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Editorial

W

elcome to the ninth issue of this journal with
content that I hope you enjoy and find
educative. We are now attracting contributors from far afield but look to the membership to provide material on the local scene. The controversial
lead article is a reminder of how travel related disease
may change with continued global warming and the
following piece details a new system the European
Union is creating, to help deal with current and future
travellers health problems.
Articles on sea, air travel and the Hajj relate to mass
travel and items on diving, high climbing and expeditioning cater for the niche market. Our correspondent
in Honduras provides a heart rending account of his
work in rural Honduras which is echoed in the article
on the Friendship Hospital Ship in Bangladesh.
Production of the journal depends on the support of
a tiny number of enthusiasts and I wish to thank
Alexandra Jordan for her help with proof reading and
her scenarios and regret she will be leaving the pub-

lishing sub committee. Mike Townend is also stepping
down from editorship of Travelwise. His time and
work as editor and Chair of the sub committee has
been greatly appreciated. My own time as journal editor is coming to a close and the direction of the journal
will lie in the hands of others. I created the first annual publication in 2000 and hope to shortly see the tenth
edition of a journal which has gained national and
international recognition. Its future depends on contributions from members and the commitment of your
executive committee.
My exhortations for articles, anecdotes and research
often appear to fall on deaf ears. If you read it, like or
dislike it let us know. It remains a rare opportunity to
see personal writing creations in print and the chance
to influence and educate colleagues in the field of
travel medicine. Join with us and ensure that further
volumes are produced in a publication all can appreciate.
Iain B. McIntosh.

Report from the Chair

M

embers of the Executive Committee have
completed their term in office and several are
standing down. Some have been in post for
six years and all have served the association well. Our
special thanks and appreciation go to Carolyn Driver,
former Chair, Tim Lyttle, previous treasurer, Mike
Towend, editor of Travelwise and Cate Riley, a conference organiser. Successful nominations from the membership have brought Larry Goodyer a former coopted member, Reggie Cooke who organised the recent
North Ireland conference, Sarah Buckley, and Steve
Riley into the executive. Their willingness to stand for
office promises an active, committed team to manage
association affairs. Damian Williams who has a keen
interest in internet technology has agreed to be coopted to oversee the website. All are welcomed to the

executive committee and I look forward to working
with then until my term as Chair terminates.
There are places on all the sub committees for other
members to serve and support BTHA. We particularly
need people willing to proof read the journal and be
involved in publications sub committee. Nominations
for Honorary Fellowship of BTHA have been screened
and the first awards will be made at the annual conference. We hope this cohort will enlarge with time
and provide back-up support for the executive.
Nominations can be made by members at any time
with annual awards. The new Chair will be elected at
the next executive meeting and I wish the incumbent
every success in advancing the BTHA in its second
decade.
Iain B. McIntosh.
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Global Climate Change
James Willis
Like Canute are we blindly ignoring
the inevitable?
“Who is to say that the current trend, whether a natural
cycle or man made, won’t also provide more benefit than
harm? In any case it is a very gradual shift and we can deal
with it in time if necessary”, David, Houston, Texas USA.
Contribution to a BBC website on the subject “Does climate
change pose a bigger threat to the planet than terrorism?”
We will only know for sure if predictions of catastrophic climate change due to human activity are correct when the catastrophe happens. Even then, some
people will go on arguing, as the sea drowns vast
coastal areas around them, that it is all an amazing
coincidence.
What I can’t understand is the vitriol that comes
from the ecosceptic camp. Don’t they have grandchildren too? If someone flags down your car and tells
you they think the road over the crest of the hill may
be starting to subside into a quarry, the normal reaction is to be grateful. Or at least to slow down. Only a
complete imbecile would step on the gas and shout
invective about the human right to party. Of course
the warning may be a hoax, or the person may be
wrong, but the sensible thing is to take appropriate
precautions.
The other thing I can’t understand about the
ecosceptics is their certainty. In the midst of our society’s unprecedented dependence on technology and
our official belief in rationality (exemplified for us
doctors by evidence-based medicine), we are witnessing an explosion of irrationality among the public.
They simply do not understand the characteristics of
reliable knowledge, and are absolutely hopeless when
it comes to comparing the scale of hypothetical risks.
They worry about tiny or manifestly non-existence
dangers that are publicised by the media. They acquiesce with a stepwise outlawing of any activity that
carries the smallest degree of risk, so that diving
boards have been removed from swimming pools
across the world, and you are no longer supposed to
fit a plug onto a household appliance.
Meanwhile when an international conference on
preventing dangerous climate change reports that
things are worse than previously thought, and that we
are facing the greatest peril that has ever confronted
mankind, people find any fatuous excuse to turn their
heads away. They think the warnings are boring, predictable, exaggerated, not something that they can do
anything about anyway. Notoriously, they cast around
for anyone who can be called a scientist and who disagrees. This “expert” will be given a place on any discussion – ostensibly to “balance” it, but in effect to
grossly distort it.
If we believe in preventive medicine nothing else

touches this for importance. You can leave my skyhigh cholesterol, you can let me smoke like a chimney,
and you can let me tear about on my motorcycle. The
thing to get serious about is CO2 emissions and sustainability. There may not be points in this under the
new GP contract, but now is the time to show your
independence. There are no votes in it for politicians,
so the public are going to have to lead them by the
nose. And nobody leads the public better than their
old GP’s. If we showed our patients and our communities that we are serious about this we could make a
crucial difference. We are scientists, and we are highly
trained in recognising reliable knowledge in this case
is that we still have time to avoid the worst-case scenario.
Sorry, I have to make a correction. I asked above
“don’t they have grandchildren too?”. I should, of
course, have said “children”. It’s all much more immediate than we hoped.
James Willis, FRCGP, works as a GP in a small practice in a large
health centre.

Global Climate Change and
Travel Risk
Higher summer and winter temperatures and increased
rainfall have now been significantly associated with
emerging arthropod-borne infectious disease epidemics,
including West Nile virus in the United States, Rift
Valley fever virus in Africa and plague in India.
Major Travel Risks
Recommendations to reduce travel risks
Tropical storm activity
Monitor local weather forecasts
Heat wave related stress
Avoid dehydration
Thinning river and lake surface ice
Avalanche activity
Monitor snow and ice depth quality:
head advisories
Island and coastal flooding
Do not camp on beaches, deltas, marsh islands
or rother tidal flood planes
UV-A exposure, UV-B exposure,
UV-C exposure
Wear hats and long sleeves when outdoors
in sunlight
Earthquake activity
Do not camp at the base of slide prone hill or mountains
Increasing volcanic activity
Monitor all local advisories regarding volcanic
activity
Recommendations:
Travel medicine physicians should educate patients
about the potential disease and injury risks from global
warming and climate-associated natural disasters.
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ECDC: a new EU agency with a role in travel medicine
Karl Ekdahl
How it started
The idea of a Communicable Disease Centre had
been discussed for a number of years but the convergence of a number of factors (mainly the reality of
bioterrorism following the deliberate release of
anthrax in the USA in 2001, the international SARS
outbreak in 2003, and a growing concern for a new
influenza pandemic) led to a Commission proposal in
May 2003 to form the European Centre for Disease
Prevention and Control (ECDC). The new agency was
set up with unprecedented speed. In December 2003,
it was decided that ECDC should be located in
Sweden, in April 2004, the Founding Regulation of the
Centre was passed by the Council and the Parliament,
and in March 2005 the new Director, Zsuzsanna Jakab
from Hungary, took office in temporary facilities.
Initial work was devoted to recruitment of staff and
a permanent home for the Centre. Some 70 persons
from 16 different countries are working in the home of
ECDC, the old blind school “Tomteboda”.

1 Search for, collect, evaluate and disseminate relevant scientific information.
2 Provide scientific opinions and scientific and technical assistance including training.
3 Identify and respond to emerging threats.
4 Provide timely information to the Commission,
Member States, International Organisations within
and the public in the field of public health.
5 Evaluate and coordinate the European networking
of bodies especially the Dedicated Surveillance
Networks.
6 Exchange information, and best practices and facilitate the development of joint actions.
ECDC is an expert agency, without any legal or
executive power; these responsibilities lie entirely
with the European Commission and the Member
States. ECDC could therefore only be as influential as
its scientific and technical excellence and competence
allows it to be. Being a small agency we are also much
dependent on good day-to-day working relations
with a number of key European and global stakeholders
(Figure 1)

This beautiful 19th century building is strategically
placed in the midst of the Karolinska Institutet campus north of Stockholm, next to the Swedish Institute
for Infectious Disease Control (SMI), and close to the
largest concentration of microbiologists, epidemiologists and infectious disease specialists in northern
Europe. By 2010 more than 300 people will work for
ECDC in Tomteboda
Role of ECDC
Prior to the establishment of ECDC, EU cooperation
in the area of communicable disease control was
mainly built on disease-specific surveillance and
infrastructure networks with network hubs out in
Member States institutions. These were well functioning within their remits, but totally uncoordinated,
lacking sustainable funding and only covering18 out
of 46 reportable diseases.
ECDC, works with a very broad mandate.
According to the Founding Regulation, it has to deliver at least the following:

To effectively set up an organisation to carry out the
expected tasks while still being in the very initial
build-up phase, a matrix organisation was very early
established. The technical and scientific work of the
Centre is carried out by three technical units; Scientific
Advice (under Professor Johan Giesecke),
Surveillance and Communication (under Dr Andrea
Ammon), and Preparedness and Response (under Dr
Denis Coulombier), supported by the Administrative
Services (under Mr Jef Maes). Responsibilities for
external relations, country cooperation, and media
and information lie within the Director’s Cabinet
(coordinated by Dr Karl Ekdahl).

ECDC 5

Scientific advice and guidelines
The main task of Scientific Advice Units is to provide sound and independent technical and scientific
advice. This is often done in the form of answers to
question posed by the EU institutions and the
Member States, developing guidelines and putting
together public health toolkits.
As ECDC has no research capacity of its own, we
are relying on the best expertise in the Member States,
picking experts from a roster of more than 300 top
European scientists to participate in scientific panels
or being consulted on an individual basis. It is possible to register on the roster through the ECDC website. Experts in travel medicine are encouraged to sign
up.
The bulk of work during the first year of operation
has been focused on pandemic and avian influenza. A
comprehensive set of documents has been made available on the ECDC website http://www.ecdc.eu.int >,
and each week a very detailed influenza update is
published on the website. Topics of advice and guidelines to a large extent depend on requests from
Member States, and it is thus possible to introduce
issues in travel medicine, going through the national
representative in the ECDC Advisory Forum or
Management Board.
A number of issues covered by the scientific advice,
have already had relevance for travel medicine:
◆ Chikungunya outbreak in the Indian Ocean –

disease facts and information to travellers.
◆ Advice for people living or travelling where

A/H5N1 has been detected
◆ Who is at risk of getting A/H5N1?
◆ Avian Influenza A/H5N1 in bathing and potable

(drinking) water and risks to human health.
◆ Public health risks from cats.

Surveillance
ECDC will have an integrated approach to surveillance at EU level. Gradually the Centre will assume
responsibility for the existing designated surveillance
networks, following an in depth assessment of each of
them in 2006/2007. Of the diseases covered by EU legislation for surveillance, several important travelrelated infections could be found:
◆
◆
◆
◆
◆

Viral hepatitis
Sexually transmitted infections (STI)
Food- and waterborne diseases
Other zoonoses (incl. rabies)
Serious imported diseases (cholera, malaria,
viral hemorrhagic fevers, plague)
◆ Antimicrobial resistance
If one would want EU surveillance data on all these
diseases today, the only option would be to search
some 16 different websites – a cumbersome task.

ECDC will become a “one-stop-shop” for surveillance
info. Later in 2006, the first comprehensive EU public
health report on communicable diseases will be published, serving as a basis for future priorities for the
Centre, and gradually searchable data on all diseases
under surveillance will be made available on the
ECDC website.
An inherent problem with all surveillance at EU
level is lack of comparability of data between countries, as the construction and performance of the surveillance systems differ considerably between the
countries. A huge task is to make data more comparable, by a harmonisation between the systems and by
supporting all efforts to increase the quality of the
national surveillance systems. As national surveillance is the responsibility of the Member States, this
could only be done by giving technical assistance and
encouraging the use of best practices.
Epidemic Intelligence and Threat Assessment
Epidemic intelligence is the “event based” surveillance of any communicable disease related event and
threat within and outside Europe of EU relevance.
Within Europe we are monitoring all threats that
could affect more than one Member State, and outside
Europe all threats that could either affect European
travellers or be imported into the EU. This is a tedious,
full-time work for 1-2 persons, scanning ProMED, the
global public health information network (GPHIN)
and other Internet resources (also using specially
designed web search tools), receiving information
from the Member States and the Commission services,
being part of the WHO global outbreak and response
network (GOARN) and building links to the other
major CDCs of the world. As many European countries have good connections with and a special interest in their former colonies, much useful information
stem from the public health institutes of the Member
States.
As soon as an event has been identified a formal
threat assessment is done, and the event entered into
a database (“Threat Tracking Tool”- TTT), where it
remains “open” as long as it is considered to be a
threat to European residents. A review of all open
events is done during a daily round table discussion.
Weekly reports are communicated to designated contact points in the Member States and to the
Commission services.
As policy and public health action is a responsibility for the Member States, there is a designated system
for sharing information on intended actions to harmonise them across the EU. Such information is
shared between the Member States, the Commission,
and the ECDC within a designated information system, the Early Warning and Response System (EWRS).
ECDC provide these actors with advice and provides
a scientific basis for decision makers. From next year,
ECDC operates EWRS.
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ECDC continued
Disease-specific activities
The different disease-specific activities run horizontally across all units, and different aspects related to
travel medicine could be identified in the work of all
three units. Although focus has been on influenza, we
have also gradually been building programmes also
on antimicrobial resistance, HIV/AIDS and other STI,
zoonoses and vaccine preventable diseases. Future
priorities will be guided by in depth analyses on the
burden of the various diseases, and where ECDC
could bring an added value to the resources and activities in the Member States.
Media and Communication
As our first year was marked by the threat of pandemic and avian influenza, we received much media
attention, straining the capacity of a still very small
agency. ECDC is now well known among the leading
European journalists in the medical area, and we are
gradually growing capacity to give full service to jour-

nalists working on national and regional level in the
Member States.
All surveillance is “data for action”. A major task
for ECDC is to disseminate surveillance information
(both from the surveillance networks and from the
epidemic intelligence setup, as well as other scientific
information, to those that need to have this information in their daily work for the health of Europe.
Eurosurveillance will then be available also from
the ECDC website, where all publicly available information from the Centre could be found. The website is
still interim, but a large project is now being launched
to have an ECDC web portal with all relevant information easily available.
Karl EKDAHL, MD, PhD, MSc, DTM&H, Ass. professor. Strategic
Advisor to the Director European Centre for Disease Prevention
and Control (ECDC).
Tomtebodavägen 11A, SE-171 83 Stockholm, Sweden.

B R O A D E N YO U R H O R I Z O N
RCN Travel Health Nursing Forum Annual Conference and Exhibition

Royal College of Physicians, Regents Park, London
Saturday 29 September 2007
In this ever changing world of natural disasters, new diseases, climate change and terrorist
activity, citizens from the UK continue to travel abroad in increasing numbers. The delivery of
travel health services has never been so important to the wellbeing of our population.
Nurses involved in the field need to be educated in the practice of travel medicine and able
to demonstrate the skills required to advise and enable travellers to plan, recognise and
minimise their risk of illness or accident abroad.
SESSIONS INCLUDE:
Eilif Dahl, MD, MHA, PhD
Senior Medical Consultant, Department of Surgery, Rikshospitalet-Radiumhospitalet, HF, Oslo, Norway
Dr Mike Jones
Consultant Physician, Regional Infectious Diseases Unit, Western General Hospital, Edinburgh and HealthLink 360 Edinburgh
Dr Andrew Dickson
Occupational Health Physician, Medical Services Overseas Ltd
Dr S. Bertel Squire
Reader in Clinical Tropical medicine, Liverpool School of Tropical medicine, Liverpool
Margaret Umeed, MSc(Travel Med), RGN
Specialist Nurse Practioner working in general practice, Glasgow
David T. Evans
Education Consultant in Sexual Health (freelance) and Programme Manager, RCN Sexual Health Skills Course, London
Fiona Colegrave
AXA PPP Healthcare Occupational Health
Delane Shingadia
Consultant in Paediatric Infectious Diseases, Great Ormond Street Hospital
EXHIBITION ENQUIRIES:

IF YOU ARE INTERESTED IN EXHIBITION OR SPONSORSHIP OPPORTUNITIES,
PLEASE CONTACT THE EXHIBITION TEAM ON 0208 872 3110
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International Health Regulations and the Traveller
Alexandra Jordan
Q. What are the International Health Regulations?
A. The cholera epidemics that overran Europe
between 1830 and 1847 were catalysts for intensive
infectious disease diplomacy and multilateral cooperation in public health. This led to the first
International Sanitary Conference in Paris in 1851. In
1948, the World Health Organisation (WHO) constitution came into force and in 1951 WHO Member States
adopted the International Sanitary Regulations, which
were replaced by and renamed the International
Health Regulations in 1969. Apart from minor modifications in 1973 and 1981 the IHR’s have not changed
since this time. The IHR’s are an international legal
instrument which is legally binding on all WHO
Member States who have not rejected them (or subject
to the procedure foreseen in the IHR, who have made
reservations) and on all Non-Member States of WHO
that have agreed to be bound by them.
Q. What was the purpose of the 1969 IHR’s?
A. The IHR were originally intended to monitor and
control six serious infectious diseases: cholera, plague,
yellow fever, smallpox, relapsing fever and typhus.
Under the current IHR, only cholera, plague and yellow fever are notifiable, meaning that States are
required to notify WHO if and when these diseases
occur on their territory. The regulations were intended
to protect receiving countries from the spread of infectious diseases, as a public health measure, rather than
the health of individual travellers. During the 1990’s
yellow fever became the only disease where an
International Certificate of Vaccination was required
for some cross border travel.
The vaccination requirements for travellers are
available in the WHO publication International Travel
and Health. This is currently available in hard copy on
alternate years and updated online every year.
Q. What happened in 2005?
A. A revision of the IHR’s was unanimously adopted on
23 May 2005 by the World Health Assembly and these
Regulations are scheduled to be adopted in June 2007.
Q. Why were the IHR’s revised?
A. It was felt that the 1969 IHR’s needed to be revised
as they no longer met the needs of the modern world.
There are several reasons for this which have emerged
in recent years;
• an increase in the amount of cross border travel/
trade
• an increase in the speed of travel means that travellers from countries with infectious diseases can be
on the other side of the world well within expected
incubation periods
• advances in information technology mean that surveillance data is now available worldwide much

more quickly through the internet
• the previous focus on cholera, plague and yellow
fever did not address the multiple and varied public health risks that exist around the world
some travel and trade restrictions have led to reluctance by some countries to report disease outbreaks
Q. How will the newly revised IHR’s affect health
care professionals advising travellers?
A. A new certificate of vaccination is to be introduced;
an ‘International Certificate of Vaccination and
Prophylaxis’. The change in name reflects the wider
scope of what can be recorded on the certificate,
although that currently remains only yellow fever. It is
anticipated that new certificates will be gradually
rolled out across the UK during 2007. As yellow fever
vaccination centres place their orders through their normal supplier, the new certificates will be despatched.
The layout of the new certificates may appear slightly
different to accommodate the broader range of prophylaxis that can be recorded; further information will be
supplied by the WHO when it is available.
Q. How will the newly revised IHR’s affect travellers?
A. The aim is to prevent the international spread of
diseases while limiting unnecessary restriction on the
free movement of travellers. During public health
emergencies of international concern or in connection
with specific public health risks, measures affecting
travel may be recommended to avoid the international spread of disease. A number of specific provisions
deal with health information, basic examinations and
vaccination documentation, which may be required of
a traveller by States. At the same time, States are
required to treat travellers with respect for their dignity, human rights and fundamental freedoms and are
assigned a duty of care in the treatment of personal
data.
Alexandra Jordon is a Travel Health Advisor & Nurse Trainer,
National Travel Health Network and Centre (NaTHNaC), London.
Information available on the WHO websites was used in compiling this document; see Reading List for more details.

Reading List
International Health Regulations 1969
http://www.who.int/csr/ihr/ihr1969.pdf
Frequently asked questions about the International Health
Regulations
http://www.who.int/csr/ihr/howtheywork/faq/en/index.html
International Travel and Health; Vaccination Requirements
http://whqlibdoc.who.int/publications/2005/9241580364_country_list.pdf
Revision Process of the International Health Regulations
http://www.who.int/csr/ihr/revision/en/index.html
What has changed in the International Health Regulations
(2005)?
http://www.who.int/csr/ihr/revisionchange/en/index.html
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Primary Care Services within the EU
Ian MacKay

I

n travels over a considerable number of years I
have visited and studied many primary care centres and GP practices. Once, many foreign countries visited by tourists offered a standard of care
much below the NHS, but ill Britons can now often
meet speedier and higher quality care in other parts of
Europe. The standard of resources and medical care
however varies widely across areas where Britons holiday and even within the European Community. The
following notes are from personal observation. They
may be of some value for health professionals advising travellers of the primary care scene if they fall ill
while abroad. As in the UK, health care is changing
rapidly and comment pertains to past experience.

East Germany
Up to 15 years ago, general practice was tightly
managed in large polyclinics with whole teams of
directors and administrators. The doctors in these
countries are now encouraged to run their own practices, either single handedly and sometimes in groups.
In former West Germany doctors usually work single handed, but many share premises with others
including specialists. In neighbouring Poland the
average number of patients for a doctor is about 2000,
the same as in old East Germany. Berlin doctors’ lists
average about 6-700 patients.
In both countries when patients have any medical
service, they have to pay the GP. This puts the patient
‘on the list’ and the doctor is then paid per quarter for
that patient. If the patient does not attend for more
than three months he/she goes ‘off the list’ until a
return visit and the GP loses the capitation fee until
the patient is next seen. Consequently, doctors never

give a repeat prescription for more than three months,
and the patient must see the doctor to receive a prescription. This way the up front fee is paid and the
doctor gets the quarterly fee.
German doctors are able to prescribe what they like,
but are expected to use generic drugs. GPs are contacted by health insurance companies if their prescribing is found to be too expensive. In Poland, the
patients pay a proportion of the cost of drugs.
In both countries GPs can choose to look after children, but many prefer not to do so. Primary care paediatricians do all the immunisations. Neither Polish
nor German GPs practice gynaecology, which is done
by primary care gynaecologists.
Slovenia, Hungary, Slovakia, Austria,
Czech Republic, Spain, Portugal and Italy
In all but Austria, GPs do not look after children,
who are treated by primary care paediatricians. In
none of these countries do GPs practice any form of
gynaecology, all work single handed and are unlikely
to have practice nurses.Where nurses are employed
much of their work is administrative, because GPs
either employ nurses or receptionists – but not both.
Health centres in Spain and Portugal are similar in
that they employ salaried doctors.Patients do not pay,
although some in Portugal will fund a small portion of
the prescriptions. GPs have an average of about 2,000
patients each and many have practice nurses. Home
visits are infrequent in Portugal and Spain. Only in
Portugal is there any weekend or night work, where
GPs have to take turn in a Saturday rota. Otherwise
work is done by co-operatives working out of hospitals or health centres.
Italy does not have practice nurses, In Rome
patients can wait up to a week for an appointment
with the senior partner.The Italian GP does about 15
home visits a week.
In Italy, Spain and Portugal ,prescribing is open to
what the doctors want to prescribe. In Portugal and
Italy there is little interest in generic prescribing and
the patients do not like it. Only if a doctor’s prescribing bill goes well above the average will any action be
taken by the authorities in the nature of a reprimand,
with no sanctions.
In Spain and Italy records are virtually paperless,
but records in Portugal are paper-based as they await
a national computing health system.
In France, Spain and Germany it is now advantageous for travellers who suffer acute cardiac problems
to undertake immediate by-pass surgery abroad
rather than return to the UK to be wait listed.
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Greece, Malta and Cyprus
Further afield in Greece there are no GPs as such,
instead there are internists, who are generally all
physicians. They do the primary care work done by
British GPs.
In Malta and Cyprus, favoured holiday spots for
Britons especially those of retrial age, there are GPs
but they are held in low esteem by consultants. In
Malta most GPs now leave the state sector and work
privately. A large central regional hospital is close to
completion in Malta and there are major concerns as
to its junior staffing and the quality of the referrals
from general practice. GP referrals are hand written
and doctors complain that there is usually no reply. In
Cyprus, for example, the GP will have a discharge
note after in patient admission, but after an outpatient
consultation they will only know what the consultant
has relayed to the patient and the medication prescribed.
GPs on both islands have to prescribe from a limited list. Repeat prescribing is not allowed in these
countries although in Cyprus, where maximum period is two months, it is common for the GP to write a

second prescription, which is left in the patient’s notes
to be collected when required.
Patients in Malta need a certificate if they are off
work for one day, in Cyprus it is two days. Primary
care management options are limited. In Cyprus for
example patients with ear wax are referred to the local
ENT outpatient department.
In the state and private sector in Malta thyroid disease and diabetes have to be managed in secondary
care. GPs may not even arrange x-rays to check for
fractures. Out of hours care varies. In Cyprus hospital
and A&E departments are manned by private doctors
In Greek towns hospital and A&E departments are
staffed by private doctors. All Greek doctors, after
completing their military service, must work for a
year in a village, during which time they have no
training or supervision.
Britons using these services while abroad should
present a EHIC card entitling them to free medical
treatment within European Economic area. Insurance
organisations may not reimburse treatment claims if it
has not been produced at the point of treatment.
[Ed. see data, page 29]
Ian MacKay is a retired GP.
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Health and Safety on Cruise Ships
Iain B. McIntosh
Over 12 million people cruise the high seas annually in
an expanding market. Overall health and safety record is
good, but ships are inherently unstable and operate in
regions where there is hazard to health. They are potential
transmission sources and reservoirs for infection. Infection
and injury befall passengers especially the frail and elderly.
Advance planning, pre-travel risk assessment, counselling
and prophylaxis can reduce risk.
In 1837 the Peninsular Steam Navigation Company
– later P&O – was formed and with it the concept of
sea cruising. 65 Passengers boarded S.S. Quaker City
in 1867 for the first designated cruise. In the 1960s,
modern cruising was launched with 2 ships cruising
regularly to the Caribbean. There has been a huge
increase in passengers in the last 10 years with 2.5 million increasing to 5 million using North American
routes between 1995-2005.
In 1995 cruising was primarily Caribbean with a
few ships in Alaskan waters. By 2001, worldwide, 7
million people were cruising on vacation, and 12.5
million, including 1 million Britons, cruised in 2005.
More than 260 ships now visit over 2000 destinations1,2
Thirty ships sail in Alaskan waters alone. The
Caribbean is the destination for half the ships.3
Mediterranean and Caribbean Seas are most popular
destinations with average cruise 7-14 days. World
cruises last months and many elderly people stay
aboard for 4-6 weeks. 50 vessels were destined for
launch between 2005 and 2010.4 The largest operator
has 77 ships, accounting for half the market which is
growing 6-7% per annum.1 Ships carrying up to 5000
passengers and crew are floating leisure playgrounds.
More than 70 million bed days are available world
wide.1
In the Caribbean, ships may carry over 3000 passengers and 8 large ships can visit one small island on
one day. 20,000 tourists can invade a population of
3000, swamping facilities eg Georgetown, Grand
Cayman, 2005.5 They threaten the environment with a
ship - complement 5000 -producing 50 tons rubbish, a
million gallons dirty water, 200,000 gallons sewage
each week, formerly dumped at sea. Most operators
now have a zero dumping policy with all non
biodegradable material taken ashore.6
Type of itinerary affects passenger risk, with deep
sea, ocean, large river eg Amazon /Orinocco, polar,
adventure cruising presenting different health hazard.
A cruise ship is a global community with passengers
and crew of diverse background, nationality, health
and immunisation status, living in a closed, air-conditioned environment with potential for disease exposure. Rapid movement between ports with varying
sanitation standards and disease exposure, can introduce communicable disease with spread of infection
in a crowded vessel.

