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Comments on
Draft Curriculum for Infection Training, V1, September 2010
From the British Infection Association
1. Summary

1.1 The British Infection Association is supportive of the principles underpinning Infection Training.
1.2 We support entry from Core Medical Training or equivalent, but would request that mechanisms to enable flexibility to allow other entry pathways from other post-Foundation programmes are considered.

1.3 We support common training in the initial years, as we recognise that many of today’s infectious disease physicians would benefit from greater knowledge and understanding of laboratory processes and the interpretation of laboratory results and the wider work of medical microbiologists; and similarly, medical microbiologists and medical virologists would benefit from greater direct and generic clinical skills.

1.4 We support the need for a second stage in training, during which trainees would develop an area(s) of special interest / sub-specialisation, while building up their expertise across the broad infection field.

1.5 We consider that more careful consideration is given to the issue of a single Certificate of Completion of Training in infection vs a CCT in one of infectious diseases, medical microbiology or medical virology, with equally strongly-held views for both approaches. If the latter approach were followed, we consider that it is essential that a pathway for dual accreditation in infectious diseases with medical microbiology or virology is preserved. We suggest that models in other specialties could be examined.

1.6 However, it is the firm view of the BIA that the duration of training is of insufficient duration to train doctors who are at least as competent as current joint infectious diseases / medical microbiology or virology newly ‘graduated’ CCT holders (current duration 5-6 years), and in most circumstances mono-specialty CCT holders. This view was expressed in one way or another by all respondents to this consultation.
1.7 We note that a large proportion of current infectious diseases trainees also train for a CCT in General (Internal) Medicine (taking an additional year). We believe that there is likely to be a continuing need for dually-trained Infection / G(I)M specialists in the future. While we note that acquisition of dual CCTs is not integral to this curriculum, the option must be facilitated by the structure of the Infection Training curriculum. Absence of a clearly described pathway endangers the viability of the whole programme.

1.8 We are concerned about the disassociation of some parts of the curriculum that are better delivered together, for example medical microbiology and infection prevention and control training.

1.9 We recommend that greater weight is given to antimicrobial stewardship, as this is an integral part of the practice of every infection specialist.

1.10 We are concerned about the lack of detail of the assessment process. As this is a new development, we consider that assessment must be considered as an integral part of the curriculum. In particular, as training delivery is proposed to be on a modular basis, we consider that a robust assessment process including a suitable exit examination that examines clinical and laboratory-focussed competencies is necessary.

1.11 We are concerned about issues of practical implementation. In particular, we note that there are relatively few infectious diseases units in some regions, thereby jeopardising the delivery of the curriculum as currently laid out.

1.12 We note that in some regions, several ST3+ posts in a variety of physicianly specialties have remained unfilled. The addition of many medical microbiology and medical virology posts to be recruited from the same CMT (or equivalent) pool requires careful manpower planning in order to ensure that posts do not remain unfilled.

1.13 We recognise that the nature of infection specialists of the future has not been discussed, and it is difficult to predict the nature of evolution, if any, in the pattern of service delivery in the future. We therefore strongly commend maximal flexibility in order to cope with possible upheavals to the mode of delivery of infection services in the future. However, this must not be at the expense of standards.

1.14 Overall, we believe that the current curriculum, if built upon, can deliver on its objectives, but alas, not in its current form.
2. Introduction

2.1 The British Infection Association welcomes the invitation to comment on the Academy of Medical Royal Colleges’ Infection Training Working Group’s draft Infection Training Curriculum. A great deal of work has been invested to produce a curriculum drawing on the strengths of the existing curricula in infectious diseases, medical microbiology and medical virology.
2.2 The BIA (previously the Association of Medical Microbiologists and the British Infection Society) has taken a close interest in this project since its inception, and the progress has been followed closely from documents placed on the AoMRCs’ website and from formal feedback to various committees on which the BIA has representation, e.g. JRCPTB ID SAC; RCPath SAC and CATT; JCITM.

3. Consultation process

3.1 The BIA wished to consult as widely as possible with its membership. Therefore, with the approval of the secretary to the ITWG, the draft curriculum was e-mailed to all BIA members, and comments were invited. Furthermore, a meeting was organised to which interested parties were invited. The response document was reviewed by attendees at the meeting and by BIA Council members.

3.2 A list of individuals who have provided feedback personally or on behalf of local colleagues is provided in Appendix 1, a list of participants at the discussion meeting is provided in Appendix 2 and current Council members in Appendix 3.

