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Following the recent election, BGTHA now has a new Executive 
Committee. We have said farewell to a number of long-standing members, 
though some remain to provide continuity, and we are delighted to 
welcome some new faces. We are sure that the new committee will bring 
new ideas as well as building on the successes of the previous committee. 
The principal roles within the committee have been allocated, and other 
roles will be allocated when the committee holds its first meeting.

Members of the new committee are:
Dr George Kassianos – President, Prof. Larry Goodyer (Chair)
Dr Tania John – Deputy Chair, Katy Peter s – Secretary, Derek Evans 
– Treasurer, Diane Coulthard, David Channon, Adrienne Willcox, Becky 
Swaddling, Anne McLean

Services to members include:

• Research grant of up to £500

• Education Bursary of up to £300

• Four issues of Travel Wise per year

• Hard copy and on line issues of the journal

• Reduced subscription to Travel Medicine and Infectious Disease

• Reduced fee for the BGTHA Annual Scientific Meeting

• Free listing for your Travel Clinic on public access part BGTHA 

website

• Access to research groups

• Study days

• BGTHA FTM exam education busery £300

Contact the Administrator or visit the website for details of these services.
info@bgtha.org

If you are not yet a member of the BGTHA and would like to join, or you 

are a member and would like to take a more active part, for example 

by joining one of the subcommittees or helping to organise BGTHA 

activities, please contact the Secretariat or visit the website. BGTHA 

subcommittees include:

• Education

• Research

• Publications

• Conference organisation

• Links with other societies

Contact us
British Global and Travel Health Association

I am writing this editorial only three days after the terrorist attack 
on London Bridge and Borough Market and two days after the 
memorial concert following the earlier attack on the Manchester 
Arena. No reasonable human being can fail to sympathise with those 
who were injured, many in life-changing ways, and with the families 
and friends of those who lost their lives. Violence has been carried 
out in the name of religion since history began, but not, I believe, in 
the spirit of religion. Those who condemn the whole of Islam for the 
violence now being experienced on the streets of our cities would 
do well to remember not just the hundred or more verses of the 
Quran exhorting Muslims to kill unbelievers but also the more than 
a thousand verses in the Judaeo-Christian Old Testament relating to 
violence and killing unbelievers. They would also do well to remember 
the violence of the Crusades in the 11th and 12th centuries, with 
Christians fighting against Muslims, the violence of the Albigensian 
Crusades in France in the 13th century, with Christians slaughtering 
a peaceful sect whose beliefs were thought to be blasphemous, and 
the Spanish Inquisition, with Christians torturing and killing anyone 
considered not to be adhering to the Christian faith, especially Jews. 
As Christ himself said “Let him that is without sin amongst you cast 
the first stone”. Those historical actions in the name of Christianity 
do not represent the moral code of the majority of those professing 
the Christian faith in this modern era, and neither do the actions of 
a fanatical faction represent the moral code of a majority of Muslims 
at this point in history. Indeed, many of those who responded to the 
recent attacks in Manchester and London with courage, dedication 
and humanity, from taxi drivers to hospital staff, were themselves 
Muslims. Only by standing together and upholding the human values 
that underpin all religions, as well as being held by those of no 
particular faith, will we eventually defeat the terrorists. Division will 
only make them stronger.

On a lighter and more personal note, your editor is about to depart 
on his own annual pilgrimage, not to some dusty shrine or glittering 
basilica, but to the South of France for his top-up of good food, wine 
and sunshine. After a week of summer, we have descended back into 
winter with weather that can only be described by that wonderfully 
expressive Scottish word “dreich”, so the escape to the much vaunted 
300 days of sunshine per year in the Languedoc will be very welcome.

On the BGTHA home front, the long-anticipated e-learning course is 
now almost ready for its official launch. Following its initial pilot by a 
group of experienced travel health nurses it is currently receiving its 
final “tweaks” and should be online by the time of the next edition 
of Travelwise. It is an entry-level course aimed primarily at those new 
to travel health and those who practice basic travel health but have 
not previously undergone a formal training course, though others 
may find it useful as a refresher course. I have been privileged to 
assist Eric Walker in coordinating the course and helping to write 
some of the content, along with a small group of other experienced 
authors. The software has been written by Michael Walker, whose 
experience not only in writing computer code but also in education, 
has been invaluable, as has an educational grant from Glaxo Smith 
Kline, who have generously funded the project without any input 
into its content. Keep watching the BGTHA website for details, and I 
hope to be able to make a further announcement in the next edition 
of Travelwise.

Mike Townend

Administrator : Roger Morley
Email: info@bgtha.org
Telephone: 0845 003 9197
Postal address:
British Global and Travel Health Association
13 Burlington Street
Flat 5
Bath BA1 2SA

Patrons: Sir Christian Bonington CBE, Colonel John Blashford-Snell OBE, DSc (Hon),  Baroness Cox



Circadian Physiology (3rd ed). 
Roberto Refinetti. Boca Raton, Fl: 
CRC Press: 2016. ISBN 13: 978-1-
4665-1497-3. 