Polar travel
Cruising in Polar regions started in 1970
(Antarctic), 1984 (Arctic). Number of tourists travelling to Antarctica per annum has gone from 6,704 in
1992 to 14,762 in 1999.10 100,000 people visited the
Arctic to 1994 and 85,000 Antarctica, half since 1990,
with a big recent increase. In 2005, 38 ships carried
people to Antarctica with the number growing annually11 and 22,926 set foot on the continent. In a study of
ships cruising Antarctica (1998-2000), average time at
sea was 15.1 days, with 45 cruises.12
The Norwegian and Danish Arctic attract 179 cruise
ships to Honningsvag (North Cape,) each year, with
40,000 tourists continuing to Spitzbergen and 20,000
reaching Longyearbyen, the furthest north permanent
human settlement.13
The number arriving by cruise ship in Alaska
increased from 245,398 visitors, in 1993 to 615,747 in
2003, with 1500 vessels in 1995 and 2200 in 2000. One
million cruise ship passengers now visit Alaska annually with 900,000 reaching Juneau.
Older Passengers
Elderly people are the second largest group to long
haul destinations7 They have time, affluence and inclination to travel to distant and exotic places. Most are
healthy enough for world travel, but ship-board living
may become a problem if they have exacerbation of
chronic illness or an acute event.8 One third of passengers are over 60 years old and in some ships three
quarters are over 65 years. The majority are middle
aged and above and many have pre-existing medical
disorders. Elderly travellers can find cruise ship living
cost effective relative to an assisted living facility on
land, with superior health facilities offering better
quality of life and high ratio of employees to passengers.9 Passengers are getting younger with 40% first
time ‘cruisers’ now under 43 years.
Risks to Health of Cruise related travel
Infection
Trauma
Motion sickness
Air transit problems
Over exposure to ultra violet light
Infections on board
Bacteria and viruses introduced by crew, passengers and ship systems result in influenza, diarrhoea,
Legionnaire’s disease, rubella and varicella. Infection
can occur en route to embarkation, on board, on
excursions, on return home.
Shore excursions expose passengers to:
• Local and exotic infection
• Malaria
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•
•
•
•

Dengue fever
Food and water borne infection
Insect borne disease
Infection from bites

Common Illnesses aboard are:
Upper and lower respiratory and diarrhoeal illness
with respiratory, especially parainfluenzal, illnesses
spreading rapidly.
Accidents and injuries aboard:
Unfamiliar environment causes many accidents,
with sprains and contusions greatest reported injuries.
Common accidents are falls, cuts, grazes with 66% of
accidents preventable.7
PASSENGER MORBIDITY
Warm water cruising
Incidence of disease and medical intervention
depends upon conditions of sea, climate, ship size,
passenger age and sex.15, 16, 17 Many passengers are
injured ashore. Data is limited, commercially sensitive
and often relates to single ships or cruises. (table 1)
On average on a one week cruise to the Caribbean
medical staff will consult up to 55 passengers; 10-55
crew, with 80-90% infirmary visits for non urgent conditions.10-15% will be urgent, 5-10% for serious illness
or injury requiring on board hospitalisation or evacuation. 1% of ship patients require emergency transfer
to shore based hospital.3, 18 One in every 250 passengers experiences a serious illness that requires in
patient care.19
Table 1

Diagnosis
Respiratory
Injury related
Gastro-intestinal
Cardiovascular
Skin

Deaths aboard
In a 6 year study of passenger mortality on 2 ships
with 176 passengers, 25 died, with an average of one
death per 6 months per ship. More men than women
died (P>0.05). Nine died after up to 52 hours of intensive on board care. Five had cardiac problems.
Findings were similar on 4 larger ships with younger
passengers, studied over a year. 7147 passengers
attended the ships clinic in 1,537,298 passenger days
with6, 3.6 mortalities per thousand passengers per
year.2, 18% presenting had injuries, due to a slip, fall or
trip. Older women were largest group hospitalised,
69.3% for medical conditions. Most common diagnosis was respiratory infection.21 11% had serious or life
threatening event. Spectrum of conditions similar to
hospital emergency departments. DiGiovanna reported 12% related to injury, 88% to medical problems and
3% emergency intervention.25
Elderly Passengers
Three cruise lines reported 1 in 5000 passengers suffers a serious medical crisis requiring evacuation. A
ship physician with 1000 passengers may expect
potentially serious illness or injury and have to disembark people once a week.12 People older than 64
years accounted for 51% of clinic attendees.20, 26 Similar
results were found on a 103 day cruise with 3033 passengers and 693 consultations. Average age was over
60 years. Passengers accounted for 59% doctor consultations, crew 59% nurse appointments. 27% of accidents to passengers occurred ashore. 7 passengers
were referred to shore specialists and 7 were hospitalised on land. One died aboard.
% PASSENGERS BY AGE GROUPS

ref 20,21

%
26-29
12-18
12-16
3-7
3-13

In 5215 passenger and 105 crew presentations to
ship doctors over 20 cruise, most common presentations were respiratory (18%), circulatory (13%) injury
(12%). One in three had sea-sickness. Contusions, lacerations and burns were most common injuries –
upper extremities in crew, lower limbs in passengers.
Sea-sickness, respiratory problems and injuries
accounted for 72%.22, 23 Contusions were most frequent
representing 1/3 of all injuries. In other studies most
frequent illnesses were respiratory, sea-sickness and
gastro-intestinal disease.15, 20 Medical intervention was
requested for virus infection, hypertension, sea-sickness, injuries, and chronic disease in elderly passengers11 Carter found in 35 cruises, 35 passengers were
hospitalised, 4 with myocardial infarction, 2 with peptic ulcer perforations.24

50%

40%

30%

20%

10%

5%

< 15

15-24

Arctic n=323

25-44

45-64

Antarctic n=2410

45-64

> 74

warm water n=196,171

(IAATO 1999-2000)

Hudson27, in a case comparison analysis of factors
associated with injuries aboard ships resulting in hospitalisations of residents and non residents in Alaska,
(1991-2000) showed non resident females, 65+ years
old, were aboard cruise ships when injured. They
were more likely to suffer fractures/serious injury and
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experience post injury disability.
Small boat and rigid inflatable dinghy transfers add
risk for elderly cruise passengers with ship to shore
transfers from large ships to small boats inherently
dangerous in cold, rough seas.28 Shore excursions,
challenge the old, may last 12 –13 hours, expose passengers to infection, trauma, fatigue, immobility in
coaches and morbidity, especially if travelling with
pre-existing illness.24, 29
Average age of passengers is falling but still a preponderance of elderly on many ships. Cruising may
be inappropriate for very elderly, frail, handicapped
and mentally unprepared passengers.30, 31 United
States law prevents discrimination against these
groups by American cruise lines. Many ships now
have designated cabins for the handicapped. The
inherently unstable, hazardous environment poses
special risk for people functionally disabled.

NATIONALITIES OF ANTARCTIC TOURISTS %
Unknown
Others

Switzerland
Japan
Canada

United States
Australia

United Kingdom

Germany

Effects of the environment on older people:
Very high temperatures cause heat exhaustion
and dehydration.
Low temperatures cause hypothermia exposure.
High humidity causes disturbed temperature control.

medical risk for passengers cruising polar waters.
Cold injury (1%), rare in people cruising Antarctica
Patients with illness and injury may have to remain
on board for some time in heavy seas.20

Physiological dysfunction in older passengers
disturbs:
Cell mediated response – less ability to cope with
infection.
Metabolic response – decrease in glucose tolerance
response to physiological stress.
Gastro-intestinal – increased achlorhydria.9

Polar cruising
• Diseases similar in ships cruising Arctic and
Antarctic.
• Significant increase in seasickness in Antarctic.
• Proportion consulting doctor similar for Polar
regions, but much more than warm water cruises
• Polar cruises with landfalls using inflatable boats,
add transfer risk
• Majority of passengers are older, many have existing pathology.
• Doctors have to care for seriously ill passengers for
a significant time

Cold water cruising
In 1993, tourists went mainly to Antarctic peninsula with 9322 visitors in 1996-7 travelling on 15 ice reinforced vessels carrying 36 to 180 people.32 In 4
Antarctic ships - (1998-2000) - average cruise 15 days,
with 45 cruises carrying 3637 passengers. Majority of
passengers 64-74 years old.33 Older passengers did
not consult the doctor more frequently, but had more
serious illnesses and injuries than younger travellers.
Consultation rate was 33.1 consultations per 1000 passenger days in Antarctica opposed to 4.6 warm water
cruises.50.5% of passengers consulted doctor on polar
cruises compared to 3.6% on warm water ones.12
Spectrum of disease was similar in cruise ships
Arctic and Antarctica. Significant increase in sea sickness in the Antarctic. Proportion of passengers consulting the doctor similar for polar regions, but much
more than in warm water cruising.16.9 consultations
per 1000 passengers days in arctic. 20.3 patient contacts per 1000 passengers in arctic. 36 in Antarctica, 4.6
warm waters.20
Over 60 % consultations in Antarctic for sea sickness. Respiratory illness second most common presentation in Arctic20, 7, Antarctic 15.5% and most common in warm waters.37, 4 No significant additional

Sea sickness
100% of passengers are affected in rough conditions
in Southern Ocean.20 Can affect many people even on
ships with stabilisers. Rarely a significant problem.3
Supine position parallel to ship axis of major motion
minimises effects of motion on vestibular apparatus.
Proximity to centre of ship produces less motion sickness-disputed by Gahlinger.34 Severe vomiting results
in dehydration and interference with routine medication. 1/3 of sea- sick passengers ask for medical help.22
Favoured drugs are cinnarizine, scopolamine and
promethazine.20, 21 Anti sea-sickness medication has a
30% positive placebo effect.34, 35
Accidents to ships
1986 Admiral Nachinow sank after collision with
398 deaths.
1988, Jupiter sank after collision . Fire broke out on
the Priamorje with 35 passengers injured.
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1989 Maxim Gorky collided with ice berg.
Successful evacuation of 600 passengers from floating
ice. No casualties.
1992, Royal Pacific sank in just 16 minutes.
The Nile cruiser Nubia sank with loss of 29 people
In reports on fires on passenger ships in 1992, there
were 4000 endangered persons and 18 deaths.
1994, 2,600 passenger Ecstasy affected by fire, but
no one injured.,whereas 4 passengers died when
Achille Lauro caught fire and sank.
1996, Sun Vista sank after fire. 16 minor injuries
among 1104 crew and passengers.
2005, Cabin fire occured on Star Princess, 11 injured,
one person died of a heart attack. Another ship also
suffered from fire with passengers affected by smoke
and fume inhalation.
2006, Crown Princess, 3000 passenger ship suddenly listed sharply to port with 100 passengers injured,
20 seriously when thrown across decks.
2007, Norwegian ship cruising Antarctica struck
rocks with an inrush of water. Passengers were evacuated in inflateable dinghies to a diverted rescue ship.
Inhalation injuries constitute the main risk with on
board fire. Fast airstreams develop in corridors and air
ducts with a lack of oxygen below decks early in the
fire and smoke and fumes developing containing
chemical elements of incomplete burning. Survival
and injury depend upon the location of the ship, proximity of other rescue ships and the sea state.36, 37
Accidents and Injuries
A telecommunications agency offering ship physician assistance reported on 1700 cases on 500 different
ships. 65% were due to illness and 33% injury (13%
were eventually repatriated). Musculoskeletal (21%)
skin trauma (15%) and AGE acute gastroenteritis
(11%) accounted for half of the cases.
• Most frequent causes of shipboard accidents are
stair-ways, gangways, decks and slippery surfaces.
• Unfamiliar environment is the cause of many
accidents.
• Sprains/ contusions are the most frequently
reported injuries.
• Common accidents were falls/cuts/grazes.
• 66% of all accidents are preventable.
• Temperatures below 20 degrees C, increase unsafe
behaviour. Cold causes clumsiness, decreases muscle strength. Stiff clothing and arthritic joints
increase clumsiness. Inflexible cold weather clothing can disturb the righting process of life jackets.
Solar radiation over Antarctica is four times greater
than where earth protected by atmospheric
ozone.11
CRUISE INFECTIONS
Risk of exposure to infectious disease is difficult to
quantify because of broad spectrum of cruise ship
experiences and limited data on infectious diseases on
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cruise ships.41 Cruise lines for commercial reasons are
loathe to publicise data. Surveillance systems have
however recently identified cases of food poisoning,
Norwalk virus, Legionella, influenza A and B infections, chicken pox and measles.19
Legionella pneumonophilia can cause severe
pneumonia and even death in the frail and elderly.
Legionella species, found in lakes, rivers, and streams,
enter ship potable systems. The organism needs poor
chlorination or temperature control to multiply.41
In a case control study42, 8 cases among 215 passengers to North Cape, 45 affected, one died. Source was
prolonged exposure to spa pool. Ship spas, fountains
and showers generate aerosols necessary for spread of
disease.19
1994 Outbreak –inhalation of aerosols contaminated with Legionella bacteria in the whirlpool spa43
Porous natural stones in the filters of the spas harboured L. pneomophilia.44 A prevalence study on 9
cruise ships and ferries revealed 42% of their water
supplies were contaminated by Legionella spp. In
specimens from showers and washbasins L. pneumonophilia isolated in 95.5% samples. Legionella is a
ubiquitous organism that can survive in freshwater
systems.45
Influenza A and B
Influenzal outbreaks have occurred on cruise ships
world-wide, including ships visiting New England
USA. Alaska, the Mediterranean and Australia.46, 47, 48
Although cruise ships were not actual source, they
became a reservoir of infection. Recorded increased
morbidity on 3 cruise ships in Caribbean in 1999;
influenza A discovered aboard one ship, with another
outbreak of both influenza A and B on a ship cruising
the Pacific.49 It is cost effective and cost saving to vaccinate crew against influenza.50
Acute gastroenteritis (AGE)
Gastro-intestinal illness (AGE)is common, comprising 5-10% of sick bay visits. Some is due to ingestion
of water and food taken off the ship. Half is due to
Norwalk virus the rest enterotoxic E. Coli(ETEC), salmonella , shigella, staphylococcus aureus and campylobacter51, 52 Norovirus infection is difficult to eradiate
in cruise ships where rapid transmission can occur
between passengers. Although troublesome it is not
usually serious. Elderly people and children can
become dehydrated and require fluid replacement. It
is transmitted through contact with infected person,
poor hygiene or the handling of contaminated objects.
Raw or undercooked shellfish and chilled foods,
including salads and sandwiches, can become a
source of infection. Symptoms arise 24-48 hours after
exposure and illness lasts 1-4 days.
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AGE illness on ships
1994-7 - 18 outbreaks caused by food and water
borne infection with bacteria, viruses and parasites.
1998 - major outbreak Alaskan ships with sustained
infection affecting passengers from 47 countries and
50 US cities. Some died.
2000 - 3 outbreaks on cruise ships.53
2001 - 7 outbreaks with 4 confirmed to be
norovirus.54
2002 - sharp increase in norovirus associated illness
on ships and land.55
2003 - 600 passengers infected on the Aurora and on
Regal Princess, 2% passengers and 7% crew had AGE.
Of 14 laboratory confirmed outbreaks on ships 12
(86%) were attributed to calciviruses with continuation on successive cruises, multiple methods of transmission and high attack rates (58%) CDC Atlanta
recorded 21 outbreaks of acute gastroenteritis (AGE)
on 17 ships, 9 associated with noroviruses, 3 to bacterial agents and 9 of unknown aetiology.
2006 Sea Princess with 2250 passengers also affected with same virus. 200 passengers infected and confined to cabins for 4 days. Next cruise cancelled while
ship disinfected.3 other ships including the small MV
Funchal – 63 people affected and the worlds largest
liner, Freedom of the Seas - 338 passengers and 46
crew affected.
Isakbaevae records that passengers were affected
on 2 consecutive cruises on one ship and infection
continued on 4 further cruises despite a 1 week sanitisation of the ship.56
In 2006, Black Prince also affected by a norovirus
infection with 126 of 393 passengers infected. Despite
stringent cleaning and disinfection passengers again
affected on a later cruise. The Van Gogh was quarantined in Harwich that year when 117 passengers and
crew affected, with two pensioners having to be hospitalised.57
Some ship board out-breaks of Norwalk infection
are caused by ice, shrimps, fresh fruit. Intensive cleaning does not always eradicate the infection.19
In cruises of 3 – 15 days there are 1.4 outbreaks of
diarrhoeal disease per 1000 cruises or 2.3 outbreaks
per 10 million passenger days. Most common source
was undercooked scallops and eggs and food taken
on shore excursions. 2 precautions would have
reduced the infection by half, -cooking sea foods thoroughly and use of pasteurised eggs.58 Enterotoxic E.
Coli infection has been sourced to ingested and consumption of fresh cut fruit and water bunkering in
transit ports.59 Shigellosis a cause of which affected 600
passengers on Viking Serenade in 1994.60
In 2005 a report revealed poor hygiene practices
and health hazards on random checks on 14 British
cruise ships docking in British ports. There has been a
call for Britain to follow the USA to publish cruise ship

hygiene reports by ports inspectors.61
Cruise lines endeavour to minimise risk of infection
and often have rigid protocols in place to decrease the
risk of spread. On many ships alcohol based aerosol
antibacterials are applied to hands of embarking passengers and those arriving for meals, its value in
decreasing spread of infections unproved. Inclusion of
anti bacterials into soap washes does not offer additional protection against micro organisms. Use of alcohol based antimicrobial hand washes that are not
washed off the skin merit further study.62
Emphasis on personal hygiene in passengers and
crew and particularly in food handlers may bring
reduction in outbreaks which are an expensive occurrence for shipping companies. Effective environmental health programmes can reduce diarrhoeal illness in
passengers. In 1990-2000, with more strict hygiene
regulations, more ships passed inspection and there
was a decrease in diarrhoeal disease from 4.2 to 3.5
outbreaks per 100,000 passengers.39
Summary
• Cruise ship travel can expose people to infection
and trauma.
• Older travellers with medical conditions are at
greatest health risk.
• Travel health professionals should be aware of
cruise related health risks.
• Elderly passengers should seek pre-travel health
counselling and risk assessment.
• Older travellers should consider influenza immunisation before cruising.
Iain B. McIntosh, BA(Hons), MBChB, FFTMRCPS(Glas).
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Health problems in Hajj pilgrims
Judith McKimm Downs
The Hajj pilgrimage

increased.3

E

Potential health problems for pilgrims

very year approximately 2 million people from
more than 140 countries worldwide travel to
Saudi Arabia for the Hajj Pilgrimage to the holy
city of Mecca.1 This presents unique and significant
challenges for the provision of travel health advice.
Jeddah is on the coast of the Red Sea and has a humid
climate, which becomes less so in winter. Mecca is 70
kilometres inland surrounded by an escarpment and
has a very dry climate. The other holy city of Medinah
is 500 kilometres away and the climate is dry and very
hot.2 These areas are usually malaria free; by using
risk assessments information could be obtained from
the World Health Organisation prior to the Hajj to
seek advice as whether to give anti-malarial treatment.
Performing the Hajj is an intense spiritual and emotional experience for pilgrims and involves a week of
physical exertion in hot and humid conditions. The
timing of the Hajj varies from one year to the next and
sometimes the weather can be extremely hot. Local
health services were originally created in the 19th
Century because of fear in Europe and America over
the spread of cholera. Asian Hajjis brought cholera to
Mecca, and North African Hajjis spread it from
Europe and America. The western powers pressured
the Ottoman Sultan to create an international office
called the Paris Office of Hygiene, to oversee the
health and sanitation aspects of the Hajj. After World
War 2, the newly formed World Health Organisation
assumed this responsibility. In 1956, the Saudi
Ministry of Health assumed responsibility for Hajj
health and sanitation and now operates extensive preventive and curative health and sanitation facilities for
all Hajj locations.3
The Saudi government has also spent billions of
dollars on Hajj infrastructure, including major expansion to the special Hajj air terminals, now the largest
structures under a single roof in the world, and have
also constructed hundreds of miles of all-weather
roads. The Saudi government has maintained a strict
policy banning political activity under the pretext of
attending the Hajj, welcoming Muslims from all over
the world regardless of their political persuasion, nevertheless, a number of political activists have tried to
use the occasion to press their political agendas.3 In an
attempt to challenge Saudi Arabia’s leadership in the
Muslim world the regime in Iran sent provocateurs to
the 1982 Hajj to cause disruption, and tensions mounted in subsequent years until 1987 when 400 people
were killed and Saudi security had to be called to
quell violent agitation by Iranian Hajjis.4 Since then
the Hajj has remained peaceful, as it was intended to
be. However, after the New York Trade Towers attack
in 2001, the threat of violent political activity has

The Hajj can be gruelling for children, pregnant
women and the elderly, as well as those recovering
from surgery or in poor general health. According to
the World Federation of Khoja Shia Ithna-Asheri
Muslim communities (Medical Advisory Board) these
people should consider not performing the Hajj.5
Overcrowding during the Hajj gives rise to hazards
including an increased likelihood of road traffic accidents.6 There is an increased risk of burns related to
open fires, and hand injuries during the sacrificial
slaughter of animals.7 Another problem is the sheer
numbers of people crowded into a relatively small
area. In 1997 a gas bottle exploded in the tent area of
Mina, resulting in 340 people dying as a result of their
burns.5 In 1990 the worst single incident occurred,
when the Hajj fell at the height of the Saudi summer.
More than 1,400 pilgrims were killed during a stampede in an overcrowded pedestrian tunnel connecting
Mecca to Mount Arafat. The Saudi authorities claimed
the ventilation system in the tunnel had broken down
causing panic.8
The high temperatures in Saudi Arabia can be debilitating, particularly when walking long distances.
Many pilgrims suffer from heat exhaustion or heat
stroke, which in turn can result in permanent disability or death.9 According to the Department of Health
(2001) 50,000 UK Muslims take part in this pilgrimage
every year. Most of these are people born in the UK
and have never lived in a hot and humid climate.
Pilgrims should be made aware of the signs and
symptoms of heat exhaustion, which can be non-specific and include fatigue, dizziness and headache,
nausea irritability and muscle cramps, and of heat
stroke, with central nervous system dysfunction, disorientation, confusion, hallucinations or coma. Travel
practitioners can advise pilgrims on how to minimise
heat related illnesses.
Overcrowded conditions can lead to a decrease in
standards of sanitation, facilitating the spread of communicable diseases.10 Mecca is a city of 200,000 people
and during the Hajj, it swells to over 2 million.
Sanitation, water supply and food supplies are
stretched over the limit.5 The convergence in Mecca of
so many people from different areas around the world
increases the risks to pilgrims from various infectious
diseases that are not normally found in their home
country or region. It would be difficult to protect pilgrims against all these diseases however, prophylaxis
or vaccinations that are not commonly associated with
the Hajj should be considered and travellers should be
aware of the early symptoms of these conditions.
Bacterial skin infections are common in Hajj pil-
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grims11 as are gastro enteritis, tetanus, hepatitis A, B
and C, respiratory infections and pneumonia, and a
variety of zoonotic diseases, such as brucellosis and
Rift Valley Fever. These may be brought in by animals
imported for sacrificial purposes.7 In September 2000
The Saudi Arabian Ministry of Health reported that
there were 16 deaths and 38 suspected cases of Rift
Valley Fever which sent health education messages to
pilgrims about handling sick and dead animals and
the rapid disposal of dead animals.