3.3 Many members of the BIA are also members of the British Society for Antimicrobial Chemotherapy. BSAC contacted the BIA, suggesting that a co-operative response would be helpful, particularly bearing in mind the increasing prominence of antimicrobial stewardship. The BIA is delighted to work jointly with BSAC. Time constraints have prevented full consideration of the response in an iterative manner between the two organisations. However, this response has been shared with BSAC, and the latter organisation is happy to support this BIA response.
4. Background

4.1 In order to provide some perspective, we have rehearsed our understanding of the evolution of these proposals.

4.2 Recognising the changing pattern of service delivery in the various medical specialties, and building on the perceived success of joint training in infectious diseases with medical microbiology and virology leading to dual certification, a working party of the AoMRCs was set up in February 2007 to develop proposals for the development of infection training.
4.3 We note that in autumn 2007, the JRCPTB and the RCPath had jointly consulted the membership of the respective Colleges on new proposals for training in the infection specialities.

The proposals essentially comprised:

· Co-ordination of training in all infection specialities (medical microbiology, medical virology and infectious diseases) with the introduction of an Infection Training programme;
· Recruitment to Infection Training would be from Core Medical Training, or equivalent;

· The programme would commence with Common Infection Training to include laboratory and clinical elements;

· Subsequently, training would continue in one of the infection specialties.

4.4 As recorded in the minutes of the AoMRCs ITWG (April 2008), there was general support for these proposals, although a number of concerns were raised. These concerns were fully discussed, and most were addressed fully within the draft curriculum currently being consulted on. Any outstanding issues are raised in our Association’s response.

4.5 It would appear from minutes of subsequent meetings of the AoMRCs’ ITWG that the previous proposals evolved into a programme leading to a single CCT in Infection, comprising three years of CIT followed by a final year comprising a selection of modules drawn from the three major specialties.

5. General comments and observations
5.1 The ‘Background’ states that this document seeks to provide a new training pathway that will provide doctors trained to deliver infection services in a manner that builds upon and consolidates the developing way that microbiologists, virologists and infectious disease physicians work and goes on to state that ‘this training will produce specialists who are pluripotential, and who will feel equally competent to deal with laboratory diagnosis and clinical management of patients with infections and who can play an important role in infection prevention and control’.
5.2 We recognise that current joint training programmes of infectious diseases with medical microbiology and/or virology have been very popular and have been training specialists equipped to work as fully accredited specialists in two specialties. However, such programmes remain a minority of all infection related programmes. Furthermore, it is noted that most holders of joint CCTs in infectious diseases and medical microbiology have gone on to take up posts within medical microbiology departments. In view of the relatively small numbers of such post holders, no data are available to describe whether the pattern of practice of such post holders differs from that of classically trained medical microbiologists, and indeed whether the pattern of service delivered, if different, is more suited to the current requirements.
5.3 The BIA agrees with and fully endorses the changing pattern of practice of the current specialties, with considerably greater clinical consultation and ward-based work undertaken by microbiologists and virologists, and greater emphasis on general clinical infection consultations and involvement with infection prevention and control by infectious disease physicians. This vision was described in the Association of Medical Microbiologists’ submission to the RCPath’s Blue Skies Agenda for Microbiology: ‘How do we deliver microbiology services for the next decade and beyond’. The BIA notes that while this pattern of service delivery is becoming more frequent, this is not the rule.
5.4 The BIA observes that large numbers of hospitals, particularly district general hospitals, do not have any infectious diseases beds, and a few hospitals that do employ ID physicians do not necessarily have in-patient ID beds. Therefore, the increasing numbers of complex infection-related problems, including returning travellers and PUOs are managed under the guidance of the only infection specialists in such hospitals – medical microbiologists, sometimes in conjunction with virologists if present locally. In such areas, certain specific infections are managed by specialist physicians, for instance HIV/AIDS, tuberculosis and hepatitis are managed by genito-urinary, respiratory physicians and hepatologists respectively.
5.5 The BIA also notes, and endorses, the increasing demand for community and out-patient- based services. An example of this is the demand for out-patient parental antimicrobial therapy services, ideally underpinned by clinical review in specialist out-patient clinics. In some hospitals, such services are delivered by infectious disease physicians. However, this is an example of an area that is increasingly being delivered by microbiologists, particularly those who have had significant clinical training. This developing need for direct clinical care competencies further emphasises the need for an evolution in the skills and aptitudes of infection specialists in the future.

