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Holiday Typhoid
Apart from the occasional outbreak such as at Aberdeen most cases of
typhoid in Britain nowadays originate abroad, notably on holiday. At
present special interest is focused on an outbreak in persons who stayed
at the same hotel in Tunisia. So far at least 38 cases are known to have
occurred-8 in Britain, 16 in Germany, 13 in Switzerland, and 1 in
Holland. One English and one German patient have died. The out-
break was caused by phage-type El of Salmonella typhi. In addition to
Tunisia typhoid fever has also been acquired this summer during holidays
in Tangier, Spain, and France.
As would be expected, most infections acquired on holiday occur in

countries where the incidence of the disease in the general population is
very much higher than in Britain. The countries on the Mediterranean
littoral (especially Spain) have made a major contribution to this problem.
The volume of sporadic " holiday typhoid fever" may increase because
of the rising popularity and scope of package holidays. When in addition
communal food is contaminated by a typhoid carrier, as probably hap-
pened in the Tunisian incident, the number of people at risk increases
sharply and an epidemic will occur. The question thus arises of what
can be done to minimize the possibility of contracting typhoid fever while
on holiday in these countries. The risk of infection cannot be entirely
eliminated because of the prevalence of the disease in the countries con-
cerned. But it can be reduced.

In the first place travel agents handling package holidays might exert a
considerable influence by assuring themselves that the accommodation they
offer is healthy as well as comfortable. Hotels should be staffed by
people who have been reasonably tested to exclude the typhoid carrier
state: at the very least this means the bacteriological examination of
excreta. It is also axiomatic that the general hygiene of hotels should be
satisfactory, the water supply reliable, and the sanitation efficient. When
tourists travelled abroad independently the responsibility rested on them-
selves. With the increasing volume of package holidays the situation has
changed, and it can justifiably be said that the travel agents now carry a
considerable burden of responsibility. They should recognize this and
take precautions to safeguard the health of the tourists they serve.

Sporadic cases of typhoid fever may be inevitable in persons travelling
to areas where the disease is prevalent, but conditions in hotels and on
excursions should be sufficiently well supervised to reduce the possibility
of outbreaks in tourists to vanishing-point.

Doctors consulted for advice on the personal measures needed to avoid
infection should recommend antityphoid inoculation, which offers about
7000 protection with the available vaccine. Inoculation consists in two
doses of vaccine separated by an interval of not less than ten days, but
preferably of four to six weeks. If possible it should be completed at
least one month before departure abroad. But it should be noted that
vaccination may be ineffectual against a massive onslaught by the typhoid
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bacillus, as might occur when the organism has multiplied in
contaminated food. Travellers should be warned not to trust
local water supplies and should drink wine or bottled mineral
water with their meals. If they wish to use tap-water for any-
thing but washing in areas of high risk they should carry
water-sterilizing tablets, which can be bought cheaply in this
country. As a general rule one of these tablets will sterilize
a litre of water in about 30 minutes. Soft-skinned fruits can
be made safer by being immersed for 30 minutes in water
containing four sterilizing tablets to the litre. Cold foods and
salads should be avoided, as should eating in -general in
villages. These precautions will probably reduce the risk of
the tourist's contracting not only typhoid and paratyphoid
fevers but also the enteritis which so commonly afflicts them
on arrival in these countries.

Chloramphenicol is effective in the treatment of typhoid
fever. It has reduced the mortality from about 10% to 1%
or less, and shortens the duration of the illness. But the
longer the delay in diagnosis the greater the risk to the patient
from the lack of use of the drug. Some discussion of the
early diagnostic features of the disease is given in an article
below (page 608). Though premonitory symptoms may
develop while the tourist is still abroad, the onset of typhoid
fever usually occurs after his return to this country. Con-
sequently, in the case of persons returning from areas where
its incidence is high the possibility of the disease must be
considered from the first day onwards in any pyrexial illness.
If this is borne in mind, unnecessarily prolonged illness is
avoided and the prognosis of the disease improved.

"Holiday typhoid" puts at risk persons who, having
returned home, may be widely scattered over the country. In
this respect the rapid exchange of information between medi-
cal officers of health helps to define the extent of an outbreak.
The Department of Health and 'Social Security usually
receives early information of cases and disseminates it. Travel
agents are anxious to co-operate and will supply nominal rolls
of persons in their parties. The availability of this informa-
tion helps both the early recognition of cases and the investi-
gation of contacts. This may be specially important if a per-
son at risk is employed in the manufacture or handling of food.

