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Presidential farewell 

Peter Moss 

ôm getting gentle hints from the 

rest of the BIA Council that itôs 

time for a new face in charge, so I will 

very soon be stepping down as President.  Having missed 

the deadline for the óPresidentôs columnô for most previ-

ous newsletters this is my final chance to get it righté 

The British Infection Association is now firmly estab-

lished as a leading professional body in the field of infec-

tion.  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 re-

launched, 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 efforts of more senior members (including myself) the 

Association will eventually be dragged into the world of 

modern communications.  In the meantime you will have 

to rely on an old fashioned newsletter. 

The lines between the infection specialties (and in particu-

lar 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 signifi-

cant 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 spe-

cialties, 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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any of you will have picked this up at the BIA 

spring meeting and are now reading this during one 

of the less engaging sessions of the day. Shame on you but 

please read on, especially if you are reading your first BIA 

newsletter. Peter Moss has wrapped up the last year for us 

below while Albert Mifsud updates us on some of the 

more nitty gritty business of the association. As always, 

everything is in a state of change, not least with the advent 

of core infection training following more than a decade of 

combined CCTs in infection. Two articles look at the im-

pact of this: first Ed Moran has surveyed BIA members 

about the likely impact on clinical services and working 

patterns. Of great interest to trainees, Thushan de Silva has 

surveyed new(ish) CCT holders about what sort of jobs 

they have managed to acquire in the combined CCT era 

and asks whether their jobs are indeed combined. To keep 

our feet on the ground there is an original article from 

James Meiring about his recent experience in Sierra Leone 

during the Ebola epidemic. Add to these the latest from the 

Journal of Infection and a whole page about the new web-

site and weôve got enough to keep you occupied for the 

rest of the session. If you think its all rubbish - then please 

talk to one of the committee about becoming the next edi-

tor as my time is up. PC 

M 

http://www.britishinfection.org
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advertising an exciting new consultant post to support our 

expanding HIV/hepatitis work, with general ID but no 

acute medicine ï 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 re-

gional specialist infection services, despite the enormous 

anxiety produced by the importation of Ebola Virus Dis-

ease (EVD).  On the other hand we have got support for 

commissioning of new drugs for MDR TB, and for spe-

cialised 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 wide-

spread 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 

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 

Collegeôs 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 im-

portant that BIA continues to raise its public profile and 

provide a trusted source of authoritative advice and guid-

ance 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 fu-

ture.  I hope that he is as well supported by his Council as 

I have been during my time in office. 

Peter Moss 

Honorary Secretary 

Albert J Mifsud 

s I write this piece, election fever 

grips us all é 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 BIAôs 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 Presi-

dent Elect, takes on the Presidentôs 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. 

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 De-

volved Administrations Secretary post. 

Two years ago, we had commissioned Hartley Taylor to 

provide administrative support. Jo Wheeler is our princi-

pal 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 web-

site. 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 Dhar-

masena. Although the new site isnôt 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 Mi-

crobiology and Medical Virology have been approved 

formally by the GMC. Each curriculum comprises two 

years Combined Infection Training, which will be com-

mon to all CCTs, followed by two years in the individual 

specialties (three years in the case of Tropical Medicine). 

A 
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Clinical Services  

Secretary  

Microbiology & Virology,  

Tony Elston 

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 go-

ing; 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 

managerially and financially driven with less regard to 

the clinical consequences. The college will take our con-

cerns 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 mem-

bers of the CSC, has been working on developing a for-

mula for workforce numbers delivering an infection ser-

vice 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 

T 

Monospecialty training will continue to be possible, par-

ticularly in Medical Microbiology and Medical Virology. 

However, it is anticipated that most ID trainees will train 

towards dual CCT with General Internal Medicine or Mi-

crobiology / Virology. I understand that in many regions, 

monospecialty microbiology or virology training is no 

longer being offered as training programmes are now 

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 tomorrowôs microbiologists and 

virologists.   Albert Mifsud 

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 de-

tailed 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 Train-

ing Requirements (an outline curriculum) and the devel-

oping detailed curriculum lean heavily on the UK curric-

ulum and in my opinion are fully consistent with the new 

GMC approved Common Infection Training and Medical 

Microbiology / Medical Virology higher speciality curric-

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 col-

leagues and to receive your comments. 

In the meantime, work is being undertaken to map medi-

cal 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 prac-

tice 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 else-

where. 

Albert Mifsud 
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From joint training to joint practice 

Ed Moran  
raining in the infection specialties in the UK is 

changing. From August all trainees ï whether in-

tending a career in microbiology or infectious disease ï 

will undertake a 2 year ñcore infectionò 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 depart-

ments 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 microbiol-

ogy 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 re-

sponses (15%). 63% gave their host department as microbi-

ology, 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 Unsurprisingly teaching hospitals are better 

staffed ï with an average of over 4.5 whole time equivalent 

consultants versus around 3 in DGHs ï and have more reg-

istrars ï with 4-6 in teaching hospitals and an average of 

less than 1 micro reg in DGHs. Only 16% of microbiolo-

gists 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 con-

sultants 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 depart-

ments and these institutions had much more diverse accred-

itation mixes among their consultants (ID/micro, ID/gen 

med etc). 