5.6 Therefore, review of this proposed curriculum is critically dependent on the pattern and range of service delivery that is required now, and can reasonably be expected in the foreseeable future of infection specialists, be they infectious disease physicians, medical microbiologists or virologists.

5.7 There is considerable agreement among BIA members that the current practice of the ID physician would benefit from greater and in-depth understanding of laboratory techniques and their limitations. Similarly, the greater ‘hands on’ clinical involvement of medical microbiologists and virologists with the need to assess patients holistically, interpret investigations and to understand non-infective differential diagnoses would benefit greatly from direct and ongoing patient care during training.
5.8 It is suggested that laboratory centralisation away from many, if not most, hospital sites, together with the development of Modernising Scientific Careers, will have a significant impact on the needs for classically-trained medical microbiologists. The BIA recognises this trend. However, we are not convinced that there will be sufficient numbers of fully trained Clinical Scientists in the foreseeable future (say, 10-15 years) in order to significantly reduce the need for medical microbiologists in most laboratories. Furthermore, the pace of laboratory centralisation has not, to date, been such that most hospitals do not foresee the requirement for medical microbiologists. There is also a substantial debate whether any move to off-site laboratories would result in a greater or lesser need for in-depth microbiological expertise at each and every hospital without on-site laboratory services. The current RCPath guidance on consultant microbiologist staffing even advises that off-site laboratory service models require greater, rather than lesser consultant microbiologist input. This therefore emphasises the continued expected need for on-going in-depth training in medical microbiology.
5.9 Training of medical virologists has been distinct from that of medical microbiologists for a considerable time, albeit having a common initial period. This has culminated in the separation of the existing medical microbiology and virology single CCT into separate medical microbiology and medical virology CCTs, each with their own distinct curricula for the second and subsequent stages of training. However, there was recognition by respondents to this consultation that while developments in virology, including for instance, emerging viral infections and development of new anti-viral agents continue at a rapid pace, there are major benefits to closer integration on the one hand of training in laboratory aspects of microbiology and virology (especially as much serology screening testing can now be done on multi-disciplinary platforms in blood science laboratories), and in holistic patient management, combining expertise in infection as a whole.

5.10 The focus on infection prevention and control continues apace, with no sign of abatement. Once improvements in particular health care associated infections are observed, other causes of HCAI rapidly emerge to take their place. In the large majority of locations, clinical microbiologists have classically provided advice to their hospitals on infection control in the capacity of infection control doctors or directors of infection prevention and control. In a considerably smaller number of hospitals, the role of ICD and / or DIPC is undertaken by infectious disease physicians. In increasing numbers of hospitals, ICDs have been joined by consultant nurses (or equivalent). Despite this, the requirement for specialist ICDs continues to increase. Expertise in infection prevention and control is also needed by all microbiologists, virologists and infectious disease physicians, even if they have not been appointed to the Trust’s lead role. Unfortunately, possibly due to the culture around infection control management, many medical microbiology trainees have chosen to focus their primary interests in other fields. Others actively avoid taking a lead role, despite having successfully completed training in this area. The BIA recognises that a greater focus on infection prevention and control, particularly at the earlier stages of training is important. We also consider that greater emphasis and understanding of the principles of epidemiology and surveillance are key skills that should be developed at an early stage in the trainee’s career.
The BIA considers that this is a strong argument in favour of strengthening training and acquisition of competencies in all infection specialists in this important field such that all infection specialists can act as ICDs out-of-hours or during periods of leave of absence of the substantive lead ICD. However, the BIA recognises that a substantial proportion of, though not necessarily all, infection specialists need to achieve advanced expertise in this area.
5.11 The continuing emergence and spread of new mechanisms of resistance to antimicrobials combined with the very small numbers of new antimicrobials in development and the impact of antimicrobial resistance on HCAIs emphasises the critical importance of sustained efforts to control and optimise antimicrobial use resistance. The current curricula in medical microbiology, virology (for anti-virals) and infectious diseases all dedicate substantial sections to this important field which cuts across traditional boundaries between the main infection specialties.

The BIA considers that this is a strong argument in favour of strengthening training and acquisition of competencies equally in all infection specialists in this important field. The BSAC strongly endorses this recommendation.
5.12 It is estimated that there are approximately 25-35 ID units. Almost all ID physicians work in dedicated ID departments located in teaching hospitals, although there are a few scattered across District General Hospitals.