This must be the most comprehensive account 
of circadian physiology that has yet been 
published. It covers the history of circadian 
physiology, the research methods used in 
investigating it, and types of circadian 
rhythms and their mechanisms in human 
and a wide variety of other organisms. It 
then goes on to consider the application 
of these principles in human activities 
and medicine. Of particular interest to 
the travel medicine community will be the 
chapter on jet lag and shift work, and of 
interest to the wider medical community 
will be the chapter on human medicine, 
covering such topics as chronotherapeutics 
in physical conditions such as asthma and 
cardiovascular disease, and depression 
and seasonal affective disorder. Each 
chapter concludes with a summary, 
extremely useful for the casual or less 
knowledgeable reader, and exercises that 
make use of the accompanying CD. Finally 
there us a list of suggested further reading 
for each chapter followed by extremely 
comprehensive references. Good use is 
made throughout the book of figures and 
diagrams. This is by no means a book to 
be read from cover to cover, but it contains 
an enormous amount of information that 
will prove either interesting or useful to a 
wide variety of readers. Few readers of 
this review are likely to purchase it at its 
published price of £89 but it will prove to 
be a valuable reference book in medical 
libraries.

Mike Townend
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Q&A
Question
One of our NHS registered patients is in West Africa on holidays. She has just 
done a pregnancy test there and is positive – she estimates she is about 16 
weeks. Our patient is taking Malarone®. I know Malarone® is not recommended 
in pregnancy. She is returning to the UK in 2 weeks. What should she do? 

Answer
Malarone® is a combination of 250 mg atovaquone and 100 mg proguanil hydrochloride. In the 
specific product characteristics (SPC)1 the Manufacturer advices that “the safety of atovaquone 
and proguanil hydrochloride when administered concurrently for use in human pregnancy has 
not been established and the potential risk is unknown”, and also that “the use of Malarone 
in pregnancy should only be considered if the expected benefit to the mother outweighs any 
potential risk to the foetus”.
Pregnant women have an increased risk of developing severe malaria and a higher risk of fatality 
compared to non-pregnant women. Your patient is at risk as she is currently in West Africa, 
which is dominated by the Plasmodium falciparum so it is very important that she continues 
taking malaria prophylaxis medication.
There is lack of evidence for Malarone® on safety in pregnancy. Animal studies showed 
no evidence for teratogenicity of the combination. The UK Advisory Committee on Malaria 
Prevention2 “advises against the use of atovaquone/proguanil for antimalarial chemoprophylaxis 
in pregnancy. However, if there are no other appropriate options, its use may be considered in 
the second and third trimesters after careful risk assessment”. 
If your patient was to continue on Malarone®, she will only need to take it for just 3 more weeks 
(includes one week after leaving the malarious area). The alternative is to transfer your patient 
onto Mefloquine and ensure it is continued for 4 weeks after leaving the malarious area.

If your patient was to continue Malarone®, remember to ensure your patient is aware of the 
need to continue folate supplementation because the proguanil component of Malarone® acts 
by inhibiting parasitic dihydrofolate reductase. 

Finally, you may wish to stress to your patient the fact that no malaria drug prophylaxis can be 
100% effective. Consider mosquito-bite avoidance with Deet 50%, applied twice a day, and the 
use of a bed-net depending on the kind of accommodation she is in.

Note: When our member advised at the pre-travel consultation Malarone®, the traveller was 
not aware she was pregnant and indeed, she answered with a ‘No’ to the question about 
pregnancy then, and for less than 2 weeks attempting to conceive after she was to complete the 
course. If our member is to now advise the NHS traveller to continue on Malarone®, this advice 
will be outside the licence of the product. The travel adviser, in this case, must be a prescriber, 
otherwise the matter should be referred to a prescriber before advising the patient traveller and 
the reason for the advice outside the licence recorded in the patient’s note..

Reference
1. http://www.medicines.org.uk/emc/medicine/756 
2.https://www.gov.uk/government/uploads/system/uploads/attachment_data/
file/585695/2016_ACMP_guidelines_Final_-_Updated_Ethiopia__2_.pdf 

Dr George Kassianos



Profile
Hon Secretary: Katy Peters
 Katy Peters is the director and co-founder of 360 Health Limited, through which she runs private travel clinics in the capital, 

London. She is a nurse prescriber and travel health specialist with over 8 years experience in tropical and travel medicine.

Katy has extensive clinical experience throughout the world including with Médecins Sans Frontières in the Democratic 

Republic of Congo as an outreach nurse, in Sikkim North East India working as a School nurse and The Bahamas in 

neonatal intensive care. Katy’s UK experience includes working in the Welsh Regional burns unit, general and neurological 

intensive care and practice nursing. Katy is involved in the education and training of travel health nurses and as a speaker for 

vaccine suppliers.