Services offered Even in the e-era, the telephone contin-

ues to dominate as a means of receiving referrals and giv-

ing 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 steward-

ship rounds. Larger departments (4 or more consultants) 

were more likely to deliver services such as multi-

disciplinary team meetings (e.g. orthopaedics, haematolo-

gy), and ITU rounds 7 days a week. Other services de-

scribed included specialist rounds (transplant, neonatal, 

cystic fibrosis), travel clinics, C. diff rounds, infection con-

trol 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. 

ñIt wouldnôt have crossed my mind to phone a consultant mi-

crobiologist 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.ò 

Bedside clinical delivery There was a clear recognition 

that some conditions benefit from an urgent infection spe-

cialist review but practice remains diverse. Smaller micro-

biology departments were more likely to review patients 

promptly in person, as were those departments with off-site 

laboratories. This may reflect the physical distances in-

volved, the nature of professional relationships in smaller 

organisations and the time demanded by laboratory man-

agement. 

Figure 1 How do you respond to these positive results? 

Figure 2 What is your response to a S. aureus bacteraemia 

(on-site vs. off-site lab)? 

T 
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ñAs a microbiologist, my clinical examination skills and 

general medicine would let me down currently. 

 ñClinical aspects are only a small part of my job ï most of 

my time is spent on infection control, decontamination, hos-

pital water quality, lab management.ò 

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 ex-

pected of a microbiologist and vice versa. Unified depart-

ments were more comfortable with the concept of cross-

working but still identified many specialist areas best left to 

specific individuals (e.g. hepatitis, bone and joint infec-

tion). The comments revealed a concern from microbiolo-

gists that ID consultants want to ñcherry pickò and are re-

luctant to join the work of general infection. 

ñIn my experience jointly accredited peopleé have no, 

or little real interest in [surgical infection, infection 

control and antibiotic stewardship]. That is a huge 

concern.ò 

ñI do not believe that there is any evidence that out-

comes are better under ID physicians compared with 

general physician with micro support.ò 

ñI 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 microbiol-

ogy 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 ser-

vice.ò 

Figure 3 ñAs micro and ID converge how do you feel about 

cross-cover?ò 

Training and service development plans  

Training schemes remain largely separate ï only 18% of 

respondents reported unified infection training and a third 

of those with separate schemes had no plans to change this 

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. 

ñ[The changes mean] we é may not always have an 

SpR. This means a complete restructuring... into a con-

sultant-led clinical service which is having a major 

knock-on impact on the other aspects of our non-

clinical workload. ñ 

ñI do not understand why the specialty of Microbiolo-

gy is basically being abolished in favour of the special-

ty of Infectious Diseases. We fulfil a different roleé I 

find the merger belittles the skills I have developed as 

a microbiologist.ò 

ñBig 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 laborato-

ries which requires considerably different competen-

cies than treating patients on a ward. ñ 

 

In conclusion, microbiology departments provide most of 

the UKôs infection services and will continue to do so. 

There is wide variation in the level of bedside consult pro-

vision 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 ï and each otherôs ï service 

which may not reflect reality or changing needs (e.g. lab 

automation, clinical scientists, the burden of infection be-

yond the ID ward). Many training schemes are not plan-

ning changes in how they deliver training for new style 

trainees and ï by and large ï infection departments are not 

intending to change the way they deliver care in the medi-

um term. 

The advent of core infection training is a bigger change in 

culture than many departments anticipate. Traineeôs expec-

tations will be different and as they move between microbi-

ology and infectious disease services they may wonder 

why their trainers do not. The GMC ñShape of Trainingò 

report expects doctors to be capable of taking ñon various 

roles and responsibilities to meet local requirements at the 

end of their training programmeò and to be ñflexible 

enough to later change their scope of practice and service 

and patient needs change...ò 

This may be something consultants need to model. 

 

Ed Moran 

Consultant in Infectious Diseases,  Hearlands Hospital, 

Birmingham 
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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 Post-

ings.  Content suggestions and feedback are appreciated please email to 

BIA @hartleytaylor.co.uk www.britishinfection.org   

http://www.britishinfection.org
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Ebola Reflections   
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 Ebo-

la positive patients had been 

discharged and so it ap-

peared 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 subse-

quently 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 be-

yond its capacity. 

That was the moment I learnt that treating Ebola was 

going to be very difficult. Treating Ebola in tempera-

tures 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 infec-

tion loomed. I was unable to perform any of the nor-

mal 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 communi-

ty 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 tri-

aging a patient who is borderline for the case defini-

tion, 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 impli-

cations. 

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 ap-

propriate diagnostic tools, meaning that the vast ma-

jority 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 under-

lined how blessed we are to work within an organisa-

tion, as imperfect as it is, where our patient comes 

first. Where we can go hunting for the obscure diag-

nosis, 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. 