5.13 In some Trusts ID physicians do a substantial amount of consulting work, which in other hospitals would be done by clinical microbiologists. This division of work depends largely on local available ability and interest. Similarly, though less commonly, some ID physicians play a significant role in Infection Prevention and Control work.

In terms of outpatient work the role of ID physicians is very variable, depending partly on local expertise and demand, and partly on the other specialties available. In some Trusts, ID departments provide the main out-patient services for TB, HIV, and viral hepatitis, while in other areas they have a more restricted role covering largely travel-related problems and general infection. Some department have specific interests in areas such as chronic fatigue, or bone and joint infection. These last are often regarded as ‘added value’ services, and may be difficult to promote in difficult financial times. At the moment ID clinics may be an attractive option as the locally-negotiated ID tariff may be significantly higher (for the same patients) than the nationally fixed Hepatology or Respiratory charge. However it is unclear whether this anomaly will continue.

5.14 The majority of ID physicians make a contribution to acute G(I)M. Data from the RCP Census of Consultant Physicians in the UK, 2008 shows that 58% of all Infectious Diseases have a commitment to Acute or G(I)M in comparison with 38% across all physicianly specialties. In some cases this involves participating in a G(I)M on-call rota, but in other Trusts ID physicians also work specific shifts in Acute Medicine on medical admissions units. This latter pattern has become more common, with ID being seen as a useful acute specialty that does not have the high-volume, target-driven outpatient load of other specialties (such as respiratory or gastroenterology), and can therefore be used to support acute medicine.
There appears to be a desire both from Acute Trusts and from trainees for posts in Acute Medicine and Infection: this is not something that fits comfortably with the proposed new model. Even for those wishing to practise purely in infection it is essential that trainees include a significant component of general medicine (including acute medicine) in their training. The majority of current ID physicians are responsible for inpatient beds. This requires a reasonably high level of training in G(I)M, and at least some trainees under the proposed new curriculum would need to maintain this level of training.

There is no doubt that ID physicians without accreditation in G(I)M would be less attractive to those (numerically few) Trusts that currently include ID physicians on their medical rotas. It is therefore essential that the Infection curriculum facilitates the acquisition of accreditation in G(I)M for the proportion of trainees that wishes to train in this route, and for whom there is evidence of an ongoing demand.

We consider that the ideal time to acquire the G(I)M competencies is towards the beginning of higher specialist training, i.e. ST3. Those trainees (we believe that this will be a minority) that wish to continue to develop more advanced competencies in G(I)M could continue to participate in on-call rotas during CIT and later.

In view of the importance of getting the training pathways that include G(I)M correct, we recommend that alternative pathways are considered as an integral part of the development of this curriculum.

5.15 Tropical Medicine
The General Medical Council has recently reaffirmed that the training option leading to a CCT in "Tropical Medicine with Infectious Diseases" will continue to be approved. Essentially, this is a modification of the ID programme to include a compulsory resident 3 month DTM&H course (London or Liverpool), an extra year of clinical training in appropriately supervised overseas settings, and 2 years of the UK-based ID training being done in an approved centre in Birmingham, London or Liverpool. Almost all such trainees will also do a PhD or MD in a tropically-related subject and will go on to academically-funded senior posts. We consider that there will be a continuing need for such specialists. This training option allows the small number of trainees wishing to gain this experience within a properly approved training pathway, rather than trying to gain it as an after-thought after CCT or outside of programme.

The BIA observes that the AoMRCs’ proposals have not addressed the needs of Tropical Medicine, in which the UK should strive to remain among the world leaders, nor of such trainees. These trainees will certainly benefit from enhancement of training (e.g. in infection control, formulary control, etc.) in the early part of higher specialist training, but their primary subsequent training requirements will need to include the experience and acquisition of competencies at lest equivalent to those of the current approved CCT track.

The BIA considers that inclusion of adequate, specialised training in Tropical Medicine must be addressed.
5.16 In summary, it is clear that some doctors will work in ID units with in-patient beds, with a proportion participating in acute medicine takes, others will have prime responsibility for managing and directing laboratories, others will focus on infection control. Large numbers will spend the majority of their clinical time on in-patient consults, and many will increasingly undertake out-patient clinics or work in some way in the community. Furthermore there will be a continuing need to train doctors who will develop expertise in some smaller or niche specialties, for instance mycology, tropical medicine, vaccinology, hospital epidemiology, etc. The need for flexibility with periodic changes in the emphasis of a specialist’s practice must be facilitated.
6. Single CCT in Infection

6.1 The original proposal had suggested a common stem training (CMT, then CIT), followed by modular training leading to a CCT in one of the three main specialties. This has been supplanted by an initial common training pathway as previously proposed, but followed by modular training leading to a single CCT. Individual doctors will have had a different training experience, resulting in equivalent but differing depth and breadth of expertise.

