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Presidential farewell
Peter Moss

I

’m getting gentle hints from the
rest of the BIA Council that it’s
time for a new face in charge, so I will
very soon be stepping down as President. Having missed
the deadline for the ‘President’s column’ for most previous newsletters this is my final chance to get it right…
The British Infection Association is now firmly established as a leading professional body in the field of infection. The membership is at its highest ever level, the
Journal of Infection has maintained an Impact Factor of
greater than 4, and the Association is contributing to an
increasing range of consultations, guidelines, and national
policies. The website has been redesigned and relaunched, and while this remains a work in development I
hope that many of you are using and appreciating the new
site. The debate on how far we should venture into the
world of social media continues, but I suspect that despite

The lines between the infection specialties (and in particular microbiology and infectious diseases) continue to blur.
The new training programme will produce doctors who
are less rigidly differentiated, and will hopefully absorb
the best from both pathology and physician style training.
A number of Trusts have merged (or are in the process of
merging) ID and microbiology departments, a process not
without some challenges, but which can also bring significant improvements in providing holistic patient care. It
appears to be a good time to be completing training in any
of the single or combined programmes, with consultant
posts available in several areas of the country. This is
mixed news: some of these are new posts reflecting the
value that some Trusts are placing on the infection specialties, but others are replacement posts that are proving
difficult to fill, putting strain on overworked departments.
(In a shameless plug for our own combined Department of
Infection here in Hull & East Yorkshire we will soon be
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advertising an exciting new consultant post to support our
expanding HIV/hepatitis work, with general ID but no
acute medicine – informal enquiries welcome!)
The commissioning process for infection services remains
unsatisfactory. The contribution that is made internally to
Trusts by supporting all the other departments frequently
goes unrecognised, and the tariff system is not sufficiently
sophisticated to reward this. We have also made little
progress with getting specialised commissioning for regional specialist infection services, despite the enormous
anxiety produced by the importation of Ebola Virus Disease (EVD). On the other hand we have got support for
commissioning of new drugs for MDR TB, and for specialised centres to lead the management of resistant TB.
There has also been some success in hepatitis C, with a
successful NHS England Early Access Programme for
patients with advanced liver disease, and the promise of
significant new investment in 2015-16 for more widespread use of oral antivirals.
The Royal College of Pathologists has had an internal
specialist committee for infection for some time, but the
Royal College of Physicians has in the past been reluctant

Honorary Secretary
Albert J Mifsud

A

s I write this piece, election fever
grips us all … not the General
Election, which will have been done and dusted by the
time this Newsletter is published, but the elections to
Council. If the pundits are right, negotiations to form the
next Government may well run and run. We hope that
BIA Council elections will be a more civilised affair and
we anticipate that the outcome will be announced at the
AGM on 21st May.
Peter Moss has completed his term of office as President,
having been Vice President since the inception of BIA.
He had also held various positions, including Secretary of
BIS, one of BIA’s predecessor organisations. On behalf of
Council, I should like to thank Peter for his wise counsel
and direction that he has given to BIA over the last few
years. Martin Wiselka, currently Vice President and President Elect, takes on the President’s mantle and vacates the
VP position. Matt Rogers was elected to the Workforce
and Training Secretary position last year. He is demitting
office early as he is moving overseas for a few years and
this post is now open. I should like to record our thanks to
Matt and to convey our best wishes for his change of
scenery.

to include Infectious Diseases among the specialties that
have a Joint Service Committee (JSC). The College has
now agreed to set up a JSC in Infection, with BIA as the
principle affiliated society. Terms of reference have been
agreed, and a committee (with the Chair sitting on the
College’s Medical Specialties Board) will be established
soon.
Overall infection has had a high public profile over the
past couple of years, including a wide-ranging debate
about antimicrobial resistance, widespread anxiety about
EVD and avian influenza, and less welcome publicity
about links between immigration and TB. It is really important that BIA continues to raise its public profile and
provide a trusted source of authoritative advice and guidance on infection related issues. I am sure that Dr Martin
Wiselka, who succeeds me as President, will continue to
improve the way that the Association works in this and
many other areas, and I wish him all the best for the future. I hope that he is as well supported by his Council as
I have been during my time in office.