T 
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Top 10 most-cited articles that contribute to the 2014 Impact Factor 
 
Publi-

cation 

Year 

Document Title Authors Vol Is 
2013 

cites 

нлмн 

wŀǇƛŘ ŀƴŘ ŜũŜŎǝǾŜ ŘƛŀƎƴƻǎƛǎ ƻŦ ǘǳōŜǊŎǳƭƻǎƛǎ 
ŀƴŘ ǊƛŦŀƳǇƛŎƛƴ ǊŜǎƛǎǘŀƴŎŜ ǿƛǘƘ ·ǇŜǊǘ a¢.κwLC 
ŀǎǎŀȅΥ ! ƳŜǘŀ-ŀƴŀƭȅǎƛǎ 

/ƘŀƴƎ YΦΣ [ǳ ²ΦΣ ²ŀƴƎ WΦΣ ½ƘŀƴƎ YΦΣ Wƛŀ {ΦΣ 
[ƛ CΦΣ 5ŜƴƎ {ΦΣ /ƘŜƴ aΦ 

сп с ну 

нлмн 

/ƭƛƴƛŎŀƭ ŜǇƛŘŜƳƛƻƭƻƎȅ ƻŦ фсл ǇŀǝŜƴǘǎ ǿƛǘƘ ƛƴπ
ǾŀǎƛǾŜ ŀǎǇŜǊƎƛƭƭƻǎƛǎ ŦǊƻƳ ǘƘŜ t!¢I !ƭƭƛŀƴŎŜ 
ǊŜƎƛǎǘǊȅ 

{ǘŜƛƴōŀŎƘ ²ΦWΦΣ aŀǊǊ YΦ!ΦΣ !ƴŀƛǎǎƛŜ 9ΦWΦΣ 
!ȊƛŜ bΦΣ vǳŀƴ {Φ-tΦΣ aŜƛŜǊ-YǊƛŜǎŎƘŜ IΦ-
¦ΦΣ !ǇŜǿƻƪƛƴ {ΦΣ IƻǊƴ 5Φ[Φ 

ср р нп 

нлмн 

¢ƘŜ ŜũŜŎǘ ƻŦ ǳƴŘŜǊƭȅƛƴƎ ŎƭƛƴƛŎŀƭ ŎƻƴŘƛǝƻƴǎ ƻƴ 
ǘƘŜ Ǌƛǎƪ ƻŦ ŘŜǾŜƭƻǇƛƴƎ ƛƴǾŀǎƛǾŜ ǇƴŜǳƳƻŎƻŎŎŀƭ 
ŘƛǎŜŀǎŜ ƛƴ 9ƴƎƭŀƴŘ 

Ǿŀƴ IƻŜƪ !ΦWΦΣ !ƴŘǊŜǿǎ bΦΣ ²ŀƛƎƘǘ tΦ!ΦΣ 
{ǘƻǿŜ WΦΣ DŀǘŜǎ tΦΣ DŜƻǊƎŜ wΦΣ aƛƭƭŜǊ 9Φ 

ср м нм 

нлмо 
.ǊƻŀŘ-ǎǇŜŎǘǊǳƳ ŀƴǝǾƛǊŀƭǎ ŦƻǊ ǘƘŜ ŜƳŜǊƎƛƴƎ 
aƛŘŘƭŜ 9ŀǎǘ ǊŜǎǇƛǊŀǘƻǊȅ ǎȅƴŘǊƻƳŜ ŎƻǊƻƴŀǾƛǊǳǎ 

/Ƙŀƴ WΦCΦ²ΦΣ /Ƙŀƴ YΦ-IΦΣ Yŀƻ wΦ¸Φ¢ΦΣ ¢ƻ 
YΦYΦ²ΦΣ ½ƘŜƴƎ .Φ-WΦΣ [ƛ /ΦtΦ¸ΦΣ [ƛ tΦ¢Φ²ΦΣ 
5ŀƛ WΦΣ aƻƪ CΦYΦ¸ΦΣ /ƘŜƴ IΦΣ IŀȅŘŜƴ CΦDΦΣ 
¸ǳŜƴ YΦ-¸Φ 

ст с му 

нлмн 
/ƘǊƻƴƛŎ v ŦŜǾŜǊΥ wŜǾƛŜǿ ƻŦ ǘƘŜ ƭƛǘŜǊŀǘǳǊŜ ŀƴŘ 
ŀ ǇǊƻǇƻǎŀƭ ƻŦ ƴŜǿ ŘƛŀƎƴƻǎǝŎ ŎǊƛǘŜǊƛŀ 

²ŜƎŘŀƳ-.ƭŀƴǎ aΦ/Φ!ΦΣ YŀƳǇǎŎƘǊŜǳǊ 
[ΦaΦΣ 5ŜƭǎƛƴƎ /Φ9ΦΣ .ƭŜŜƪŜǊ-wƻǾŜǊǎ /ΦtΦΣ 
{ǇǊƻƴƎ ¢ΦΣ ±ŀƴ YŀǎǘŜǊŜƴ aΦ9Φ9ΦΣ bƻǘŜǊπ
Ƴŀƴǎ 5Φ²ΦΣ wŜƴŘŜǊǎ bΦIΦaΦΣ .ƛƧƭƳŜǊ 
IΦ!ΦΣ [ŜǎǘǊŀŘŜ tΦWΦΣ YƻƻǇƳŀƴǎ aΦtΦDΦΣ 
bŀōǳǳǊǎ-CǊŀƴǎǎŜƴ aΦIΦΣ hƻǎǘŜǊƘŜŜǊǘ WΦWΦ 