6.2 Our consultation process has resulted in differing, equally strongly-held views on this matter. There is a considerable degree of agreement that infection specialists will continue to be appointed to posts requiring differing expertise, but that there is a considerable degree of overlap between the various current specialties. Some strongly favour a single CCT in infection as proposed (albeit with fundamental changes to the draft curriculum), others equally strongly favour continuance of separate CCTs. A third option has been suggested by a few respondents, with the formal designation of sub-specialties, but it is unclear how this differs in practice from the second option. Most of those favouring the latter two CCT options wish to retain the current pathway of joint training in medical microbiology / virology and infectious diseases.
6.3 Comparison with other specialities may be instructive.
Physicians have training programmes that lead to some 30 separate CCTs, some of which have recognised subspecialties (for instance hepatology, a sub-speciality of gastroenterology). In contrast, currently, there is only a single CCT specialty in general surgery (containing individual special interests as diverse as colorectal surgery, breast surgery and transplant surgery). Trainees aspiring to become general surgeons with a special interest follow an initial common core surgical training and are expected to achieve similar competencies to enable them to work as general surgeons, but additionally undertake training (and are assessed) within their area of special interest in later phases of their training. A third model is applied in Paediatrics. Training programmes all lead to a CCT in Paediatrics and many, but not all trainees, elect to undertake further subspecialty training leading to accreditation in one of some 17 subspecialty accreditations.
6.4 The BIA considers that the issue of the nature of CCT awarded is a significant one and requires further detailed consideration and consultation as a sub-optimal decision will have serious implications and may require reversal at a future date.
The BIA recognises the importance of bringing down barriers between the various infection specialties. Equally, given the uncertainties in the future, we would recognise that the outcome of the training curriculum should lead to as flexible an outcome as possible, so as to avoid the need for a further round of major curriculum review. In any case, the fundamental issue is the importance of ensuring that the nature and content of training as laid down in the curriculum is oriented in such a way as to ensure the training of specialists who are demonstrably at least as competent in the individual fields as currently.
7. Entry pathways

7.1 We endorse the importance of greater clinical training, over and above foundation programme prior to entry into infection training. We endorse the benefits of CMT or ACCS, however, we note that several practicing consultants in infection specialities had prior training in other specialties, for instance paediatrics, surgery or primary care, and some have gone on to ‘sub-specialise’ in, for instance, paediatric microbiology. The exclusion of these entry pathways is regrettable, and measures should be taken to explore flexible mechanisms by which trainee doctors who have demonstrated progression and acquisition of specified competencies in other specialties could enter specialist training in infection.

8. Content and duration of training
8.1 The BIA accepts that the current curricula for infectious diseases, medical microbiology and medical virology contain a substantial amount of overlap. We therefore endorse the rationale for development of a combined curriculum that describes the commonalities as well as the greater depth of knowledge and skills needed in the respective areas of special interest.
8.2 The content of the syllabus within the draft curriculum is similar in structure to that of the current medical microbiology and virology curricula. The principal headings of the current infectious diseases curriculum are included, however, a great deal of detail has been excluded. Such skills (for example history taking and clinical examination) are necessary for all trainees in infection and should be specified.
8.3 The curriculum specifically recommends inclusion of genito-urinary clinic experience (3 months in Stage 1; suggested opportunities for delivery of experiential training). We are not convinced of the benefits of this to the infection trainee. Similarly, we note that a variety of clinic settings are suggested, including viral hepatitis clinics, tuberculosis clinics, travel clinics, dermatology and general medical clinics. We consider that delivery of significant portions of infection training by non-infection specialists is fraught with problems including, in some clinic types, the range of clinical material encountered, much of which may not be relevant to infection, as well as difficulties with non-infection specialists training and assessing in infection, and capacity issues, particularly as there will also be specialist trainees in the respective fields, ‘competing’ for clinical material.
8.4 Some consultants in ID have pointed out that Chronic Fatigue Syndrome is not a defined infection, and hence should not feature in an infection curriculum (delivering experiential training, pg 14).
8.5 We note that in both Stage 1 and Stage 2, the curriculum suggests that training in some of the components could be delivered concurrently. We are firmly in favour of this, particularly as it is difficult to envisage how training in medical microbiology can be divorced from training in infection prevention and control. In any case, training opportunities in infection control occur sporadically and sometimes seasonally (e.g. norovirus outbreaks in the winter), such that 6-month attachments are liable to result in patchy exposure to important clinical situations.