Peter Moss

The other positions that are currently open are Honorary
Treasurer (Mike Kelsey has been interim Treasurer for the
last year), Secretary for Associate Members and the Devolved Administrations Secretary post.
Two years ago, we had commissioned Hartley Taylor to
provide administrative support. Jo Wheeler is our principal liaison point. She has provided sterling support to
Council members and I hope that you have noticed greater
efficiency in communications between the Association
and you, the membership. Jo has certainly made my job as
Secretary easier.
Last year, you told us that you wanted an improved website. Council decided to commission a professional web
designer, Richard Pavey, who has developed websites for
a number of other specialist societies. Jo has also been
responsible for the roll out of our new website, with the
help of David Partridge, Fiona McGill and Kumara Dharmasena. Although the new site isn’t quite complete,
please do have a look and let us know what you think.?
Finally, I should like to remind you that the new curricula
in Infectious Diseases, Tropical Medicine, Medical Microbiology and Medical Virology have been approved
formally by the GMC. Each curriculum comprises two
years Combined Infection Training, which will be common to all CCTs, followed by two years in the individual
specialties (three years in the case of Tropical Medicine).
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Monospecialty training will continue to be possible, particularly in Medical Microbiology and Medical Virology.
However, it is anticipated that most ID trainees will train
towards dual CCT with General Internal Medicine or Microbiology / Virology. I understand that in many regions,
monospecialty microbiology or virology training is no
longer being offered as training programmes are now

Clinical Services
Secretary
Microbiology & Virology,
Tony Elston

T

he main business of the CSC (Microbiology) has
been concerned with Pathology Transformation
and the Infection Service Workforce Group.
We have produced a Toolkit for Transformation and a
Position Statement on how the process seems to be going; both of these papers were published in the RCPath
Bulletin in January. The college shares our concerns that
in some instances the transformation process is being

UEMS: European Union of Medical
Specialties
Medical Microbiology Section
The MM Section met for its annual meeting immediately
prior to the ECCMID meeting in Copenhagen on 24th
April.
Much of the last year has been spent developing a detailed curriculum for medical microbiology training for
use across UEMS member states. This curriculum builds
on Training Requirements (formerly Chapter 6) which
was approved by UEMS Board in 2013. Both the Training Requirements (an outline curriculum) and the developing detailed curriculum lean heavily on the UK curriculum and in my opinion are fully consistent with the new
GMC approved Common Infection Training and Medical
Microbiology / Medical Virology higher speciality curric-

combining training in these specialties with ID. While the
augmented training of all in clinical medicine, laboratory
medicine and infection control is an important step, we
must guard against dumbing down of laboratory training
for those training to be tomorrow’s microbiologists and

virologists. Albert Mifsud
managerially and financially driven with less regard to
the clinical consequences. The college will take our concerns forward and we plan to produce a questionnaire to
gather further evidence of what is actually happening.
Both are also available on the BIA website.
The joint RCPath and BIA Workforce Group, with members of the CSC, has been working on developing a formula for workforce numbers delivering an infection service in various settings. This will help with job plans and
consultant recruitment plans over the next few years.
Finally the CSC agreed that regional groups would be
welcome and encouraged to invite all infection doctors
to their educational and business meetings.

Tony Elston

ula.
The new detailed curriculum is currently being consulted
on and once approved will be submitted to UEMS Board
for approval. I am happy to share the draft with colleagues and to receive your comments.
In the meantime, work is being undertaken to map medical microbiology practice across the various member
states, with the intention to support mobility of trained
specialists within the EU, as it is recognised that the practice of medical microbiology differs markedly between
countries.
Once the curriculum and practice profiles are completed,
it is intended to develop an exit examination that would
be made available for candidates within Europe and elsewhere.
Albert Mifsud
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From joint training to joint practice
Ed Moran