Katy holds a Bachelor of Nursing from University of Wales and a Diploma in Tropical Nursing from London School of 

Hygiene and Tropical Medicine. Katy holds a Post Graduate Certificate in Non-Medical Prescribing from London South Bank 

University. She is currently undertaking the diploma in Travel Medicine at the Royal College of Physicians and Surgeons in 

Glasgow. She continues to travel where possible with her son Bear, recently returning from a month’s backpacking in S.E 

Asia.

Hon Treasurer: Derek Evans  BSc (Hons), MRPharmS, IP
 Derek is a pharmacist independent prescriber specialising in Travel Health. Having been involved in the supply of travel 

health to patients he was thrust into practice when being the only clinician on a long haul flight dealing with a passenger 

suffering from cardiac failure who had not sought any travel advice.

Derek has over 20 years of retail practice with multinational groups and brings to the association a commercial focus 

with skills in business management and marketing. A senior manager position allowed him to establish the first network of 

pharmacist travel health clinics in a single company which addressed the challenge of writing and delivering an advanced 

training accreditation for the company pharmacists. Working in a large national company provided him with a large 

experience of dealing with corporate travellers to which he regularly advises.

As a founding member of the Royal Pharmaceutical Society he was involved in establishing 

the Faculty that allows pharmacists to be accredited to advanced levels of practice by 

ongoing development and peer review.

He now has his own private consultancy and is interested in developing specialist training 

and accredited Travel Health qualifications for pharmacists with a vision on future research 

in developing the total holistic service. His focus is around the need to critically review 

and improve the consultation styles of practitioners when undertaking risk assessments for 

pretravel, this was the subject of his article in the Journal of the BGTHA.

As a keen traveller and a PADI qualified diver he is able enjoy the benefits of allowing him 

the opportunity to combine both work and hobby.



 
Women’s   Adventure   Expo   CIC 

Managing   Menstruation   in   Extreme   Environments   Project 

(MMiEEP) 
 
 

Managing   Menstruation   in   Extreme   Environments   Project   (MMiEEP) 

A project to iden埅fy and explore issues around menstrua埅on in extreme/challenging environments,            
looking at many different aspects including types of environment (such as mountains, deserts, jungle,              
marine, urban), expedi埅on/travel dura埅on, ac埅vi埅es, age, health status, contracep埅on status, cultural           
background,   resources   and   prac埅cali埅es   in   the   field,   including   disposal   or   waste   management. 
 
MMiEEP will be a mul埅disciplinary collabora埅ve project involving academics, explorers, adventurous           
travellers, remote workers/volunteers, expedi埅on leaders and companies, and travel health          
prac埅埅oners. The project will gather experiences from many women, informa埅on from many            
organisa埅ons such as those running expedi埅ons, field research and volunteering in remote or             
challenging   environments.  
 
The project will include a formal research study of academic standard and we are delighted to have a                  
research internship posi埅on funded by the University of Bristol. The study will gather and collate data to                 
build a detailed picture of experience and prac埅ce. Data will be analysed and presented in different                
formats for different audiences including an academic paper, report and short ar埅cles. The project aims               
to   produce   useful   prac埅cal   informa埅on   for   women   and   guidance   for   prac埅埅oners. 
 
MMiEEP will also explore issues related to menstrua埅on faced by women living in challenging              
environments around the world, from a variety of different cultures and socie埅es, including our own. We                
hope our project will encourage solidarity between women, promote their health and wellbeing,             
including   par埅cipa埅on   in   adventure   and   outdoor   ac埅vi埅es. 
 
Project   Lead:   Tania   John,   Co‐founder   &   Director   Women’s   Adventure   Expo   CIC 
Academic   Adviser:   Dr   Emma   Barre៚,   Research   Fellow,   University   of   Lancashire 
Research   Intern:   Connie   Cramp,   Masters   student,   University   of   Bristol 
 
 

Women's   Adventure   Expo   CIC 

 

A social enterprise celebra埅ng, inspiring and empowering women in adventure and explora埅on. Through             
our events, online plaퟄorm, partner‐projects and network, we promote the achievements of leading             
female explorers and adventurers, inspire others to take their first or next step, and connect people and                 
organisa埅ons to facilitate adventure with purpose. Be that health and wellbeing, personal development,             
challenge   and   endeavour,   cross‐cultural   rela埅onship   building,   scien埅fic   research   or   conserva埅on. 



People say that life is all about relationships, and that is 
certainly true at International Health Partners (IHP).  They exist 
to connect those in need of medical treatment with healthcare 
companies willing to donate medicines. At IHP, they envision 
a world where nobody has to suffer for want of access to safe 
and effective medicine.  As the largest coordinator of donated 
medical products in Europe, they bridge the gulf between 
healthcare companies who want to be generous, humanitarian 
agencies dealing with disasters, long term development 
projects and short-term missions. It is a needs driven operation 
whose top priority is to ensure that donated medical products 
are safely and professionally handled to reach those in need 
as soon as humanly possible. 

