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TO THE EDITOR: The Australian Defence
Force (ADF) has sustained many cases of
malaria following service in East Timor.1

To reliably prevent relapse of malaria
caused by the Chesson strain of Plasmodium
vivax present in this region, larger doses of
primaquine are required2 (up to 6 mg/kg
total dose,3 compared with > 3.5 mg/kg to
prevent relapse of sub-Saharan vivax
malaria4). The ADF uses 1500 mg chloro-
quine (total base) followed by 315 mg
primaquine (total base) for the treatment of
vivax malaria, which, in Australia, is
commonly treated either without prima-
quine or with inadequate dosages of either
chloroquine or primaquine.5

A fit, 65 kg male soldier who deployed to
East Timor from October 1999 to May
2000 experienced one episode of vivax
malaria during his deployment and a
further four episodes on return to Australia
(Box). Having had malaria in East Timor,
he complied closely with postexposure
prophylaxis with primaquine and tolerated
his dose (7.5 mg three times daily with
meals) well for the required 14 days
(315 mg total). He was seronegative for
HIV, hepatitis C, and dengue IgG and IgM,
and was not glucose-6-phosphate dehydro-
genase deficient.

The Table shows that our patient had a
parasite that was apparently responsive to

chloroquine, although it did not respond as
readily in the last episode.

In his first episodes of malaria on return
from East Timor, he received the recom-
mended dose of primaquine, but developed
recurrences in the absence of further
exposure to malaria. These relapses pre-
sumably indicate an inadequate response to
the primaquine. The total dose of pri-
maquine used for postexposure prophylaxis
and treatment of the first episodes in
Australia was about 4.8 mg/kg. He has
subsequently received a treatment of 6 mg/
kg total primaquine (see Table, Episode 5).
This follows extended suppression with
chloroquine before and doxycycline during
a three-month deployment to Malaysia.
There has been no further relapse six
months after treatment.

Chesson-strain vivax malaria is known to
be difficult to treat and in which to prevent
further relapse. Adequate primaquine to
treat vivax malaria from other areas is not
adequate for that contracted to the immedi-
ate north of Australia. Relapsing vivax
malaria from East Timor may require a
dose of 6 mg/kg of primaquine to prevent
further relapse.
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TO THE EDITOR: We were disappointed
with the article by Bailie and Runcie on
household infrastructure in Aboriginal
communities.2 It has major methodological
and ethical problems that, in our view,
should have precluded its publication.

The data were not collected by a process
which allows meaningful scientific analysis.
In determining the state of health hardware,
the authors did not outline the testing
methods or how functioning of different
items was assessed. No standardised proce-
dure is evident within the process, no
formalised training of those conducting the
assessment is indicated, and there is no
evidence that supervision or auditing of
consistency was performed. In fact, these
problems are acknowledged by the authors
in a publication on the same project, in
which they state: “There was no protocol
for a number of steps in the data collection
process. There was no protocol for what
type of information was gathered by
interviewing residents, nor for which resi-
dent was the most appropriate interviewee.

“The way data was collected varied
between field officers, and the way an
individual officer collected data varied
between houses. Firstly, the items might be
observed. Secondly, but not always, items
may be tested for functionality (eg, by
turning a tap on). Whether items were
physically tested sometimes depended on
how “clean” the house was. If it was clean,
then the items were sometimes assumed to
be functioning...”.3

No amount of analysis can correct for
such inadequacy in primary data. The
authors dismiss this problem by referring to
consistent patterns of data across different
communities. This in no way addresses the
problem of identifying the true level of
hardware functioning. It simply suggests
that measurement omission or error was
widespread.

Even if the items tested did not require
maintenance, this does not indicate that
they were functioning adequately, as no
defined and standardised tests were applied
(see Appendix B, page 38, in reference 2).3
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Parasite density and treatment during the patient’s episodes of malaria

Episode
Date of 

diagnosis Parasite density Treatment

1 1 April 2000 Positive on 
immunochromatographic 

test*

Chloroquine 1500 mg,
continued doxycycline 100 mg daily,

primaquine 315 mg from 2 May

2 17 July 2000 23 000/�L Chloroquine 1500 mg, 
then primaquine 315 mg

20 July 2000 No parasites seen

3 26 Sep. 2000 8607/�L Chloroquine 1500 mg, 
then primaquine 315 mg

29 Sep. 2000 No parasites seen

4 11 Dec. 2000 11 400/�L Chloroquine 1500 mg, 
then weekly for two months†

14 Dec. 2000 No parasites seen

5 3 April 2001 Occasional trophozoites 
on thick and thin  film

Chloroquine 1500 mg, then weekly for one 
month; doxycycline for three months,

then primaquine 420 mg

6 April 2001 Occasional trophozoites 
only on thick film

*Immunochromatographic test used in the field.
†Patient ceased treatment.