T

raining in the infection specialties in the UK is
changing. From August all trainees – whether intending a career in microbiology or infectious disease –
will undertake a 2 year “core infection” training scheme.
Future trainees will therefore have greater microbiology
knowledge than traditional ID junior doctors, and greater
expectation of direct bedside clinical work than traditional
microbiology trainees.
This prompts certain questions: how are infection departments delivering care at present? Where a hospital has both
microbiology and infectious disease services, how are they
working together? What changes to service delivery and
education are planned to take account of the needs of joint
trainees?
With the support of the British Infection Association we
conducted a survey of infection specialists across the UK.
The questions were formulated and reviewed by microbiology and infectious disease consultants and converted into a
Survey Monkey questionnaire. The 1253 people on the
BIA mailing list were invited to participate with 193 responses (15%). 63% gave their host department as microbiology, 17% as infectious disease and 8% as belonging to
more than one department. 50% of respondents were from
teaching hospitals. It was not a requirement to name the
host institution but where given, responses came from 76
different hospitals.
Questions focussed on 5 themes: staffing, services offered,
bedside clinical care, ID/micro joint working and future
plans.
Staffing Unsur pr isingly teaching hospitals ar e better
staffed – with an average of over 4.5 whole time equivalent
consultants versus around 3 in DGHs – and have more registrars – with 4-6 in teaching hospitals and an average of
less than 1 micro reg in DGHs. Only 16% of microbiologists reported having a registrar on call with them all the
time, and 45% reported an entirely consultant delivered on
call service. Consultants jointly accredited in microbiology
and infectious diseases remain a minority. 60% of ID consultants are required to provide some general medicine on
call and this may influence recruitment to such departments
in the future. 14 hospitals had unified ID/micro departments and these institutions had much more diverse accreditation mixes among their consultants (ID/micro, ID/gen
med etc).
Services offered Even in the e-era, the telephone continues to dominate as a means of receiving referrals and giving advice. Microbiology departments averaged around 2.9
hours total consultant time authorising results and 4.14
hours total consultant time giving telephone advice each

day. Registrars, if present, gave a similar amount of time to
these services. The core essentials maintained by large and
small unit alike were: same day bacteraemia rounds, ITU
rounds at least 5 days a week, and antimicrobial stewardship rounds. Larger departments (4 or more consultants)
were more likely to deliver services such as multidisciplinary team meetings (e.g. orthopaedics, haematology), and ITU rounds 7 days a week. Other services described included specialist rounds (transplant, neonatal,
cystic fibrosis), travel clinics, C. diff rounds, infection control services and acute medical unit reviews. 40% of those
working in unified ID/micro departments said they saw the
majority of patients at the bedside, compared with 9% in
traditional microbiology departments.
“It wouldn’t have crossed my mind to phone a consultant microbiologist to ask a routine question at 2am, and even less to
answer back and call them unhelpful if I was politely told to
go and look up the answer in the BNF. We are breeding a
generation of doctors who expect to be spoon fed and seem
unable to take responsibility for their own prescribing.”

Bedside clinical delivery Ther e was a clear r ecognition
that some conditions benefit from an urgent infection specialist review but practice remains diverse. Smaller microbiology departments were more likely to review patients
promptly in person, as were those departments with off-site
laboratories. This may reflect the physical distances involved, the nature of professional relationships in smaller
organisations and the time demanded by laboratory management.
Figure 1 How do you r espond to these positive r esults?

Figure 2 What is your r esponse to a S. aureus bacter aemia
(on-site vs. off-site lab)?
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“As a microbiologist, my clinical examination skills and
general medicine would let me down currently.
“Clinical aspects are only a small part of my job – most of
my time is spent on infection control, decontamination, hospital water quality, lab management.”

Microbiology and infectious disease joint working
True joint working or unified departments remain rare and
where both departments exist in the same hospital most are
working more or less independently. Looking to the future
and possible convergence there was concern over whether
an ID consultant could deliver many of the services expected of a microbiologist and vice versa. Unified departments were more comfortable with the concept of crossworking but still identified many specialist areas best left to
specific individuals (e.g. hepatitis, bone and joint infection). The comments revealed a concern from microbiologists that ID consultants want to “cherry pick” and are reluctant to join the work of general infection.
“In my experience jointly accredited people… have no,
or little real interest in [surgical infection, infection
control and antibiotic stewardship]. That is a huge
concern.”
“I do not believe that there is any evidence that outcomes are better under ID physicians compared with
general physician with micro support.”
“I do not see the point in completely merging services.
Microbiologists and ID physicians are two separate
specialties with very different areas of expertise. In
practice, ID physicians do not know enough microbiology or virology to be able to provide a clinical liaison
service, do not have any infection control experience
and do not provide a sustainable out-of-hours service.”