Meningococcal infection
The infectious disease that has caused particular
problems in recent years is meningococcal meningitis.
This presents a significant risk to the health of pilgrims and their families.12 The first outbreak of
meningococcal meningitis associated with the Hajj
occurred in 1987, and was caused by N. meningitidis
serotype A, one of four serotypes of meningococcus.
Following this outbreak, the Saudi government made
it compulsory for all pilgrims to be immunised with
the bivalent vaccine, which protected against
serogroups A and C.13 This policy provided good control over Hajj-related disease incidence until 2000,
when an outbreak of meningococcal meningitis
occurred, caused by the emergence of a highly virulent and previously rare W135 serogroup during the
Hajj pilgrimage.14 This was particularly alarming
because cases were reported in pilgrims and in their
contacts following their return home. Advice may
need to be given for family and close contacts to have
the vaccine to prevent infection from pilgrims. In
March 2000 an outbreak of W135 disease occurred
among pilgrims returning from Saudi Arabia following the Hajj. Fifty four cases were identified in UK residents who had either recently returned from the Hajj
or had come into close contact with returning pilgrims, and eight people died. This pattern was repeated in 2001, when there were 34 cases of W135 infection
and 10 deaths in the UK. This outbreak prompted
Saudi Arabia to revise vaccination requirements for
both Hajj and Umrah pilgrimages of 2002 and beyond.
The Saudi government has now made it a visa
requirement for all pilgrims to be vaccinated at least
10 days prior to arrival in the country against the
ACWY strain of Meningitis www.meningititis.org
2003). This will protect against four strains of meningitis A, C, W135 and Y. The older A-C polysaccharide
vaccine had been compulsory for pilgrims to the Hajj
for many years.
There was no outbreak following the Hajj pilgrimage of 2002, suggesting that the revised vaccination
policy is proving to be effective in controlling the
spread of meningococcal disease associated with the
Hajj. Immunity to the disease lasts for two or three
years. The vaccines are ineffective against C and W135
strains in children under two years of age and against

A strain in children under three months of age.
Although providing 80-90% protection to adults,they
are generally less effective in young children. A more
effective vaccination providing protection against C
strain is now being offered to children and young
adults in the UK. Pilgrims who have had this vaccination will need the ACWY vaccine as will those whose
previous vaccination was three or more years ago. The
Medical Advisory Board of the World Federation of
Khoja Shia Ithna-Asheri Muslim Communities recommends that Hajj pilgrims are also immunised against
typhoid, tetanus, polio and Hepatitis A and B, especially if health care work is to be undertaken during
the pilgrimage.5

Preparing for the Hajj
Pilgrims with a chronic medical condition, such as
heart disease or diabetes, need extra advice on how to
reduce the risk of exacerbating their condition during
the Hajj and should carry details of any medications
they require. Also, as these travellers are at a greater
risk of complications arising from respiratory infections, influenza and pneumoccal immunisations could
be recommended. All pilgrims would be advised to
pack a small first-aid kit and water sterilisation tablets
and to maintain a high standard of personal hygiene
during their trip.5
In addition, a course of antibiotics may be prescribed as well as Loperamide for self-treatment of
traveller’s diarrhoea. For female pilgrims the possibility of menstruating needs to be addressed, as it is not
permissible to perform Hajj if they are menstruating.
To achieve this travellers will need to be advised to
control their cycle by means of adjusting the way in
which they take their oral contraceptives.
As a result of a full risk assessment, ideally at least
six to eight weeks before departure, advice on safe
travel can be given to the pilgrims and how to avoid
any discomfort on the flight, including stretching and
mobility exercises. Pregnant travellers need to address
the issues of flying whilst pregnant and conditions
prevailing in Mecca.2 A certificate is normally required
to be carried after 28 weeks confirming the estimated
time of delivery and that the passenger is fit to fly.
Most airlines refuse to carry women after 36 weeks for
single pregnancies, and 32 weeks for multiple pregnancies and travel health insurance in the later stages
of pregnancy can be difficult to obtain. There are only
five small hospitals in and around the pilgrimage area
that offer emergency obstetric cover only.5 The middle
trimester is the safest time for pregnant women to
travel, but advice should be given that prolonged
immobility during travel and dehydration during the
flight or in hot climates increase the likelihood of
venous thrombosis and copious amounts of fluids are
needed to prevent dehydration and urinary tract
infection. Again advice on anti-mosquito precautions
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are essential, once again the question should be considered as to whether travel to endemic areas for
malaria is necessary during pregnancy.15
Pilgrims need to be advised to try to get physically
fit. There is a great deal of walking involved in the
Hajj. The distance between Mecca and Mount Arafat,
one of the pillars of Islam, is 20 Kilometres.2 Sensible
footwear needs to be purchased and broken in before
going to Hajj. Men are not allowed to cover their
heads, furthermore men shave their heads to perform
prayer, and therefore they need to be aware of the
dangers of sun exposure. Good skincare advice is
essential. In Jeddah the temperature is high and very
humid, malaria can occur and prophylaxis advice can
be given before departure.2 A full dental check up
would be identified through the risk assessment and
treatment could be sought prior to travel. Also the pilgrims need to take out adequate travel insurance to
ensure that if they do feel ill they can be repatriated to
the UK.
Several studies have shown that the most common
complaint in Hajj pilgrims is cough, with upper respiratory tract infection being the most frequent medical
problem during the Hajj. Coughing enhances the
spread of meningococcal disease. Future studies could
focus on the incidence of vaccine preventable causes
of cough, such as influenza, pertussis and pneumoccoccal infections, so that evidence based recommendations can be made. At present the only mandatory
vaccine is meningococcal, however by completing a
risk assessment prior to travel the practitioner can
take a holistic view of the whole event and numerous

preventative measures can be offered to help make the
Hajj not only a spiritually memorable experience but
also a physically healthy experience.
Judith McKimm Downs RGN works in Occupational Health. She
spent eleven years as a nurse in an occupational and preventive
medicine clinic for the Saudi Ministry of Defence and Aviation.
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Recreational Diving
Nadan M. Petrie

D

iving has become a popular sport. Tourists
want to dive just for fun. The term “diving“
is today almost exclusively related to scuba
diving. Decompression sickness (DCS) is a concern.
Risk factors in recreational diving are inexperience,
health problems, repetitive diving. Nitrogen narcosis
is a phenomenon hitting all who dive, but less apparent in recreational divers since they usually dive in
depths of up to 40metres. Stone fish or sting rays can
injure recreational divers.
Fitness to Dive
It is not realistic to expect from recreational divers
high level of performance nor perfect fitness, but this
very fact might be a source of potential risk. Any person wishing to become a diver but having some health
problems, should be carefully evaluated. Lower muscular strength, blood pressure of 150/90mmHg, if
maintained by low dose diuretics, should be considered a contraindication for diving. Reduced thyroid
gland activity puts such persons at increased susceptibility to cold and stress. Elderly people who start
diving for the very first time often encounter difficulties practicing various procedures in diving. No reasons to restrict even older divers, healthy and in good
physical shape, even in the seventh decade.
Pregnancy is an absolute contraindication for diving. Female divers during menstruation are not at
increased risk of acquiring DCS or shark attack.
A diving candidate should weigh at least 45 kilos,
and height should be at least 150cm to be able to wear
standard diving equipment.
Children are at increased risk of hypothermia.
Children have more problems with buoyancy in div-

ing. Children dehydrate faster, thus putting themselves at increased risk of DCS.
Flying and Diving
Flying is not recommended if at least 12 hours nodecompression dive have not elapsed, or at least 24
hours after decompression dive. It is not wise to dive
within 6 hours after landing, no matter which dive is
planned. All flight personnel should not be diving at
least 24 hours prior to taking off. Adolescents are an
especially problematic grouping this respect since
they rarely adhere to such criteria.
Summary
Recreational diving can be safe and enjoyable if preventive measures are obeyed, starting from medical
examination of every dive candidate, good education
and good organization of every dive trip.
E-mail:nadanp@zvonimir.morh.tel.hr

References
Elliott D, ed. Medical assessment of fitness to dive. Proceedings of
an International Conference at the Edinburgh Conference
Centre. Ewell: Biomedical Seminars, 1994.
Bove AA. Diving in the elderly and in the young. In: Bove AA,
Davis JC, ed. Diving medicine, 2nd ed. 1990: 164-9.
Taylor MB. Women and diving. In: Bove AA, Davis JC, ed. Diving
mededine. Philadelphia: WB Saunders, 1990:149-63.
Ducasse JL, Izard Ph. Medical specifications of diving for children
and women. In: Oriani G, Marroni, Wattel F, ed handbook on
hyperbaric medicine. Berlin: Springer, 1996: 206-15.
Anonymous. Medical guidelines for air travel. Aerospace Medical
Association, Air transport Medicine Committee. Aviat Space
Envron. Med. 1996; 10 (suppl):B12-3.
E-mail:nadanp@zvonimir.morh.tel.hr

Sub-Aqua Diving.

20 Journal of BTHA, Volume IX, 2007

Travel Related Deep Vein Thrombosis and
Pulmonary Embolism: A Role for Zinopin?
John H Scurr
Introduction
An association between travel and the development
of deep vein thrombosis and pulmonary embolism
has now been established. The problem is related to all
forms of travel and directly related to the duration of
immobility. A number of factors are known to increase
the risk blood clots in travellers allowing us to target
individuals at specific risks. For the majority of travellers, the risk is low and simple precautions can avoid
these complications occurring.
Background
There have been many anecdotal reports in journals
and newspapers linking various forms of travel to the
development of DVT and sometimes fatal pulmonary
embolisms.
In one proper controlled clinical study carried out
in travellers leaving the UK, returning within 6 weeks,
having flights of duration greater that 8 hours in each
direction, an asymptomatic incidence of deep vein
thrombosis was recorded at 10%. None of these passengers developed symptoms and the true incidence
of symptomatic DVT has been variously reported
between 1% and 0.1% of the travelling community.
Estimates for the number of people dying of fatal pulmonary emboli have been hampered by the absence of
post-mortems and the fact that pulmonary embolism
often occurs up to 10 days following travel when the
association between travel and pulmonary embolism
is not made efforts to discover the cause of thrombosis
and to see whether these causes are specifically related to certain types of travel have yielded conflicting
results. The only consistent finding is the duration of
travel and relative immobility. Attempts to look at
hypoxia and hypobaria in the aircraft environment
have shown no evidence of increased incidence of
blood clotting factors. A number of known risk factors
including a past history of deep vein thrombosis, obesity, recent surgery, the use of medications which may
increase thrombosis are known to increase risks to an
individual passenger.
Prevention of venous thrombosis
Identifying passengers at risk and treating them
where appropriate with prophylaxis can reduce their
risk significantly. Any passenger with a past history of
deep vein thrombosis, recent surgery, obesity, varicose
veins, are given advice including the importance of
remaining mobile before, during and after the flight.
They can be advised to wear properly fitted graduated compression stockings and they can be offered low
monocular weight Heparin which can be administered the day before a flight, on the day of the flight
and similarly on the return journey. Using these sim-

ple precautions the absolute risk of DVT can be
reduced dramatically. The real issue relates to what
advice we give normal passengers with no specific
risk factors.
We have passengers who travel once a year on holiday and we have other passengers who are travelling
several times a month on business. There is some evidence to suggest that the frequency of travel, the interval between travel and the duration of travel are
important risk factors. All these passengers can
receive advice and that advice includes mobility
before, during and after travel, the use of graduated
compression stockings, measured and fitted, the
avoidance of too much alcohol or sleeping tablets. The
importance of reporting specific symptoms namely
pain, swelling in the leg, shortness of breath, a cough
or any blood in the sputum should be stressed.
It should be remembered that deep vein thrombosis
does not kill, it is the pulmonary embolism that kills.
The natural history of a deep vein thrombosis is that it
starts when immobility is initiated. The clot will progressively extend during the flight and continue,
extending if the passenger remains immobile on landing. Once the clot gets to a certain size there is a risk of
a segment breaking off and travelling to the lungs.
Small segments may cause shortness of breath and
may present as a minor chest infection. Large pieces of
clot travelling to the lungs can be fatal.
Medication
We have frequently been asked whether it is possible to take a simple tablet to reduce these risks during
travel. We cannot recommend Aspirin routinely
because there is a serious risk of gastro-intestinal
bleeding. The evidence that Aspirin prevents venous
thrombosis is not clear. Aspirin does have the effect of
reducing platelet stickiness and has some benefit on
the arterial side of circulation. Zinopin was developed
as an alternative to Aspirin, something that all travellers can take without the risk of side-effects. Zinopin
consists of French maritime pine bark and ginger.
French maritime pine bark has a number of proven
benefits including reducing platelet stickiness, and
decreasing capillary permeability. Ginger is a wellknown anti-nausea compound, acting peripherally.
The combination of these two have been tested in
travellers. In 200 passengers travelling long haul
(more than 8 hours) and returning to the UK. There
was no incidence of clinically significant deep vein
thrombosis or clinical evidence of superficial thrombosis. Approximately 60% of passengers have complained of ankle swelling on previous flights and all
but 3 of these passengers noticed marked improvement in ankle swelling when taking Zinopin. In a
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previous study looking at the effect of graduated compression stockings there are effective in reducing the
incidence of asymptomatic duplex detected deep vein
thrombosis but caused a significant number of passengers to develop superficial thrombo-phlebitis from
pre-existing varicose veins. Further studies are currently underway to assess the efficacy of Zinopin on
duplex detected deep vein thrombosis in travellers.
Zinopin daily has been introduced to the benefit of
passengers who travel frequently and who were taking several courses of Zinopin during the space of a
month. Zinopin daily is reformulated consisting of
French maritime pine-bark, ginger and a powerful
anti-oxidant the patagonian blue berries. All these
constituents have been tested, are derived from natural plant extracts and have no known side effects. We
are currently involved in a double blind crossover
study using placebo and Zinopin daily. In the pilot
study where 60 passengers would travel there is no
incidence of deep vein thrombosis and no incidence of
superficial thrombo-phlebitis. A large number of passengers had noticed an improvement in leg symptoms
and those symptoms included swelling, restlessness,
cramps and heaviness. We believe in addition to having anti-thrombotic properties Zinopin and Zinopin
daily have been venotonic properties very similar to a
benefit seen in passengers wearing elastic compression stockings.
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Summary
True incidence of travel related venous thrombosis
remains low. Although it is now possible to identify
some passengers who are at increased risk for the
majority of passengers simple precautions in the form
of advice, the use of graduated compression stockings
and the use of Zinopin or Zinopin daily will reduce
the risk still further. There is a need for further large
studies to identify the precise risk and to determine
whether there are specific factors about certain forms
of travel which can be addressed.
Possible conflict of interest declared.
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History of the British Travel Health Association

A

s we embark on the tenth anniversary year
since the inception of the British Travel Health
Association a glance back into the past provides a reminder of humble beginnings. In 10 years a
special interest niche in main stream medicine has
developed into a full discipline with academic diplomas, degrees and fellowships a measure of the
advancement in status of travel related medicine. In
this time BTHA has consolidated and extended its
services. The organisation of national, international
and regional conferences and educational meetings,
the publication of journals, newsletters and pamphlets, are testimony to the efforts made to achieve
objectives and meet members needs.
The foundation of the International Society of
Travel Medicine and its first Annual Conference
stimulated interest in travel medicine in Britain. A
group of health professionals interested in travel medicine had formed in 1994 – the Travel Health
Forum – sponsored by Pasteur Merieux MSD. The
first advertised national British Travel Health
Conference was held in Scotland in 1990, under the
auspices of Travel Health International a long published journal edited by Dr. Hugh L’Etang a GP, with
a special interest in travel related medicine. He had
established a network of academics gps and nurses
intent on creating a national society. The Mark Allan
Group financed a further Travel Health Conference in
London and provided funds for a planned satellite
meeting to seek professional support to establish a
British Society. This proved the catalyst for the two
groups to come together and launch the BTHA. A call
for delegates to advance £5 for the project brought an
overwhelming response.
A steering group of people from both groups was
formed to establish a new Charity and association.
Members were P Chiodini, J Cossar, G Kassianos, C
Lockie, I McIntosh, J Martin, J Sawyer, within a year
of the launch in 1997, 800 people would join the
embryonic association. The main objectives were to:
• Raise awareness of travel health by supporting and
assisting in the education of health care professionals.
• Promote availability of travel health advice.

• Increase public awareness of general travel hazards.
• Encourage a multidisciplinary approach to travel
health.
• Provide a forum for the wider debate of travel
health issues.
Formal elections followed establishing an executive
committee including J. Chiodini, L Calvert, P Barratt,
P Clarke, E. Walker, with C Lockie elected as first
Chair, G Kassianos, Hon. secretary and I McIntosh
Hon Treasurer.
A truly multiprofessional body, membership
embraces, nurses, doctors, academics, pharmacists,
clinicians and those intimately involved in the travel
health related sphere. In the intervening years while
retaining our independence we have been grateful for
sponsorship support by Glaxo, Kline Beecham and
Pasteur Merieux Pharmaceuticals. Their input has
helped us meet educational aims and fund projects
at home and abroad. Travelwise our quarterly
Newsletter has been nurtured and maintained by
Mike Townend who has our grateful thanks for providing a quality product. The journal edited by Iain
McIntosh first appeared in A5 presentation in 2000
and expanded to conventional format and a twice
yearly publication in 2004. It has gained national and
international recognition as a peer reviewed journal
accepting papers from around the world.
This year the first Honourary Fellows of the
Association have been appointed, to honour those
who have served the Association and the discipline in
exemplary fashion and helped with research and personal industry to drive forward travel medicine and
provide a resource for patients and practitioners.
In 2006 links with other National Societies were
developed and brought the first North European
Travel Conference, successfully held in Edinburgh.
This event will now occur in alternate years.
The past ten years have brought challenge and
achievement but drive, motivation and commitment
of members and their elected representatives will all
be needed if the association is to grow and enhance its
status.
Edited from previous article in Travel Wise.
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Friendship Hospital Ship, Bangladesh
Christopher Jones

W

e approached Dhaka, the capital of
Bangladesh, from the North. Mount Everest
and the Himalaya range were clearly visible
on the port side of the jet with the torturous
Brahmaputra river meandering below. My final destination was to be a hospital ship called Friendship,
which is currently located in the upper Brahmaputra
river, close to the town of Gaibandha, 300 kilometres
north of Dhaka. The Friendship NGO was formed
about 5 years ago by a Bangladeshi, Runa Khan and
her French husband Yves Marre. Their vision was to
provide medical, social and educational assistance to
the isolated rural communities who lived in the region
of the North Brahmaputra river, an area known as the
Chars or Nomad Islands. Some three million of the
world’s poorest people live in this area on the riverbanks and lead a nomadic existence. This is because,
during the monsoon season from June to September,
the sandy Chars become submerged as the river and
its many tributaries swells, causing floodwaters to
submerge entire islands and villages; their inhabitants
and animals moving to new islands as these are
formed. Until the arrival of the Friendship, these people received no formal medical care or education.
However the arrival of Friendship is changing this.
An average family of four living on the Chars survives on the equivalent of one U.S. dollar per day.
Their existence is purely by subsistence and 90% have
no electricity or access to oil for cooking. They sow
simple crops of maize and rice with a few vegetables,
catch small amounts of fish from the river and will
generally own one or two cows per family, plus
maybe some chickens and hens. On average a family
will move 20 times in its lifetime with the coming and
going of the waters.
I was greeted by the noise and bustle of the city of
Dhaka, with its 10 million inhabitants. In a country
that is smaller than France, but with a population of
160 million, the average height of the land being 5
metres above sea level, the signs of poverty were overwhelming. My destination was the northern town of
Gaibandha, some 300 kilometres north of the capital.
It took over six hours to get there by the night time
bus, through the fog and traffic jams. Arriving in the
early morning, the poverty seemed amplified and
the street scenes resembled medieval England. From
Gaibandha it was an eight kilometre rickshaw ride to
the river and a further ten kilometres upstream to the
hospital ship. Looming out of the morning fog, the
ship is a brightly coloured converted french canal
barge brought over by Yves Marre eight years ago.
The ship is the hub of activity. Here patients are seen
and assessed by locally trained nurses, technicians
and healthcare assistants. Volunteer surgeons from
Europe come four times a year, their teams spending
weeks at a time operating.

The range of procedures done is staggering; from
cataracts, harelips, head and neck tumours, to plastic
reconstruction of burns with their often associated
extreme contractures and orthopaedic limb reconstructions for anomalies such as club foot. The post-op
ward is a simple open tin built shed that houses
around 20 patients on the shore. Patients attending for
the first time are listed for their respective procedure,
which is planned for 3-6 months in the future.
I woke early the following day for my first day’s
work and was met by the cold thick mists that were
engulfing the river. This is caused by the cool northern
winds blowing down from the Himalayas mixing
with the humid air forming heavy mist which dispersed as the sun warmed the river banks by midmorning. With the help of my interpreter, I saw
dozens of patients during the day, many of them coming in for post-operative reviews of their plastic surgery and orthopaedic repairs. Others presenting for
the first time with neck tumours, blindness caused by
cataracts or infections, and a myriad of untreated
severe burns. Medical problems were often vague and
very chronic, such as abdominal pain for seven years
or general weakness for five years. These people had
never been in a position to seek medical attention previously and came hoping for answers to questions
that were often unanswerable. Some brought with
them reports of ultrasounds and blood tests from a
couple of years ago, that were abnormal but, because
of their poverty, had been left untreated. I was the first
overseas family doctor to have spent time working on
the ship and it was a truly humbling experience to see
the plight of these people, their acceptance of their situation, the gratitude they give you for your help and
the inspiration of working with a dedicated team of
people.
A visit to the village adjacent to the ship showed the
extreme poverty of the people. There was no electricity or oil to cook with, the whole family living in a single room, no bigger than one of our double bedrooms.
And on top of this they knew that once the monsoons
arrived, they would be unable to tend their crops and
even their cow would have to live indoors with them.
Furthermore the entire village would be likely to need
to relocate to another Char because of the rising
waters.
Days merged into each other, groups of patients
arriving from islands up to two hours away by boat,
lunch at variable times of the day, which was always a
curry. And long, dark, cold evenings peering onto the
land that showed no signs of light or electricity, but
that which I knew housed countless thousands of people.
In addition to this surgical and medical work done
on the ship, Friendship is extending its work to the
islands themselves in the form of Satellite Clinics.
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These are based in ever increasingly rural areas, and I
visited several of them. From a Family Medicine point
of view, and with regards to logistics and development, these clinics are an exciting phase of the programme. They are run by the ships nurses and paramedics, all locally trained. At these clinics, groups
of patients are given advice on nutrition and food
preparation, anti-natal and post-natal care is provided, contraception is discussed and given, child health
is promoted and the avoidance and treatment of
common infections and general social cohesiveness
is discussed. Along with the Satellite Clinics, the
Foundation is setting up local Primary Schools. One of
these was located two hours by boat, away from the
main ship, and a further 45 minute walk across the
island. A heartening sight and sound greeted us as we
entered the village. In the distance you could hear the
chatter and laughter of small schoolchildren as they
played and learnt in the classroom. This is something
that we take entirely for granted in our society, but
was very conspicuous in its absence in the less highly
developed villages. I spent time in the school with the
teacher and her 30 pupils and watched as they learnt
to read and write, played games and performed small
plays. Leaving the school, we set up our Satellite
Clinic in a family’s home, the nurses providing contraception for around 25 women whilst I dealt with 90
patients during the course of the afternoon. The same
type of pathology repeated itself time and time again
in the Satellite Clinics, and on board the ship, and it
soon became obvious to me of the vast need of this
community.

Due to the determination and vision of its founder,
Runa Khan, the foundation has been able to expand its
services slowly through the Chars, providing more
sustainable education and health care to an increasing
number of people.
Thanks to Emirates Airlines, this expansion is rapidly set to increase. The Airline is sponsoring the
building of a second Hospital Ship. This is being built
in Dhaka by local craftsmen along with two river
ambulances. On my way back to the capital, I had the
opportunity to visit these boats and I am inspired by
their craftsmanship. The Foundation’s aim is for them
to go into service in the summer of this year, ready for
the monsoon season. These additions will provide an
exciting new dimension to the services already in
place.
All to soon, my two weeks stay had come to an end.
I had witnessed some dedicated people making a
remarkable effort for communities where previously
there had been no hope for a better life. The advent of
Friendship, the dedication of the team, the expertise of
the volunteer overseas surgeons and the support from
sponsors, has enabled these people to have hope for a
better future.
I have learnt that there are four things that form the
foundations for a community’s success. They are
Nutrition, Sanitation, Education and Healthcare.
Once these building blocks are in place, aspirations for
the future can be realised. I shall be returning to the
Chars with Friendship during the monsoon season
next year when the challenges will be markedly different.
C. Jones, Longfleet Surgery, Poole, Dorset.
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Dona Rosa – a tragic case in rural Honduras
Nigel Potter

I

t’s a full moon, so I walk down the road without a
torch, with syringe in hand. There are few houses
and the dogs, aware that I pose no threat, bark
merely for the sake of appearances.
I arrive at the hovel where they wait for me. Here
the dogs take their duties more seriously and rush at
me snarling, but like a bullfighter with his cape, I
quickly vanquish them with my hat and shout a “buenas noches”. The door opens and I’m admitted to a
candle-lit room. Dona Rosa, 38 years old and, dying of
cervical cancer, is lying on a bed in a corner partitioned off by a strip of plastic. We talk a bit. I ask for a
bowl of water, wash my hands and try to break open
the ampoule of medicine but it won’t yield. I try to cut
it with my knife with no luck. I ask for a file and am
given a giant tool used for sharpening machetes and
hoes. I crack open the ampoule, draw up the injection
and draw back the blanket. A daughter comes closer
with the candle so I can see what I am doing while
injecting. I leave the house taking the used syringe
with me so it won’t be used again as it is sure to be if
left.
I think about Dona Rosa. As a youngster of 14, her
mother, a woman on her own, shacked up with an
older man. He took a fancy to his teenage step-daughter and had sex with her. His “wife” left and the new
couple, old man and young girl, set up house and
home and had several children. Now a woman of 38
she is dying, and the old man now looks old enough
to be her grandfather. He came to my house, saying
she was bleeding heavily vaginally and could I take
her to hospital in my pick-up.
To the locals I am a relatively rich man in a hamlet
of desperate poverty and I am unable alone to sort out
their problems. The little I can do is through my work
with a local project that attempts to empower those
who have no power. I have heard so many heartbreaking stories since I came here, so many times that
I am conditioned to them. One doesn’t remain indifferent, within there’s a cold sinking of the heart at the
idea of yet more human suffering and one’s inability
to do anything much about it. There’s a cold dread of
guilt that asks if the truly desperately poor can ever
rip-off a richer man. But I have to live too. I have to
survive. I don’t live in a middle class suburb in Britain
where I can put these problems of dire poverty out of
my mind, responding only when it suits me to a liberal call to arms “to do something it”. They are with me
ALL THE TIME. I have to get by. I can’t, won’t, give
up all for the poor. My house has no running water, no
light, it’s not even mine. Oh, how I identify with the
Wretched of the Earth! However I like also my occasional weekend on a Caribbean beach with good grub
and iced booze served up by rustic, posh hotels.
I meet the old man’s requests without much sympathy or enthusiasm, but say I’ll come down with him

and see his poor, ill, young, abused wife. I ask a few
questions on the way. No, she is not pregnant, he says,
she is not miscarrying, she is just bleeding and bleeding. We arrive and I take one look at her gaunt face
and scraggy body and go straight back to the house to
get the pick-up.
In Britain, by now she would be on morphine or
heroin – anything to keep the pain at bay irrespective
of the consequences and side effects, as the patient
will not have long to suffer them.
Here, at a rural hospital in Honduras, as treatment
they asked me to inject her with an ampoule of vitamins. “Dear God, is this all you have?” I said to myself
in quiet despair, but I went ahead and injected, hoping
that the psychological impact of the whole ceremony
of drawing-up an injection would make an impression. After the initial injection, they showed me an
analgesic of which I had never heard. It helped, they
said, so I injected that too. Normally, as a matter of
principle, I refuse to inject medications. I pride myself
that no health project with which I have been involved
has required me to inject. The abuse and dependency
created by drug injections have been so total and so
destructive. I am appalled and campaign against
many drugs freely available here, but banned in other
parts of the world because of dangerous side-effects.
Yet here I am injecting something of which I have
never even heard. Never mind, flexibility is a great
thing! If it works for a dying woman, it’s O.K. by me.
Is she dying? I have no access to a single medical
report but am relying on intuition and experience. I
could be very wrong, and not for the first time, but I
inject with a clear conscience. I am providing support
because I can see her pain and she is my neighbor. I
have spent about $50.00 so far on my efforts to aid this
poor woman – a pittance or a fortune depending on
the point of view. How many more cases similar to
this are there without the support of a “rich” white
man who happens to live among very poor people?
Dozens, thousands?
Already, I am preparing myself for other demands,
resenting other calls for help that will come, some
false and some really needy like Dona Rosa, from villagers who have heard that “the gringo” is a soft
touch. But he’s not!
So I have been injecting her twice a day. The treatment she has received is so inadequate it makes me
curl up inside with rage and despair. Still, her dying,
while a cruel business, is no worse that that of most
hospital patients who I have nursed as they lay dying
in the U.K. Medical or nursing care may be inadequate
but at least she is at home with her family who are certainly doing their loving best.
They tell me she is bad and has deteriorated while I
have been in the nearby town for a few days. I go and
see her and on entering the house nearly trip over a
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coffin, I am shocked, even outraged. Here in
Honduras, everything is super-laid-back or superinefficient depending on one’s point of view. The fact
is, that nothing is done, or no one arrives on time for
anything, yet here is a coffin close by the bed of a
woman who though restless and bleeding heavily, is
fully conscious and, for all the little time left her, very
much alive.
I greet her. The pain is unbearable, she grunts, and
thrashes about the bed. She bares her buttock and I
inject a body ravaged by disease and numerous child
births. I tell her and daughter, Digna, that within halfan-hour she will feel the benefits of the injection. In
fact within 10 minutes she falls asleep and an hour
later dies.
I help dress her in a white dress and pull soiled rags
from her crotch, lift her off the bed and drop her into
the coffin. I stay until 2 o’clock in the morning during
the wake. Women are making coffee, young men are
playing cards in the yard, two drunks are reeling
about, and Don Pedro, her husband, is slumped, seated, by the coffin, asleep and snoring. Arriving back at
my house, I stink of death. It has rained, my water
supply of collecting buckets is full of water. I slosh
some over me, soap down, rinse off and collapse into
bed tired, fresh, free and glad to be alive.
They carry the coffin to the church next day. I skip
the Mass and arrive as the service is ending and take
my place behind the coffin as its comes out of the
church and follow in procession.

There is a motley collection of men and women,
bearing flowers, wailing and singing in ragged manner. A campanero drops out and I take his position
bearing the coffin and its full weight as it falls into my
arms. All coffins appear heavy! We go to the burying
ground, sweating mightily urged on by the front pall
bearer who is totally inebriated but still capable of
supporting the coffin on his shoulder.
At the graveyard we stumble through the jungle of
undergrowth until we reach the burial pit. The coffin
is opened for the last time. Don Pedro embraces the
coffin and retires, then the sisters approach and in the
first demonstration of emotion I have seen (Brits are
reserved but you haven’t seen Lenca Indians), they
snivel and weep over their mother. I hold the lid of the
coffin open while the oldest sobs beside me. I have an
urge to give her a little squeeze of support but resist it
in case it is misinterpreted. Perhaps, I think, a great
display of emotion is a luxury of the well-off. I think
of Mark Twain’s observation that birth is a cause for
lamentation and death a celebration. What has life
brought for Dona Rosa? Struggle, pain,hardship, with
perhaps a few fleeting moments of pleasure. Her end
can only mean an end to constant struggle, worry and
grief. It really is peace or oblivion at least. She is at
least out of life’s game where she always seemed to be
the loser.
Nigel Potter BA(Hons) MA RGN Dip HV, our correspondent in
Honduras.

