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Road. Its present land plot is very large and commercially
valuable. As mentioned earlier, the old Middleton Hospital
began in 1907, and it appears it will last 100 years before a
new replacement will take over. In today’s globalised world
where an outbreak of one infectious disease has the potential
to very quickly spread to every country in the world, how
should we handle such a situation in very small Singapore
where air travel is rapid and efficient? Is a quarantine centre
concept viable? Can we “catch” people who are infected,
fast enough to quarantine them somewhere before the
community is exposed to the infection and infected? And
if quarantine is feasible, then where? St John’s island?
If unlike SARS (where droplet spread and contact are the
modes of disease transmission), it is an airborne infectious
disease or some act of biological terrorism, then what?

Is the current infrastructure, now that we have CDC 1
and CDC 2 operational (and $35 million spent in a hurry to
have these up and running), adequate to effectively handle
another SARS outbreak? Hopefully, the answer is yes. But
what about a different infection, with larger numbers
infected and in need of isolation? Would 222 isolation
beds be enough? Singapore is a small nation but densely
populated. Is a centralised outbreak management an effective
strategy? Maybe it was for the Nipah outbreak (a zoonosis)
and SARS (a nosocomial infection). So how should we plan
to handle control, prevention, detection and management
of infectious diseases? There is a small plot of land reserved
next to TTSH and facing the Ministry of Home Affairs
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1. SUBMISSION OF CLAIMS TO UMP
In view of the release of UMP from provisional liquidation
on 10 November 2003, SMA has written to UMP members
in Singapore to advise that there was no need to lodge
proofs of debt with the UMP Provisional Liquidator. Members
who wanted to pursue their claims could submit them to
UMP. One possibility was to send UMP a joint letter with
all the collated claims. If the claims were not accepted,
it would then be necessary to seek the advice of Australian
lawyers on legal recourse.

Additionally, in response to requests and as a service
to members, the SMA has been assisting to collate and
despatch the claims that former UMP members would
like to submit to UMP.

Thus far, 538 members have requested the SMA
to submit on their claims to UMP. 31 have indicated that
they do not wish to submit any claims. The first batch
of 250 claims will be submitted to UMP by the year-end.

The SMA will update UMP members on the status of
these submissions. ■
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(our very own twin towers along Irrawaddy Road) for a new
CDC. How should we proceed?

Should the new CDC handle the bioterrorism threat as
well? There are eight important respiratory agents that have
been or could be used in bioterrorism. These are: anthrax,
tularaemia, pneumonia plague, brucellosis, Q fever, smallpox,
ebola haemorrhagic fever and coccidioidomycosis. Most of
us doctors have never seen a case in Singapore. In the past,
bacillus anthracis, francisella tularensis, variola major, yersinia
pestis and ebola virus have been evaluated and/or used as
biological weapons. These organisms can be spread by aerosol
dispersal, and under ideal meteorological conditions, could
infect thousands of individuals. Smallpox, ebola haemorrhagic
fever, and plague can also be transmitted by person-to-
person contact. All of these diseases can cause significant
morbidity. However, only anthrax, smallpox, plague and ebola
haemorrhagic fever are highly lethal. Vaccines are available
for smallpox, anthrax and plague. Vaccines have also been
developed for tularemia, Q fever, and brucellosis but they are
not readily available. Antimicrobial treatments are available
for anthrax, plague, tularaemia, Q fever, brucellosis and
coccidioidomycosis. However, drug resistant strains of F tularensis
and B anthracis could make treatments ineffective. Supportive
care is the only treatment available for smallpox and ebola
haemorrhagic fever. (Online resources available for bioterrorism
can be found at www.bt.cdc.gov; www.idsociety.org;
www.hopkins-biodefense.org and www.niaid.nih.gov)  ■

Note:
Part 9 will be continued in the next issue of SMA News.

SMA HEALTHCARE COURSES
SMA has been partnering the Institute of Technical Education
(or ITE) to offer the ITE Skills Certificate in Healthcare (Out-
patient) Traineeship Programme to SMA members. This
programme allows clinics to enroll their existing staff or
recruit new staff to be trained through SMA.

To participate, clinics must be able to provide at least
75% of the tasks stipulated in the ITE On-the-Job Training
(OJT) Tasklist and be an approved traineeship company of ITE.
ITE officers will discuss with the clinic to assess its suitability
as an OJT provider, after which the clinic may submit its
application to ITE. The whole process will take at least two
weeks. Upon approval, these clinics will provide the OJT part
of the Traineeship Programme, while the off-the-job training
will be done by SMA.

Under current SDF guidelines, the OJT component is
eligible for a claim of 10% of the OJT training hours at S$6
per hour, while the off-the-job training course fees charged
by SMA will be subsidised at S$10 per training hour. The
Traineeship Programme is a win-win solution for clinics to
solve their manpower needs as it allows new trainees to be
recruited from ITE free-of-charge, or the existing pool of full-
time staff to be trained to national standards.

Clinics that wish to sign up for the Traineeship
Programme can call SMA at Tel: 6223 1264 or Mr Chin
Chi Wei (ITE) at Tel: 6772 0774.
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