8.6 Notwithstanding all the above, the principal cause for deep alarm among all respondents and participants in discussion around the draft curriculum is the brevity of the training. All respondents without exception have stated that in their view, this curriculum will inevitably lead to doctors who are insufficiently trained and will be of inferior quality compared to trainees on current schemes. This is particular a matter of concern as the detail of the proposed assessment system has not yet been elaborated (see below). It is noted that the current stand-alone infectious diseases, medical microbiology and medical virology curricula are all longer than the duration of this draft curriculum. Current joint training in microbiology or virology and infectious diseases takes at least five to six years. Furthermore, there is no evidence that we are aware of that current curricula are unnecessarily long. While acknowledging that there are many synergies and much overlap between the existing separate three curricula, it is difficult to see how the combined curriculum can be shortened to this extent. Furthermore, most other specialist training programmes take between seven to nine years following Foundation Programme.
We note that in ‘Duration of training’, page 6, it is stated that Stage 2 will take one to two years, and that durations are only indicative. The current system of training progression, as described in the current Gold Guide, does not afford flexibility. Extension of training requires a delay to the CCT and will only occur following the issue of an Outcome 3: Inadequate progress. This outcome is essentially synonymous with concerns about progress, and normally results in an extension of training of up to a single year’s duration. It would be wrong to brand a majority of trainees in this way. In particular, as most trainers consider that this programme would take average trainees some six years to complete, weaker ones might require a further year to achieve a suitable standard. This would require three consecutive additional years of extended training, that would not be allowed in the current Gold Guide. Conversely, given the current experience with rates of progress of otherwise perfectly capable trainees, should the new training scheme result in a majority of trainees completing their training within the set time, this is likely to imply a dumbing-down of standards which we would find completely unacceptable.
8.7 We note that the relative proportions of training time spent in Stages 1 and 2 has changed. We consider that the current ration of 3:1 is inappropriate. The final relative proportions will depend on the final agreed total duration of the programme.
8.8 We include a number of specific comments and recommendations in Appendix 5.
9. Research

9.1 We note and endorse the requirement for training in research methodology and appraisal of published findings (page 36).

9.2 The BIA fully supports and endorses research training, and in particular we are convinced that undertaking a substantial research project, perhaps leading to award of a doctorate by thesis is beneficial.

9.3 We note that the curriculum acknowledges that some trainees will wish to undertake significant periods of research either prior to entry into a programme or by taking a period out-of-programme. We note that current regulations allow for the possibility of recognition of up to one year of OOPR to be recognised towards the award of a CCT. While we note that recognition of training should only be afforded if the research project is directly related to infection training, we recognise from experience that such projects are normally narrow in scope, in comparison with the breadth and depth of the curriculum. In view of our conviction that the minimum duration of training is inordinately short, we consider that research projects should not normally be allowed to reduce overall training duration.
10. Assessment

10.1 Currently, trainees on joint infectious diseases with medical microbiology or virology programmes are required to sit and pass Parts 1 and 2, including PACES, of the MRCP, the Objective Structured Practical Examination in Medical Microbiology and Virology, Part 1 and Part 2 FRCPath and the Specialty Certificate Examination in Infectious Diseases. MSc (Clinical Microbiology), DTM&H and DipHIV are recommended but are not compulsory. Some trainees also do the DipHIC.
10.2 We note that the ‘Methods of assessment’ (page 6) are to be discussed and agreed. Yet in the ‘Executive Summary’, ‘Assessment’, page 4, a requirement to pass a knowledge-based assessment is specified.
We acknowledge that until such time that the structure of the programme is agreed, and the content of the syllabus is finalised, discussions around the assessment methods can be viewed as premature. However, we are concerned that approval of the whole programme cannot be undertaken until the issue of robust and objective assessment is considered.