Rural Honduras.

A Stressful, Life Threatening, Travel Experience 27

A Stressful, Life Threatening, Travel Experience
Tom Blackwood

I

nternational travel is now fraught with anxieties
engendered by security surveillance, lost baggage,
delayed aircraft, trains and terrorist threats. It was
in a bus however that I was to experience my worst
psychological, potential physically, traumatic travel
experience.
After exploring ancient Carthage I was intent on a
journey alone along the Mediterranean coast to Libya.
There was a once a week bus service from Tunis to
Tripoli, the capital. Early morning arrival at the coach
terminus confirmed the bus was leaving shortly. The
terminus was a seething mass of Berber peasants complete with families, goats, chickens and piglets.
Feathered posessions were carried upside down by
bound feet, in squawking, struggling topsy-turvy
discomfort, with piglets bundled into sacking and
squealing piteously. A mass of potential travellers
besieged the tiny ticket office and I had to fight forward to the counter. In the hubbub, straining my limited Arabic vocabulary, I endeavoured to acquire a
ticket initially to no avail. Scruffy, shouting, jalabaclad men vied for attention, pushed me aside to thrust
currency notes into vendors hands.
The lone European in the crowd, I ultimately adopted their approach and thrust a bundle of money at the
clerk before shouting “Tripoli”, at the top of my voice.
This brought a torrent of incomprehensible Berber in
return. My questioning “Pardon?” brought a noisy
single word response which I failed to understand.
”Encore”, I shouted and the same word was spat
back twice. It sounded like “Dabo“, which I thought
was a place en route. “Oui”, I shouted back again”
Dabo?”, now with an expression of surprise and an
element of doubt. “Oui“, I repeated firmly.
A ticket was thrust into my outstretched hands and
I glimpsed the printed word Tripoli. Grasping my
prize I fought out of the melee and sought my transport.
Chivvied and shunted from stance to stance I ultimately reached a ramshackle old bus already
crammed with rather wild-looking passengers. The
women were veiled and many of the bearded men
wore wickedly-carved daggers. All had come aboard
with a profusion of bundles, fowls, children and animals.
Viewed from the door, a writhing mass of limbs and
bodies competed for space on seats and in the aisle.
My lone white face attracted immediate attention and
I apprehensively sidled into the one remaining free
seat beside the driver, wondering if this was reserved
for a mate.
More passengers continued to crowd the already
over-loaded coach and a babble of increasing lamentation and anger heralded the start of an argument
which soon led to swapped punches. As the altercation reached a crescendo, I was relieved to see the

driver appear. His efforts to pacify the passengers
were ineffective and he returned shortly with a gendarme and a transport inspector. Their appearance
quieted the mutinous travellers and the noise of rebellion dropped to a guttural muttering by a defiant few.
The inspector nodded affably to me and started the
tedious process of checking tickets - all but mine. He
fought his way up and down the bus, addressed the
waiting occupants in guttural Arabic and silenced
plaintive voices of complaint with an exchange of
cash before departing with the policemen. There was
further upheaval throughout the body of the coach.
Passengers squatted on the floor, rearranged themselves in pairs, trios, fours and settled livestock and
belongings under and over seats, ready to embark on
a 48 hour journey along the desert fringe of North
Africa.
The driver climbed aboard with difficulty, pushed
back the encroaching standing passengers, took a bundle of rags and a ragamuffin child off his seat, used
both hands to heave off the brakes and engage the
gears and we were off. Air conditioning was provided
through broken or missing windows. In the first hour
we stopped twice to add water to an already overheating engine. As we narrowly missed wandering
goats, donkeys and playing children it became obvious that the braking system was inefficient and at the
first halt, observation revealed tyres which were dangerously thin, with little remaining tread.
The suburbs of Tunis an hour behind, suburban
traffic disappeared with the last of the little roadside,
white, cubist houses. Desert took over and the road
became a track and often only a line of vehicle tracks
between dunes. The coach regularly bogged down in
soft sand and all aboard would descend, sand channels were placed before the rear tyres and all the men
pushed and heaved spinning wheels on to the channels and on to firmer ground. The women breast fed
their babies and milked the two captive goats which
accompanied us. At set intervals we halted for the
Faithful to carry out devotions. Prayer mats placed
beside the vehicle were orientated eastwards and all
but I prayed towards Mecca. Many of the passengers
were making the long journey of the Hajj and from
my seat, rows of jalaba-clad bottoms would suddenly
present as they prostrated themselves in prayer.
I was aware that I was with the passengers but not
of them and they treated me with suspicion if not
hostility during the trip. The driver responded to my
tentative conversational overtures with monosyllabic
responses discouraging conversation and I was left to
contemplate the scenery and the occasional passing
vehicle.
Progress was leisurely with traffic limited to the
occasional petrol tanker which lumbered past in a
cloud of dust, its sides festooned with hanging bodies
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jolting and swaying with the lurching of their steed.
Their owners hung on for grim life, clutching the side
rails with finger-tips and outstretched arms, until
muscle power failed them and with the next big jolt of
their precarious transport, they fell by the roadside.
If lucky enough to escape the wheels and injury, they
crouched on the road ready to climb aboard the next
passing track and forward their progress to Mecca.
As the sun reached its zenith we stopped beside the
Mediterranean for a siesta and my opportunity for a
swim. Unblemished cream coloured sands stretched
to both horizons beside water of brilliant aquamarine,
so clear that fish many metres below could be seen. A
cluster of palms and a few wandering goats perfected
an idyllic scene. Fellow passengers built wood fires
and toasted chicken and kebabs round which they
wrapped some rice before devouring .
En route again we rattled along the side of escarpments ,plunged into wadis and swayed across narrow
causeways over shifting sands. With dusk, we trundled into an oasis with a Beau Geste fort manned by
former tough legionaires. The bus-load dispersed and
I was welcomed into the Citadel. In convivial company the wine flowed free and it was late when I sought
bed. Undressing in the light of a low voltage lamp, the
bus ticket fell from my pocket. As I picked it up, the
significance of the single word stamped across it
pierced my mind and extinguished any sense of wellbeing.
”Debout” ”Standing” I read, not Dabo, a possible
destination!
The ticket permitted me to stand in the bus for a 2
day journey! Now I understood the reason for the
uproar before departure. I had deprived someone of a
seat they had purchased. The inspector had never considered the possibility that a European would have
purchased such a ticket and thus I had never been
asked to produce it. The reality of the situation spoiled
attempted slumber. To admit to my mistake would
invite lynching by passengers. Any further ticket
check and a physical chastisement by enraged travel
companions would uncover my fraud and the possibility of arrest. With no following bus for one week
and little possibility of alternative transport to Tripoli
my position was unenviable. I would have to board
the bus again, con fellow passengers and sweat out

the journey in an agony of anxiety.
With 400 miles still to go, I fearfully watched as fellow travellers climbed aboard brandishing tickets at
the driver, until only I remained. Moving forward
fearfully, my heart almost stopped as I was suddenly
hailed and a hand grasped my shoulder. Convinced
that my perfidy had been uncovered, with a racing
pulse, I turned, to be greeted by a drinking partner of
the previous night” Bon voyage, “he greeted me and
gripped my hand in farewell. Then with a forced,
cheery “Bon jour”, and a wave to the driver I made for
my former seat.
Unchallenged, I tremulously settled beside him and
we were off. For the remainder of a long day I was
guiltily aware of the standing passengers being jolted
and jostled as we pitched and swayed eastward, all
too well aware that I should have been in their midst,
for a further 14 hour journey. Rebellious ripples of discontent flowed through the standing rank as, we juddered and swayed along a track disintegrating into
sand, stones and boulders, soon swathed in a dust
coating from the cloud thrown up by passing trucks.
Some were idly whetting knives and discovery of my
true status would surely bring physical punishment
and no-one would come to my rescue!
The occasional tiny oasis, a bedouin encampment
and two punctures enlivened our slow progress. A
straggling line of palms brought the promise of more
populous lands to come. Passengers were now more
tolerant of my company, but I feared exposure as a
ticket fraud at each halt. Twice there had been a further fracas in the rear of the bus and once knives had
been drawn before peace was restored. It was a very
tense trip, relieved a little with the passage of each
mile bringing the final destination a little closer.
Anxiety began to dissipate a little when tiny, square
white houses with cultivated fields began to appear
and soon urbanisation brought the welcome sight of
Tripoli. Immensely relieved, I had survived a 2 day
journey comfortably ensconced in a seat while some
other hapless passenger had stood in my place. I had
perhaps paid the price on the second day in worry
and guilt and had learned a lesson to always examine
travel tickets carefully on purchase. Travel can indeed
be a stressful experience.
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UPDATE FOR NOVICE AND EXPERT
Medical Identification Wear
Medical identification wear can provide vital information immediately upon first contact with a patient.
How does medical identification work?
To enable first aiders and healthcare professionals
to quickly access vital medical information in an
emergency, medical identification wear is engraved
with a personal identification number, main medical
condition(s) or allergies and a 24 hour emergency telephone number. First aiders can quickly learn of any
hidden medical conditions, allergies or medication of
the patient, from the emblem that is worn around
wrist or neck.
Only a registered healthcare professional such as a
paramedic, doctor or nurse, should call the emergency
telephone number engraved on the Emblem, to access
the additional medical and personal information on
the patient.
Emergency telephone operatives can quickly provide vital information about the patient to help healthcare professionals with the following:
• Assisting with medical assessment
• Alerting staff to pre-existing medical conditions
and vital information such as living wills
• Providing identity and address of a patient
• Providing family and physician contact details
• Providing patient’s hospital and specialist centre
details, if applicable

a wish for blood group to be recorded
a living will or wish to be an organ donor
desire someone else to know they have been
involved in an emergency

The Medic Alert Foundation
Medic Alert is the only non-profit making, registered
charity providing life-saving identification jewellery,
supported by a 24 hour emergency telephone service,
for individuals with hidden medical conditions and
allergies. This takes the form of body-worn bracelets
or necklets (known as MedicAlert Emblems) bearing
the MedicAlert symbol on the disc and 24 hour emergency telephone service available from anywhere in
the world on over 100 languages.
Sponsored Membership
As the only registered charity that provides this lifesaving service whenever possible, they provide free
membership to people who would otherwise be
unable to afford membership. For those who can pay,
membership starts from £40.

European Health Insurance Card
What is it?
The European health insurance card (EHIC) entitles
people reduced cost (sometimes free) medical treatment if they are in European Economic Area (EEA)
country or Switzerland. It replaces the E111.
The EEA comprises EU countries plus Iceland,
Liechtenstein and Norway and Switzerland. People
who are ordinarily resident in the UK are eligible for a
UK issued EHIC.
It covers any state provided medical treatment that
becomes necessary during a trip abroad, due to an illness or an accident. It also covers treatment for a
chronic disease or pre-existing illness, although the
traveller must make arrangements in advance for kidney dialysis and oxygen therapy. The EHIC should
cover routine maternity care.
Visit www.dh.gov.uk/travellers

Malaria Advice
Identification Bracelet.
Who needs medical identification jewellery?
Individuals need medical identification if they
have:
any type of hidden medical condition
an allergy
any type of implant
take regular medication

An outbreak of malaria cases in Goa has prompted
the Health Protection Agency (HPA) to modify new
guidelines which had told visitors to the area that they
no longer needed medication against the disease.
The guidelines from the HPA, an independent body
that advises the National Health Service, were published earlier this month as news of the malaria cases
emerged. Within days, the HPA had reverted to recommending malaria medication for any travellers to
Goa “who will be remote from medical care”. The
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advice to avoid insect bites and be vigilant for possible symptoms of malaria remained in force for travel
to the entire country.
High risk groups of travellers’ diarrhoea include
those on PPIs and H2 antagonists (because gastric acid
is a barrier to infection). In febrile patients in whom
malaria is suspected, three blood films should be done
12 hourly to exclude malaria.
Chloroquine resistant malaria is now present in
most malaria-endemic areas, particularly Africa.
Exceptions are central America and some parts of
India. Major risk area for travellers is sub-Saharan
Africa, especially coastal Kenya and the Gambia,
Thai-Cambodian and the Thai-Myanmar areas.

West Nile Encephalitis
West Nile encephalitis has now spread to all parts
of the US and southern Canada and causes 100-200
deaths annually.

Disabled and less mobile elderly
people
Book through Disabled Access Holidays (0141 270
7577, www.dah-europe.com) and Can Be Done (020
9807 2400, www.canbedone.co.uk).
For further information on accessible accommodation, get in touch with Tourism for All (0845 124 9971,
www.tourismforall.org.uk).

LETTER TO THE EDITOR
THE MEDICAL CENTRE
DOBLES LANE
DEVON
EX22 6JX
Tel: 01409 253692
Fax: 01409 254184
David.Hillebrandt@nhs.net
The Editor,
British Travel Health Assn. Journal

12th February 2007

Dear Dr McIntosh,
Re: Medico/Legal Problems for Expedition Doctors
I write to you as a GP with thirty years practical experience of
mountaineering medicine and latterly an increasingly academic
interest in teaching the subject at a national and international level.
In addition I advise and teach British Mountain Guides who work
in the UK and on all continents of the world, frequently on peaks
over 8000m. I was fascinated to read the BTHA Journal article by
yourself and Dr Townend on the potential medico legal pitfalls of
working on expeditions when travelling and am pleased to see that
you have the energy to take this issue forward with the medical
defence organisations.
This is an issue that I have observed over many years and as far
as I am aware there is no current case law to act as a basis for any
advice. Historically mountaineering expeditions were made up of
climbers with considerable experience who were familiar with the
risks involved in the sport. All expedition members contributed
their skills to the trip and this could be mountain guiding, medical,
mapping, photography, equipment or any other relevant skill. The
concept of resorting to medico legal redress after a trip was beyond
comprehension. One respected ones companions for their proven
skills.
Today we see more and more teams operating at extreme altitude on a commercial or charity basis and the team members frequently do not know each other prior to the trip. There is no logical reason for the trips to include a doctor if one appreciates that an
experienced high altitude mountaineer with good first aid training,
a knowledge of high altitude medical problems and some remote
area medical training is far more likely to be able to operate effi-

ciently in an emergency. The situation is similar to that of an experienced skipper on an ocean going yacht with a small crew. This
has already been recognised in English law with provision for
ships medical chests and the supply of opiates to Mountain Rescue
Teams in the UK.
With increasing commercial expeditions two major potential
medico legal pitfalls exist. One is that of obtaining professional
insurance if a doctor is to take part in a trip and the other is the supply of potentially life saving prescription only medicines to guides
and other expedition leaders for use in emergency when far from
qualified help. On both issues the defence organisations have been
inconsistent over the last twenty years.
It appears that one can get conflicting advice on personal professional cover from the same organisation depending on who one
consults. I am sure this is not deliberate but actually reflects their
almost universal lack of knowledge of the realities of remote area
medicine. We have not even begun to explore the potential problems of actually getting registered to work in some developing
countries whilst on expeditions often with corrupt or, at best, slow
moving government departments.
On the topic of supply of medication to expeditions with no
qualified doctor there is an almost universal “No” but if you then
personally ask the advisor how they would feel if it were a member of their family contracted High Altitude Cerebral Oedema in a
storm high on a Himalayan peak they universally hope that the
climbing companion is prepared to inject potentially life saving
dexamethasone to facilitate descent.
Thank you for offering to take this initiative further. Can I suggest a meeting which would be open to representatives of the
defence organisations with presentations by members of your faculty and the faculty of the Diploma in Mountain Medicine on the
realities of medicine in extreme environments. Dialogue must be
the key to reaching a practical solution to the benefit of our patients
but some imaginative thought may be required if expedition doctors are to feel any support from their advisors.
Yours sincerely,
DAVID HILLEBRANDT
MB,BS. MRCGP., FIMC RCS(Edin).
D.T.M.(Glas)., D. Mt Med (UIAA).
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Travel Health Insurance Quandaries
Question – “I am 78 and fit , but have difficulty getting travel insurance. Ten years ago I was diagnosed
with prostate cancer, with (PSA) level of 12 out of a
possible 20. After 2 years of hormone treatment, PSA
fell to zero and has stayed there
When I declare my prostate cancer I am asked:
“Has your PSA level fallen during treatment?” I can
only answer “yes” or “no”, and cannot be able to indicate the size of the fall”.
“Do you know of any insurance companies producing questionnaires on which real, meaningful words
can be written and prepared to look at medical certificates”?
Answer – You highlight a failing in the health
screening service provided for insurers. Computers
cannot make medical judgements and staff have little
specialist knowledge (too expensive for insurers to
employ doctors or nurses). It is essential that clients
are honest about medical conditions, past or present,
as even a suggestion of a connection between a past
medical condition and a seemingly unrelated health
problem that occurs on holiday may l lead to the policy being declared invalid.
Start the conversation with the words: “I have a stable, controlled, past medical condition.” It should not
be named at this point. The agent ticks “stable”, “controlled” and “past” on his screen, and the computer
becomes more friendly.
It is important to be honest with medical screening
services, but think carefully about giving information
that is not specifically requested. E.g. If you say “I
sometimes have a bit of an ache in my back”, the agent
may tick the “one unknown medical condition” box which will cost you more premiums.
Holidaymakers risk losing insurance cover if they
are injured or take ill abroad while under the influence
of alcohol. Companies are increasingly refusing to pay
out in cases where claimants have been drinking.
People need to be responsible when they travel
abroad. If someone is under the influence of drink or
drugs when an incident occurs, that will invalidate the
policy.
Eg. a 69 year old woman who slipped and hit her
head in Florida, ended up in intensive care with brain
haemorrhage. She was told her cover was invalid
because she had been drinking before the accident.
The policy did not cover anyone for a claim directly
or indirectly resulting from the misuse of alcohol.
Increasingly, receiving hospitals are conducting blood
tests for alcohol and drugs and passing on the information to companies. Anyone injured after class-A
drugs, (such as cocaine, heroin or ecstasy) would
almost certainly have insurance claim declined.
Question – My husband died suddenly and I cancelled our cruise. Insurers refused to pay out and said
my husband’s medical condition contributed to his
fatal heart attack. He had undergone a medical
screening and declared his type one diabetes. Why

was he not covered?
Answer – As mentioned in further notes from your
doctor, he also suffered from high cholesterol and
hypertension, conditions for which he was taking
three medications. These can contribute to heart failure.The policy clearly says that clients must declare
“any past or current medical condition for which prescribed medication has been required or received
in the last two years.” In the medical disclosure
section, clients must declare “any cardiovascular
or circulatory condition ie hypertension or raised cholesterol etc that has occurred at any time.”
A robust stance on cancellation claims for medical
reasons is common in the travel insurance industry,
which is why it is important to be completely honest
about prior medical conditions before signing up for a
policy.
Question – A patient was upset because he could
not obtain insurance to go on a skiing course after he
had informed the insurance company that he was taking warfarin. He insisted that I write a letter to the
insurance company confirming his fitness to ski, how
should I respond?
Answer – When reporting for an insurance company it is important to be honest and not collude with
the patient for the gain of the patient, financial or otherwise.
Patients may lie, be very persuasive and even
threatening, but one must not deviate from the truth.
If the patient does not like your report, he is within
his rights to ask you not to send it but do not amend
it with falsehoods.
Your obligation is to remind the patient that he in
turn has an obligation to disclose a medical condition
and presumably underlying medical condition to his
insurance company, and that failure to do so, may
well invalidate his insurance cover.
In these insurance issues, the onus is on the patient
to advise the company who decide whether or not to
take on the risk. The doctor’s remit, unless he has specific expertise in the area, is to provide factual information with the patient’s consent to inform the decision of the insurance company.

Medical bills may be more painful
than injuries
Insurers have not always kept up with trends.
Exclusions in the policy small print can leave an exponent of the latest fad exposed to big bills if misfortune
strikes. The activity does not have to new to be excluded. Ski school races have been around since ski
instruction started, yet some plans still list racing
among exclusions.
The biggest concern over where insurers stop short
is off-piste activity. Resort directors have become ever
better at avalanche control – which paradoxically
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encourages more risk taking. Snowboarders who
learned their art skateboarding on dry land may lack
skill in assessing avalanche risk. Once a set of tracks
is seen, the surrounding area is generally assumed
to be safe and is quickly exploited.
People often buy annual travel insurance assuming
it covers all winter sports, when clearly it did not.
Basic policies cover skiing and snowboarding and
people need to look at what they don’t cover.
Tobogganing, dog-sledging or parapenting may not
be covered. People need to read the small print.
The other side of the problem is off-piste skiing and
snowboarding. Some plans cover off-piste but they
define off-piste as X amount of metres from the side of
the piste. A common requirement is that the off-piste
skier should be accompanied by a guide.

Snowboarders are one and a half times more likely
to injure themselves than skiers, according to industry
figures. Among skiers, one in a group of 30 beginners
will sustain a serious injury, such as knee ligament
damage, the most common injury.
Considering that repair of a ligament can cost
£10,000 in Europe (disregarding mountain rescue), it
is troubling that, according to industry figures, one in
seven winter holidaymakers is uninsured.
170,000 people are injured and need treatment
every winter in the French Alps alone. One in 10 accidents results from collision with another person.
Children under 11 years, adults over 55 and beginners with less than a week’s experience are most at
risk of injury.
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CASE HISTORIES

Serious Illness in a Remote Terrain
Jim Waddell

T

his case highlights difficulties encountered in
making a diagnosis in a remote location without
standard consulting room facilities. The victim
was a 51 year old former nurse, a keen walker of
above average fitness and experienced at skiing at
moderately high altitudes. Post-menopausal with
three children by normal delivery, she had no previous illnesses and no family history of significant illnesses.
She embarked on her first mountain camping
trek in Nepal with husband, a Consultant General
Surgeon, and two companions. The trek was arranged
by a reputable trekking company. During the flight on
Day 1, there was a paucity of drink provided. On day
2 in Kathmandu she became ill with severe malaise,
recurrent vomiting and diarrhoea but made valiant
efforts to maintain hydration. She interpreted the illness as travellers gastroenteritis. The following day
she was still unable to eat but could drink fluids and
felt improved sufficiently for the party to travel by bus
to start the trek. On the following three days trekking
in the foothills she felt fine. On Day 7 nausea returned,
this time with abdominal pain. The weather became
very wet and the Sirdar stopped the day’s trek early.
He put the group up in a small teahouse. Very remote
teahouses in Nepal offer a warm welcome, bare earth
floors, walls constructed of a single layer of thin timber, and no glass in the windows, only wooden shutters which can be closed at night. While the structure
keeps rain out, tea houses are very cold at night, sometimes colder than a tent, and the loo is usually a
ground-hole several yards away.
That evening she developed severe vomiting and
gradual onset of excruciating pains in the lower left
quadrant of abdomen, the severity of labour pains.
There were no urinary symptoms. On examination
she appeared extremely ill, had muscle guarding and
absent bowel sounds, features highly suggestive of
peritonitis from a ruptured bowel. Whatever plans
one makes to mitigate the predicament of acute severe
illness in a remote setting, this incident had two features which can lead to catastrophe. It was night and
bad weather in mountain terrain precluded evacuation by helicopter. Her suffering could not be relieved
because of the absence of injectable analgesics or
injectable anti-emetics.
Day 8, she was vomiting less but still in severe pain
and hardly able to walk. The Sirdar hired a pony on
which she rode over a seven hour journey. Abdominal
pain and anorexia persisted unchanged. Evacuation
by plane from Jomsom to Kathmandu on the next day
should have been easy. However poor visibility from
low cloud had prevented flights for five days and
there was a backlog of passengers. The weather

cleared on Day 9 and patient and husband were
squeezed on the second flight.
She was taken to a Clinic staffed by Canadians. A
trace of blood was found in her urine, and on abdominal ultrasound examination the diagnosis was
revealed. A small, high left, ureteric calculus. Routine
screening blood tests including serum calcium were
normal. A Diclofenac suppository brought helpful
improvement in her symptoms, leaving only intermittent abdominal pains. She felt well enough to enjoy
some sight-seeing. On Day 12, she flew back to
Scotland, at her local hospital, the calculus was successfully removed by transvesical Dorma Basket
manipulation which brought permanent recovery.
She has continued to enjoy trekking holidays in the
Himalayas and other remote destinations.
Comment
Lessons can be gained from this saga starting with
the importance of keeping well hydrated during a
long flight in a dry, air-conditioned plane. Passengers
should take on board their own spare bottle of water.
The presumptive diagnosis of traveller’s gastroenteritis on Day 2 is difficult to dispute and in view of her
rapid partial recovery, it was reasonable that the
Sirdar decided to proceed with the trek. When it came
to the very severe illness with abdominal pain, it is
tempting to speculate on the differential diagnosis.
Was it a relapse of the gastroenteritis or a new disorder? Could it have been a bowel obstruction, perhaps progressing to a perforation or a volvulus of the
colon or an atypical appendicitis, perhaps a torsion of
a pedunculated fibroid? In practice, whatever the
correct diagnosis, the predicament was “an acute
abdomen” and the patient needed urgent transfer to a
good hospital. However, emergency evacuation is
always a problem in bad weather in mountainous
areas when there can be eleven hours of darkness.
How much medical training should trek leaders
have and what drugs, such as injectable analgesics
and anti-emetics should they carry?
Should trek leaders to be in communication with a
central base to obtain medical advice or to arrange
evacuation? If a medical doctor happens to be one of a
group of trekkers, to what extent should he or she be
expected to give medical care? In reality nine out of
ten doctors would have unsuitable experience to provide expert emergency care. Only Accident and
Emergency Specialists, GPs, and those trained in
expedition medicine would be suitably experienced.
Trek leaders usually work on the principle that doctors in their party are taking a break from work and
should not be consulted while on holiday. In my opinion a doctor has a life-long commitment to offer
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skilled assistance to the sick at all times, but who
should be responsible for providing a first aid medical
kit with instruments, drugs and splints?
What medical hazards lie in wait for the traveller to
remote destinations, apart from hazards which can be
prevented by vaccinations and prophylactic drug
therapy? There is the risk of injury, reduced to some
extent by taking care, being sure-footed, avoiding
travel in or on dangerous vehicles, planning carefully
and thinking ahead when climbing, sailing or swimming. There are the risks of “unforeseen” medical dis-

orders, problems which we would never think about
when living reasonably close to an Accident and
Emergency Department. If such crises occur, they can
make the traveller look imprudent. It is part of the
pleasure of adventure to escape from a highly protected setting. Those of us who venture into remote areas
know we are taking a risk and all adventure travellers
should be aware of the health risks they run prudent
precautions they should consider in pre trip and
planning.
J. Waddell

A Ski Accident
A medical colleague was skiing near Chamonix
when she lost control and landed violently on her
back. Stunned she lay motionless gasping for breath
until tentative movements of limbs confirmed all were
still functioning. As she struggled upright breathing
initially eased and then she felt a bang in her right
chest and became rapidly dyspnoeic.
The ski patrol arrived and enquired if she could pay
for their assistance and she realised the value of her
accident insurance. Sledged off the slopes she had to
negotiate a fee with the ambulance staff before being
taken to the nearest hospital – an orthopaedic unit.
Immobilised in bed, x-rays were quickly organised,
chest drains were placed in both sides of her chest ,
then she received scant further attention, with instructions given in French. Feeling better the next day she
insisted on seeing the radiographs which revealed a
pneumothorax and pleural effusion on the right side.
Remonstrating in limited French with the resident
house physician, she could not convince him that it
was the right chest alone that needed attention. Only
when a consultant physician arrived 3 days later was
the initial mistreatment recognised.
Contact with the insurance company was sporadic

with their initial intent to return her to the UK by land
ambulance. After her personal intervention this was
changed to a low level flight in an air ambulance. She
was left wondering what care she would have
received if uninsured. No money, no ski patrol evacuation from the slopes, No funds, no ambulance to hospital. No insurance cover, what quality of care in hospital, when even with funding the quality of care was
less than ideal?. What repatriation, if she had not
intervened.?
The need for insurance protection for holiday sport
and holiday travel and the careful perusal of the contents is a priority to ensure prompt and adequate
medical care. However ultimately, emergency care is
dependent upon the first aid facilities immediately
available and the immediacy and availability of
resources and medical and nursing personnel.
Geography may determine that these are far distant
and far from UK standards. The cover provided in the
small print has to be examined closely to ensure adequacy of cover for emergency aid and repatriation.
Health professionals should be prepared to advise on
these details in pretravel health consultation.
I.B.M.