сп о мт 

нлмн 

Lǎ ǘƘŜ ŘƛǎŎƻǾŜǊȅ ƻŦ ǘƘŜ ƴƻǾŜƭ ƘǳƳŀƴ ōŜǘŀŎƻǊƻπ
ƴŀǾƛǊǳǎ нŎ 9a/κнлмн όI/ƻ±-9a/ύ ǘƘŜ ōŜƎƛƴπ
ƴƛƴƎ ƻŦ ŀƴƻǘƘŜǊ {!w{-ƭƛƪŜ ǇŀƴŘŜƳƛŎΚ 

/Ƙŀƴ WΦCΦ²ΦΣ [ƛ YΦ{ΦaΦΣ ¢ƻ YΦYΦ²ΦΣ /ƘŜƴƎ 
±Φ/Φ/ΦΣ /ƘŜƴ IΦΣ ¸ǳŜƴ YΦ-¸Φ 

ср с мс 

нлмо 

/Ǌƻǎǎ-ǊŜŀŎǝǾŜ ŀƴǝōƻŘƛŜǎ ƛƴ ŎƻƴǾŀƭŜǎŎŜƴǘ 
{!w{ ǇŀǝŜƴǘǎϥ ǎŜǊŀ ŀƎŀƛƴǎǘ ǘƘŜ ŜƳŜǊƎƛƴƎ ƴƻǾπ
Ŝƭ ƘǳƳŀƴ ŎƻǊƻƴŀǾƛǊǳǎ 9a/ όнлмнύ ōȅ ōƻǘƘ 
ƛƳƳǳƴƻƅǳƻǊŜǎŎŜƴǘ ŀƴŘ ƴŜǳǘǊŀƭƛȊƛƴƎ ŀƴǝōƻŘȅ 
ǘŜǎǘǎ 

/Ƙŀƴ YΦ-IΦΣ /Ƙŀƴ WΦCΦ²ΦΣ ¢ǎŜ IΦΣ /ƘŜƴ IΦΣ 
[ŀǳ /Φ/Φ¸ΦΣ /ŀƛ WΦ-tΦΣ ¢ǎŀƴƎ !ΦYΦ[ΦΣ ·ƛŀƻ ·ΦΣ 
¢ƻ YΦYΦ²ΦΣ [ŀǳ {ΦYΦtΦΣ ²ƻƻ tΦ/Φ¸ΦΣ ½ƘŜƴƎ 
.Φ-WΦΣ ²ŀƴƎ aΦΣ ¸ǳŜƴ YΦ-¸Φ 

ст н мс 

нлмн 

aǳƭǝǇƭŜȄ t/w ƻŦ ǎƻƴƛŎŀǝƻƴ ƅǳƛŘ ŀŎŎǳǊŀǘŜƭȅ 
ŘƛũŜǊŜƴǝŀǘŜǎ ōŜǘǿŜŜƴ ǇǊƻǎǘƘŜǝŎ Ƨƻƛƴǘ ƛƴŦŜŎπ
ǝƻƴ ŀƴŘ ŀǎŜǇǝŎ ŦŀƛƭǳǊŜ 

tƻǊǝƭƭƻ aΦ9ΦΣ {ŀƭǾŀŘƻ aΦΣ {ƻǊƭƛ [ΦΣ !ƭƛŜǊ 
!ΦΣ aŀǊǝƴŜȊ {ΦΣ ¢ǊŀƳǇǳȊ !ΦΣ DƻƳŜȊ WΦΣ 
tǳƛƎ [ΦΣ IƻǊŎŀƧŀŘŀ WΦtΦ 

ср с мс 

нлмн 

.ŀŎƛƭƭǳǎ /ŀƭƳŜǧŜ-DǳŞǊƛƴ ό./Dύ ŎƻƳǇƭƛŎŀǝƻƴǎ 
ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǇǊƛƳŀǊȅ ƛƳƳǳƴƻŘŜŬŎƛŜƴŎȅ 
ŘƛǎŜŀǎŜǎ 

bƻǊƻǳȊƛ {ΦΣ !ƎƘŀƳƻƘŀƳƳŀŘƛ !ΦΣ 
aŀƳƛǎƘƛ {ΦΣ wƻǎŜƴȊǿŜƛƎ {Φ5ΦΣ wŜȊŀŜƛ bΦ 

сп с мс 

нлмн 
/ƘǊƻƴƛŎ v ŦŜǾŜǊΥ 9ȄǇŜǊǘ ƻǇƛƴƛƻƴ ǾŜǊǎǳǎ ƭƛǘŜǊŀǘǳǊŜ 
ŀƴŀƭȅǎƛǎ ŀƴŘ ŎƻƴǎŜƴǎǳǎ 

wŀƻǳƭǘ 5Φ ср н мр 

Editor in Chief 

Robert Read 

he Journal of Infectionôs latest 

impact factor is 4.017 and is well 

positioned  with a current rank-

ing of 15/72 in the ISI Infectious Dis-

eases category 

The quality of papers continues to increase and the 

overall rejection rate remained at 83% in 2014 

(slightly higher than the previous year) 