Based in Clerkenwell in central London, they have a highly 
professional team of 12 staff   working tirelessly with 
healthcare companies, Non-Governmental Organisations 
(NGOs), government agencies and warehouse staff to enable 
the right medicines to reach those who need them but are 
unable to access them. Donating medicine well requires 
expertise, highly regulated systems and logistics know-how to 
make it all happen.

Established in 2004, IHP was founded by Anthony Dunnett 
CBE who was committed to making access to safe medicine a 
reality for the world’s poorest countries. From small beginnings, 
in the last 13 years they have reached more than 35 million 
people in 105 countries with life-saving and life enhancing 
medication.  One of their main areas of work is providing  
Essential Health Packs (EHPs).  

Figure 1: Medic, Luke Arwynck on his way to Lesvos with IHPs 
Essential Health Packs (EHPs)

EHPs contain medicines used to provide primary healthcare 
in under resourced environments and have been used all over 
the world to help doctors, pharmacists and other health care 
professionals to supply medical aid where it is most needed  
These highly portable packs include a range of vital medicines 
such as antibiotics, analgesics, anti-inflammatories, anti-fungals, 

and multi-vitamins, as well as treatments for common chronic 
diseases such as diabetes and hypertension. The EHPs contain 
approximately 800 to 1000 long-dated treatments which can 
be used by healthcare professionals and by NGOs to reach 
people in the hardest to access places around the world.  In 
essence they become a mobile clinic and pharmacy.

Figure 2: Inside a mobile clinic – Lesvos 

The EHPs contain medicines that have all been donated by 
IHP’s contacts in the European healthcare industry.  Through 
these relationships with companies and a large network of 
partners in the field they can act quickly to respond to major 
disasters like the crisis in Mosul.  As well as disaster response, 
IHP supports health work around the world including maternal 
health projects  in West Africa, programmes to combat 
childhood cancer in Tanzania and health provision in remote 
Myanmar.  

According to the 2015 Millennium Development Goals 
report, roughly one third of the world’s population lacks 
access to medicine, and in the poorest parts of Africa and 
Asia this figure rises to half of the population.  IHP currently 
delivers around 2.5 million targeted treatments to men, 
women and children of all ages from all backgrounds without 
discrimination.

IHP are signatories to the WHO Guidelines for Medicine 
Donations and the Red Cross Code of Conduct, as well as 
members of the Partnership for Quality Medical Donations 
(PQMD) which exists to raise the standard of medical 
donations and promote effective donation practice.  
Bringing hope to Northern Iraq
Currently IHP are supplying medicines to the people displaced 
by protracted conflict in Northern Iraq and the wider region.
Iraqi Kurdistan has a population of five million and is hosting 
300,000 Syrian refugees and a further two million Iraqis who 
have been internally displaced. The situation is critical. This 
influx of people seeking refuge in Iraqi Kurdistan has placed 
great strain on already stretched local government health 
services. Since the Mosul offensive of October 2016 over 
300,000 have fled the city.  International institutions running 
the refugee and internally displaced persons camps are also 
struggling to meet the growing demand for their services. 

This edition’s featured charity: International Health Partners (IHP)
Health and relationships: Saving a Life Today



 
Figure 3: Iraqi Kurdistan is hosing over two million displaced 
people and refugees. (Credit: Cengiz Yar/IHP)

Inadequate financing mechanisms; low manufacturing capacity 
locally; poor quality local manufacturing; and high levels of 
counterfeits has made it especially difficult for the millions of 
people who have become refugees, or internally displaced, 
to access the medicine they need. Medicines are in very short 
supply, and those that can be accessed from government 
supplies often have either a very short expiry date, or are 
of low quality which makes it difficult for patients to receive 
effective treatment.
 

Figure 4: This little boy fell from a roof. He has severe head 
injuries. Staff treating him in West Erbil Emergency Hospital 
don’t have enough medication to treat his injuries. (Credit: 
Cengiz Yar/IHP)

According to Dr Saman, The Director General of the Erbil 
Governorate, the government health facilities are seeing some 
300 plus trauma cases a day, of which over 90% are refugees 
or internally displaced peoples (IDPs). However, due to a 
shortage of anaesthaesia drugs, operations are regularly being 
cancelled and patients are being turned away from hospital. 
Many other drugs are in critically short supply or have no 
supply at all – leading to suffering for patients requiring urgent 
treatment. With thousands of people fleeing Mosul every 
day, many in need of urgent medical assistance, IHP needs 
to deliver more medical aid, swiftly. Together with the World 
Health Organisation, IHP is filling the gaps so that patients 
have improved access to medicine in hospitals.
Through their Kurdish partner Bring Hope, IHP operates a 
temperature controlled warehouse in Erbil, through which they 
distribute medical aid across Iraqi Kurdistan, supporting the 