In the case of an outbreak in a holiday resort which has
probably been caused by an infected meal or by a discrete
period of contamination of a water supply, the dates between
which the incident has occurred can be estimated by deter-
mining the earliest date of departure and the latest date of
arrival of cases in the outbreak. Patients will often volunteer
the information that they and others in their party had attacks
of vomiting or diarrhoea, and this may be valuable in arriving
at possible dates of infection and in the exploration of the
outbreak. Cultures of the typhoid bacillus should be sent to
the Enteric Reference Laboratory, Colindale, London, for
phage-typing as soon as possible after isolation. All cultures
in an outbreak belong to the same phage-type. The rapid dis-
patch of cultures for phage-typing, as well as speeding up
information on whether they are epidemiologically uniform,
may give early warning of the existence of an outbreak.

Despite the publicity on the recent cases through the media
of mass communication it should be emphasized that the
total number is not large. However, typhoid fever has become
news of recent years, largely because of the Zermatt and
Aberdeen epidemics, and a good deal of misconception has
arisen on the subject of its infectivity. It is a communicable
but not a contagious disease. Infection does not occur unless
the typho.id bacillus is ingested. Thus the disease does not
spread with the freedom of smallpox, and the cases are usuall

limited to those who have been infected by the primary
source. Secondary cases are relatively rare, and there is no
risk of general spread. Though it must always be taken
seriously, therefore, there is no justification for sensational
reporting on typhoid fever as if it were the plague.

To the foreign observer Britain's multiplicity of medical
qualifications is confusing, even slightly comic. For his part
the native of these shores must sometimes wonder whether
the jungle of degrees, doctorates, masterships, and diplomas
is not just a device for enriching the coffers of examining
bodies. Some simplification has long been overdue, and the
announcement last week about the M.R.C.P. examination by
the presidents of the Royal Colleges of Physicians in London,
Edinburgh, and Glasgow (page 663) is welcome.
The imminence of vocational registration and Common

Market possibilities have made critical scrutiny of all higher
qualifications imperative. Perhaps most in need of
rationalization have been the higher diplomas offered by the
Royal Colleges in medicine and surgery. Crucial years and.
much money could be spent in obtaining them, and at the
end there lurked the suspicion that in the race for jobs-at
least in some areas-the holder of more than one fellowship
or membership had an advantage over the applicant with only
one. The process of reform and collaboration which the
surgical colleges began as long ago as 1955' is gathering
momentum. In October 1968 the Royal Colleges of
Physicians of London and Edinburgh and the Royal College
of Physicians and Surgeons of Glasgow established a common
Part I examination for their memberships, it being their
ultimate aim2 to discourage candidates from acquiring by
examination the membership of more than one college.
From October this year candidates successful in the mem-

bership examination of any of the three Royal Colleges of
Physicians will be awarded the M.R.C.P. (U.K.). This will
entitle them to certain privileges in each of the colleges, but
not of itself to membership of an individual college. This.
will cease to be obtainable by examination. A holder of the
M.R.C.P. (U.K.) will, however, be able to apply for such
closer association with a particular college as its constitution
allows. For the present each college will continue with its.
own Part II examination, though talks are proceeding with a.
view to getting a common examination.
What could so easily undermine the colleges' wholly admir-

able purpose is any real variation in standard of the three
examinations leading to the common diploma. The colleges
themselves regard the present Part II examinations as of
equal standard, and a substantial interchange of examiners
has been arranged to help keep them that way. But the acid'
test will be what the candidates do. It would be a sad:
spectacle, and bring the U.K. diploma into disrepute, if at.
each examination a flood of candidates descends on one col-
lege and only a trickle goes to the other two. The sooner
therefore that a common Part II examination can be achieved'
the better.

IBritish Medical 7ournal, 1969, 1, 502.
2 British Medical 7ournal, 1968, 1, 849.
3Report of the Royal Commission on Medical Education, 1965-68&

1968. London, H.M.S.O.
4British Medical Journal, 1969, 1, 569.
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