The average time from submission of an article to it 

appearing online in a citeable format and down-

loadable is 18.8 weeks 

In addition to the agreed page budget a further 200 

T 
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Vol/  

Issue  

Paper 
Type  

Onlin
e 

Date  

Article Title  Author(s)  
Down -

loads  

тлκн 
Cǳƭƭ ǘŜȄǘ 
ŀǊǝŎƭŜ 

ннκлфκ
нлмп 

9ȄǇƭƻǊŀǘƻǊȅ ǘǊƛŀƭ ƻŦ ƻƳōƛǘŀǎǾƛǊ ŀƴŘ !.¢-прлκǊ 
ǿƛǘƘ ƻǊ ǿƛǘƘƻǳǘ ǊƛōŀǾƛǊƛƴ ŦƻǊ I/± ƎŜƴƻǘȅǇŜ мΣ 
нΣ ŀƴŘ о ƛƴŦŜŎǝƻƴ 

[ŀǿƛǘȊΣ 9ΦΤ {ǳƭƭƛǾŀƴΣ DΦΤ wƻŘǊƛƎǳŜȊ-¢ƻǊǊŜǎΣ aΦΤ 
.ŜƴƴŜǧΣ aΦΤ tƻƻǊŘŀŘΣCΦΤ YŀǇƻƻǊΣ aΦΤ .ŀŘǊƛΣ tΦΤ 
/ŀƳǇōŜƭƭΣ !ΦΤ wƻŘǊƛƎǳŜǎΣ [Φ  WǊΦΤ IǳΣ ¸ΦΤ tƛƭƻǘ-
aŀǝŀǎΣ ¢ΦΤ !Φ ±ƛƭŎƘŜȊΣ wΦ!Φ 

мΣопф 

тлκн 
Cǳƭƭ ǘŜȄǘ 
ŀǊǝŎƭŜ 

мсκлфκ
нлмп 

IŜƳŀƎƎƭǳǝƴŀǝƻƴ ƛƴƘƛōƛǝƴƎ ŀƴǝōƻŘƛŜǎ ŀƴŘ 
ǇǊƻǘŜŎǝƻƴ ŀƎŀƛƴǎǘ ǎŜŀǎƻƴŀƭ ŀƴŘ ǇŀƴŘŜƳƛŎ 
ƛƴƅǳŜƴȊŀ ƛƴŦŜŎǝƻƴ 

CƻȄΣ !ΦΤ aŀƛΣ [ΦvΦΤ ¢ƘŀƴƘΣ [Φ¢ΦΤ ²ƻƭōŜǊǎΣ aΦΤ [Ŝ 
YƘŀƴƘ IŀƴƎΣ bΦΤ ¢ƘŀƛΣ tΦvΦΤ ¢Ƙǳ ¸ŜƴΣ bΦ¢ΦΤ aƛƴƘ 
IƻŀΣ [ΦbΦΤ .ǊȅŀƴǘΣ WΦ9ΦΤ 5ǳƻƴƎΣ ¢ΦbΦΤ ¢ƘƻŀƴƎΣ 
5Φ5ΦΤ .ŀǊǊΣ LΦDΦΤ ²ŜǊǘƘŜƛƳΣ IΦΤ CŀǊǊŀǊΣ WΦΤ IƛŜƴΣ 
bΦ¢ΦΤ IƻǊōȅΣ tΦ 

мΣмро 

тлκм 
Cǳƭƭ ǘŜȄǘ 
ŀǊǝŎƭŜ 

мтκлтκ
нлмп 

{ŜǇǎƛǎ ŎŀǊǊƛŜǎ ŀ ƘƛƎƘ ƳƻǊǘŀƭƛǘȅ ŀƳƻƴƎ ƘƻǎǇƛπ
ǘŀƭƛǎŜŘ ŀŘǳƭǘǎ ƛƴ aŀƭŀǿƛ ƛƴ ǘƘŜ ŜǊŀ ƻŦ ŀƴπ
ǝǊŜǘǊƻǾƛǊŀƭ ǘƘŜǊŀǇȅ ǎŎŀƭŜ-ǳǇΥ ! ƭƻƴƎƛǘǳŘƛƴŀƭ 
ŎƻƘƻǊǘ ǎǘǳŘȅ 

²ŀƛǧΣ tΦLΦΤ aǳƪŀƪŀΣ aΦΤ DƻƻŘǎƻƴΣ tΦΤ {ƛƳǳYƻƴπ
ŘŀΣ CΦ5ΦΤ²ŀƛǧΣ /ΦWΦΤ CŜŀǎŜȅΣ bΦΤ !ƭƭŀƛƴΣ ¢ΦWΦΤ 5ƻǿƴπ
ƛŜΣ tΦΤ IŜȅŘŜǊƳŀƴΣ wΦ{Φ 

мΣлрт 

тлκп 
Cǳƭƭ ǘŜȄǘ 
ŀǊǝŎƭŜ 

мрκлмκ
нлмр 

Lt-мл ŘƛũŜǊŜƴǝŀǘŜǎ ōŜǘǿŜŜƴ ŀŎǝǾŜ ŀƴŘ ƭŀǘŜƴǘ 
ǘǳōŜǊŎǳƭƻǎƛǎ ƛǊǊŜǎǇŜŎǝǾŜ ƻŦ IL± ǎǘŀǘǳǎ ŀƴŘ 
ŘŜŎƭƛƴŜǎ ŘǳǊƛƴƎ ǘƘŜǊŀǇȅ 