provision of health services in camps and mobile health clinics 
and government hospitals. Through this partnership they were 
able to supply 650,000 treatments of essential medicine as 
well as specialised treatments for chronic diseases last year, but 
many people are still suffering needlessly.
 “These medicines have undoubtedly saved many lives. 
Without them, there are many vulnerable people who would 
not be here today, simply because of a lack of essential 
medicines to treat common health conditions” Mariwan 
Baker, Founder – Bring Hope Humanitarian Foundation, Iraqi 
Kurdistan
Giving life to mothers in Africa
In Sub Saharan Africa, IHP work with Life for African Mothers 
(LFAM), a Maternal Health charity seeking  to make birth safer 
in Sub Saharan Africa by providing life-saving medication for 
conditions such as post-partum haemorrhage where a woman 
can literally bleed to death. They provide medication donated 
by IHP donors to treat complications of child birth and support 
hospitals and health centres across Africa as well as provide 
medical skills exchange visits by UK-based midwives to Liberia 
and Sierra Leone. They have seen huge reductions in maternal 
mortality rates since they began 11 years ago.

Inspired by a TV documentary in 2005, Angela Gorman, 
LFAM’s founder, was a neo-natal nurse in Cardiff and was 
devastated watching Dr Grace Kodindo struggle to run 
a maternity unit for the poorest women in Chad with no 
resources. Mothers were dying in childbirth. Angela started 
supporting Dr Kodindo by taking life-saving drugs and medical 
equipment from the UK. She went on to establish LFAM who 
now support hospitals and health centres across Africa.

The charity has seen huge reductions in maternal mortality.  
With IHP’s help, this small organisation, is able to make 
women’s health a priority in countries where it is often ignored. 
Angela would like to see governments and global institutions 
investing in medicines and women’s health that will see an end 
to their needless deaths at childbirth. “There is a disconnect 
between the decision-makers and the people on the ground 
who are doing the work,” she said. She is keen that mums 
should know their value for real change in the economy and 
society. 

Figure 5: Angela Gorman, CEO of Life For African Mothers 
with post-partum haemorrhage survivor Hannah and her 
daughter Angela Alice (Credit: IHP)



Reaching remote villagers in Myanmar 
In Myanmar, IHP have been working with local charity, Health 
and Hope based in Chin state in the west of the country.  It is 
the poorest state in the country with a population of 500,000 
people, 73% of whom live in poverty. This vast rugged region 
has limited infrastructure and no mobile phone, radio or internet 
services.  The population is scattered, making it extremely 
difficult to provide health services. The primary cause of death 
is from infectious diseases including pneumonia, diarrhoea and 
malaria. Medicines are scarce and expensive. There is no fully 
functioning hospital in the region. The under-five mortality rate 
is 66 per 1000 live births, more than twice that for the country 
as a whole. The Chin people themselves started the charity 
in 2009 to combat the challenges they faced. It is the first 
ever primary healthcare service for the region. Since then they 
have trained 834 Community Health Workers (CHWs) and 
93 Traditional Birth Attendants (TBA) from 551 rural villages 
in Chin and Rakhine States. The CHW’s treat many types of 
sickness in the rural areas and also provide education and 
guidance on the prevention of ill-health and disease.

KhiHla Ying is a CHW from Paletwa. Her three year old sister 
died in 2011 from diarrhoea. ‘There was no one to help us. 
She could not make the journey to hospital. If we are sick, we 
must go one full day walking to reach Paletwa where there is 
the nearest clinic. We can also go by boat but only if there is 
water,’ she said.  Tragedy struck her family again when one of 
her brothers died from a high fever at only two years old. More 
grief came when her youngest brother died at birth, “We didn’t 
even get to give him a name,” she recalls. Motivated by the 
deaths of her siblings and by her passion to make a difference 
in her village, KhiHla trained as a CHW.

She was frightened to go to a different village, where the 
tribe and dialect were different, but explains, “Thinking of the 
helplessness of my sisters and brothers, I had to have courage.” 
Now that KhiHla is a trained CHW, she is excited to return 
home and put into practice what she has learned, “I have 
learnt so much here, not only about health and medicine, but 
about life, love, hope and peace. I cannot wait to go home to 
share what I have learned. I want to pass on this knowledge of 
health. I want to help build toilets and tell people about boiling 
water and good hygiene, so that we don’t lose any more of 
our children to diarrhoea” she says.  

IHP is supporting four Health and Hope initiatives.  As a result 
of savings to their medicine budget their health teams will be 
able to reach more people.  Kits of medicines will be provided 
for newly trained Traditional Birth Attendants’ who expect to 
assist more than 1200 pregnant women during 2016/7. 
IHP will supply medicines for a clinic in Lailenpi, treating 
5000 outpatients and 500 inpatients over the year. Donated 
medicines will be utilised by the CHW teams and will treat 
people who would otherwise have no access to healthcare. 

Making health care mobile…..IHP’s Essential Health Packs
Every year thousands of medical professionals and 
humanitarians travel from across to Europe to support 
healthcare facilities and medical programmes in places of 
need.  Many of them take IHP’s Essential Health Packs (EHPs). 
EHP carriers include students going overseas for electives or 
GPs, pharmacists or volunteers who have a link with clinics or 
NGOs in places which safe medicine is in short supply.