Two To Loo
An overweight old age pensioner went off with her
son to Egypt where the latter was intent on enjoying
some scuba diving in the Red Sea. Based in Sharm El
Sheik where desert temperatures spiralled during the
day, they both basked over-much in the in the sun for
a few days and the old lady felt a little dizzy after
over-exposure. The first sub aqua trip took them off
shore in a boat carrying many water enthusiasts and
soon the son was exploring under the sea. Mother sat
on the deck until she suddenly she felt dizzy, nauseat-

ed and unwell. The crew were not English speakers
and unable to communicate her malaise, she stumbled
to the toilet, a steel cabin amidships, and locked the
door before losing consciousness.
The queue of frustrated toilet-seekers finally drew
crew attention to the locked door, but no one was
aware of her predicament and they had no means of
access to the toilet. She remained semiprostrated in
the tiny overheated toilet space for nearly two hours
while staff and her very worried son endeavoured to
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reach her. Ultimately, by rigging a bosun’s chair and
descending the ships side, a sailor reached a tiny porthole which initially resisted access.
Finally, the glass broken, the ship’s small tea boy
was able to force his way into the cubicle, open the
door and rescue the still unconscious patient. A rescue helicopter then quickly flew her to a local hospital.
She gradually came out of coma with residual paresis
of an arm and leg and speech disturbance. She was
later flown back to the UK with a medical escort.
This lady had become dehydrated and over-heated,
increasing the viscosity of her blood and the likelihood of stroke occurrence. It was unfortunate that she
had collapsed in such an inaccessible situation but she
might have avoided the stroke if she had resisted
exposure to the sun and made certain that she had
replaced fluid loss with an adequacy of liquids.
Extremes of temperature, both hot and cold,
increase the likelihood of stroke and older travellers
should be advised of this. possibility. Travel health
professionals should mention this in pretravel health
consultation and suggest the need to avoid exposure
to very hot sun and the need to keep to shade other
than early in the morning and in the evening with further advice to ensure adequate intake of fluids in very
hot climes.
In a further toilet event a rather obese middle aged
woman was flying from Frankfurt to Singapore in a
jumbo jet. She enjoyed a meal, which included lobster
followed by a liberal intake of alcohol and nodded off
to sleep. She wakened suddenly to a darkened cabin,
feeling so ill that she believed death was imminent.
Her breathing was difficult, she felt dizzy and very
nauseated. Semi-conscious and hardly able to support
herself she forced herself down the passage to the toi-

let. Mercifully she found a vacant one in a bank of six
and opening the concertina door ,locked it behind her
and collapsed. For many minutes she lay there with
head on one side of the toilet seat jammed under the
wash basin and her substantial bottom wedged
against the door. She vomited substantially, but, with
head providentially facing downwards, inhaled no
vomitus.
Gradually she came to, aware of banging and shaking of the toilet door. Her husband aware of her
absence assumed she was in a toilet compartment but
was initially at a loss to know which one. Flight attendants had to progressively remove the occupants of
the other cubicles to establish where she was and were
then faced with the problem of access to the toilet.
This problem defied them, when the concertina door
is maintained in a rigid position there is no easy
access. The woman’s bulky rear was wedging the
door tight and only her partial recovery and release of
the lock from inside permitted emergency aid.
A passenger doctor could now come to her help and
with her on the floor by an emergency door – the only
flat unimpeded area on most aeroplanes – he rendered
assistance. No longer comatose she made a remarkably quick recovery from what seemed to be a transient ischaemic attack. Investigated at home there was
no evidence of cerebral or arterial ischaemia. The
diagnosis became apparent when some time later, she
was found to have allergic hypersensitivity to lobster
and had further vomiting and collapse after ingesting
this shellfish.
The search for toilet accommodation is often the
first recourse of an ill individual but it may not provide the safest refuge on an aircraft or small ship.
I.B.M.
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SCIENTIFIC ARTICLES AND RESEARCH

Illness and Treatment of Climbers at High
Altitude
G. McPartin
Abstract
The rapid expansion of “adventure tourism” has implications for doctors. Patients are increasingly seeking advice
on coping with extreme conditions, particularly high altitude, and there is opportunity for doctors willing to accompany groups to deserts, mountains and other challenging
locations. This paper discusses the medical support of group
of climbers at very high and extreme altitude South
America, Africa and Asia.
Introduction
Many charities are using overseas events to generate funds. These trips were all undertaken on behalf of
Whizz-Kidz (see below). Those taking part are
required to raise sponsorship, typically £2-5,000, in
return for the opportunity to tackle some major challenge, usually in a third world or developing country
where costs are relatively low. The participants may
have had little or no experience of camping or hill
walking, let alone, mountaineering. To contain costs, a
trekking group is usually on a tight schedule and may
even ignore guidelines about safe rates of ascent (typical expert advice is that, above 3,000 metres, height
gain should be no more than 300 metres a day, with a
rest day every 3 or 4 days, and, above 4,000 metres,
ascent should be not more than 150 metres a day). This
is particularly likely on Kilimanjaro where the
Tanzanian government charges climbers by the day. It
is therefore rarely possible, on a group trek, to take a
rest day to allow a sick person to recover. It is not easy
to tell a person who has raised a few thousand pounds
in sponsorship and trained hard for “the trip of a lifetime”, that they cannot go on. There is therefore pressure to “patch people up” and keep them going and
there is also a risk that symptoms will be concealed.
On a climbing expedition there is more flexibility in
the schedule and the height gain tends to be slower
because of the technical problems to be overcome.
Symptoms of Altitude Illness usually occur above
2,400 metres and, typically some 25% of those going to
Everest Base Camp (EBC) will be affected. The three
manifestations are: Acute Mountain Sickness (AMS),
High Altitude Cerebral Oedema (HACE) and High
Altitude Pulmonary Oedema (HAPE). HACE equates
to “end stage” AMS but, the more common, HAPE
may develop independently of AMS symptoms, often
unexpectedly during the night. The definitions of
these three conditions were formulated at the 1991
International Hypoxia Symposium, held at Lake
Louise in Alberta, Canada (see Table 1). The symposium also developed the widely used AMS rating system, the “Lake Louise Score” (see Table 2). Trekkers

may benefit from a copy of this to alert them to the
symptoms of AMS and, perhaps, to monitor their own
score.
A “Lake Louise Score” of 4 is generally considered
to equate to “moderate” AMS. The standard treatment
for AMS is Acetazolamide, 125 or 250 mg BD. There is
evidence that Acetazolamide can also be effective in
preventing AMS and prophylactic use is generally
advised for those flying to above 3,000 metres, for
example Cusco, or ascending faster than the guidelines advise, for example most groups on Kilimanjaro.
There is debate about the best protocol, for prophylaxis, with advice ranging from 250 mgs BD for 3 days,
to 125 mgs BD for 1 day before going to altitude. The
third indication for Acetazolamide is to reduce the
sleep disturbance that is common at altitude, often
associated with Cheyne-Stokes type respiration or
“periodic breathing”. A dose of 125 mgs nocte is often
helpful. For HACE, Dexamethasone, Oxygen and
Hyperbaric Treatment are desirable. The latter is usually given in one hour sessions in a portable altitude
chamber (PAC) such as the Gamow or Certec bag. For
HAPE, the treatment will typically involve
Nifedipine, Oxygen and hyperbaric treatment.
Trekking in Third World or developing countries
often involves exposure to polluted drinking water
and it can be very difficult to ensure scrupulous
hygiene amongst the trekking group, let alone, the
kitchen staff. Diarrhoea, with or without vomiting, is
common and can be dramatic in its sudden onset and
severity. Fortunately, the response to antibiotic treatment, most commonly Ciprofloxacin (500 mgs BD for
3 days), is usually rapid.
Cohorts
This paper is based on the author’s experience of supporting six groups/167 persons at “very high altitude” (3,500 - 5,800 metres) and two groups/53 persons at “extreme altitude” (> 5,800 metres). It discusses the medical problems dealt with and the varying
rewards and challenges for the doctor with the different locations and with a trekking group as opposed
to a climbing expedition. Four destinations were
involved: Machu Piccu (MP), 4,200m - 77 persons,
Everest Base Camp (EBC), 5,364m - 90 persons,
Kilimanjaro, 5,895m - 38 persons and Aconcagua,
6,962m - 15 persons. Kilimanjaro and Aconcagua are
the highest points on their continents (Africa and
America respectively). Aconcagua is also the highest
mountain outside the Himalaya and the highest in the
Southern hemisphere.

High Altitude Doctoring

The high incidence of both Altitude Illness and GI
infection is illustrated by the treatment figures given
below for the 167 persons accompanied to EBC or to
MP. The contrasting figures for the 53 persons accompanied to Kilimanjaro or Aconcagua reflect the very
different nature of these challenges, particularly
Aconcagua which was tackled in expedition style with
no porters.
Medications Treatment

EBC
MP
Kilimanjaro
Aconcagua

No. of
Persons

Acetazolamide
For AMS

Ciprofloxacin Hyperbaric
For D +/- V'g Treatment

Dropped
Out

90
77
38
15

37 (41%)
8 (10%)
1
3 (20%)

17 (19%)
22 (29%)
0
1

2
3
30
13

5
Not available

1
Not available

One of the two who did not reach EBC developed
HAPE at Gorak Shep. After Hyperbaric Treatment in a
PAC and Oxygen, he was started on Nifedipine and
carried down to the medical post at Pheriche. He was
able to rejoin the group two days later. The other person who did not reach EBC presented with acute loss
of vision and pain in his right eye, at the airport, in
Kathmandu, 20 minutes before the flight to Lukla. The
difficult decision to turn him back had to be made rapidly. It emerged that he had corneal oedema complicating keratoconus.
It may seem surprising that four of the five persons
given Hyperbaric Treatment nevertheless reached
Base Camp. The diagnosis of HAPE can be quite subtle and the policy adopted with these groups was to be
pro-active in using Hyperbaric Treatment if there was
even a small chance of mild HAPE being present, typically in the excessively tired trekker.
Two of the three who did not reach MP dropped out
because of diarrhoea and vomiting. The third had not
fully recovered from treatment for a Lymphoma. They
were evacuated by mule.
The 30 who did not make the summit of
Kilimanjaro were split about 50:50 between AMS and
simple fatigue. Those who turned back were able to
make an immediate and substantial descent, hence the
low use of Acetazolamide. On Aconcagua, a much
slower rate of ascent allowed excellent acclimatisation
and only one of those who did not summit had possible AMS.
The one person given Hyperbaric Treatment on
Kilimanjaro illustrated the fact that fitness does not
necessarily protect against Altitude Illness. He was a
professional rugby player but developed moderate
HAPE at Kibo, the top camp. After the usual initial
treatment he was rapidly taken 10,000 feet downhill,
on a trolley, propelled by some impressively athletic
African porters. He survived shaken and sufficiently
stirred to return, successfully, on his honeymoon, four
years later. He was one of two members of the
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Kilimanjaro group who subsequently invited the
“team doc” to their wedding.
The marked difference in the numbers treated for
diarrhoea amongst the EBC and MP groups as
opposed to the Kilimanjaro and Aconcagua groups, is
due to the drinking water. The trails to EBC and MP
are populated, both by the indigenous communities
and by numerous trekkers, whereas the Rongai route,
used on Kilimanjaro, and the Guanacos route, on
Aconcagua, were notable for the absence of both.
Furthermore, most of the water drunk on Aconcagua
was from melted snow.
The doctor accompanying a trekking group will
expect to deal with a number of injuries through over
use or trauma and, also, in the course of a two or three
week trek, a variety of medical problems will
inevitably arise.
Medical Problems

All groups

No. of
Trekkers

Trauma or Miscellaneous
Musculo-skeletal
Medical

220

10 (4.5%)

45(20%)

The surprisingly small “Trauma or Musculo skeletal” group comprised: 2 cases of minor foot trauma
associated with river paddling, 2 falls causing abrasions to arm or leg, 1 fall causing scalp lacerations
(sutured with 4 x 3/0), 1 burn from very hot water
being poured into a Platypus (water container), 1 case
of “trekker’s knee” (helped by strapping), 1 painful
knee due to a pre-existing problem and 1 due to twisting in a fall, 1 minor ankle sprain and 1 neck ache
associated with badly adjusted rucksack straps.
It can be hard to distinguish between symptoms
due to AMS or GIT infection and those due to separate
medical problems. The 45 in the "Miscellaneous
Medical" category may understate this group.
Antibiotics were used to treat 4 infected IGTNs, 3
lower respiratory tract infections (LRTIs) and 1 Otitis
Media. Norethisterone was given to 6 persons to
reduce or postpone menstrual bleeding. 2 persons
were treated for upper gastrointestinal (GIT) symptoms and 3 for constipation. 3 persons were given
Amethocaine for eye irritation, there was 1 nose bleed,
2 dental problems (a broken molar and a mild
toothache) and 1 cold sore with secondary infection.
There were a few non physical problems. 2 persons
required Prochlorperazine (Buccastem) for travel sickness prophylaxis, 1 was given a small dose of
Diazepam for flying phobia, 1 required to be blind
folded and carried because of bridge phobia (fortunately this treatment did not need to be administered
by the doctor) and 1 person, surprisingly a fellow GP,
phoned for advice on his first night, in Cusco, concerned to be awake at 12.45 am. Only 2 persons were
troubled by sunburn (both slight) and, remarkably,
nobody consulted because of blistered feet.
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The “Miscellaneous Medical” group included some
challenging management problems, all, curiously, on
the Everest trail. Climbing at 4,000 metres a 53 year
old man struggled with breathlessness and fatigue but
his pulse was only 51. He was on Atenolol, for mild
Hypertension, and performed well after this was
stopped. A 45 year old lady had persistent abdominal
pains, loss of appetite and copious vomiting. Her
symptoms defied all help and only settled with
descent. Somehow she got to Base Camp. An exhausted 60 year old man worryingly developed chest pain
of uncertain aetiology at Base Camp. He was “piggy
backed” down to Lobuche and managed independently thereafter. On the same afternoon a 43 year old
lady, with a vague history of gynaecological problems,
developed abdominal pain. Concern rose when she
derived little benefit from an injection of Pentazocine
(Fortral) but was reduced when it emerged that one of
the heavier men in the group had fallen on her. Two
days below Base Camp a powerfully built 41 year old
man had three small episodes of haematemesis. A
Surgical Registrar was, by a happy chance, nearby
with another group. After discussion it was agreed
that a Mallory-Weiss tear was likely and that conservative management could be attempted. He completed the trek.
A trekking group of 20-30 using tents and “self
catering”, will be accompanied by an army of porters
and cooks, typically 50-60 in Nepal or on Kilimanjaro.
Their strength and cheerful resilience are humbling.
On average about one porter per group required medical advice or treatment. Most were minor problems
but one Sherpa developed HAPE at Gorak Shep and
was admitted to the medical unit at Pheriche. Sick
trekkers encountered, en passant, without their own
medical support, may also require help. With the eight
groups summarised above, there were at least half a
dozen significant episodes of this type: an English
lady with severe diarrhoea and vomiting but with no
antibiotic, a Belgian lady who noted a tachycardia of
210 on her pulse monitor and was still at 150 after 45
minutes, a German with HACE, a Frenchman with
moderate AMS, alone with his porter, an American
with frostbite, a Dutchman who had fallen out of bed
and lacerated his scalp and an American bee keeper
who had been assaulted and robbed, sustaining multiple severe lacerations to his scalp and left wrist. Our
satellite phone allowed contact with the American
consul, in Kathmandu, and helicopter evacuation.
Conclusions
Being a trek doctor at altitude is not a free holiday.
It is essential to be yourself fit before the trip. For EBC
and the Inca Trail one should be able to cope easily
with climbing a 3,000 foot mountain in the UK. For
Kilimanjaro, training days involving 6,000 feet of
ascent would be desirable, whilst, for Aconcagua, one
must also get used to carrying an 18 kg/90 litre pack

and wearing heavy, rigid soled, double boots. It is also
vital to avoid significant personal illness during the
trip. At key times, prophylactic Ciprofloxacin (250
mgs BD) may be considered.
For the UK doctor, the isolation on a trek or expedition will be unfamiliar and, possibly, daunting.
Satellite phones do not always get a signal amongst
mountains and helicopter evacuation, even if available, can be difficult to arrange and at the mercy of the
weather. A high degree of resilience and self sufficiency is required. But the rewards are considerable: the
friendships made, the opportunity to experience a different culture, the awesome grandeur of the world's
mightiest mountains, the beauty of the flora and fauna
and, perhaps, the thrill of reaching the highest point
on a continent.
Table 1
Lake Louise Consensus on the
Definition of Altitude Illness
(In the setting of a recent gain in altitude)
AMS – The presence of headache and at least one of
the following symptoms:
- gastrointestinal (anorexia, nausea or vomiting)
- fatigue or weakness
- dizziness or lightheadedness
- difficulty sleeping
HACE – Can be considered "end stage" or severe
AMS. Either:
- the presence of a change in mental status and/or
ataxia in a
person with AMS
- or, the presence of both mental status changes and
ataxia in a person without AMS
HAPE – The presence of the following:
Symptoms: at least two of:
- dyspnoea at rest
- cough
- weakness or decreased exercise performance
- chest tightness or congestion
Signs: at least two of:
- crackles or wheezing in at least one lung field
- central cyanosis
- tachypnoea
- tachycardia
Table 2
Lake Louise AMS Score
Headache
0 No headache
1 Mild headache
2 Moderate headache
3 Severe, incapacitating
Gastrointestinal symptoms
0 No GI symptoms
1 Poor appetite or nausea

High Altitude Doctoring

2 Moderate nausea or vomiting
3 Severe nausea & vomiting, incapacitating
Fatigue and/or weakness
0 Not tired or weak
1 Mild fatigue/weakness
2 Moderate fatigue/weakness
3 Severe fatigue/weakness, incapacitating
Dizziness or lightheadedness
0 Not dizzy
1 Mild dizziness
2 Moderate dizziness
3 Severe dizziness, incapacitating
Difficulty sleeping
0 Slept as well as usual
1 Did not sleep as well as usual
2 Woke many times, poor night's sleep
3 Could not sleep at all
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FURTHER INFORMATION
May be obtained from:
www.high-altitude-medicine.com
www.thebmc.co.uk
www.treksafe.com.au/medical/altitude_illness.htm
The trips mentioned in this paper were undertaken on
behalf of Whizz-Kidz, a charity providing mobility
aids, wheelchairs, for children with disabilities.
Further information about this charity can be found
from their web site: www.whizz-kidz.org.uk or by
phoning 0207 233 6611.
Gerry McPartin MBChB, FRCGP, is a retired GP from Edinburgh.
Currently Chairperson of Depression Alliance Scotland and
Medical Officer, Torridon Mountain Rescue Team.

Brief, Selective Hypnotherapy in Treatment of
Flying Phobias
I. McIntosh
Abstract
Flying phobias are common. Mishaps and accidents
to aircraft make many travellers apprehensive and fearful of
flying, a condition which most overcome by rationalisation
and thought blocking. Others develop a phobia for flying
which can respond well to cognitive behavioural
therapy(CBT) in a process which can however be time consuming. Limited session, brief focused, selective hypnotherapy and CBT can however cure disabling fear, disturbed
conditioned responses and avoidance behaviour. This
between group treatment study compared different temporal therapeutic approaches using conventional hypnosis and
cognitive behavioural therapy. Both groups responded well,
with brief therapist contact treatment as effective as conventional therapy.
Introduction
Fear is a normal and essential condition for everyday living and a response to real or imagined threat,
with a pronounced behavioural element There is a
continuum between mild and intense fears with the
latter usually described as phobia. This is considered
a morbid response disproportionate to the causative
stimulus. Sufferers often structure their lives to avoid
fear-provoking situations. Avoidance results in inconvenience to the patient and may severely interfere
with work which involves regular flights. Typically,
the phobic presents to the family doctor a few days

before a planned flight. As the time for departure
draws ever closer, apprehension increases and shortly
before the dreaded day, it becomes apparent to the
patient that he or she cannot face the perceived
ordeals of an air passage. An acute anxiety state
results. Alternatively, the person travelling regularly
on business finds it ever more difficult to board the
aircraft and goes to considerable lengths, using car,
coach and train, to avoid exposure to flying. The
phobia begins to interfere with work ability and can
threaten continuation of employment.
Despite surveys by Agras (1969), Marks (1969)
Burns (1977) in Britain, there is still a marked lack of
empirically based information on the prevalence of
specific phobias in adults in the general population.
The majority of phobics appear to be women. Wilson
(1967). In general practice (McIntosh 1980), 16 per cent
of people admit to having a phobia and 13 percent of
this sub-group report fear of flying with a female to
male preponderance of 2:1
The phobic reaction is totally out of proportion to
the situational trigger, is involuntary and cannot be
explained or reasoned away by the individual
involved. It leads to incapacitating avoidance behaviour To understand the phobic’s reactions one has to
consider the cognitive, physiological and behavioural
components involved. The psychic element appears as
overt anxiety and an exaggerated arousal response
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Brief, Selective Hypnotherapy. . . continued
when exposed to the feared situation, or even consideration of exposures as the day of the dreaded flight
draws closer. The physiological response results in a
sweating, tremulous, palpitating and breathless
patient with assorted pains from muscle tension.
Avoiding behaviour by the travelling executive or
salesman, or the housewife’s refusal to contemplate
air travel, introduces a social element which often
forces the patient to seek professional help.
Given time, therapy can usually bring alleviation of
symptoms and cure and patients can be helped
towards and along the frightening path from airport
to aircraft and on with the flight. Given time before
the need to travel, behaviour modification is widely
used in clinics to treat phobics (Marks 1975). The principal is to expose the patient to the situation which
causes distress until he/she gets used to it.
Attempts are then made to extinguish the fear by
relating it to a pattern of response which provokes no
anxiety. Problem behaviour needs detailed study, in
order to arrive at a hypothesis about its genesis and
identify appropriate intervention.
Desensitisation (France and Robson 1986) consists
of two features; muscle relaxation and reduction of
anxiety and the construction of a graded hierarchy of
aversive stimuli from information provided by the
patient. Such a hierarchy for a flying phobia would
consist of arrival at the airport, proceeding to the
departure lounge, walking on to the plane, experiencing take-off and landing. The hierarchy can be presented to the patient, either in imagery or in reality,
and film and tape recordings can be used effectively
in desensitisation. Desensitisation works well with
social and specific phobias The disadvantage is that
the process is time-consuming and often requires
many sessions. Desensitisation can be carried out,
however, with minimal therapist contact using hypnosis.
The use of hypnosis for phobias (McIntosh 1981)
borrows both from behaviour modification and
desensitization but therapy is facilitated by induction
of a trance state. Teaching the patient auto-hypnosis,
whereby at a coded signal he can recreate the relaxed
state acquired at earlier sessions, decreases the risk of
dependence and diminishes the time required for
therapy. Graded desensitisation and flooding are both
practicable within the trance state and visual imagery
and vicarious modeling can also be used.
Although phobias of air travel and flying are common, with good management, the disabling fear, disturbed conditioned responses and frantic avoidance
behaviour can be replaced by rational activity and
more normal, socially acceptable reactions and conditioned responses.
Objective
To study the treatment effects of conventional hypnotherapeutic(CH) sessions using CBT with limited

contact, brief, selective hypnotherapy(LCBSH) for flying phobias using CBT.
Methodology
An opportunistic, between group, study of consecutive patients with flying phobias, presenting for
treatment in a primary care setting and meeting the
criteria for a flying phobia.
They exhibited a degree of anxiety and fear out of
all proportion to the evoking situation of a potential
flight which they could not explain or reason away,
was beyond voluntary control and led to avoidance.
Patients were alternatively given open session, long
duration, hypnotherapeutic, deconditioning therapy
(treated to successful outcome), or standardised tape
recording assisted,15 minute duration sessions limited
to three treatments.
Measure – A branched questionnaire identifying
demography and details of phobic state, with linear
analogue scale recording of severity and avoidance
behaviour. Duration of patient /therapist contact was
recorded. Telephone follow-up of outcome occurred 6
months after cessation of treatment.
Results – 33 patients presented. 30 participants met
entry criteria. Compliance: 86%, 20 (77%) women and
6 (23)% men. All admitted to only one prime phobia,
(flying) which created problems for them. 6 (23%)
rated it severe and 11 (42%) scored avoidance of flying
as a response to the phobia. 21 (80%) were greatly
improved or cured with treatment. Avoidance scores
were markedly reduced or nullified in 20 (77%).
3 were lost to long term follow up, but of the
remaining 23 people, 18 (78%) successfully undertook
a flight without panic in the 6 months after treatment.
There was no gender or age difference in response to
treatment. In the LCBSH group only 10 were available
for follow up 9 (90%) of whom were improved and
had flown recently. In the (CH) group 9 had also flown
successfully. One in each group still exhibited phobic
symptoms and avoidance and the remainder were
objectively and subjectively improved. LCBSTH
patients had 5 times less therapist contact than those
treated conventionally.
Summary
The majority of patient in this study either lost their
fear of flying or had phobic symptoms greatly
improved in this study There were no between group
difference in outcome but LCBSTH was a time efficient and therapeutically effective and potentially a
viable means of treating flying phobias in primary
care This study shows that limited contact brief, selective hypnotherapy(LCBSH) for flying phobias can be
effective
Iain B. McIntosh, BA(Hons)MBChB. FFTM. RCPS(Glas).
St. Ninians Travel Health Research Centre, STIRLING.
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Education of healthcare professionals on
Tropical Medicine and Travellers Health in East
Africa – a review
K. Schaefer
Abstract:
26 Round-Trip Educational Courses on Tropical
Medicine and Travelers’ Health were organised by the
author between 1995 – 2006 in Uganda and Kenya.
Healthcare professionals from Europe, USA, Canada and
Australia were trained in endemic areas where tropical
infectious diseases occur. The author reviews his experience.
Background:
Travelling to the tropics is becoming more popular
in the Western world (1). As a result an increasing
number of tourists return to their home countries with
diarrhoea, malaria and other tropical infectious diseases (2). The continuous stream of migrants, refugees
and asylum-seekers to Europe (3) presents healthcare
professionals with tropical infectious diseases which
they have not seen before. Global warming will also
contribute to an increase in tropical infectious diseases
in temperate climates (4). Recent figures in American
and European hospitals have shown that an increasing number of malaria patients were not recognised
on first examination (5). These observations underline
that healthcare professionals in the Western world
require “intensified” hands on experience in clinical
Tropical Medicine and Travelers` Health. The author
has organised 26 Round-Trip Educational Courses in
Uganda and Kenya and reviews his experience in this
article.
Design:
Each course was designed for up to 7 healthcare
professionals and supervised by Tropical Medicine
experts from the University of Mbarara, Uganda and
the University of Nairobi, Kenya. During the 2-week
long round trips (on average 1500 km by 4X4 car and
plane), participants visited different hospitals, health-

care projects and research centres in urban and rural
areas of Uganda and Kenya respectively. Through a
combination of rounds with informal bedside teaching on-site, laboratory manuals and lectures, the epidemiology, pathogenesis, clinical manifestations,
diagnosis, treatment, prevention and control of the
most important tropical infectious diseases were covered in the endemic areas. The curriculum included
among others: african trypanosomiasis, malaria, visceral leishmaniasis, schistosomiasis, lymphatic filariasis, onchocerciasis, dengue fever, HIV/AIDS and
related opportunistic infections, leprosy and characteristic dermatological and opthalmological diseases
in the tropics. The participants got an update on
Travelers` Health (e.g., differential diagnosis of fever
and diarrhoea in the tropics, WHO-vaccination guidelines). They visited the “Flying Doctors” headquarter
of the African Medical Research Foundation (AMREF)
and the Joint Clinical Research Centre (JCRC), where
the latest HIV vaccine trials are carried out. At the end
of each course, participants received a CME certificate
on 50 contact hours on applied clinical Tropical
Medicine & Travelers` Health.
Results:
26 Round-Trip Educational Courses have been carried
out between 1995 – 2006, 14 in Kenya and 12 in
Uganda. A total of 188 healthcare professionals from
all over the world - 144 (77%) from Europe, 37 (20%)
from USA/Canada, 7 (3%) from Australia - joined the
courses. Among them were 90 women (48%) and 98
men (52%) with an average age of 45 years. Of the participants, 80 were general practitioners (43%), 46 tropical medicine experts (24%), 33 microbiologists (18%),
12 occupational health experts (6%), 9 dermatologists
(5%). 179 (95%) of the participants stated that they
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Education of Healthcare Professionals – a review continued
were faced increasingly with immunisations, pretravel advice, and posttropical screening. 184 (98%) of the
participants joined the expeditions primarily for further training.
Discussion:
Because of the rise in international travel to tropical
destinations, more physicians will need to give pretravel advice and more will face tourists returning
with tropical infectious diseases. However, many of
them have not been trained in clinical Tropical
Medicine and Travelers` Health. A survey in general
practice in the UK identified inadequacies of training
and use of multiple sources of reference, resulting in
inconsistencies in travel medicine advice (6). In
Canada 40% of the clinics would need to improve the
education of their staff in order to keep up with up
with travel medicine practice (7).
Teaching medical staff can be done via lectures, the
internet, or computer-based resources (8). However,
hands-on-experience in clinical Tropical Medicine and
Travelers` Health can be obtained only when healthcare professionals see and examine patients with tropical infectious diseases. Several Tropical Medicine
Teaching Institutions in Europe, such as the BernhardNocht Institute in Hamburg (9) and the London
School of Hygiene and Tropical Medicine (personal
experience) provide hospital services for tropical
infectious diseases. However, because of the low
admission number of patients, the teaching experience in clinical Tropical Medicine is limited.
Short educational courses on Tropical Medicine for
up to 10 participants have in recent years been established in larger cities in South America, Africa and
Asia (10). Those courses are usually held for 2 weeks
in large teaching hospitals, commonly organised in

