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LETTERS

plus the identification of E. histolytica-like
parasites, with or without objective evidence
of histopathology. Anything more could be
justified only within the context of a well
funded and carefully designed research pro-
gram and/or epidemiological study.
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IN REPLY: We agree with Hung that molec-
ular and antigen testing methods are more
sensitive for Entamoeba histolytica detection
than microscopy and that reliance on micro-
scopy alone would result in under-detec-
tion. Our algorithm1 was presented the way
it was for several reasons. Firstly, both
molecular and antigen testing are signifi-
cantly more expensive than microscopy. Sec-
ondly, as these tests can currently only

to ensure that alternative diagnoses (eg,
inflammatory bowel disease) that require
different treatment are not overlooked, all
attempts to accurately speciate Entamoeba
complex should be undertaken. We
acknowledge that speciation using the
polymerase chain reaction is beyond the
means of most laboratories, but this is not
the case for enzyme immunoassay testing of
stool samples, which is rapid, sensitive and
relatively cheap.

For asymptomatic patients who are carri-
ers of E. histolytica cysts, the World Health
Organization recommends treatment.5

However, in areas of low prevalence such as
Australia, Entamoeba cysts are more likely to
be non-pathogenic E. dispar or E. moshkovskii
species than E. histolytica.3 Thus, in Aus-
tralia, treatment would be unnecessary in a
high proportion of patients. Furthermore,
therapy requires a luminal agent (paramo-
mycin), which is difficult to obtain. The
most practical solution is to either give no
treatment or to treat only those patients who
have tested positive for E. histolytica.
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Why would anyone be 
an academic?
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TO THE EDITOR: Two recent articles in the
Journal touch on the current plight of medi-
cal academics. Hays emphasises the need to
reassert the role of teaching in academic
medicine — otherwise, “our aim to produce
safer, more efficient doctors will be under
threat”.1 Joyce and colleagues outline the
projected increase in the number of gradu-
ates from Australian medical schools,
although their concern is more for the post-
graduate careers of these young doctors than
for their initial clinical training.2

In 2006, Van Der Weyden warned that
not only do new ways of teaching medical
students need to be rapidly explored but
also that more skilled teachers must be
found and trained.3 Medical students them-
selves believe that more clinical teachers are
required to ensure that the increasing num-
bers of students are taught effectively.4

From personal experience we know that,
while many full-time clinicians are both
willing and inspiring teachers at undergrad-
uate level, a core of permanent academics is

CORRECTION
Re: “Influenza outbreak related to air
travel”, by Andrew G Marsden, in the 4
August 2003 issue of the Journal (Med J
Aust 2003; 179: 172-173). The title
should have been “Outbreak of influ-
enza-like illness related to air travel”,
consistent with the text. ❏