with the advent of core infection training. Two-thirds from
organisations with separate departments reported no plans
to change the way the delivered their clinical services in
the future. The comments expressed concern over how lab
services would be supervised and developed by the new
trainees and a feeling that microbiology was undervalued
by the changes.
“[The changes mean] we … may not always have an
SpR. This means a complete restructuring... into a consultant-led clinical service which is having a major
knock-on impact on the other aspects of our nonclinical workload. “
“I do not understand why the specialty of Microbiology is basically being abolished in favour of the specialty of Infectious Diseases. We fulfil a different role… I
find the merger belittles the skills I have developed as
a microbiologist.”
“Big changes are necessary but I remain unconvinced
that the superlabs predicted will happen and if they
don't then most jobs will still end up running laboratories which requires considerably different competencies than treating patients on a ward. “

In conclusion, microbiology departments provide most of
the UK’s infection services and will continue to do so.
There is wide variation in the level of bedside consult provision which does not necessarily reflect the size of the
department and a considerable amount of senior doctor
time is spent on result authorisation and telephone advice.
Both microbiology and infectious disease consultants have
traditional views of their – and each other’s – service
which may not reflect reality or changing needs (e.g. lab
automation, clinical scientists, the burden of infection beyond the ID ward). Many training schemes are not planning changes in how they deliver training for new style
Figure 3 “As micr o and ID conver ge how do you feel about trainees and – by and large – infection departments are not
intending to change the way they deliver care in the medicross-cover?”
um term.
The advent of core infection training is a bigger change in
culture than many departments anticipate. Trainee’s expectations will be different and as they move between microbiology and infectious disease services they may wonder
why their trainers do not. The GMC “Shape of Training”
report expects doctors to be capable of taking “on various
roles and responsibilities to meet local requirements at the
end of their training programme” and to be “flexible
enough to later change their scope of practice and service
and patient needs change...”
This may be something consultants need to model.
Ed Moran
Training and service development plans
Consultant in Infectious Diseases, Hearlands Hospital,
Training schemes remain largely separate – only 18% of Birmingham
respondents reported unified infection training and a third
of those with separate schemes had no plans to change this
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BIA launched their new website during 2014 . The members area with online

member application, profile update facility and automated direct debit
subscriptions went live early in 2015. Early indications are that email
distribution to all members has improved significantly from previous
methods used.

Please do visit the new site and checkout the new functionality. Direct
access to Journals and Guidelines, Events Calendar and Open Job Postings. Content suggestions and feedback are appreciated please email to
BIA @hartleytaylor.co.uk www.britishinfection.org
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Ebola Reflections

T

James Meiring

here are many people more qualified to write
about Ebola than I. People who know more
about the science, the public health implications and
about the research being undertaken. Let me therefore
just offer some brief reflections, which I have had
since returning from working in an Ebola treatment
centre in Sierra Leone.
I volunteered through UK
Med and was posted to
Makeni, a centre run by the
International
Medical
Corps, with a group of 11
other NHS staff. We arrived
in February to a centre with
no Ebola. The last two Ebola positive patients had been
discharged and so it appeared that it was going to
be a quiet 5 weeks. Until
one boy hid in the boot of a
taxi and travelled from
Freetown back to his home village, where he subsequently directly and indirectly ended up infecting well
over 50 members of his family and community. Over
a period of 5 days these village members staggered
out of the back of ambulances and in to our treatment
centre, until our confirmed ward was stretched beyond its capacity.
That was the moment I learnt that treating Ebola was
going to be very difficult. Treating Ebola in temperatures over 35 degrees and with only two tests, made
an already challenging situation even more arduous.
I was separated from my patients, both physically due
to my PPE but also emotionally as the fear of infection loomed. I was unable to perform any of the normal history and examinations that I had spent the last