Figure 1: Field laboratory session on the diagnosis
of African Trypanosomiasis.

collaboration with a local and foreign university.
During rounds, case conferences, laboratory activities
and lectures, participants gain knowledge on the
pathogenesis, epidemiology, diagnosis, signs and
symptoms and treatment of tropical infectious diseases. On occasional excursions to nearby hospitals
and outpatient clinics, participants get an insight into
the local healthcare system.
Round-Trip Educational Courses (Tropical Medicine
Expeditions) held annually in Uganda and Kenya by
the author since 1995 have been designed to train
healthcare professionals in clinical Tropical Medicine
and Travelers’ Health in the respective endemic areas.
During the 2 week long round trips, participants travel to various university hospitals, outpatients clinics
and research projects in urban and rural areas of
Uganda and Kenya and are taught on clinical Tropical
Medicine in regions where the diseases occur.
Two typical course days in Uganda would consist
of the following activities:
1st Day: Between Kampala and Jinja participants
pass an area endemic for african trypanosomiasis.
After a lecture on sleeping sickness, the course members attend rounds in a teaching hospital in Jinja near
Lake Victoria, where they examine patients with confirmed african trypanosomiasis and discuss signs and
symptoms and treatment with consultants in charge.
Following a field laboratory session on diagnostic
techniques for african trypanosomiasis (See Figure 1),
participants are guided by a senior entomologist
through a Tse-tse fly control Centre. The day ends
with a scientifc excursions to a national park, where
participants among other animals see antelopes – the
main reservoir of T. brucei rhodesiense - and discuss
prevention and control measures with senior epidemiologists from local institutions.

Figure 2: Rounds on the paediatric ward
discussing treatment of cerebral malaria.

Education of Healthcare Professionals

2nd Day: The participants travel to Mbarara in
Western Uganda, an area endemic for malaria. After
lectures, laboratory manuals and bedside-teaching on
the paediatric ward - assessing children with cerebral
malaria - in the Mbarara University Teaching Hospital
(See Figure 2), they visit a malaria control project
(impact of impregnated bednets in local communities
& ongoing anopheles mosquitos research) followed by
an evening lecture on the differential diagnosis of
fever in travelers returning from the tropics.
The unique structure of Round-Trip Educational
Courses to Uganda and Kenya enables participants to
experience tropical infectious diseases were they
occur. Further Round-Trip Educational Courses in other
tropical regions of the world will hopefully motivate
more clinicians to strengthen their experience in clinical Tropical Medicine and Travelers’ Health and thereby improve the healthcare of returning travelers.
K. Schaefer, MD. PhD. MSc. DTM &H., Cologne, Germany.
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Urinary Schistosomiasis among Thais
V. Wiwanitkit
Abstract
Objective: To study urinary schistosomiasis among
Thais.
Study design: literature study (historical research)
Method: The author used electronic search engines to
find literature concerning urinary schistosomiasis in
Thailand and study prevalence of this disease from the data
of routine urine examination.
Result: There were two publications on urinary schistosomiasis in Thailand. From routine urine examination, null
prevalence is observed.
Conclusion: Urinary schistosomiasis is not common in
Thailand. Null prevalence detected. Thais migrate to the
endemic area for work but there are only a few cases in
Thailand. Special surveillance on this disease as a new
emerging disease may be unnecessary.

Introduction
Schistosomiasis, (bilharzia), is a parasitic disease
that leads to chronic ill health. It is the major health
risk in rural areas of Central China and Egypt and
continues to rank high in other developing countries.1
Schistosomiasis has been recognized since the time of
the Egyptian pharaohs. Worms responsible for the disease were eventually discovered in 1851 by Theodor
Bilharz, German pathologist, from whom the disease

took its original name, Bilharziasis.1 The disease is
indicated either by the presence of blood in the urine
or, in intestinal schistosomiasis, by initially atypical
symptoms which can lead to serious complications
involving the liver and spleen.1
The main forms of human schistosomiasis are
caused by five species of the flatworm, or blood
flukes, known as schistosomes: Schistosoma mansoni,
Schistosoma
japonicum,
Schistosoma
mekongi,
Schistosoma intercalatum and Schistosoma haematobium.
The last species, Schistosoma haematobium., causes
urinary schistosomiasis and affects millions of people
in the developing countries, especially in the Africa
Continent1,2 In Thailand, Schistosoma japonicum and
Schistosoma mekongi, which cause intestinal schistosomiasis can be seen especially in the northeastern
region. In urinary schistosomiasis, its prevalence is
low. The author reviews all case reports of the urinary
schistosomiasis in Thailand and reports prevalence
from routine urine examination.

Methodology
Study of case reports
Electronic search engine PubMed, SciCitation and
Thai Index Medicus were used for finding case reports
of urinary schistosomiasis in Thailand. All selected literature was reviewed. Summation of demographic
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Urinary Schistosomiasis among the Thais continued
data and clinical findings of all reports was done and
presented.

miasis. Therefore, the null prevalence among the subjects in our setting can be detected.

Prevalence of urinary schistosomiasis
among Thais
The authors reviewed the data from routine urine
examination from October 2001 to September 2006
Division
of
Laboratory
Medicine,
King
Chulalongkorn Memorial Hospital, Bangkok.
Prevalence of the urinary schistosomiasis was calculated based on the collected data.

Discussion

Results
Study of case reports
Only two case reports3,4 detected (Table 1)
Case One.
A worker who went back from working as miner in
Africa and presented to the physician with the complaint of haematuria. Treated as urinary tract infection
but did not improve. Confirmed diagnosis was from
both urine sediment and histological finding.
Case Two
A foreigner who went to a physician at the private
hospital with the complaint of prolonged intermittent
haematuria. Abnormal calcification was presented in
radiography. Confirmed diagnosis was from histological finding.
Common characteristics of the cases are:
a) past history of living in the endemic area, Africa,
b) male subject,
c) presentation as haematuria,
d) middle aged (30 - 40 years old) and
e) confirmed diagnosis by histological finding.
Prevalence of urinary schistosomiasis among Thais
Retrospective review of the 82,107 available data of
urine examination at the Division of Laboratory
Medicine, King Chulalongkorn Memorial Hospital,
Bangkok gives no positive case for urinary schistoso-

Precise data on epidemiology, morbidity, post-treatment resolution, reinfection, and resurgence of schistosomiasis could be helpful in establishing purposeful
treatment plans for the disease in endemic populations.2 As genito-urinary schistosomiasis may be a risk
factor for the spread of HIV, the involvement of the
reproductive tract has become another focus in
research on the disease.2 Here the author give a concise overview of publications on urinary schistosomiasis among the Thais.
According to this work, only two publications3,4 can
be detected. Because of few documents, we did not
perform the full descriptive statistical analysis on the
available data. Both cases reported were in foreigners
and S. haematobium was not previously believed to
be a threat in Thailand. However, the common factor
was a middle - aged male presenting to the physician
with unexplained hematuria and past history of visiting the endemic area. Pantongrag-Brown et al4 proposed that although urinary schistosomiasis never
occurs in the local Thai population, knowledge of the
disease is still important in the present day when
international traveling is quite common.
The prevalence of the urinary schistosomiasis from
general urine examination at the author's location
show 0 % rate. Although the setting has cases in the
screening program for workers (both immigrants and
emigrants) and foreigners, null prevalence is still
detected. Looking at the three factors for this parasite
spread, the parasite itself, the human being and the
environment, some points can be discussed.
Although some Schistostoma species can be detected in Thailand with considerable infective rate, the
specific species, which causes urinary schistosomiasis
has never been detected. Concerning the parasite's life
cycle, people are infected by contact with water used
in normal daily activities such as personal or domestic
hygiene and swimming, or by professional activities

Table 1
Case Reports of urinary schistosomiasis among the Thais
Author

year

sex

age

nationality

presentation

diagnosis

Ariyaprakai and
Chalermsanyakorn3

1986

Male

37

Thai

Hematuria
for 4 month,
Eosinophilia

Pantongrag-Brown et al4

1997

Male

31

Thai

Radiological findings,
Hematuria on
and off for 3 yrs, Histological study from
transurethral endoscopy
nocturia

Histological study from
transurethral endoscopy
24 hour urine examination

Urinary schistosomiasis among the Thais

such as fishing, rice cultivation, irrigation1,2 Due to
lack of information or insufficient attention to
hygiene, infected individuals may contaminate their
water supply with faeces or urine. The eggs of the
schistosomes in the excreta of an infected person open
on contact with water and release a parasite, the
miracidium1,2 To survive, this motile form will enter
into a fresh water snail producing thousands of new
parasites (cercariae).1,2 The cercariae are then excreted
by the snail into the surrounding water. They can penetrate an individual's skin within a few seconds, continuing their biological cycle once they have made
their way to the victim's blood vessels.1,2 Since the
Schistostoma spp might share the common snail intermediate host, therefore, there is a possibility of transferring of Schistosoma haematobium parasite.
Nevertheless, Thailand has the same climate, tropical,
as the known endemic area of this parasite therefore
the possibility can be strengthened. However, at present there are a lot of Thais who migrate to the endemic area for work but there are only a few cases in
Thailand.3,4 Only one case is Thai.The workers who go
abroad and return might get infected. The parasite
may complete into the adult form within 1 - 2 months
and can pass eggs into the urine. In this stage the disease is usually silent. In the classical case description,
the bladder cancer can result. However, there is no
case report of bladder cancer with urine schistosomiasis as well.
What is the possible explanation? The author proposes a hypothesis based on the fact that the main
treatment for this disease is the prescription of praziquantel,1,2,5 which is the same drug used for the liver
fluke, a common parasitic infection in Thailand.
Concerning the Thai workers, most are from rural
areas where the endemic area of fluke is, therefore, it
can be expected that they can get the distribution of
praziquantel drug according to the national fluke control strategies6 and this process acts as the control of
parasite. And since the parasite is susceptable to the
drug,1,2 it can easily get rid off. In addition, the rural
people do not usually get the routine urine examination and if they get a test, they might get it from the
local hospital where there are limited facilities and the
experienced technicians. This might be the explanation of the null prevalence of urinary schistosomiasis
among Thais. Although there is a possibility of distribution of this disease due to travelling, the disease
seems controllable there might not a need for a special focus on this disease as a new emerging disease.
There are limitations of this study. Concerning the lit-
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erature review, there are only two published case
reports. Indeed, there might be some unpublished
cases. It is of concern that infected urine from
migrants and travelers, who have come from endemic
areas, may not be presenting to any laboratory or may
be misdiagnosed by the in-charge physicians. In the
study of incidence of infection, the author used only
one location. However, the setting is the laboratory of
the largest Thai Red Cross Society hospital. In addition, there is a centralized reporting system to the
Ministry of Public Health (MOPH) concerning new
possible emerging diseases including urinary schistosomiasis, as it is understood that the MOPH may
report if the parasitic disease emerged.

Conclusion
Urinary schistosomiasis is not a common disease in
Thailand. A null prevalence can be detected. Many
Thais migrate to the endemic area for work but there
are only a few cases in Thailand. Special surveillance
on this disease as the new emerging disease may be
unnecessary.
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Does use of Hand Sanitizer and reading an Information Leaflet on safe
food and water consumption reduce risk of developing travellers’
diarrhoea?

Pauline Bowe
ABSTRACT
Travellers’ Diarrhoea is the most common infectious
health problem encountered by travellers. Most attacks are
self limiting with recovery in a few days but even a brief
episode may spoil a holiday. In the elderly, young children,
those with impaired immune systems or if it is accompanied
by vomiting and or fever, travellers’ diarrhoea can lead to
dehydration and more serious illness. Travellers to countries where hygiene and sanitation standards are low are at
greater risk of developing travellers’ diarrhoea and should
take precautions to avoid consuming contaminated food or
water. The number of cases of travellers’ diarrhoea on MV
Discovery Cruise Ship has been higher during the Egypt
Cruises in 2003 and 2004 than on other cruise itineraries.
It was noted in the end of cruise reports that those infected
had eaten ashore in Egypt. This study aimed to evaluate the
effect of providing passengers and crew with hand sanitizer
and advice sheets on safe food and water consumption in
Egypt on the number of cases of Travellers’ diarrhoea during the Egypt Cruise in October and November 2005.
This is a pilot study comprised of 29 (28 passengers, 1
crew) who presented to the Medical Centre with Traveller's
Diarrhoea during the Egypt, Red Sea, Discovery Cruise
(The Study Group) and 29 (28 passengers, 1 crew) matched
for age within 5 years who did not develop Traveller's
Diarrhoea during the cruise (The Control Group). Each was
asked whether they had used the hand sanitizer and read the
advice sheet on safe food and water consumption in Egypt.
The results show that 62% of the study group and 96.5% of
the control group had used hand sanitizer and 65.5% of the
study group and 93% of the control group had read the
advice sheet. The odds of developing Traveller's Diarrhoea
having used the Hand Sanitizer, the odds ratio is 0.058. The
odds or developing Traveller's Diarrhoea having read the
advise sheet compared with the odds of developing
Traveller's diarrhoea not having read the advise sheet, the
odds ratio 0.14 which is a way of expressing that this study
shows that those who used hand sanitizer and read the
advise sheet on safe food and water consumption in Egypt
were less likely to develop Traveller's Diarrhoea. The chisquare analysis reveals this association to be statistically
significant. (P<0.05).
INTRODUCTION
The commonest infectious health risk for travellers
is diarrhoea, up to 30% of UK Travellers’ to developing countries may develop travellers diarrhoea. 1 The
World Health Organization (WHO) International
Travel and Health 2005 states that it may affect up to
80% of travellers to high risk destinations. Travellers’

diarrhoea is primarily the result of consuming contaminated food, drink or drinking water which may
contain diseases producing microorganisms either
bacteria, viruses, parasites or fungi. The safety of food
and drinking water depends on local standards of
hygiene and sanitation and the quality of food and
water safety controls in the area visited. In countries
where these standards are low travellers should take
precautions when eating and drinking all food and
water including that in good quality hotels and
restaurants to minimise any risk of contacting
Travellers’ diarrhoea.2
Routine hand washing has been cited by the WHO
as being “the most important hygiene measure in preventing the spread of infection.” This has been reiterated by both the US Centre for Disease Control, CDC
and Health Canada in reference to reducing transmission of SARS, influenza and other infectious
pathogens.3 Several studies have indicated a connection between hand sanitation and infection control in
different settings such as schools, colleges,4 health
care5 and the food service industry.6
Working as Ship’s Doctor on MV Discovery Cruise
Ship, I observed that the number of cases of Travellers’
diarrhoea during the Egypt Cruise in 2003 and 2004
was higher than the other cruise itineraries. I set out to
examine the effectiveness of interventions aimed at
reducing the risk for passenger and crew of developing Travellers’ diarrhoea during the Red Sea
Discovery cruise in Egypt in October and November
2005. I designed a pilot study to investigate, whether
providing the passenger with sanitizer hand wipes
and information sheets with advice on safe water and
food consumption when ashore in Egypt, would be
effective in reducing the risk of developing Travellers’
diarrhoea.
AIMS AND OBJECTIVES
The pilot study looked at cases presenting to the
Medical Centre with Travellers’ diarrhoea during the
Red Sea Discovery Cruise 2005 and whether or not
they had used hand sanitizer provided at the gangway and whether or not, they had read my advice
sheet on safe food and water consumption. A control
group composed of passenger and crew who did not
develop Travellers’ diarrhoea was asked about their
use of hand sanitizer and whether or not, they had
read the advice sheet also.
Aim: To see what was the association between use of
sanitizer hand wipes and advice sheet on safe of food
and water consumption and the risk of developing
Travellers’ diarrhoea.

Use of Hand Sanitizer on Sea Cruises

METHODOLOGY
1 Research of the number of reported cases of
gastroenteritis for each cruise in 2003 to 2004 and
find if my impression that the number increased
during the Egypt cruise would be confirmed.
2 Place sanitizer hand wipes at the gangway during
the Red Sea Discovery cruise for embarking passen
gers and crew.
3 Design a suitable advice sheet on safe food and
water consumption while ashore the Egypt.
4 Design the study questionnaire.
5 Interview the passengers and crew taking part in
the study.
6 Analyze the data collected in the study, consider the
implementations and make a recommendation on
the findings.
BACKGROUND OF THE STUDY
The graph below shows the number of cases of gastroenteritis reported in the ship’s Gastroenteritis Log
during the Egypt cruises in 2003, 2004. The remark on
the end of the cruise reports for the Egypt cruises in
2003 and 2004 state that there was an increase in the
number of cases of gastroenteritis during these cruises and that the ships Health Questionnaire completed
by those effected showed that they had eaten ashore in
Cairo and Luxor.
TABLE 1
Graph of number of cases gastroenteritis reported on end
of the cruise report 2004.

PROJECT DESIGN AND IMPLEMENTATION
Participants, Timescale, Method of Selection
The participants in the study are a group of 29, 28
passenger and 1 crew, who presented to the medical
centre with symptoms of travellers' diarrhoea during
the Red Sea Discovery cruise in Egypt, Lebanon and
Cyprus which began on 31st of December 2005 and
finished on 8th of November 2005 and a group of 29,
28 passengers and 1 crew matched for the age with in
5 years who did not develop travellers' diarrhoea during the Red Sea Discovery Cruise. The group of 29
who developed travellers' diarrhoea will be called the
Study group. The group of 29 who did not develop
travellers' diarrhoea will be called the Control group.
The Control group is made up of 14 passengers and 1
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crew who presented to the medical centre with some
medical problem other than travellers' diarrhoea and
14 passengers who were chosen randomly in the passenger areas of the ship.
The study group has 17 women and 12 men, 15 of
the 29 study group are matched for sex and age with
in 5 years with the control group. The 14 of the control
group who were the 14 passengers who were picked
at random in the ships public areas were matched for
the age with in 5 years but were not matched for sex
with the study group. This is a deficiency in the
method and a possible limitation of the study.
Exclusions: Those passengers or crew who had a
past history of inflammatory bowel disease, diverticulitis, irritable bowel syndrome or any medical condition causing recurring diarrhoea were excluded.
Medication: 5 passengers in the Study group were
taking proton pump inhibitors (PPI), 1 passenger in
the control group was taking a PPI. It would not have
been possible to match a study group taking specific
medication with a Control group taking similar medication, 1 did not exclude those on PPIs and 1 did not
attempt to match the medication in each group. This is
a deficiency in the method and a possible limitation of
the study.
Definition: GASTROENTERITIS: Cases with more
than 3 episodes of loose stools in 24 hours or 1 or 2
episodes of loose stools with associated vomiting,
fever, abdominal pain, muscle pains or headache are
classified as gastroenteritis and recorded in the ship’s
gastroenteritis log. There were 11 cases, 10 passengers
and 1 crew, of gastroenteritis during the Red Sea
Discovery Cruise.
TRAVELLERS' DIARRHOEA includes cases of gastroenteritis and those presenting with Diarrhoea having less than 3 episodes of loose stool in 24 hours and
with out other gastroenteritis symptoms.
PROCEDURE: Containers of 90 Kodan Tucher
which are manufactured by the German firm Schuke
and Mayr were placed on a table beside the gangway,
the only passenger entrance to the ship. They were
replaced regularly as needed.
TABLE 2
Notice beside the Hand Wipes
HAND SANITIZER FOR PASSENGERS AND CREW
USE 1 SANITIZER HAND WIPE EACH TIME YOU
EMBARK
PLEASE PLACE USED HAND WIPE IN
THE BIN
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TABLE 3
Constinuents of Hand Wipe Sanitizer
2 – Propanol
1 – Propanol
Milchsaure
Benzoesaure
Sonstige Bestand Teile
Celluse – Wies
Seruchsstoffe
Natrium Lactat
Gereinigles Wasser

0.7629 g
0.7629 g
0.0254 g
0.0127 g

lic areas of the ship did not have their sex and regular
medication recorded; this is a possible limitation of
the study.
TABLE 5

Table 4
An advice sheet on safe food and water consumption when
ashore in Egypt was placed in each cabin.
DISCOVERY
Travel Health Advice for Egypt Cruise November
2005. Most Common Health Risk for Travellers is
Diarrhea. Advice on eating and drinking when ashore.
Avoid:
• Drinking or cleaning your teeth with tap water
unless you know it is safe.
• Fruit unless you can peel it yourself, fruit with
damaged skin.
• Uncooked food, salads.
• Cooked foods that is left standing at a room
temperature.
• Ice
• Food bought from street vendors.
• Ice cream from unreliable sources
(fridge temperature may not be correctly
controlled)
• Milk unless you are certain it is pasteurized.
• Dishes with raw and under cooked eggs.

Questionnaires Used For Interviews
RESULTS
Use of Sanitizer Hand Wipes
18(62%) of the study group use hand wipes,
11(38%) of the study group- did not use the hand
wipes.
28 (96.5%) of the control group used the hand wipes, 1
(3.5%) of the control group did not use the hand
wipes.
Table 6
Percentages of study group and control group who used
hand sanitizer.

Do:
• Wash your hands before meals.
• Eat and drink only what looks good, smells good
and tastes good.
• Eat well cooked food that is hot.
• Drink water and fizzy drinks from sealed bottles
only if you have broken the seal yourself.
REMEMBER BOIL IT, COOK IT, PEEL IT OR FORGET IT

METHOD OF COLLECTION OF DATA
I interviewed each member of the study group and
the control group using a questionnaire. The questions
inquired into age, whether or not they had used the
hand wipe at the gangway and weather or not they
had seen and read the advice sheet. Their sex and regular medication was recorded in the medical notes of
those who attended the medical centre. The 14 passengers in the control group who had not attended the
medical centre but were picked randomly in the pub-

USE OF ADVICE SHEET ON SAFE FOOD AND
WATER CONSUMPTION
19 (65.5%) of the study group read the advice sheet,
10 (34.5%) of the study group did not read the advise
sheet.
27 (93%) of the control group read the advice sheet,
2 (7%) of the control group did not read the advice
sheet.
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TABLE 7
Percentages of study group and control group who read
advice sheet.