Dr Simon Kaye (55) is a partner in a practice in Kirkby 
Lonsdale, near Kendal in South Cumbria.  He works with a 
charity in Uganda called “CRMI - Children of Hope”.  Having 
spent a few months in Zambia as a medical student he 
understands some of the challenges of health care in Africa. 
The Children of Hope programme offers HIV testing as well as 
providing care for HIV orphans.  They run rural health clinics 
where their school is based.  The clinics are open to all in 
the community because it is a difficult for patients to access 
medicines.  In his UK practice, Simon was familiar with a 
particular antibiotic made by Pfizer that he felt would be very 
useful in Uganda.  After calling this healthcare giant, he was 
referred to IHP to ask about the Essential Health Packs.
He has been over to Uganda four times and is hoping to return 
to return in January 2018 – hopefully with another EHP. The 
illnesses that he treats are similar to the UK: Chest infections, 
fungal infections, eye infections, muscular and back pain, and 
digestive illnesses, as well as tropical disease such as malaria 
and other parasitic infections. The big challenge is trying to 
treat the more chronic illnesses such as high blood pressure, 
diabetes and asthma. ‘We do what we can to provide 
treatments for at least three months at a time, but it is difficult for 
patients to obtain regular medications – and we are looking at 
how we can best serve these people in the long term’.
Luc Diei-Yoa, a member of the IHP team, originally from Ivory 
Coast took an EHP with him on his last trip home.  Working 
with a medical mission based in Abidjan he took key 
medicines in short supply to his community.  Through his local 
network he organised a team of GPs, two paediatricians, 
two midwives, four nurses, one pharmacist and 15 volunteers 
to deliver a ‘Full Communal Health’ day for free.  The team 
treated everything from urine infections to peptic ulcers! “I can’t 
stress enough how useful the medicines were. The manager of 
the health centre thought I was bringing short-dated medicines 
until he saw the boxes’ contents and their high quality. It is 
indeed a mobile pharmacy and great value for money. So, 
if you are thinking about taking an EHP, go for it!  It will be a 
blessing to more people than you expect.’

So what now?  
IHP have just launched an appeal for South Sudan where 
crops have failed, and a conflict has been raging for four 
years leaving over 1.8 million people looking for food, 
water, medicine, and safety.  IHP are working with a large 
humanitarian organisation – International Medical Corps - to 
equip their Mobile Medical units operating with trained health 
workers to provide help in the worst affected areas.
IHP are proud that every pound donated delivers at least 
£10 worth of medical aid, and are appealing for financial 
donations as well as essential supplies from healthcare 
companies.    This will support the work in South Sudan, Iraq 
and other areas where access to health can literally mean the 
difference between life and death.
To find out more about IHP and to make a donation, visit 
www.ihpuk.org  If life really is about relationships then join 
International Health Partners, create a connection and save a 
life. 



Figure 6: Contents of the Essential Health Packs at a mobile pharmacy during medical outreach
in Ivory Coast (Credit: Zelita Diei-Yoa



Emergency Medical 
Evacuation 
Many travellers leave Britain’s shores for foreign climes with 
scant thought of medical or traumatic mishap while abroad. 
If they consider the chance of emergency misadventure while 
overseas, they are comforted by the knowledge that their 
personal travel health insurance provides protection in time 
of need. A wise precaution, its value may be limited when 
a medical emergency befalls. Insurers can only provide the 
best care available and this may depend on local resources, 
environment, weather and communications. In the absence of 
private health personal insurance cover, some depend upon 
possession of the EHIC insurance card, This is  a useful but 
limited  asset in 26 EU countries and one which does not 
cover repatriation and may disappear with Brexit. Travel health 
professionals should be prepared to advise vulnerable and 
higher risk travellers on the practical exigencies of evacuation 
and repatriation of the ill and injured who have emergency 
recourse to these services.

 

The large majority of global travellers will return home 
without medical incident, but for the unfortunate, becoming 
ill or injured overseas can be a chastening and debilitating 
experience. Higher risk travellers and elderly people should 
be aware of the potential for disaster and make a considered 
judgement before embarking on hazardous and long cruise 
adventures abroad. Sensible precautions or a change of 
holiday location, or transport mode can save morbidity and 
mortality. Road traffic accidents are a leading cause of injury 
and death in traveller, with most occurring in low income 
countries often favoured by tourists1,2. Medical emergencies 
can arise irrespective of location and are more likely in 
elderly people often affected by cardiac or cerebrovascular 
disease, who account for a large number of world travellers2. 
The effects can be exacerbated abroad when emergency 
responses can be difficult, delayed or limited by scarce or 
distant resources3.
Britons, despite the pressures on the Health service, are 
conditioned to receiving a prompt response in time of urgent 
medical need but this is often not the case remote places. 
In Britain the NHS provides almost immediate emergency 
care in response to serious illness or trauma. Hospitals and 
resources are rarely more than minutes away. This is true 
for most EC countries although resources in newer members 
of the Community may not meet UK standards of care. 
Those travelling on cruise ships, for adventure, going skiing, 
high climbing, or are elderly, should be aware of lack of 
immediacy in emergency response, for treatment, evacuation 
and hospitalisation which can apply abroad .

