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Global Health and the Traveller 
M Townend 
The concept of global health was outlined in a land-mark paper in The Lancet1 in 2009 as focussing on 
issues that directly or indirectly affect health but that can transcend national boundaries, and on 
health equity among nations for all people. Travel health, on the other hand, has a much narrower 
focus on the health of travellers, most often concentrating on travellers from developed to less 
developed countries. Endemic diseases may well have a potential effect on the health of travellers, 
but they also present a threat, numerically much greater, to the health of the indigenous population. 
The concept of health equity implies the need to concentrate not only on the needs of the traveller but 
equally on the needs of indigenous populations. Putting it in another way, if a health threat can be 
controlled or eliminated in the indigenous population it will be controlled or eliminated as a threat to 
travellers. Global health and the health of travellers are, therefore, inextricably linked. 

Two examples of global health problems that may have an impact on travellers will be considered 
in this paper, namely malaria and diarrhoeal disease. 

Malaria 
In 20122 it was estimated that there were over 200 mil-lion cases of malaria globally (estimated range 
135-287 million) and 627,000 deaths (estimated range 473,000 to 789,000). 90% of all deaths occurred in 
sub-Saharan Africa, 77% in children under the age of 5 years. It was estimated that 3.4 billion people, 
half of the world's population, were at risk from malaria. In contrast, in the same year, 2012, 1,378 
cases of malaria were imported into the UK3, the lowest figure since 1993, and in the years between 
1993 and 2012 the highest recorded rate was 2069 in the year 2000. Although it is important to attempt 
to prevent malaria in travellers, controlling the transmission of malaria in indigenous populations can 
produce an immeasurably greater effect on the global impact of malaria whilst at the same time 
protecting the health of travellers. 

Methods of Controlling Malaria 
Vector control benefits both indigenous people and travellers. 
In order to practise effective vector control it is important to understand the natural history of the 
mosquito. Mosquitoes lay their eggs in water where the larvae hatch out and live close to the surface 
of  the  water,  breathing  air  through  short  breathing  tubes.  Stagnant  or  slowly  moving  water  is  the  
favoured habitat, and some species are capable of breeding in very small reservoirs of water such as 
rainwater gathered in containers such as old tyres or oil drums. Female mosquitoes bite between 
dusk and dawn, with a peak biting time around 01.00 to 02.00 for Anopheles gambiae, the commonest 
malaria vector in Africa. A. gambiae entering  a  house  will  usually  rest  on  an  interior  wall  or  other  
surface before and after taking a blood meal. 

Indoor residual spraying with insecticide leaves a residue of insecticide on all surfaces. 
Mosquitoes  rest-ng  on  treated  surfaces  before  biting  will  be  killed  before  they  are  able  to  transmit  
malaria parasites, and those resting after a blood meal will be prevented from transmitted ingested 
parasites to further victims. 

Elimination of breeding sites can  be  achieved  by  a  number  of  measures.  Drainage  of  stagnant  
pools of water, clearing irrigation channels of plant growth and debris to accelerate the flow of water 
and ensuring that oil drums, tyres and other potential containers are not left out to collect rainwater 
are all useful in the elimination of breeding sites. Used diesel oil on the surface of collections of water 
has  been  used  as  it  interferes  with  the  respiration  of  larvae,  but  has  obvi-ous  environmental  
implications. Larvicidal fish which feed on larvae can be introduced into pools of water. 

Anti-bite precautions also benefit both indigenous people and travellers. 
Insecticide treated bed nets4 are relatively inexpensive and the newer type of nets with longer-

lasting impregnation can be used for several years without needing re-impregnation. As they are 
impregnated with insecticide they offer some degree of protection to other occupants of a room who 
are not using nets by killing mosquitoes that may have gone on to bite the other occupants has they 
not  come  into  contact  with  the  insecticide,  though  ideally  all  occupants  should  sleep  under  a  net.  
Extensive programmes intended to roll out the use of bed nets have been introduced into many 
African countries. 



2   Journal of BGTHA, Volume XXIII, 2014 

Insect repellents are relatively expensive and are therefore more likely to be applicable to 
travellers. The most effective measure is still the use of repellents containing DEET . Repellents must 
be applied over all exposed skin surfaces between dusk and dawn. 