TABLE 8
2 X 2 Table of data from study showing association
between traveler’s diarrhoea and use or non-use hand
sanitizer
USED
SANITIZER

DID NOT USE
SANITIZER

Developed traveler’s
Diarrhoea

18

11

Did not develop
traveler’s diarrhoea

28

1

ODDS RATIO
Chance that travellers' diarrhoea is associated with
using hand sanitizer is 0.058
Chance that travellers' diarrhoea is associated with
not using hand sanitizer is 17.1
A chi square analysis reveals significant association
between use of sanitizer and diarrhoea ( x 2 = 10.51,
df=1, p=0.001). 18.29 (62%) who had diarrhoea used a
sanitizer, compared with 28/29 (97%) among the controls, The odds ratio for risk of developing diarrhoea
is 0.06 (95% Confidence Interval 0.00-0.49). Therefore
as the p is less than 0.05, and the odds ratio does not
cross 1 the association is significant.
TABLE 9
2X2 Table of data from study showing association between
travellers' diarrhoea and reading or not reading the advice
sheet on safe food and water consumption.
READ
ADVICE SHEET

DID NOT READ
ADVICE SHEET

Developed traveler’s
Diarrhoea

19

10

Did not develop
traveler’s diarrhoea

27

2
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ODDS RATIO
Chance that traveller’s diarrhoea is associated with
reading sheet is 0.14
Chance that travellers' diarrhoea is associated with
not reading the advice sheet is 7.1
A chi square analysis reveals significant association
between use of advice sheet and diarrhoea (x 2 = 6.72,
df=1, p=0.010). 19/29 (66%) who had diarrhoea read
an advice sheet, compared with 27/29 (93%) among
the controls. The odds ratio for risk of developing
diarrhoea is 0.14 (95% confidence interval 0.03-0.72).
Therefore as the p is less than 0.05 and the odds ratio
does not cross 1 the association is significant.
DISCUSSION AND RECOMMENDATIONS
The findings of the study are that there was a statistically significant lower risk, odds ratio is 0.058 of
developing travellers' diarrhoea during the Red Sea
Discovery Cruise 2005 if one used the alcohol hand
sanitizer provided at the gang way compared to the
risk of developing travellers' diarrhoea if one did not
use the hand sanitizer and there is a significantly
lower risk, odds ratio 0.14 of developing travellers'
diarrhoea if one read the advise sheet on safe food and
water consumption in Egypt then if one did not read
it.
The small size of the study and control groups is a
possible limitation. This is a pilot study. A larger study
can be designed to be carried out over a longer period
of time. I did not match the sexes of all of the 29 people in the study group with the 29 people in the control group and it was not possible to match medication
in each group, these may be possible limitations of the
study.
Many studies have endorsed the antimicrobial
activity of alcohols. This is based on protein denaturation in the alcohol solution,7 the alcohol has an excellent and rapid germicidal activity against bacteria,
fungi and many viruses. Hand sanitizer is a suitable
alternative to hand washing when hands are not
soiled with blood debris, food protein or fat.6, 8, 9 Use of
alcohol hand sanitizer in health care settings has been
shown to decrease infection rates9, 10 and studies carried out in schools and colleges have shown a reduction in illness related absenteeism when alcohol hand
sanitizer is used in a hand hygiene programme.4, 11, 12 In
2002 the Centre for Disease Control and Prevention
emphasised the role of alcohol based hand sanitizers
as part of comprehensive strategy to improve hand
hygiene in health care settings.13 Dr. Elaine Larson in
an article in Emerging Infections Disease 2001
“Hygiene of the Skin: When is clean too clean?14 recommends that the general public takes the extra precaution of using alcohol gel or antimicrobial soap only
in situations such as coming in contact with persons at
high risk or infection, having direct physical contact
with some one with diarrhoea, respiratory or skin
infection and working in settings where infectious
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diseases are commonly transmitted. Many of the
cruise passengers are elderly and as infectious are easily transmitted in the poor hygiene and sanitary conditions in Egypt, I considered it advisable to use hand
sanitizer in Egypt and any other destinations considered high risk for contacting travellers' diarrhoea and
in the event of an outbreak of gastroenteritis on board
ie if the number of cases gastroenteritis exceeds 2% of
the total passengers or crew. This has never occurred
on MV Discovery.
I reported the findings and recommendations of my
study to the Senior Management of MV Discovery
who approved the provision of alcohol hand sanitizer
and advice sheet on safe food and water consumption
ashore when the ship is travelling into high risk areas
for travellers' diarrhoea and in the occurrence of an
outbreak of gastroenteritis on board. There has not
been a previous outbreak on M/V Discovery.
Touchless dispenser systems with Germstar, the active
ingredient is 70% isopropyl alcohol solution have
been placed at the gang way and at the entrances to
the restaurants.
Information advice sheets listing precautions to be
taken when consuming food and water in Egypt will
be placed in the passenger cabin during cruises to destinations that have a high risk for travellers' diarrhoea.
The advice sheet used in the study was modified
slightly with the addition of the statement “This
advice applies to all food and water consumed ashore
including that in 5 Star Hotels and restaurants”. Many
passengers who developed travellers' diarrhoea told
me that they did not realize that the advice not to eat
uncooked food and salad applied in the 5 Star Hotels
where those on tour were brought for a buffet lunch.
There is scope for a well designed follow-up study
monitoring the on going effectiveness of these interventions and other possible strategies aimed at reducing the risk of travellers' diarrhoea.
CONCLUSIONS
Travellers to countries where hygiene and standards of sanitation and food safety controls are low
should take precautions to reduce their risk of developing travellers' diarrhoea. The results of this study
show that those who used alcohol hand sanitizer provided at the gangway and read the advice sheet on
safe food and water consumption when ashore in
Egypt significantly reduced their risk of developing
travellers' diarrhoea. The odds ratio is 0.058 for those
who used the hand sanitizer and 0.14 for those who
read the advice sheet. It may be concluded that in this
pilot study these interventions have been shown to be
effective.
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Scenarios from the NaTHNaC Telephone
Advice Line
Alexandra Jordan

T

he National Travel Health Network and Centre
(NaTHNaC) is a Government funded initiative,
developed by the London School of Hygiene
and Tropical Medicine, the Hospital for Tropical
Diseases, Communicable Disease Surveillance Centre
(now part of the Health Protection Agency), the
Liverpool School of Tropical Medicine and the
Defence Medical Services.
The telephone advice line service provides detailed
advice for health professionals advising travellers
with special needs or complex itineraries, between the
hours of 9am – 12pm and 2pm – 4.30pm, Monday –
Friday. Queries are answered by the team of specialist
nurses, with medical cover provided. For more information on NaTHNaC refer to the website at
www.nathnac.org
Some scenarios from the calls may prove informative to health professionals and so a selection has been
included below. With all travellers it is essential to
complete a risk assessment. This involves finding out
some details about a) the traveller, including;
past/current medical history, previous vaccines/
malaria chemoprophylaxis and b) the trip, including;
date of departure, length of time away, the countries
to be visited and the areas within those countries (i.e.
urban, rural, coastal, altitude), type of accommodation
and any planned activities.
A 62 year-old couple are travelling to Mexico on holiday in one month for two weeks. The trip will
involve overland coach travel to the following places;
Mexico City, Tequesquitengo, Oaxaco, San Cristobal,
Campeche, Palenque, Merida, Playa del Carmen. They
think that they will be in cities overnight, but are not
entirely sure. The gentleman has a past medical history of high cholesterol and he takes a statin. There is no
medical history of note in the lady. The caller was
enquiring as to whether malaria prophylaxis would
be recommended.
Advice was sought from the Malaria Reference
Laboratory (MRL) Advice Line about this query.1 The
itinerary should be examined to see if the travellers
are spending time overnight in rural areas either travelling overland or staying in rural accommodation. If
this is the case they should consider chloroquine for
malaria prophylaxis.2, 3 If there is any doubt and they
are not sure if they are at risk, they would be recommended to take chloroquine. Risk could occur in rural
areas from when they leave Mexico City right through
until their arrival at Playa del Carmen. The need for
mosquito bite precautions in all areas4 and reporting

symptoms should be stressed.2
NB. The Health Protection Agency Advisory Committee
on Malaria Prevention for UK Travellers (ACMP) published new national guidelines on malaria prophylaxis in
January 2007.2 Updates to the guidelines will be posted
online.2A
A 44 year-old woman is taking her two children a boy
of 13 and a girl of 12 to Uganda during the school holidays in six months time for three weeks. They will be
visiting working in a hospital or an orphanage. The
children both have asthma and are taking inhaled
steroids. Routine British schedule is up to date in the
children; mother has not had any vaccines since leaving school. The caller was somewhat concerned about
what to recommend for this family.
This is a high-risk trip for this family and there are
many issues requiring discussion. It was recommended that the health care professional consider referring
them on to a specialist travel health service rather than
attempt to manage this situation if not confident to do
so. Health care professionals are accountable for their
actions and should be mindful not to undertake activities that are beyond their capabilities.5, 6 The children
will need to be involved in all aspects of the travel
health consultation – this will give ownership and
hopefully increase compliance with health promotion
measures.
Issues requiring discussion
Travellers with pre-existing medical conditions are
known to be at risk of related problems, e.g. a relapse
of their condition, problems with medication.
Measures need to be planned to avoid such problems
including adequate supplies of any long term medication including inhalers.7 If there is a risk of relapse a
short course of steroids may be considered for self
medication whilst seeking further medical assistance.
The advice of their GP or specialist should be sought.
Travel health insurance should include the facility for
repatriation in case of emergency.
Malaria risk is known to be high.2 The options
for prophylaxis include mefloquine, doxycycline or
malarone. The different regimes and potential adverse
events need to be discussed with the family and prophylaxis agreed on. If mefloquine is the drug of choice
a three-week trial would be recommended to reduce
the risk of new neuropsychiatric side effects emerging
during the trip. The trial could be started soon and if
mefloquine was found to be unsuitable, alternatives
could be discussed with plenty of time before depar-
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ture. The importance of mosquito bite precautions and
reporting symptoms whilst away and for at least six
months after return home need to be stressed.2
Vaccines – all members of the family are recommended to be up to date with tetanus, diphtheria and
polio.8 Hepatitis A,9 typhoid,10 and yellow fever11
would also be recommended. They should consider
hepatitis B due to the risk of blood borne virus transmission in hospitals and orphanages.12. Although one
would hope that they would not be involved with
invasive procedures there would be a risk through a
scratch or bite. The incidence of blood borne viruses is
known to be high in many Sub-Saharan African countries. The overall prevalence of HIV in Uganda is
thought to be 7%.13
General advice – food and water hygiene14 bite precautions.4
Psychological – many of the sights and experiences
of poverty and disease on this trip will be distressing
and something they have never experienced before. It
is unknown whether they are travelling with a charity
organisation or how the trip has been arranged. This
seems unlikely as these organisations usually conduct
a screening process for travellers. It is not thought that
they would permit children to go on this sort of trip.
Adolescents find adapting to a different culture particularly stressful and consideration needs to be made
about how potential problems will be addressed.15
They may want to consider counselling prior to and
after the trip. Returning to the UK could be a difficult
transition and again it is adolescents who are known
to be a particularly susceptible group.16
A 58 year-old female is travelling on a cruise in three
weeks time for 15 nights. Ports of call include;
Cayman Islands, Jamaica, Colombia, Costa Rica
(including day-trip to a rainforest), transit through
the Panama Canal, Acapulco and Florida. The caller
was enquiring about the recommendations for malaria prophylaxis for this trip.
The risk of malaria on this trip is low and prophylaxis would not be recommended.2 This decision is
because the traveller reports that she will be doing
day trips on land into low risk areas and not staying
overnight and has a low risk of being exposed to the
night-biting malaria mosquito. However the importance of mosquito bite precautions and reporting
symptoms still needs to be stressed. The travellers
should be aware that there is currently an outbreak of
malaria in Jamaica, although prophylaxis is not recommended for British travellers.17
Other diseases are transmitted by day-biting mosquitoes e.g. dengue fever for which there is no prophylaxis, so daytime precautions are also important.4
Many tropical diseases first present with non-specific
flu-like symptoms and so reporting illness in the early
stages is very important.

A 29 year-old woman and her 4 week-old baby are
travelling to Vietnam (Ho Chi Minh City) for approximately a year to stay with her family. They leave in
two weeks time. The baby is breast-fed. Both mother
and baby are physically well. The baby has not yet
started the routine British schedule – due today. The
caller is enquiring as to what vaccines would be recommended and what is recommended due to the short
interval before departure.
There is a low risk of malaria in the city of Ho Chi
Minh and no prophylaxis is recommended.2 However,
the importance of bite precautions and reporting
symptoms should be stressed. The woman should be
aware of the risk of other tropical diseases transmitted
by biting insects.4
The woman would be recommended to be up to
date with diphtheria, tetanus and polio8 and hepatitis
A and typhoid vaccines. Options for the baby would
be to start the routine childhood vaccination schedule
and then complete it in Vietnam or to wait until they
arrive and do the whole schedule there. It would be
advisable for the mother to find out from her family
about the facilities for the provision of healthcare in
the city so that this can be organised quickly when
they arrive. The child will have no natural immunity
against these diseases and travelling unprotected is a
risk.
Both mother and baby would have been recommended to have hepatitis B12 and rabies18 vaccines if
they had presented earlier. Both of these diseases
would be considered a risk on a trip of this length to
Vietnam. As far as the baby is concerned there is no
minimum age to administer the vaccines if the risk at
the destination is high. Again the options would be to
start the course in the UK and complete it on arrival or
to organise it all out there. Advice should also include
information about avoiding contact with warm blooded mammals, immediate first-aid and seeking medical
assistance post exposure.
General advice on food and water hygiene is important for babies and young children as the major complication they face is dehydration.19
A 53 year-old male and a 57 year-old female are travelling all over South America and Asia for three and a
half months in three months time. They are unsure
where exactly they are going and want advice as to
which malaria prophylaxis will be best for them. They
are both fit and well and experienced travellers who
like going to remote places off the beaten track. The
caller was unsure which prophylaxis would cover the
different risk areas in both continents.
Guidance is available in the national malaria guidelines to help with this query.2 Generally travellers
should be advised on the simplest regime which will
cover high and medium risk areas during their trip.

Scenarios from the NaTHNaC Telephone Advice Line

This approach is intended to ensure that travellers are
protected in the high risk areas (where there is the
most concern about contracting chloroquine-resistant
Plasmodium falciparum malaria) and to increase compliance with taking tablets. The importance of mosquito bite precautions and reporting symptoms
should be stressed in all areas.2, 4
A 67 year-old male and 65 year-old female are considering buying a holiday home in the Cape Verde
Islands having been to a holiday exhibition. They
have attended the GP surgery to find out what health
recommendations there are. They would probably
visit the property for about 3-4 weeks per year and
rent it out for the remainder of the time. The caller was
unsure whether travellers to Cape Verde Islands need
yellow fever vaccine and had also heard from a colleague that there was some problem administering
yellow fever vaccine to travellers over 60 years of age.
The Centers for Disease Control and Prevention
(CDC) has recently updated the epidemiological
information about the risk of yellow fever in endemic
areas of the world.20 This information shows that there
is a risk of yellow fever in the Cape Verde Islands.
There have also been reports in the literature about
serious adverse events in persons over the age of 60
years receiving yellow fever vaccine for the first
time.21, 22 This category of traveller appears to be at a
higher risk of a serious adverse event. However it is
important to stress that this concern does not mean
that the age of 60 years is an absolute contraindication
to receiving yellow fever vaccine. It is more a precaution that only those who are at risk of the disease are
vaccinated. They should be counselled appropriately
and encouraged to make an informed decision on how
to proceed.23 Travel to yellow fever endemic areas
without protection by vaccination should be discouraged. Insect bite precautions are very important in
order to reduce the risk of disease, particularly for
those not able to receive vaccine.
There may be situations when it is considered necessary to provide a medical exemption letter. This
should be discussed on an individual basis with the
health care professional. Medical exemption letters are
not a guarantee of passage and do not provide protection against the disease.24
Other considerations include ensuring that they are
up to date with diphtheria, tetanus and polio [8], hepatitis A9 and typhoid10 vaccines and food and water
hygiene.14 The risks of hepatitis B and rabies should be
discussed. Although the current trip may be short,
there may be other longer visits and medical care may
not be easily accessible.12, 18
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A Traumatic Event and Quirk of Fate
Allan Melrose

M

y first solo duty in charge of wards as a nurse
was in a small hospital in the desert and it
had a remarkable impact on my future
career. This post should have been routine and undemanding. Patient care involved predominantly fit
young men. Immediately after arrival in the hospital I
was left in charge of a ward of convalescing patients
alone overnight, a task usually undemanding and
rather tedious. There was a doctor on call.
Engrossed in reading a book in the ward duty
room, I became dimly aware of excited shouting and
the door to the office suddenly burst open, but not by
a patient as I had anticipated. It framed a young man
shouting in German “Kom, Kom wit me”. My efforts
to define his problem only brought forth a tirade of
incomprehensible German. Turning about he started
to sprint down the corridor with me trailing some
metres behind. He was an ex-patriot who was now
employed as a civilian contractor.
He dashed out of the hospital exit and to my dismay jumped into the ambulance which was kept on
standby for emergencies. An ancient vehicle it had no
driver or passenger doors and the walls were made of
canvas. The keys were always left in the dash-board
and immediately he started the engine and violently
accelerated the transport away from the kerb. Aware
that I was responsible for the safety of the ambulance
I raced round to the other side and grabbing the safety rail hauled my self aboard. A non-driver I could
only remonstrate with him but my shouting to stop
was ineffectual. We were now racing along the road to
the camp gate on the station perimeter. He had found
the button which activated the emergency bell on the
front of the emergency vehicle. Its frenzied ringing
brought a response from the guards on the gate which
I had not anticipated.
All transport was normally stopped at the gate but
assuming an emergency, they promptly lifted the barrier as we approached and we were off at speed down
the desert road. I suddenly realised that not only had
I deserted my patients and my post, I was now absent
from duty and absent from the station without leave.

A whole string of offences had taken place outwith my
volition and we were racing down a remote road to
an unknown incident and situation.
My appeals to the frenzied driver for calm, information and cooperation merely brought shouts of
“emergency, volkswagon”, and “blood”. An effort on
my part to oust him from the steering wheel brought
near disaster as we lurched perilously close to the
deep roadside ditch. 20 dusty miles off rough track
separated the airfield from Tobruk – the one time
besieged world war 2 port. Germans and Britains had
fought to acquire and retain it and this narrow track
had once seen much military action. Now it was a
rarely used branch from the coastal road leading to
the Egyptian border. A long trail of dust marked our
progress, with the desert turning a purple red as the
fiery ball of the setting sun illuminated it with its last
rays.
Giving up on halting our mad progress and aware
that some dire emergency lay ahead, I scrambled
through the wooden door into the rear of the ambulance with its 2 fixed stretchers. Above them was a
drug and equipment cupboard and as we bounced
and plunged into the roads pot holes, I made the mistake of opening the drug cabinet as a violent lurch
swayed the vehicle to one side. Immediately all the
contents cascaded out, with needles syringes, medications and emergency aids scrambled and rolling on
the floor. Desperately I hunted for injectables and
came across some loaded morphine pain killing
styrette ampoules which I had never previously seen
far less used. Given only on the orders of a medical
officer I was about to compound my absence from
duties and camp by using forbidden medication.
Rescuing some bandages and fracture splints I
returned to the driving cab as we crested the summit
on to the coastal escarpment and got a glimpse of the
Mediterranean, with the distant houses of Tobruk,
crimson hued in the sunset. Braking violently the
German halted precipitously at the scene of a road
traffic accident. A heavy civilian petrol tanker had all
but knifed through an ancient WW2 scout car throw-
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ing its occupants into a haphazard heap of limp bodies and limbs. The macabre scene was made more sinister with the setting sun leaving long shadows across
the blood drenched sand
Jumping off the ambulance clutching my scanty
first aid accoutrements. I ran to the first victim and
realised immediately he was beyond help. His head
was lying at an acute angle to his body and arms and
legs were just as acutely bent in novel positions – my
first encounter with death. There was no time for
reflection however for beside the corpse lay an unconscious form, with a leg torn off at mid-thigh and
attached to its owner by a thread of stretched skin. A
twisted and torn femoral artery was still pulsing
weakly sending a trickle of blood from the amputated
stump.This proclamation of maintained life encouraged a response and I promptly applied a tourniquet
mid-thigh and threw blankets over him to insulate
him from the chill evening coastal wind.
In seconds I was dealing with the other casualty
who was semi conscious, groaning in pain and had
extensive bleeding skin trauma. His abdomen was
drum like and distended and I suspected internal
injuries. An effort to move him brought anguished
cries, so casting doubts out of mind I injected morphine into his arm. I had now broken so many regulations another hardly seemed to matter. Unlawful use
of major analgesics was a very serious offence however and I didn’t dare imagine what penalties now
awaited me on return to camp.
The Arab tanker driver was wandering shocked
around the scene, I thrust him into the front of the
ambulance and with the help of the German loaded
the 2 patients on to stretchers and fixed them on to
their racks. As an after thought I placed the leg, which
had totally detached as I put on the tourniquet,beside
its owner. The corpse was bundled unceremoniously
on to the floor and we started our return to the air station. It and the fallen equipment obstructed my
attempts to continue treating the patients, a difficult
task at any time in a springless blood wagon, still
being driven over-fast by the German, now intent on
getting back to the station hospital with dispatch. I
staunched the flow of blood with dressing pads where
I could in both patients and applied splints where
deemed appropriate. Action kept my mind of the
many disciplinary infringements I had accumulated
since leaving my place of duty. At last there was time
to glance forward and I was appalled to see a convoy
of vehicles headed by two police landrovers, another
ambulance and the MOs car. All heading towards us.
We were upon them as I shouted to the German to
stop, but with his foot full down on the accelerator he
sped onwards, once again continuously ringing the
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emergency bell. The speed of his approach caused
mayhem as vehicles pulled into the desert or slewed
into roadside gullies.My heart sank to my boots as
we flashed past startled looks and I woefully considered how many extra disciplinary charges I might
now face.for putting company property and personnel at risk. The disintegrated column hastily reversed
and reassembled to follow belatedly behind as we
once again approached the camp barrier. Despite the
abruptness of our departure and the convoy at the
rear, the perimeter barrier was again raised in answer
to the demanding ringing of the emergency bell and
we rocketed towards the hospital.
The unwelcome sight of a welcoming committee
awaited with every civilian on and off duty gawping
at our arrival. The official in charge stepped forward
as I alighted to make a report. “Bloody hell” he blurted out they’ll threw the book at you. You took off like
a bat out of hell”. “The still frenzied German abruptly
cut him off “Kom, Look, Quick, Quick” and he suddenly opened the back door.In my effort to win extra
space I had unfortunately pushed the dead Arab into
a sitting position against the door and his head and
chest lolled out of the opening. The unattached limb
had inadvertently been pushed off the stretcher beside
its owner and it fell out on to the road,effectively taking all the attention off me.
The MO had now arrived and well practiced hospital emergency casualty procedures took over and the
patients were whisked away to theatre. My duty lay in
the wards I had precipitously deserted, but I had been
promptly replaced and in the heat of the action no one
questioned my appearance in the operating theatre. I
was suddenly pressed into duty as second theatre
assistant as IV lines were set up, blood transfused, the
patient anaethetised, the amputation stump closed
and fractures realigned and stabilised.
By morning the amputee was conscious and recovering. His friend however had a ruptured spleen and
other internal injuries and a surgical team was flown
in to tackle his problems. I returned to conventional
duties waiting for the disciplinary axe to fall.Matron
berated me for a dereliction of duty and quoted a long
list of potential disciplinary charges, but grudgingly
allowed that my conduct as a novice might have been
acceptable. There was no mention of unauthorised use
of proscribed drugs, I had lost one patient and helped
to save another in an event which dramatically
changed my life. My blooding had brought a yearning
for an academic clinical education and in time I graduated to commence a career which had only come
about by a quirk of fate.
Allan Melrose is a retired Nurse and Lecturer.
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Honduran Diary
Nigel Potter

E

very year I act as host guide, interpreter coordinator to groups of British youngsters, aged 16 –
18, under the auspices of “World Challenge”,
based in London.
They are usually great kids, anxious to please and
meet the challenges facing them, but they find the
physical tasks of hauling sand from the river to mix
with cement, carrying heavy timber and so on very
daunting. They are well travelled, work computers,
have cellular telephones, the opposite of their
Honduran counterparts who often have children, but
no computers, cellular phones or cars. Many of them
have never travelled far from their town or village,
never seen a film in a proper cinema, never seen the
sea, never attended a concert, never been to the theatre.
The British kids fall ill, usually with sickness and
diarrhoea. “World challenge’s” safety precautions are
very strict and their safety record is excellent. “Word
Challenge” does have one big blind spot however. The
sun. The sign of how ‘Hondurasised’ I have become is
that I never sit out in the sun but always seek the
shade. One can’t expect poor sun-deprived Brits to do
the same however. They expose their nakedness to the
sun’s rays, but burn incredibly quickly.
I warn them, their leaders warn them and no one
takes a blind bit of notice. They go on exposing and go
on burning. I once asked one of the leaders of a group
how it was they had such strict safety regulations e.g.
no one could go for a swim without being accompanied by a leader with a life-line, but were so lax about
the sun. He explained that if someone got drowned or
gashed their foot, there could be serious legal problems, but no parent would complain if their beloved
off-spring returned with a little healthy sun burn.
Recommendations
Shorts should be prohibited as should T-shirts at all
times. Kids should be made to wear hats, long
trousers and shirts with collars and long sleeves like
local (brown skinned) people. They should use sun
protection creams and reapply them after every
bathe.Most important however is that they should
seek the shade and avoid the midday sun.
SOME DO’S AND DON’TS
Be obsessive about personal hygiene, especially washing hands before and after touching animals.
Remember Honduras has very high rates of
HIV/AIDS.
Wear trousers rather than shorts.
Take advantage of the shade on hot days for resting.
Be very discreet about alcohol consumption.
Don’t stroke or pet animals.
Don’t even think about sunbathing.

Don’t smoke dope: Penalties can be ferocious.
Nigel is a Health Visitor and Our correspondent in Honduras

A FEW BUGS LIKELY TO BE MET
Flees and cockroaches: You are almost certain to find
them inspite of the most rigorous standards of
cleanliness.
Garrapatas and Coloradillos: Tiny insects that wait for
you in the grass (so be careful about sitting on it)
and latch on to you then gradually blow up as they
feast on your blood.
Mosquitoes: May bring malaria and dengue:
Ants: Sting and itch for days.
Scorpions: Provoke an unpleasant allergic reaction.
Snakes: Can be very poisonous.
Filthy dogs and cats: Don’t touch or pet animals ever.
Wash your hands with soap and water. Rabies is
rare but there.
Hygiene levels and standards of cleanliness are gener
ally low. Take your own toilet paper, soap and/or
wipes wherever you go.
Never trust the water. Even clean your teeth in
boiled/treated/bottled water.
Emergency services are poor or non-existent. Where
this is not true they are expensive and you still have
to get there.
Driving standards are poor.
Frequent landslides, floods, drought, fires and smoke,
buses breaking down.
Patience and a sense of humour are essential, not to
mention a séance of adventure.
You can’t have it both ways – an experience or adventure without risks. Honduras is not the U.K. but
neither is it Guatemala, El Salvador or the USA
where there are more risks and yet paradoxically
more tourists.
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From the Conferences
Aviation Health - 3rd November 2006 – London
First Annual Aviation Medical Conference
Topics discussed:
Current Aviation Health Issues
Passenger Health Issues.
transmission of infectious disease
Emerging new infectious diseases
Cabin air quality
In-flight medical emergencies
DVT

Nb – First two currently met by new flu virus
Currently only human cases where infected birds
At the moment human cases be prevented by
controlling infected cases but
bird disease spreading to more countries. 247 cases
since 2003 + 144 cases.
Pandemic phase 3
No travel restrictions to any H5N1 affected area
No screening of travellers from affected areas
Avoidance of high risk environments by travellers

Abstract of paper Aviation Medical Conference
London 2006– Dr Max Hardman

Strategy for rapid containment of emerging
influenza pandemic
Objective:
Interrupt disease transmission if increasing
transmissibility indicates first signal of starting
pandemic
Actions:
Isolate and treat infectious persons
Treat and quarantine exposed persons
Minimize exposure of uninfected persons
If containment fails
Antivirals
Only few stockpiles
Limited supply
Uncertain effectiveness
Vaccines
Most effective measure fro reducing impact
Potential is hampered by time consuming
production

Pandemic Influenza and the Aviation industry
Three kinds of influenza:
Seasonal Influenza: An annual pattern in humans.
Usually mild, but can be serious – even fatal – in elderly. Routine vaccination available.
Avian Influenza (Bird Flu) Animal disease: current
epidemic of highly pathogenic avian influenza
A/H5N1 among birds in Asia, Europe and Africa.
Avian Influenza (bird Flu). Primarily and animal
disease. Transmitted between poultry by coughs and
faeces.Current epidemic of highly pathogenic avian
influenza A/H5N1 among birds in Asia, Europe and
AfricaHuman infection is very rare; no efficient
spread among humans
Pandemic Influenza. Intermittent occurrence in
humans, major morbidity and mortality, economic
and social consequences.
Unpredictable when a new virus “emerges” in the
human population will affect a large proportion of the
global population due to very limited or no immunity
Spreads rapidly to every part of the word Great variations in mortality, severity of illness and pattern of illness or age most severely affected. Tend to occur in
waves – subsequent waves may be more or less
severe. Great potential to evoke disruption in travel
and commerce as individuals refuse to travel to certain areas or are too ill to work. Key lesson – unpredictability. First wave more serious.
Pandemics 20th Century
1918: “Spanish Flu” 40-50 million deaths – H1N1
1957: “Asian Flu” 1-4 million deaths – H2N2
1968: “Hong Kong Flu” 1-4 million deaths – H3N2
Prerequisites of a pandemic
A novel influenza virus must emerge to which the
general population has little or no immunity and
for which there is no effective vaccine.
The new virus must be able to replicate in humans
and cause disease.
The new virus must be efficiently transmitted from
one human to another causing global spread of disease.