LΦ ²ŜǊƎŜƭŀƴŘΣ bΦ tǳƭƭŀǊΣ WΦ !ǎǎƳǳǎΣ ¢Φ ¦ŜƭŀƴŘΣ YΦ 
¢ƻƴōȅΣ {Φ CŜǊǳƎƭƛƻΣ 5Φ YǾŀƭŜΣ WΦYΦ 5ŀƳňǎΣ tΦ 
!ǳƪǊǳǎǘΣ ¢Φ9Φ aƻƭƭƴŜǎΣ !ΦaΦ 5ȅǊƘƻƭ-wƛƛǎŜ 

сло 

тлκп 
Cǳƭƭ ǘŜȄǘ 
ŀǊǝŎƭŜ 

ммκлрκ
нлмп 

!ŘƧǳƴŎǝǾŜ ōƛƻƳŀǊƪŜǊǎ ŦƻǊ ƛƳǇǊƻǾƛƴƎ ŘƛŀƎƴƻπ
ǎƛǎ ƻŦ ǘǳōŜǊŎǳƭƻǎƛǎ ŀƴŘ ƳƻƴƛǘƻǊƛƴƎ ǘƘŜǊŀǇŜǳπ
ǝŎ ŜũŜŎǘǎ 

IǳǊΣ ¸ΦDΦΤ YŀƴƎΣ ¸Φ!ΦΤ WŀƴƎΣ {ΦIΦΤ IƻƴƎΣ WΦ¸ΦΤ YƛƳΣ 
!ΦΤ [ŜŜΣ {Φ!ΦΤ YƛƳΣ ¸ΦΤ /ƘƻΣ {ΦbΦ 

пфф 

тлκо 
Cǳƭƭ ǘŜȄǘ 
ŀǊǝŎƭŜ 

ммκлрκ
нлмп 

5ƛũŜǊŜƴŎŜǎ ƛƴ ǎŜǊǳƳ ƳƛŎǊƻwb! ǇǊƻŬƭŜǎ ƛƴ 
ƘŜǇŀǝǝǎ . ŀƴŘ / ǾƛǊǳǎ ƛƴŦŜŎǝƻƴ 

!ƪŀƳŀǘǎǳΣ ǎΦΤ IŀȅŜǎΣ /ΦbΦΤ ¢ǎǳƎŜΣ aΦΤ aƛƪƛΣ 5ΦΤ 
!ƪƛȅŀƳŀΣ wΦΤ !ōŜΣ IΦΤ hŎƘƛΣ IΦΤ IƛǊŀƎŀΣ bΦΤ 
LƳŀƳǳǊŀΣ aΦΤ ¢ŀƪŀƘŀǎƘƛΣ {ΦΤ !ƛƪŀǘŀΣ IΦΤ Yŀǿŀπ
ƻƪŀΣ ¢ΦΤ YŀǿŀƪŀƳƛΣ ¸ΦΤ hƘƛǎƘƛΣ ²ΦΤ /ƘŀȅŀƳŀΣ YΦ 

прф 

тлκн 
Cǳƭƭ ǘŜȄǘ 
ŀǊǝŎƭŜ 

нуκлуκ
нлмп 

!ǇǇŜƴŘƛŎŜŎǘƻƳȅ ŦƻǊ ǎǳǎǇŜŎǘŜŘ ǳƴŎƻƳǇƭƛŎŀǘπ
ŜŘ ŀǇǇŜƴŘƛŎƛǝǎ ƛǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ŦŜǿŜǊ ŎƻƳπ
ǇƭƛŎŀǝƻƴǎ ǘƘŀƴ ŎƻƴǎŜǊǾŀǝǾŜ ŀƴǝōƛƻǝŎ Ƴŀƴπ
ŀƎŜƳŜƴǘΥ ! ƳŜǘŀ-ŀƴŀƭȅǎƛǎ ƻŦ Ǉƻǎǘ-
ƛƴǘŜǊǾŜƴǝƻƴ ŎƻƳǇƭƛŎŀǝƻƴǎ 

YƛǊōȅΣ !ΦΤ IƻōǎƻƴΣ wΦtΦΤ .ǳǊƪŜΣ 5ΦΤ /ƭŜǾŜƭŀƴŘΣ ±ΦΤ 
CƻǊŘΣ DΦΤ ²ŜǎǘΣ wΦaΦ 

нфп 

тлκп 
Cǳƭƭ ǘŜȄǘ 
ŀǊǝŎƭŜ 

мнκлрκ
нлмп 

DŜƴƻǘȅǇƛƴƎ ŀƴŘ ƳƻƭŜŎǳƭŀǊ ŎƘŀǊŀŎǘŜǊƛǎǝŎǎ ƻŦ 
ƳǳƭǝŘǊǳƎ-ǊŜǎƛǎǘŀƴǘ aȅŎƻōŀŎǘŜǊƛǳƳ ǘǳōŜǊŎǳπ
ƭƻǎƛǎ ƛǎƻƭŀǘŜǎ ŦǊƻƳ /Ƙƛƴŀ 