ten years learning. I was forced to perform a huge
switch in my thinking; away from patient-centered
care and instead to primarily staff and then community centered care. Only after keeping both yourself and
others safe could you consider the needs of the Ebola
positive patient in front of you. Therefore when triaging a patient who is borderline for the case definition, you must admit them in order to protect others.
Accepting the risk that if negative they may contract
Ebola in your treatment centre, because the risk of
them going home and
potentially spreading
it to their community,
has far greater implications.
This mindset is the
polar opposite of how
we learnt to practice
medicine, how we are
trained to diagnose
and treat infection.
Returning to the
NHS, I am incredibly
thankful that here, I
have the ability to combine clinical skill with the appropriate diagnostic tools, meaning that the vast majority of my patients get targeted, timely and effective
treatment.
Treating Ebola taught me many things about viral
haemorrhagic fever, but far more than that it underlined how blessed we are to work within an organisation, as imperfect as it is, where our patient comes
first. Where we can go hunting for the obscure diagnosis, request a raft of investigations and prescribe the
latest and greatest antibiotics.
As clinical and laboratory based specialists we should
appreciate this far more than we do, and think of
those in the majority world who do not have access to
such wonderful resources.
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Editor in Chief
Robert Read

The quality of papers continues to increase and the
overall rejection rate remained at 83% in 2014
(slightly higher than the previous year)

he Journal of Infection’s latest
impact factor is 4.017 and is well
positioned with a current ranking of 15/72 in the ISI Infectious Diseases category

The average time from submission of an article to it
appearing online in a citeable format and downloadable is 18.8 weeks

T

In addition to the agreed page budget a further 200

Top 10 most-cited articles that contribute to the 2014 Impact Factor
Publication
Year

2012

2012

2012

2013

2012

2012

2013

2012

2012

2012

Vol

Is

2013
cites

Chang K., Lu W., Wang J., Zhang K., Jia S.,
Li F., Deng S., Chen M.

64

6

28

Steinbach W.J., Marr K.A., Anaissie E.J.,
Azie N., Quan S.-P., Meier-Kriesche H.U., Apewokin S., Horn D.L.

65

5

24

van Hoek A.J., Andrews N., Waight P.A.,
Stowe J., Gates P., George R., Miller E.

65

1

21

Broad-spectrum antivirals for the emerging
Middle East respiratory syndrome coronavirus

Chan J.F.W., Chan K.-H., Kao R.Y.T., To
K.K.W., Zheng B.-J., Li C.P.Y., Li P.T.W.,
Dai J., Mok F.K.Y., Chen H., Hayden F.G.,
Yuen K.-Y.

67

6

18

Chronic Q fever: Review of the literature and
a proposal of new diagnostic criteria

Wegdam-Blans M.C.A., Kampschreur
L.M., Delsing C.E., Bleeker-Rovers C.P.,
Sprong T., Van Kasteren M.E.E., Notermans D.W., Renders N.H.M., Bijlmer
H.A., Lestrade P.J., Koopmans M.P.G.,
Nabuurs-Franssen M.H., Oosterheert J.J.

64

3

17

Chan J.F.W., Li K.S.M., To K.K.W., Cheng
V.C.C., Chen H., Yuen K.-Y.

65

6

16

Chan K.-H., Chan J.F.W., Tse H., Chen H.,
Lau C.C.Y., Cai J.-P., Tsang A.K.L., Xiao X.,
To K.K.W., Lau S.K.P., Woo P.C.Y., Zheng
B.-J., Wang M., Yuen K.-Y.

67

2

16

Portillo M.E., Salvado M., Sorli L., Alier
A., Martinez S., Trampuz A., Gomez J.,
Puig L., Horcajada J.P.

65

6

16

Norouzi S., Aghamohammadi A.,
Mamishi S., Rosenzweig S.D., Rezaei N.

64

6

16

Raoult D.