Non-pharmaceutical control measures
Quarantining & monitoring close contacts
Increasing social distance
Strengthening infection control & personal hygiene
Limiting spread of infection by domestic and
international travellers
Interventions relating to air travel
Exit screening – considered in early containment
Entry screening – only in special circumstances
Management of suspect cases in flight
Travel deferment
Unsatisfactory scientific basis for interventions –
experience is limited and inconclusive
World Health Organisation

Air Travel and Health
First International Conference on Air Travel and
Health Eilat, Israel November, 2006 sponsored by
ISTM and Aerospace Medical Association, Israel.
The number of passengers flown each year worldwide will soon pass the 2 billion mark. Flights of 15
hours or more are commonplace, and aircraft are
becoming larger with capacity of more than 700 passengers on two decks.
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From the Conferences continued
Passenger health considerations
Deep Vein Thrombosis – The number of studies linking deep vein thrombosis and air travel is rapidly
increasing, but the causative mechanism remains allusive. The vast majority of travelers who experience
DVTs have well known risk factors for DVTs, and
most are on long flights. Lesser-known risk factors
include women for several weeks after giving birth
and short stature individuals. (The legs of short individuals do not reach the floor during sitting.)
Controversy remains regarding preventative actions.
Aspirin, to be effective, must be started several days
before flights, and may increase bleeding tendencies.
Elastic compression stockings, in order to be effective,
must fit well and must apply the correct pressure.
Low molecular weight heparin may be effective but
the safety ratio (bleeding events) is not known.
Gastrointestinal disease during flight – Forty-one
incidences of gastrointestinal diseases, with ten
deaths, were reported before 2000 and none has been
reported since, even though the number of flights and
passengers has increased significantly. Of the known
outbreaks of gastrointestinal disease, many more
occurred among first class passengers. They are
served fancier foods, ones that require more handling
in preparation and are more likely to become contaminated
Cosmic radiation – present data suggests that the
amount of radiation that passengers, even frequent
flyers, are likely to receive is insufficient to cause
problems.
Melatonin and jetlag – Melatonin is frequently
used by air travellers, and sometimes by air crew
because it helps induce sleep and enhances resynchronization of the circadian clock. There are no known
significant side effects or impaired psychomotor or
cognitive functioning associated with melatonin.

However, it potentiates adverse effects of zolpidem
(Ambien) and, perhaps other hypnotics, and possibly
alcohol.
Fear of flying – Effective treatments include various psychological and pharmacological approaches.
Benzodiazepines are widely used in the treatment of
phobias and are particularly helpful in short-term use
as an aid to overcome flight anxiety SSRIs (Selective
serotonin re-uptake inhibitors) seem to be an excellent
alternative; however these drugs need to be started
about one month before the flight.
Infant Travel – There are no known reasons for
airlines to have lower age limits for healthy infants to
travel by air. There are no reports in the medical literature of a healthy infant having a health problem as a
result of flying. Studies done in non-aviation settings,
suggest infants born prematurely and infants who had
significant neonatal pulmonary problems may be at
risk in flight.Even those who are asymptomatic at
home, may desaturate at the atmospheric pressures
present in aircraft cabins at cruising altitudes, and
may require supplementary oxygen. Such infants
should not travel by air until they are 12 months of
age.
In-flight headaches – Almost 6% of air travelers
experience severe headaches, some travelers on every
flight Air travelers especially at risk are females and
individuals with a history of severe migraine
headaches. Migraine sufferers seem to experience
more severe headaches during flight than at other
times.
Accidents due to mechanical failure of the aircraft
are decreasing more rapidly than accidents traced to
human factors. Human factors that contribute to accidents are health of the air crew, especially mental
health and cultural issues. Air travel is the safest form
of mass transportation and is becoming safer
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has been demand for a tablet that can be taken on a regular daily
basis.

Killer Blood Clots DVT Risks, Symptoms and
Solutions

Bioterrorism Preparedness

J.Scurr.
Gummerus Printing, Finland, 2005, Killer Blood Clots
This book relates the history of deep vein thrombosis and pulmonary embolism, reviewing both the scientific and anecdotal case
reports.
Zinopin evolved as a direct result of Several airlines approaching Mike Lehman and Adriana Burkard, Pynogin GmbH,
Switzerland, to develop a drink that airlines, could hand to their
long haul passengers. The purpose was to reduce the risk of flightrelated deep vein thrombosis.
Zinopin is considered in most countries to be a dietary supplement, but has at every stage during its development and evaluation been regarded as a medicine, such that pharmaceutical grade
standards have been applied throughout. This has applied to
research and development, formulation, and manufacture.
While further studies on the efficacy of Zinopin continue, there

Edited by Nancy Khardori
2006. WILEY-VCH Verlag GmbH & Co. KGaA
Meeting the acute need for a book determining the crucial elements of bioterrorism preparedness, this is a global perspective on
the history and current concepts on bioterrorism, integrating scientific, medicinal, public health and health policy strategies. The first
three chapters provide a historical perspective and an overview of
management of all categories of potential bioterrorism agents
including special issues related to the care of children. Chapters
four to nine provide a thorough discussion on all Category A
bioterrorism agents. The last two chapters are devoted to priorities,
policies and legal issues. The book also discusses the role of the
World Health Organisation and International Health regulations
for bioterrorism preparedness. It contains information relevant
to travel healthcare providers, practitioners, microbiologists, epidemiologists, biotechnologists, public health agencies and pharmaceutical agencies.
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FROM THE JOURNALS
Long and Short-Haul Travel by Air: Issues for
People with Diabetes on Insulin
J C.D. Burnett, Journal of Travel Medicine, Volume 13, Issue 5, 2006,
255-260.
Design – Census study by self-administered questionnaire of
patients with diabetes who use insulin attending an outpatient
clinic.
Participants – A total of 493 patients using insulin who attended the clinic in Aberdeen over a period of 3 months.
Outcome measures – Determination of number of patients
experiencing problems during travel, of number of patients seeking advice prior to travel and whether it was helpful.
Results. About 10% of respondents experienced problems while
travelling, mostly due to hypoglycemia. Most patients want more
advice to be available at the clinic. Long-haul traveller were more
likely to ask clinic staff for advice and were more willing to use a
clinic Web site (70%) to access information about travel than those
travelling shorter distances (54%).
Conclusions – Patient education may help to reduce the incidence of problems related to travel in those with diabetes mellitus.
2006 International Society of Travel Medicine, 1195-1982

Global Climate Changes, Natural Disasters and
Travel Health Risks
J H Diaz, MD, DrPH Journal of Travel Medicine, Volume 13, Issue 6,
2006, 361-372.
With the documented increase in average global surface temperatures of 0.6C since 1975, there is now uniform agreement that
the earth is warming from a variety of climatic effects, most notably
the cascading effects of greenhouse gas emissions to support
human activities.
Accurate scientific predictions of the true human health outcomes of global climate change are significantly confounded by
several effect modifiers that cannot be adjusted.
Most reports of the public health impact of global warming
have been anecdotal and retrospective. Due to combinations of
global warming and increasing precipitation, the geographic range
of malaria endemicity has now extended to higher altitudes and to
new regions in formerly malaria-free areas of the tropics, subtropics and even temperate locales.
Global warming has a significant influence on rainfall. Satellite
data have documented a 10% decrease in global snow cover since
the 1960s. Watersheds and reservoirs cannot meet summertime
water needs.
Food, water and vector-borne microbial agents that will cause
climate change-induced infectious disease outbreaks have now
independently identified themselves as having low infective doses
and high virulence. Water and food borne diseases will include
gastroenteritis caused by the coccidian protozoans, hepatitis A
virus, astroviruses, caliciviruses, the non-cholera marine vibrios
and the typhoidal and non-typhoidal Salmonella species.
Tick transmitted diseases, including the spirochetal diseases,
such as Lyme disease, babesiosis, ehrlichioses (primarily human
granulocytic ehrlichiosis), and tick borne viral encephalitides, will
shift their continental distributions northward by several latitudes
and their altitude distributions higher by tens of meters.

Controversies in altitude medicine
Lionel Dumont, Christopher Lysakowski. j.tmaid.2004.12.001
Two areas of controversy in altitude medicine are briefly
reviewed. One concerns the prevention of acute mountain sickness
(AMS) with acetazolomide. It is argued that for full prevention of
AMS symptoms 500-750mg a day is necessary, but that symptom
attenuation may be possible with lower doses.
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The pregnant wilderness traveller
Dale Carroll. tmaid.2004.11.00
Summary – Travel during pregnancy, especially when it
involves potentially hazardous activities in remote areas, often
raises serious concerns regarding the health and safety risks
involved. The authors conclude that many trips of this nature can
be made relatively safe for the pregnant traveler, but she may need
to accept some precautions and modifications of the itinerary that
might not otherwise be necessary.

Malasia Prophylaxis
296:2, 234-44
The majority of patients only need malaria prophylaxis for their
holidays of a few weeks’ maximum duration, However, we should
be concerned about patients who travel in malaria-endemic areas
for six months or more because this report has shown that they
may not be adequately protected. Long-term traveller were found
to be at greater risk of malaria than short-term traveller. It may be
that these people are not taking their medication regularly, rather
than there being an actual problem with the medication itself. It is
recommended that long-term traveller seek a specialist’s opinion
regarding malaria protection.

Failed vaccine campaigns may lead to polio
resurgence, experts warn
John Zaracostas BMJ VOLUME 333 21 OCTOBER 2006 bmj.com
The failure by the four remaining countries where polio is
endemic to wipe out the disease could cause a resurgence of more
than 250,000 cases a year. Polio remains endemic in Nigeria, India,
Pakistan and Afghanistan.

Activation of coagulation system during air travel: a crossover study
AJM Schreijer, SC Cannegieter et al. Lancet 2006; 367: 832-38
Background – There is an increased risk of venous thrombosis
after air travel, but the underlying mechanism is unclear. Our aim
was to ascertain whether flying leads to a hypercoagulable state.
Crossover study in 71 healthy volunteers in whom we measured
markers of activation coagulation and fibrinolysis before, during
and after an eight-hour flight. Individuals participated in two control exposure situations (8-h movie marathon ad daily life) to separate the effect of air travel on the coagulation system from those of
immobilisation and circadian rhythm. Included participants with
the factor V Leiden mutation, those who took oral contraceptives,
or both, as wellas 30 individuals with o specific risk factors.
After the flight, median concentrations of thrombin-antithrombin (TAT) complex increased by 30.1%, but decreased by 2.1% after
the cinema and by 7.9% after the daily life situation. Recorded a
high response in TAT levels in 17% of individuals after air travel for
movie marathon; 1% in daily life. These findings were most evident in the group with the factor V Leiden mutation who used oral
contraceptives.
Interpretation – Activation of coagulation occurs in some individuals after an 8-h flight, indicating an additional mechanism to
immobilisation underlying air travel related thrombosis.
www.thelancet.com Vol 367

Same VTE risk in all travel
Public Library of Science Medicine 2006;3:e307
The risk of venous thromboembolism is similar with all modes
of transport, Dutch researchers conclude.
A case control study examined 1,906 patients attending an anticoagulation clinic with a first VTE, 233 of whom had travelled for
more than four hours in the preceding eight weeks. Their partners
served as matched controls.
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From the Journals continued
Travelling increased VTE risk 2.1-fold, but the risk was similar
in those travelling by plane, car, bus or train. Air travel did not
have a greater effect on patients with risk factors and those shorter
than 1.6m in height.

Commercial Air Travel by Prematurely Born
Infants
Udomittipong K et al. Pre-flight testing of preterm infants with neonatal
lung disease: A retrospective review. Thorax. 2006; 61:343-347.
Synopsis – Young, prematurely born infants with neonatal lung
disease are at high risk of oxygen desaturation during commercial
air travel. Hypoxia testing, if possible prior to air travel, or deferral
of long air trips should be considered for young infants with
neonatal lung disease, even if they are not requiring oxygen.
Retrospective chart review of 47 infants with a history of neonatal chronic lung disease (nCLD).
The evidence that commercial air travel is a significant risk factor for SIDS in healthy term neonates is not strong enough to recommend that this population should not fly. The present study,
however, indicates that infants with a history of nCLD are more
likely to have significant oxygen desaturation and require oxygen
during air travel. We suggest that any infant younger than 12
months of age with a history of nCLD, regardless of current oxygen
saturation, should undergo a hypoxia test equal to the duration of
the upcoming flight. When this is not possible, it may be prudent
to delay air travel until after 12 months of age or simply have supplemental oxygen prescribed prior to departure.

High Altitude Pulmonary Oedema Prevention
Maggiorini M et al. Both tadalafil and dexamethasone may reduce the incidence of high-altitude pulmonary edema. Ann Int Med.
2006;145:497-506.
Synopsis – What agents are available to prevent or abort highaltitude pulmonary edema, particularly for those who are already
known to be susceptible?
SourceProphylactic drugs tested under the same conditions on
the same mountain in earlier studies.
Dexamethasone decreased the incidence of AMS, but tadalafil
did not.

The alpha-1 subunit of Na+, K+, - ATPase in leukocytes. The
authors conclude that although acetazolomide (Diamox) is the
standard of care for prevention of AMS, dexamethasone may be the
ideal prophylaxis to reduce the risk of HAPE and AMS in HAPEsusceptible persons who must ascend rapidly, as it now has been
shown to prevent both AMS and HAPE in this population.
Commentary
Rapid ascent to altitudes greater than 2500m may cause acute
mountain sickness (AMS) or high altitude pulmonary edema. In
non-acclimatised mountaineers, the prevalence of AMS and HAPE
at 4559m is approximately 50% and 4%, respectively. AMS is not a
prerequisite for HAPE.

Hajj and the risk of influenza
BMJ, Volume 333, 9 December 2006. bmj.com
Saudi Arabia hosts the Hajj – the largest annual gathering in the
world – which attracts more than two million pilgrims from almost
every country on earth. From a public perspective, there is a health
threat-the possible rampant spread of influenza virus and a global
pandemic.
High rates of infection and carriage of influenza virus, in pilgrims returning from Mecca, have emphasised the need for internationally agreed strategies to minimize the risk of a pandemic.
This centres on ways to prevent transmission, to include facilities
for prompt diagnosis and treatment of infected individuals. No
such comprehensive strategy currently exists.
Overcrowding is considerable throughout the five day Hajj
period. It is not unusual 50-100 people to share a tent
overnight.The Saudi Arabian Ministry of Health has recommended that face masks be used to minimise droplet spread, but many
Muslims consider that covering the face during the Hajj is prohibitedby their religion Masks also need to be changed at least every
six hours to remain effective.The Department of Health England)
advises frequent hand washing to reduce spread of the virus. This
is acceptable to most pilgrims and relatively easy to implement.
Recommendation
Authorities currently recommend vaccination against influenza
for pilgrims with “high risk” chronic illnesses, such as pre-existing
respiratory disorders. Many such high risk pilgrims remain unimmunised.

Conference Fees
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Non BTHA member
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(up to 30/04/07)

(from 01/05/07)
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£125.00
£138.00

Price includes all refreshments and lunch

BTHA membership is available at a reduced fee of £20 for 1 year, if you pay by cheque at the same time as registering
for the conference. Please indicate on registration if you wish to take out membership.
Registration forms available from:
Ms Diane Jones
British Travel Health Association
PO Box 336
Sale M33 3UU
For general enquiries please contact Diane Jones at info@btha.org
For sponsorship and exhibition enquiries please contact Claire Stringer at claire.stringer@uclh.nhs.uk
Please note that no refund can be given for cancellation after 26 May 2007.
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9th Annual Scientific
Conference
The Royal Horseguards One Whitehall Place Suites
2 Whitehall Court, Whitehall, London. SW1A 2EJ

Saturday 9 June 2007
9.30am until 5pm
Registration from 8.30am
Annual General Meeting
begins at 5pm

Sessions include:
Update on malaria and prevention advice for UK travellers
Professor Peter Chiodini
Consultant Parasitologist & Director of the HPA Malaria Reference Laboratory

Dr Joe Cohen
Vice President for Vaccines for Emerging Diseases & HIV Research & Development
GlaxoSmithKline Biologicals

Dr Morton Andreasen
Medical Entomologist

Preparing travellers for environmental extremes including
high altitude & tropical travel
Dr Mike Townend
Former GP; Expedition Medic & Trek Leader

James Moore
Emergency Department
Charge Nurse & Expedition Medic

Developments in travel medicine services including
non-medical prescribing & the GMS contract
Dr Caroline Hind
Pharmacist Facilitator Aberdeen

Professor Larry Goodyer
Head School of Pharmacy De Montfort University & Director Nomad Travel Pharmacy

Dr George Kassianos
GP & RCGP Spokesperson on Immunisation

Risk assessment in travel medicine
Dr Ron Behrens
Consultant, Hospital for Tropical Diseases Travel Clinic, London

Debate
Current provision of travel medicine services and access to vaccinations and
anti-malarials is not adequate in much of the UK
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Questions and Answers
Jane Wilson-Howarth
Q – How should we respond to patients who
suggest that they are going to take homeopathic
malaria prophylaxis?
I think that is it important to be absolutely clear that
whatever you own personal opinion about homeopathy, there is no place for homeopathic malaria prophylaxis or immunisation. Indeed according to Dr Bob
Leckridge, (former GP, president of the Faculty of
Homeopathy at the Glasgow Homeopathic Hospital
and author of Homeopathy in Primary Care) prophylaxis and immunisation are concepts that are contrary to
homeopathy theory. The basis of homeopathy is to
treat like with like and so if you don’t have malaria
(yet!) you cannot use a homeopathic remedy against
it. And someone who is not yet ill cannot provide any
information for the homeopath to base his treatment
upon. Homeopathic prophylaxis is actually a contradiction in terms, and so is homeopathic immunisation.
Furthermore Dr Leckridge is aware of a number of
reports of cases of people who have developed malaria after relying on ‘homeopathic’ protection. If we
allow our patients to travel thinking they are protected when they are not, this is certainly making them
feel safe when they are at risk and this could be the
death of them.
Q – How do you choose between medications to
prevent motion sickness?
Preparations to prevent motion sickness are generally either based on hyoscine (which is another name
for scopolamine) or an antihistamine. Responses vary
hugely between individual patients; if one preparation doesn’t advise a trial with another. Many of the
antihistamines are best taken three to four hours
before travel, or if setting out early, a tablet can be
taken at bedtime. Hyoscine has a very rapid onset of

action so it is good if there is uncertainty about
whether a preparation is going to be needed at all. It
is, however, not suitable for multiple dosing. People
going on cruises or other journeys lasting more than
around six hours and who will need repeated doses
should definitely use an antihistamine – such as cinnarizine (e.g. Stugeron) or cyclizine (e.g. Valoid).
Promethazine is the antihistamine of choice if sedation
is required. Promethazine and the non-sedating
meclozine (e.g. Sea-legs) can be given to children from
the age of two years. Many of the other preparations
cannot be given until a child reaches the age of five.
Antihistamines have the advantage of also being useful for treating stings, allergies, and itchy rashes.
Tablets and syrups are useless once motion-induced
nausea or vomiting has started. The best natural or
non-drug remedy is undoubtedly ginger. Ginger is of
proven benefit in preventing nausea of any kind,
whether this is due to motion sickness, cancer treatment or pregnancy. An effective dose is one gram of
ginger extract taken as a tablet; this is equivalent to a
handful of fresh root ginger. Ginger can also be taken
as ginger biscuits or in any other convenient form. In
two studies ginger was found to be as effective as
metoclopramide, a commonly prescribed anti-emetic.
Elasticated wrist bands called Sea Bands or Travel
Bands press on acupuncture points and work well for
some adults and children in preventing travel sickness; they have no side effects. Trials by the Royal Air
Force, however, concluded that the effect wasn’t
enough for their stringent conditions (but if it works
for ordinary travel – who cares?). There is a lot of ‘suggestibility’ in the phenomenon of motion sickness –
my children went through a phase of feeling ill when
entering a plane before the engines were switched on.
Smells reminded them of previous episodes of vomiting.
Dr Jane Wilson-Howarth.
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IN THE NEWS
Air Travel
Air-rage Incidents
According to the Civil Aviation Authority (CAA) a
serious air incident is defined as behaviour “actually
threatening flight or personal safety, or which has the
potential to do so if the situation escalates”. The number of incidents of so called “air-rage” on aircraft has
doubled since 2003. Between March 2005 and March
2006 there were 1,359 reports of disruptive behaviour
on flights, of which 56 were deemed to be “serious”,
according to recent government figures.This was
twice the number of such cases in 2003/4 and six percent higher than last year’s total.There were a further
1,303 “significant incidents (defined as “cause for concern but not a major threat to safety of the aircraft”)
nearly twice the number in 2003/4.
Most incidents involved verbal abuse of cabin crew
or passengers, domestic disputes or arguments over
seat allocation and seat reclining. About a quarter
involved passengers disobeying instructions from airline staff.Violence was involved on 142 occasions.
These included cases in which people had to physically restrained. Eight planes had to be diverted, three
more than the previous year.Eighty per cent of culprits
were male, and more than a third of incidents were
alcohol-related.
CAA 2006

Increase in flights
2.4 million flights are scheduled per month, about
70,000 more than a year ago, according to figures
released by OAG. Air travel to and from the Middle
East is showing the biggest growth, with the number
of flights up by 15 per cent to 33,000. Traffic in Europe
is up 9 per cent to 87,000.
Airports to treble flights by 2030
Glasgow
– The city’s two airports could more
than treble capacity to 30m.
Edinburgh
– Up to 26m passengers by 2030 - a 300
per cent rise on 2006.
Manchester – To double by 2030 to 50m
Heathrow
– 116m passengers by 2030.
Gatwick
– Extra runway to handle 80m if
Heathrow fails to gain planned third runway.
Stansted
– 76m passengers by 2030
CAA 2006

Deep Vein Thrombosis
There is some new evidence of a link between air
travel and deep vein thrombosis (DVT).
Some people who had taken a flight reacted much
more markedly than others. These were women on the
contraceptive pill and people with a common genetic

mutation (a clotting factor abnormality found in five
per cent of the population).
A marked (up to eight fold) rise in clotting markers
in volunteers exposed to conditions of reduced oxygen pressure. There is something special about being
in the air, beyond reduced mobility; risk varies from
person to person, with some being at particular risk;
that DVT risk factors have a cumulative effect.
Air travel and the risk of thrombosis
Evidence has been slow to emerge to conclusively
prove that long haul travel and venous thromboembolism (VTE) are linked. There can be so many variations in each journey and each individual that generalising data is not easy. However, it is now probable
that among potential risk factors for triggering thrombosis, sitting for long periods does play an important
role as this can cause venous stasis. This factor has
been noted as leading to a rise in thrombotic events
after trips by car or train as well as by flying.
Guidelines approved by the British Committee for
Standards in Haematology in 2005 recommended that
only patients who had undergone surgery under general anaesthesia lasting more than 30 minutes in the
previous four weeks fall into the high risk group
requiring a single dose of low molecular weight
heparin before departure. Patients with a lower risk of
venous thrombosis are simply required to wear compression travel socks, avoid excessive alcohol or sleeping tablets and regularly flex ankles to contract calf
muscles.
VTE in black and minority ethnic communities
Although research in the late 1990s found that VTE
predominantly affects patients of European origin,
there was a lack of evidence regarding prothrombotic
mutations in non-Europeans. Recent research has
now confirmed that there is a worldwide prevalence
of VTE and new data suggest that African Americans
have the highest incidence of VTE and Asians have
the lowest, compared with the Caucasian population.
Information collected on the Verity deep vein thrombosis (DVT) database at King’s College Hospital
showed that VTE was equally prevalent in black and
white patients.
THROMBUS 2006; Vol 10 4

Travelling and the risk of DVT
There is uncertainty about the contribution of hypobaric hypoxia to the aetiology of DVT – the air within
and airline cabin is both pressurised and comparatively low in oxygen. Although there is suspicion that
air travel poses a higher risk than other forms of travel involving immobility, there is little comparative evidence available.
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In the News continued
Venous thromboembolism is four times more likely
to develop in the two weeks following a long-haul
flight.
Aspirin is very effective at reducing the risk of arterial emboli but does not display the same benefits on
the venous circulation. On a risk-benefit basis Aspirin
is not usually recommended for the prevention of
thromboembolic events during air travel.
Those deemed to be at particularly high risk should
be offered subcutaneous low-dose heparin injections
from the day before departure covering the period of
risk, provided there are no contraindications to anticoagulants.
N. Jones

Ship Travel
Accident
The MS Nordkapp carrying 295 passengers, hit
rocks near Deception Island, off the Antarctic
Peninsula. The impact left an 80ft hole in the ship’s
side through which oil poured out and water came in.
The accident highlights the vulnerability of cruises in
remote waters.
Passengers were flung to the floor as the boat juddered to a halt. The ship tilted by 15 degrees. Rocks
gashed a hole the length of two double decker buses
in the side. Royal Navy, HMS Endurance was in the
area, although it would take 10 hours to arrive.
Decision was taken to abandon ship.
Crime figures on cruise ships
In a report on crime at sea, submitted to the US
Congress based on the submissions of 15 cruise operators to the International Council of Cruise Lines
(ICCL) a total of 206 complaints were recorded from
passengers between 2002 and 2005. 178 complaints of
sexual assault on cruise ships during the past three
years.Information of this kind is rarely made public,
because cruise lines are not required to publish comprehensive crime statistics. Many crimes go unreported.
Of the 24 people who have disappeared from cruise
ships in the past three years, only five have been
found.
Cruise Numbers
The Passenger Shipping Association (PSA), which
represents the British cruise industry, maintains estimated 1.25 million Britons are planning to cruise this
year.
PSA 2006

Swimming Pools
According to the Royal Life Saving Society (RLSS)
recent statistics show that more than 70 people die in
pools abroad each year, the majority of them children
on European summer breaks.
68 children drowned between 1996 and 2003 – of
which nearly three-quarters were in swimming pools.
Of the 68 deaths, 24 were in Spain and 10 in France.
The society advises parents to be especially vigilant
abroad, where it says, standards of supervision are not
as high as in Britain. Drowning is the third highest
cause of accidental deaths for children across Europe.
Most deaths happen in Mediterranean resorts.
On average, eight British children drown abroad
each year, compared with one child in public pools in
the UK. We want to see tour operators taking more
responsibility, with better risk assessment for pools in
hotels they use. Looking at the layout of the pool, the
provision of safety equipment and the number of lifeguards provided.
There have been calls for the European Commission
to introduce a continent-wide safety standard for
hotel pools.
RLSS 2006

Phobias
Phobias are anxiety disorders involving emotional
and physical reactions to feared objects or situations.
Defined and classified by both the updated DSM-IV
and ICD-10 criteria under anxiety disorders such as
social phobias, agoraphobias and specific phobias.
Phobia prevalence in the UK
Type of anxiety/phobia
Prevalence
Panic attacks and panic disorder
20.2%
Social phobia and social anxiety
17.2%
Agoraphobia
9.9%
Flying phobia (aerophobia)
0.75%
Injection phobia (trypanophobia)
0.57%
A treatment package that enables patients to control
behavioural and somatic symptoms is highly beneficial. Cognitive behavioural therapy helps patients to
understand their negative thought patterns and how
to change them. Desensitisation involves slowly
exposing the patient to the object or situation they fear
until the fear begins to fade.
National Phobics Society survey 2005/6