½ƘŀƴƎΣ ½ΦΤ [ǳΣ WΦΤ [ƛǳΣ aΦΤ ²ŀƴƎΣ ¸ΦΤ vǳΣ DΦΤ [ƛΣ IΦΤ 
²ŀƴƎΣ WΦΤ tŀƴƎΣ ¸ΦΤ [ƛǳΣ /ΦΤ ½ƘŀƻΣ ¸Φ 

нфм 

тлκо 
Cǳƭƭ ǘŜȄǘ 
ŀǊǝŎƭŜ 

нтκмлκ
нлмп 

wŜǎƛǎǘŀƴŎŜ ǇŀǧŜǊƴǎ ŀƴŘ ƻǳǘŎƻƳŜǎ ƛƴ ƛƴǘŜƴπ
ǎƛǾŜ ŎŀǊŜ ǳƴƛǘ όL/¦ύ-ŀŎǉǳƛǊŜŘ ǇƴŜǳƳƻƴƛŀΦ 
±ŀƭƛŘŀǝƻƴ ƻŦ 9ǳǊƻǇŜŀƴ /ŜƴǘǊŜ ŦƻǊ 5ƛǎŜŀǎŜ 
tǊŜǾŜƴǝƻƴ ŀƴŘ /ƻƴǘǊƻƭ ό9/5/ύ ŀƴŘ ǘƘŜ /Ŝƴπ
ǘŜǊǎ ŦƻǊ 5ƛǎŜŀǎŜ /ƻƴǘǊƻƭ ŀƴŘ tǊŜǾŜƴǝƻƴ ό/5/ύ 
ŎƭŀǎǎƛŬŎŀǝƻƴ ƻŦ ƳǳƭǝŘǊǳƎ ǊŜǎƛǎǘŀƴǘ ƻǊƎŀƴƛǎƳǎ 

aŀǊǝƴ-[ƻŜŎƘŜǎΣ LΦΤ ¢ƻǊǊŜǎΣ !ΦΤ wƛƴŀǳŘƻΣ aΦΤ 
¢ŜǊǊŀƴŜƻΣ {ΦΤ ŘŜ wƻǎŀΣ CΦΤ wŀƳƛǊŜȊΣ tΦΤ 5ƛŀȊΣ 9ΦΤ 
CŜǊƴłƴŘŜȊ-.ŀǊŀǘΣ [ΦΤ [ƛ ōŀǎǎƛΣ DΦ[ΦΤ CŜǊǊŜǊΣ aΦ 

нур 

тлκо 
Cǳƭƭ ǘŜȄǘ 
ŀǊǝŎƭŜ 

ноκмнκ
нлмп 

!ƴ ƛƴŦŜŎǝƻǳǎ ŘƛǎŜŀǎŜκŦŜǾŜǊ ǎŎǊŜŜƴƛƴƎ ǊŀŘŀǊ 
ǎȅǎǘŜƳ ǿƘƛŎƘ ǎǘǊŀǝŬŜǎ ƘƛƎƘŜǊ-Ǌƛǎƪ ǇŀǝŜƴǘǎ 
ǿƛǘƘƛƴ ǘŜƴ ǎŜŎƻƴŘǎ ǳǎƛƴƎ ŀ ƴŜǳǊŀƭ ƴŜǘǿƻǊƪ 
ŀƴŘ ǘƘŜ ŦǳȊȊȅ ƎǊƻǳǇƛƴƎ ƳŜǘƘƻŘ 

{ǳƴΣ DΦΤ aŀǘǎǳƛΣ ¢ΦΤ  IŀƪƻȊŀƪƛΣ ¸ΦΤ !ōŜΣ {Φ нтм 

Top ten most downloaded articles this year (to date) 

print pages have been made available to JOI in 

2015 at no additional cost to the BIA. This will en-

able JOI to maintain its strong publication times 

Once accepted papers have taken on average 2.2 

weeks to appear on ScienceDirect 

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 

average of 30,075 per month 

Members can now access the Journal of Infection 

content via a bespoke  iPad and iPhone App 

Journal initiatives include OA Hybrid option, YP-

YW, Crossmark, EMPOWER, Audio Slides, High-

lights & Graphical abstracts and Google Maps, My 

Research Dashboard, Journal Insights and  Review-

er Recognition platform 
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Joby Cole  

BIA (professional affairs) trainee repre-

sentative, & ID SAC trainee representative. 

 

he new curriculum for Infectious Diseases and 

CIT as well as Medical Microbiology or Virol-

ogy 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 arrange-

ments for all other trainees will be dependent on the 

traineeôs specialty, whether they are on a dual pro-

gramme and their CCT date.  

There will be one e-portfolio for all medical microbi-

ology, 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 sum-

mer 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 transi-

tion arrangements. 

Questions about your training?  

Do you have some great ideas you 

want to discuss? Want to access great 

training resources?       Then ask the BIA. 

You can contact your traineesô representatives on the 

BIA council or even better share your views on the 

traineesô forum section of the BIA website. There are 

also links to resource for trainees in all infection spe-

cialties  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 traineesô 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 traineesô forum! 