65

2

15

Document Title

Rapid and effective diagnosis of tuberculosis
and rifampicin resistance with Xpert MTB/RIF
assay: A meta-analysis
Clinical epidemiology of 960 patients with invasive aspergillosis from the PATH Alliance
registry
The effect of underlying clinical conditions on
the risk of developing invasive pneumococcal
disease in England

Is the discovery of the novel human betacoronavirus 2c EMC/2012 (HCoV-EMC) the beginning of another SARS-like pandemic?
Cross-reactive antibodies in convalescent
SARS patients' sera against the emerging novel human coronavirus EMC (2012) by both
immunofluorescent and neutralizing antibody
tests
Multiplex PCR of sonication fluid accurately
differentiates between prosthetic joint infection and aseptic failure
Bacillus Calmette-Guérin (BCG) complications
associated with primary immunodeficiency
diseases
Chronic Q fever: Expert opinion versus literature
analysis and consensus

Authors
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print pages have been made available to J OI in
2015 at no additional cost to the BIA. This will enable JOI to maintain its strong publication times

average of 30,075 per month

Once accepted papers have taken on average 2.2
weeks to appear on ScienceDir ect

Journal initiatives include OA Hybrid option, YPYW, Crossmark, EMPOWER, Audio Slides, Highlights & Graphical abstracts and Google Maps, My
Research Dashboard, Journal Insights and Reviewer Recognition platform

A total of 305,976 papers were downloaded in
2013, an average of 25,498 per month. In 2014 a
total of 360,904 papers have been downloaded, an

Members can now access the Journal of Infection
content via a bespoke iPad and iPhone App

Top ten most downloaded articles this year (to date)
Vol/
Issue

Paper
Type

Onlin
e
Date

Article Title

Author(s)

70/2

Full text
article

22/09/
2014

Exploratory trial of ombitasvir and ABT-450/r
with or without ribavirin for HCV genotype 1,
2, and 3 infection

70/2

Full text
article

16/09/
2014

Hemagglutination inhibiting antibodies and
protection against seasonal and pandemic
influenza infection

Lawitz, E.; Sullivan, G.; Rodriguez-Torres, M.;
Bennett, M.; Poordad,F.; Kapoor, M.; Badri, P.;
Campbell, A.; Rodrigues, L. Jr.; Hu, Y.; PilotMatias, T.; A. Vilchez, R.A.
Fox, A.; Mai, L.Q.; Thanh, L.T.; Wolbers, M.; Le
Khanh Hang, N.; Thai, P.Q.; Thu Yen, N.T.; Minh
Hoa, L.N.; Bryant, J.E.; Duong, T.N.; Thoang,
D.D.; Barr, I.G.; Wertheim, H.; Farrar, J.; Hien,
N.T.; Horby, P.

70/1

Full text
article

17/07/
2014

Sepsis carries a high mortality among hospitalised adults in Malawi in the era of antiretroviral therapy scale-up: A longitudinal
cohort study

Waitt, P.I.; Mukaka, M.; Goodson, P.; SimuKonda, F.D.;Waitt, C.J.; Feasey, N.; Allain, T.J.; Downie, P.; Heyderman, R.S.

70/4

Full text
article

15/01/
2015

IP-10 differentiates between active and latent
tuberculosis irrespective of HIV status and
declines during therapy

I. Wergeland, N. Pullar, J. Assmus, T. Ueland, K.
Tonby, S. Feruglio, D. Kvale, J.K. Damås, P.
Aukrust, T.E. Mollnes, A.M. Dyrhol-Riise

603

70/4

Full text
article

11/05/
2014

Adjunctive biomarkers for improving diagnosis of tuberculosis and monitoring therapeutic effects

Hur, Y.G.; Kang, Y.A.; Jang, S.H.; Hong, J.Y.; Kim,
A.; Lee, S.A.; Kim, Y.; Cho, S.N.

499

70/3

Full text
article

11/05/
2014

Differences in serum microRNA profiles in
hepatitis B and C virus infection

Akamatsu, s.; Hayes, C.N.; Tsuge, M.; Miki, D.;
Akiyama, R.; Abe, H.; Ochi, H.; Hiraga, N.;
Imamura, M.; Takahashi, S.; Aikata, H.; Kawaoka, T.; Kawakami, Y.; Ohishi, W.; Chayama, K.

459

Kirby, A.; Hobson, R.P.; Burke, D.; Cleveland, V.;
Ford, G.; West, R.M.

294

Downloads

1,349

1,153

1,057

70/2

Full text
article

28/08/
2014

Appendicectomy for suspected uncomplicated appendicitis is associated with fewer complications than conservative antibiotic management: A meta-analysis of postintervention complications

70/4

Full text
article

12/05/
2014

Genotyping and molecular characteristics of
multidrug-resistant Mycobacterium tuberculosis isolates from China

Zhang, Z.; Lu, J.; Liu, M.; Wang, Y.; Qu, G.; Li, H.;
Wang, J.; Pang, Y.; Liu, C.; Zhao, Y.