10.3 We consider that in view of the multiple placements inherent in this programme, a suitable objective and robust exit examination will be essential. We note that the General Surgery exit examination includes common elements with specific questions slanted towards an individual trainee’s declared special interest area. This may be a suitable model to consider.
11. Practical considerations

11.1 Integral to considerations about the content and nature of training, consideration must be given to practical considerations of deliverability. We note that efforts have been made to embed flexibility in the programme, to facilitate delivery of this programme especially in areas where there is a paucity of certain key elements such as ID in-patient services. We endorse flexibility as long as it does not detract from the quality of the programme and from the major strength of combining training in the three major specialties.
11.2 While further work would be needed to develop this further, we highlight a suggestion made by one of our respondents who suggested that indicative numbers of patients with certain specific conditions (e.g. TB, HIV, PUO, fever in returning traveller) for which the trainee has prime Registrar responsibility could be specified.

11.3 We have already discussed the importance of developing pathways leading to accreditation in G(I)M as an integral part to this curriculum.
11.4 Currently very few Run-through medical microbiology or virology trainees are recruited from CMT or ACCS. We understand that in several physicianly specialties, particularly in some regions, many posts have remained unfilled. It is therefore essential that careful manpower planning is undertaken to avoid this potential, grave problem.
Albert J Mifsud

Manpower and Training Secretary,

On behalf of the British Infection Association

5th November, 2010.
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Appendix 4: Abbreviations
BIA
British Infection Association

AoMRCs
Academy of Medical Royal Colleges

ITWG
Infection Training Working Group (of AoMRCs)

RCsP
Royal Colleges of Physicians

RCPath
Royal College of Pathologists

JRCPTB
Joint Royal Colleges of Physicians Training Board

JCITM
Joint Committee for Infection and Tropical Medicine

CATT(MM)
College Advisory Training Team for Medical Microbiology (of RCPath)

ID SAC
Infectious Diseases Speciality Advisory Committee (of JRCPTB)

SAC
Specialty Advisory Committee (of RCPath)

BSAC
British Society for Antimicrobial Chemotherapy
CMT
Core Medical Training
ACCS
Acute Care Common Stem

CIT
Core Infection Training

CCT
Certification of Completion of Training

ID
Infectious Disease(s)

MM
Medical Microbiolog(y)(ist)
MV
Medical Virolog(y)(ist)
G(I)M
General (Internal) Medicine

HCAI
Healthcare Associated Infection

ICD
Infection Control Doctor

DIPC
Director of Infection Prevention and Control

OOPR
Out-of-programme research

Appendix 5: Specific comments
	Pg 18
	No reference to ability to assess mental capacity
	This is essential since the Mental Capacity Act

	Pg 53
	
	Table repeated from Pg 52

	Pg 62 et seq
	
	Knowledge of pharmacokinetics

Principles surrounding use of prophylaxis

	Pg 65 et seq
	Examples of insufficient depth of curriculum:

PUOs

Initial diagnostic screens;

Planning of specialised investigations;

Recognition of unusual/difficult scenarios or complications

Common opportunistic infections (HIV section)

Viral hepatitis

Management of TB

Chronic Fatigue Syndrome
	Insert periodic fevers

Initial and subsequent diagnostic screens;

Planning and execution of specialised investigations;

Recognition and management of unusual/difficult scenarios …

All opportunistic infections

No reference to treatment

No mention of drug-resistance

Some respondents advise that this be removed

	Pg 72
	Common causes of infection
	Should be more encompassing

	Pg 76
	…. line-infections, septicaemia.
	….. sepsis syndrome

	Pg 78
	Endoscope water-disinfection: result interpretation and take appropriate action
	Should be in infection prevention and control section

	Pg 79
	Diagnosis of STIs
	Clinical examination skills to be included

Issues around satellite laboratories

	Pg 80
	Occupational health knowledge components
	Include:

Approach to staff with dermatitis

Pre-employment screening for infections

Management of pregnant staff

	Pg 82
	Advise on treatment for patients with parasitic disease
	Who will be treating, if not the infection specialist?

	Pg 87 et seq
	No reference to seeing patients
	Advanced clinical history and examining skills essential for any infections specialist

	Pg 96 et seq
	Parts of section old fashioned

Health Act 2006
	Scant reference to organisational structure and behaviours, policy development, change management, etc.
Health and Social Care Act 2008

	Pg 99
	
	Include: Actinomycosis, Rickettsia, Bartonella, Filaria, Schistosomiasis, Strongyloidiasis.
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