Elderly people are attracted to cruise ship travel as there is a 
doctor available on board with medical facilities. In winter 
there is a predominance of elderly and sometimes very old 
people on these ships which travel to warmer climes, often 
traversing the Pacific or Atlantic oceans en route. They do not 
always appreciate the limitations of medical care that there is 
on a ship. The medical bay can at best accommodate one or 
two patients, usually on a short term basis with limited intensive 
care resources. If the patient is very ill or has severe trauma, 
the ship’s doctor will arrange transfer to a shore based hospital 
as soon as practicable. This usually means same day or next 
day transfer on Mediterranean and Adriatic coast cruises, but 
this facility is lost on ships sailing for four or five days across 
the Atlantic or Pacific oceans.
In an emergency situation, the doctors can call up a launch 
or a helicopter to make a transfer from the ship, but these 
procedures are not free from hazard. A patient was being 
transferred from ship to shore by launch when seas were 
running high recently. She died when the stretcher capsized 
when bridging between the two vessels. Helicopter transfer 
with the aircraft hovering above the decks of a swaying 
plunging cruise ship is a highly skilled and dangerous 
manoeuvre, which exposes the patient to additional stress 
when physically vulnerable. In one recent transatlantic cruise 
to the Caribbean there were 5 helicopter rescue evacuations 

and one launch rescue, a measure perhaps of the morbidity in 
older people who cruise in the winter5. 
The ill or injured patient dependent upon the ship’s doctor can 
expect a comfortable sick bay, stocked with a good range 
of medications, resuscitation equipment, X-ray apparatus 
and blood investigation machines. The doctors can resort to 
land-based professional advice when radio communications 
permit and many can transfer medical data on the patient for 
land-based professional consultation. Ship medical resources 
are limited and intensive care is not practicable on longer 
voyages. Medical staff can stabilise the patient and prepare 
them for launch or helicopter rescue. Both are subject to the 
state of the seas and weather conditions and difficult even in 
relatively calm seas, but a very hazardous in heavy swells and 
high winds. Hovering above the after deck of a cruise ship the 
helicopter has to hover and maintain position while a medical 
attendant is lowered on a hawser to transfer the patient by 
stretcher into the hold of the helicopter. Space in these aircraft 
is limited. They are noisy with much vibration and the patient 
may face one or two hour transfer through turbulent air to the 
nearest hospital. It is not unusual for the spouse of the victim 
to be also lifted into the aircraft – a psychologically daunting 
adventure for the unprepared.
Helicopters can only fly about 2 hours from the land base 
out into the ocean. Once beyond this point the ship’s doctor 



has to decide whether they can safely manage  the patient 
for 3 or 4 more days sailing to the nearest landfall, or  advise 
reversal of the ship’s course to the nearest point of contact with 
the helicopter. If the former course is determined, the medical 
and nursing staff embark on a  high burden of care for the 
remainder of the crossing ,possibly complicated by the arrival 
of other patients in dire need. There can be legal implications, 

if inadequate 
provision of hospital 
services endangers 
life when medical 
needs are not 
immediately met.
 
Similar 
circumstances 
can arise on long 
distance trains. A 
traveller became 
ill on the Ghan 
train when it was 
traversing the 
outback between 
Alice Springs and 
the north coast. 
He had suffered a 
coronary thrombotic 

event, was semiconscious and needed immediate transfer to 
hospital. The nearest ambulance access was 4 hours away 
as there was flooding 
over much of the country, 
with a further hour of 
transfer by road and 
another by aeroplane to 
the nearest hospital. He 
survived, but the delay 
could have cost could 
lost him his life. A similar 
situation occurred on the 
train running from China 
through Tibet to Lhasa 
.There was no immediate 
hospital access and 
the patient had to stay 
on the train to Lhasa 
where there were limited 
resources in cardiac care 
High skiers and climbers face the same potential problems 
in the delayed arrival of care and difficulties in evacuation. 
Rescue teams often seek evidence of private health insurance 
possession before they will even organise stretcher evacuation. 
Even if this is immediately put in place, weather conditions 
and terrain may militate against speedy transfer. There may be 
lengthy delays in inclement weather before rescue can occur 
and in Himalayan valleys the patient may have to be carries 
out on a porter’s back
Even when evacuation is prompt there can be an element of 
uncertainty about care provision and land-based hospitals. The 
ship’s agent is responsible for determining where the patient 
is admitted. With private health insurance cover this usually 
is to a private hospital but with EC protection only in Europe, 
the patient may be admitted into state facilities which can be 
very variable in quality of care4. Two patients were admitted 
to the same hospital ward on a Greek island. One had private 
health insurance cover and one had none. Both had suffered 

myocardial infarction. One promptly received appropriate 
cardiac investigation and treatment. A week later the other 
was still awaiting funding for this to be carried out. He was left 
to fix his own private overland repatriations. The other patient 
was evacuated by air with an accompanying medical escort.
 