291

Martin-Loeches, I.; Torres, A.; Rinaudo, M.;
Terraneo, S.; de Rosa, F.; Ramirez, P.; Diaz, E.;
Fernández-Barat, L.; Li bassi, G.L.; Ferrer, M.

285

Sun, G.; Matsui, T.; Hakozaki, Y.; Abe, S.

271

70/3

Full text
article

27/10/
2014

Resistance patterns and outcomes in intensive care unit (ICU)-acquired pneumonia.
Validation of European Centre for Disease
Prevention and Control (ECDC) and the Centers for Disease Control and Prevention (CDC)
classification of multidrug resistant organisms

70/3

Full text
article

23/12/
2014

An infectious disease/fever screening radar
system which stratifies higher-risk patients
within ten seconds using a neural network
and the fuzzy grouping method
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Trainees’ Pages
Joby Cole

Questions about your training?
Do you have some great ideas you
BIA (professional affairs) trainee representative, & ID SAC trainee representative. want to discuss? Want to access great
training resources?
Then ask the BIA.

T

he new curriculum for Infectious Diseases and
CIT as well as Medical Microbiology or Virology and CIT are available on the JRCPTB and
RCPath websites. Trainees appointed in 2014 will
transfer to one of the new curricula (2014 or revised
2010 according to specialty) and transition arrangements for all other trainees will be dependent on the
trainee’s specialty, whether they are on a dual programme and their CCT date.
There will be one e-portfolio for all medical microbiology, virology and infectious diseases trainees
which will be hosted by the JRCPTB. Only
MM&MV trainees in their final year of training will
remain on the LEPT system hosted by the
RCPath. All other trainees will be moved to the
JRCPTB e-portfolio at some point during the summer and further formal information and guidance
about this will be jointly published by the JRCPTB
and RCPath shortly.
There will be a Q&A session at the trainees day on
20th May to answer questions with regards to transition arrangements.

Healthcare Infection
Society Trainee
Representative
The role of the representative currently involves being a member of the HIS Council (attending quarterly
meetings London), where you will form a link between the trainees and HIS, be involved with the Education Committee to organise training days and liaise
with other trainee representatives e.g. on the BIA.
The term is for 3 years or when you are appointed to a
consultant (whichever is sooner.) The trainee representative would also be expected to be a member of
HIS.

You can contact your trainees’ representatives on the
BIA council or even better share your views on the
trainees’ forum section of the BIA website. There are
also links to resource for trainees in all infection specialties ideal for new trainees, those preparing for
new jobs, or as revision for FRCPath parts 1 and 2,

the Infectious diseases exit exam or the Faculty of
Public Health exams. Look up the trainees’ section of
the website. Go to http://www.britishinfection.org/
then use the drop down menu and explore. If you
think it could be better tell us in the trainees’ forum!

Clinical Research Fellow opportunity
in Brisbane,
Australia
A Clinical Research
post is available at
the Herston Health
campus which comprises the Royal Brisbane and
Womens’ Hospital, QIMR Berghofer Medical Research Institute and Q-Pharm Pty Ltd.
The post is for 12 months and will involve planning,
executing and writing up a range of healthy volunteer
studies of experimental drugs and vaccines tested in
controlled human malaria infection studies.
See the BIA website for details or contact

If you're interested or if you have any further ques- Professor James McCarthy
tions/want to find out more - you can contact Gayti, Department of Infectious Diseases RBWH,
the outgoing rep via email (gayti.islam@gmail.com). Tel +617 3845 3796
j.mccarthy@uq.edu.au
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Survey of Infection CCT holders
2009-2013

How representative are the results?

