportion 
of cases in previously vaccinated 
individuals has increased, making 
the clinical diagnosis more 
difficult as these cases may present 
atypically.1,3 

With this clinical uncertainty, 
laboratory confirmation assumes 
greater importance.4 However, 

know. This is a health policy that 
has been implemented without 
adherence to evidence-based 
practice principles. We agree — 
long-term follow-up is essential.
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Laboratory-confi rmed cases of measles, mumps and rubella in Western Australia, 
January 2001 to September 2010

Vaccination status Laboratory confirmation
Measles 
(n = 70)

Mumps 
(n = 300)

Rubella 
(n = 36) Total (%)

Fully vaccinated Serological 3 26 3 32 (28%)

PCR 5 75 0 80 (71%)

Both 0 1 0 1 (1%)

Partially vaccinated Serological 5 17 4 26 (46%)

PCR 3 15 0 18 (32%)

Both 8 3 1 12 (21%)

Not vaccinated Serological 13 39 20 72 (69%)

PCR 7 11 1 19 (18%)

Both 14 1 0 15 (14%)

Unknown Serological 5 82 7 94 (90%)

PCR 1 27 0 28 (24%)

Both 6 3 0 9 (8%)

PCR = polymerase chain reaction.  

Corrections

Incorrect Appendix number: In “Better access 
to mental health care and the failure of the Medicare 
principle of universality” in the 2 March 2015 issue 
of the Journal (Med J Aust 2015; 202: 190-194), the 
second sentence in the paragraph at the bottom of 
the second column on page 193 should read: “We 
drew on examples from within the two largest 
Australian capital cities (Appendix 4).”

doi: 10.5694/mjac14.00330

Incorrect axis label: In “Survival of Indigenous 
Australians receiving renal replacement therapy: 
closing the gap?” in the 2 March 2015 issue of the 
Journal (Med J Aust 2015; 202: 200-204), the y axis 
in Box 3 should have been labelled “Proportion 
dying”, and not “Proportion surviving”.

doi: 10.5694/mjac14.00664