Inclement weather, remote locations for local resources and 
difficult communications all transpire to interfere with the 
provision of high-quality emergency medical care. Land 
evacuation depends on availability of local transport and 
ambulances, quality of roads and distance away of health 
professionals and hospitals. In one instance in Grenada in a 
road traffic accident, a tourist received head injuries and was 
unconscious. The only means of transferring him to hospital 
involved fellow tourists having a whip-round to raise cash to 
hire a vehicle to take him to hospital three hours away. In South 
America, in a road traffic accident involving a bus, it was four 
hours before an emergency vehicle arrived with a further four 
hours for the driver to be taken to hospital. A tourist became ill 
in the foothills of the Andes en route across the high Altiplano 
to Bolivia. He suffered a myocardial infarction secondary to 
altitude sickness. It was four hours before he arrived at the local 
hospital. There were no resources there. He was sent back the 
four more hours travel over rough roads to the hotel where he 
was to stay, with the nearest doctor to visit and assess him the 
next day.
Tourists and world travellers will inevitably become ill or be 
injured while residing and travelling across the globe. It is 
their right and privilege to journey to distant locations, but they 

should be aware of the 
limitations in emergency 
healthcare available 
when on cruise ships, 
off the beaten track, 
or when involved in 
hazardous activities. 
Elderly people on long 
cruise ship voyages 
across large bodies of 
water are particularly 
vulnerable to delayed 
emergency care. They 
and consulting health 
professionals in travel 
health clinics should be 
aware of the less than 

optimal care response, which is likely to come their away. 
Limited emergency medical care should be considered with 
appropriate precautions in the pretravel health consultation in 
high risk travellers.

McIntosh I B. BA(Hons) MBChB.
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Top Travel Tips
On arriving at a new destination: When you arrive 
somewhere new without a place to stay, head for the 
nearest watering hole (café) look for the most bored, 
indifferent waiter and ask their advice. The chances 
are that you’re going to get a really good, unbiased 
opinion.

 

The woman traveller: If you are a woman travelling 
on her own have a couple of pictures of really small 
sweet children on you. This will often disarm the most 
persistent of bothersome men.

 

On touring Thailand: If you want to see the North 
don’t go into Bangkok from the airport. The overnight 
train to Chang Mai stops directly opposite. Book 
the sleeper at the station then chill out at the hotel 
opposite.

 

Paul Goodyer, Nomad Travel Clinics

Faculty of Travel Medicine Annual 
Symposium: Enabling Travellers - The 
Hidden Challenges 5th October 2017

This year’s Faculty of Travel Medicine’s Annual 
Symposium will focus on enabling travel for those 
individuals with hidden challenges and additional 
requirements. The programme provides an 
opportunity for those involved in travel medicine 

to develop their skills and knowledge in the care 
of travellers with a range of special needs. It will 
raise awareness of support that travel medicine 
practitioners can provide to a range of travellers 
with additional requirements. There is a special 
discount rate available for BGTHA members. For 
more details visit the Website.
https://rcpsg.ac.uk/events/travelsymp. 



Have you ever envied those families of airline 
employees who get to travel for free? Perhaps 
this story will change your mind. The pilot, a 
captain with a major airline, was flying the 
plane back to the UK and trying his best to 
get his wife and children on this same flight 
after their holiday together. Seats for crew 
family members are not guaranteed and 
paying passengers have priority. This flight 
was beginning to fill up and it was only at 
the last minute that the captain realised that 
his wife and children had made it on board, 
although they were spread about the aircraft 
as there was no possibility of seats together. 
His wife was on a jump-seat – those hard, 
upright ones reserved for cabin crew on take-
off and landings. An eleven-hour night flight 
on this seat certainly did not feel like a perk of 
her husband’s job. Meanwhile, their teenage 
daughter had made it into First Class, which 
must have delighted her adjacent passengers, 
having paid many thousands of pounds 
for their seat, when this pierced and black 
lipsticked Goth announced she was travelling 

for free. Meanwhile, back in economy, the 
nine-year-old son was sitting near the back of 
the aircraft, just near the toilets. He was asleep 
when a very airsick passenger, lurching down 
the aisle to be ill in the toilet, did not quite 
make the distance and vomited profusely 
over the child’s head. The seven-year-old son 
had ended up in Business Class where free 
glasses of champagne were available in the 
galley for passengers to help themselves. He 
did, then staggered and rolled down the aisle 
to his mother to say that he wasn’t feeling very 
well and he’d had two glasses of the worst 
fizzy apple juice he’d ever tasted. Between 
mopping up the vomit-encrusted head of the 
nine-year-old and sobering up the champagne 
drunk seven-year-old, the mother entirely 
missed the four-year-old climbing up onto the 
back of her seat to reach the overhead locker, 
climbing in and going to sleep.

Adrienne Willcox

Travellers’ Tales