 Infectious Diseases - 66/80 (82.5%) + additional 9
individuals’ whereabouts known: 75/80 (93.4%)
o date there have been no real data on where ID
or MM/MV trainees are ending up post-CCT. As  Microbiology/Virology – 53/?
a consequence little is really known about the
Experiences setting up infection services and evolving
clinical workload of MM or MV and ID/MM or MV CCT
roles within job
holders and existing trainees have added uncertainty
New OPAT serabout future job
vices was a com1. Employment – by CCT
prospects , be
mon theme, via
they ID/GIM,
an infection serID/MM or MV.
vice or acute
Such
informedicine. Infecmation would
tion CCT alalso be useful
lowed care of
for workforce
more complex
planning, parcases and OPAT
ticularly with
substituted for
the changes to
acute med PAs.
future infection
Other
themes
training.
included; Sepsis
A Survey Moncare
pathway
key questiondevelopment,
naire was sent
infection control,
to all BIA
the importance
members
reof working with
questing indiother specialties,
viduals
with
viral
hepatitis
CCT in ID/TM/
outreach services
MM/MV bein community,
tween 1st Januprisons etc. CCT
ary 2009 and
holders reported
31st December 2013 to complete a short questionnaire.
that their Trusts see improved quality of care for patients
The key questions addressed were current/former posiwith new infection services (business cases for new coltions post-CCT, research history, clinical responsibilities
leagues).
(e.g. in-patient care), on-call commitments and respondWhere traditional divide between ID & MM/MV exists
ents were also asked
Specialty
of
post
obtained
(dual CCT-holders)
there is a feeling that
for a breakdown of
advent of new infecPAs.
tion training may
Responses
allow easier amal107 responded of
gamation.
whom 98 with CCT
A number of chaldates since 2009 were
lenges were cited
included. ID/GIM (inc
including;
feeling
tropical) 39, MMMV
that skills as a clini32,ID/MMMV21, ID
cian not valued and
alone 6.
teams purely want
‘antibiotic advice’,

T
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difficulties establishing PAs in separate
specialties due to separate funding
streams, providing more ward presence
with small teams. Users keen to have
MM support but do not take this into account when expanding own services.

Ongoing responsibility for inpatients (ID CCT)

Thushan de Silva,
Clinical
Diseases,

Lecturer

in

Infectious

University of Sheffield

Breakdown of work (by CCT)
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Royal College of Physicians of Edinburgh, 12 June 2015.
22-23 June 2015, Sheffield Hallam University

Infectious Disease Symposium - Emerging and re-emerging
RCPE
infectious diseases

Don't Panic'

Public Health England Annual Conference

4th Viral Hepatitis Congress

Research Methods in Sexual Health & HIV

September

PHE

UCL

15-16 September 2015, University of Warwick, Coventry

Frankfurt, Germany. 10-12 September 2015.

UCL, London; 7-11 September 2015.

30 June 2015, Cardiff.

IPS Welsh Branch South Wales Conference 2015
IPS

24th June 2015, SOAS, London.

6th National Orthopaedic Infection Forum

Champions Challenged Conference 2015 - Inform, Promote, IPS & NHS
Aberdeen Exhibition and Conference Centre, 23 June 2015.
Sustain
Grampian

HIS

Newcastle Racecourse, 10th June 2015.

IPS North East Conference 2015 - Infection Prevention and
IPS
Control: Crossing the Boundaries

Date and Location

O2, London, 2-4 June 2015.

Organiser

Protein and Antibody Therapeutics 2015

June

Meeting (click hyperlink for website)

Events calendar
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IPS

Infection Prevention 2015

Research in Progress 2015

RSTMH

SGM

FIS 2015: Action on Infection

December

BHIVA

Wellcome
Trust

BHIVA Autumn Conference 2015

November

Infectious Disease Genomics

3rd Annual Rheumatology – Microbiology Conference

ID Week 2015 (IDSA)
IDSA

ASM

ICCAC 2015

October

IPVS

9 December 2015, Institute of Education, Bloomsbury, London

21-23 November 2015; SECC, Glasgow.

12 - 13 November 2015, Queen Elizabeth II Conference Centre, London

Wellcome Trust Genome Campus, Hinxton, Cambridge, UK,
14 - 16 October 2015.

9th October 2015, BMA House, Tavistock Square, London

7-11 October 2015, San Diego, California

28-30 September, Liverpool...

17-21 September 2015, San Dieago, California

17-21 September 2015, Lisbon, Portugal.

Organiser Date and Location

30th International Papillomavirus Conference

Meeting (click hyperlink for website)

Events calendar
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