T 

Healthcare Infection        

Society Trainee               

Representative  

The role of the representative currently involves be-

ing a member of the HIS Council (attending quarterly 

meetings London), where you will form a link be-

tween the trainees and HIS, be involved with the Edu-

cation 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 repre-

sentative would also be expected to be a member of 

HIS.  

If you're interested or if you have any further ques-

tions/want to find out more - you can contact Gayti, 

the outgoing rep via email (gayti.islam@gmail.com).  

Clinical Research Fellow opportunity 

in Brisbane, 

Australia  

A Clinical Research 

post is available at 

the Herston Health 

campus which comprises the Royal Brisbane and 

Womensô Hospital, QIMR Berghofer Medical Re-

search 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 

Professor James McCarthy 

Department of Infectious Diseases RBWH,  

Tel +617 3845 3796 

j.mccarthy@uq.edu.au 

mailto:gayti.islam@gmail.com
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Survey of Infection CCT holders   

2009-2013    
     

o date there have been no real data on where ID 

or MM/MV trainees are ending up post-CCT. As 

a consequence little is really known about the 

clinical workload of MM or MV and ID/MM or MV CCT 

holders and existing trainees have added uncertainty 

about future job 

prospects , be 

they ID/GIM, 

ID/MM or MV. 

Such infor-

mation would 

also be useful 

for workforce 

planning, par-

ticularly with 

the changes to 

future infection 

training. 

A Survey Mon-

key question-

naire was sent 

to all BIA 

members re-

questing indi-

viduals with 

CCT in ID/TM/

MM/MV be-

tween 1st Janu-

ary 2009 and 

31st December 2013 to complete a short questionnaire. 

The key questions addressed were current/former posi-

tions post-CCT, research history, clinical responsibilities 

(e.g. in-patient care), on-call commitments and respond-

ents were also asked 

for a breakdown of 

PAs. 

Responses  

107 responded of 

whom 98 with CCT 

dates since 2009 were 

included. ID/GIM (inc 

tropical) 39, MMMV 

32,ID/MMMV21, ID 

alone 6. 

 

 

How representative are the results?  

¶ Infectious Diseases -  66/80 (82.5%) + additional 9 

individualsô whereabouts known: 75/80 (93.4%)  

¶ Microbiology/Virology ï 53/? 

Experiences setting up infection services and  evolving 

roles within job   

New OPAT ser-

vices was a com-

mon theme, via 

an infection ser-

vice or acute 

medicine. Infec-

tion CCT al-

lowed care of 

more complex 

cases and OPAT 

substituted for 

acute med PAs. 

Other themes 

included; Sepsis 

care pathway 

development, 

infection control, 

the importance 

of working with 

other specialties, 

viral hepatitis 

outreach services 

in community, 

prisons etc. CCT 

holders reported 

that their Trusts see improved quality of care for patients 

with new infection services (business cases for new col-

leagues).  

Where traditional divide between ID & MM/MV exists 

there is a feeling that 

advent of new infec-

tion training may 

allow easier amal-

gamation. 

A number of chal-

lenges were cited 

including; feeling 

that skills as a clini-

cian not valued and 

teams purely want 

óantibiotic adviceô, 

T 

1. Employment ï by CCT 

Specialty of post obtained (dual CCT-holders) 
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 Trainees’ Pages 

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 ac-

count when expanding own services. 

Thushan de Silva, 

Clinical Lecturer in Infectious          

Diseases,  

University of Sheffield 

Breakdown of work (by CCT) 
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http://www.regonline.co.uk/Thera2015
https://www.eventsforce.net/fitwise/frontend/reg/tOtherPage.csp?pageID=108710&eventID=284&eventID=284
https://www.eventsforce.net/fitwise/frontend/reg/tOtherPage.csp?pageID=108710&eventID=284&eventID=284
http://events.rcpe.ac.uk/events/334/infectious-diseases
http://events.rcpe.ac.uk/events/334/infectious-diseases
http://www.shu.ac.uk/faculties/hwb/cpd/dontpanic/
https://www.eventsforce.net/fitwise/frontend/reg/thome.csp?pageID=93175&eventID=247&eventID=247
https://www.eventsforce.net/fitwise/frontend/reg/thome.csp?pageID=93175&eventID=247&eventID=247
http://www.hartleytaylor-registration.co.uk/docs/NOI0prog.pdf
https://www.eventsforce.net/fitwise/frontend/reg/thome.csp?pageID=109927&eventID=287&eventID=287
http://www.ucl.ac.uk/iph/education
http://viral-hep.org/
http://www.fph.org.uk/events/public_health_england_annual_conference
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http://www.hpv2015.org/?gclid=CNfRsuPk38QCFajHtAodAXMAzQ
http://www.icaac.org/
http://www.ips.uk.net/education-events/annual-conference
http://www.idweek.org/
http://www.hartleytaylor-registration.co.uk/docs/RHM0topics.pdf
https://registration.hinxton.wellcome.ac.uk/display_info.asp?id=501
http://www.bhiva.org/AutumnConference2015.aspx
http://actiononinfection.com/
https://rstmh.org/events/research-progress-2015-save-date