Clothing should cover as much of the skin surface as possible, especially between dusk and dawn. 
Chemoprophylaxis is relatively expensive. It is therefore more likely to apply to travellers who are 

exposed to the risk of malaria for much shorter peri-ds the indigenous populations. 
Vaccination. Over 20 subunit vaccine constructs are currently being evaluated in clinical trials or 

are in advanced preclinical development.5 RTS,S/AS01 is the most advanced vaccine candidate 
against Plasmodium falciparum. A Phase III trial began in May 2009 and has completed enrolment in 
2011 with 15,460 children in seven countries in sub-Saharan Africa. It is beyond the scope of this 
paper to describe the mode of action of malaria vaccines, but by its nature malaria vaccination is more 
likely to apply to indigenous people rather than to travellers. 
Diarrhoeal Disease 
Globally, there are nearly 1.7 billion cases of diarrhoeal disease every year.6 It is the second leading 
cause of  death in  children under  five  years  old,  with around 760 000 deaths  in  children under  five  
years. A significant proportion of diarrhoeal disease can be prevented through safe drinking-water 
and adequate sanitation and hygiene. Diarrhoea is a leading cause of malnutrition in children under 
five years old, leading to potential stunting of growth and intellectual development. 

In travellers from developed to less developed countries as many as 60% may experience 
travellers' diarrhoea (TD), accounting for 40,000 travellers daily or more than 15 million travellers 
annually.7 Although  it  is  important  to  attempt  to  prevent  TD  in  travellers,  the  provision  of  safe  
drinking water and adequate sanitation and hygiene can produce an immeasurably greater effect on 
the global impact of diarrhoeal disease whilst at the same time protecting the health of travellers. 

Prevention of Diarrhoeal Disease 
In a rural population in Nepal where the author worked only 16% of the local population had access 
to relatively clean drinking water, the remainder drawing water from the local river or from irrigation 
channels. It was not surprising that many of the children suffered from severe diarrhoeal illness. 

Water purification can be achieved by filtration or chemical means. Travellers often use chlorine-
releasing tablets or iodine (now banned by EU regulation, though not on grounds of basic safety) or 
small personal filtration devices. These methods are not applicable for long term use by indigenous 
populations on practical and cost grounds, though chemical purification may be used in emergency 
situations such as the aftermath of natural disasters. 

Bottled water is often used by travellers, but is not always safe to drink, depending on its 
provenance.  It  is  too  expensive  to  be  used  routinely  by  indigenous  populations  in  low  income  
countries and has environ-mental implications due to the accumulation of non-biodegradable plastic 
bottles. 

Clean water supplies can be provided by piping water from springs or from wells or boreholes. 
Many charities and NGOs provide such facilities and their work is to be encouraged. 

Sanitation. In  the area of  Nepal  referred to  above,  only 4% of  the population had access  to  any 
form of sanitation, even a pit latrine. Defaecation took place in certain areas of the fields which were 
situated  by  the  river  or  adjacent  to  irrigation  channels,  which  as  noted  above  were  the  source  of  
domestic water supplies, thus facilitating faecal-oral transmission of micro-organisms. In 
communities  in  which  water  is  at  a  premium,  flush  toilets  are  not  an  option,  though  this  has  not  
always deterred well-meaning people from providing them, as in the case of a rural Indian village 
where they were donated and stood empty and unconnected.8 In  the absence of  flush toilets  or  the 
means of operating them, sanitation can be greatly improved by the simple process of digging of pit 
latrines on sites where they will not contaminate water supplies. 

Personal hygiene. Washing hands after defaecation and before eating food is of great importance 
in the control of faecal-oral transmission. The effectiveness of this procedure depends once again on 
the provision of relatively clean water. In many countries the hands are the usual eating implements, 
and while custom may dictate that hands are washed before eating, the provenance of the water used 
for  this  purpose  may  be  dubious.  Travellers  often  carry  antiseptic  wipes  and/or  hand  gel,  and  
trekking agencies will often provide hand washing facilities for their clients close to latrine tents or 
mess tents where meals are served. Where piped water is available an essential part of the traveller's 
kit is a bar of soap. 
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It is hoped that these two examples, malaria and diarrhoeal illness, will demonstrate that, in effect, 
there is little difference between global health and the health of travellers. It therefore behoves all who 
have an interest in the health of travellers to do their utmost to promote global health in all its aspects. 

Mike Townend, MB ChB (Hons), Dip Trav mes, FFTM RCPS (Glas), Former GP and member of the Executive Committee, 
BGTHA. 
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