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Association. Contact BTHA at PO Box 336, Sale, M33 3UU. Tel 0845 003 
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BTHA Executive committee members and current office holders are 
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Services to members include:

Research grant of up to £500•	
Education Bursary of up to £300•	
Four issues of Travelwise per year•	
Two issuses of the BTHA Journal per year•	
Reduced subscription to Travel Medicine and Infectious Disease•	
Reduced fee for the BTHA Annual Scientific Meeting•	
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are a member and would like to take a more active part, for example by 
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Research•	
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So much has happened since our last edition of 
Travel Wise. The U.S.A has elected its first black 
President, a world economic recession has 
occurred and is predicted to last for several 
years. Terrorism once again hits the headlines 
with the devastation in Mumbai and local 
unrest in Thailand has prevented many British
Nationals from return home.
 What effect will all these events have on Travel 
Medicine and our Travel Clinics? One only has 
too glance at the Sunday papers travel sections to see the numerous bargains available to realise 
that many cancellations have occurred and the travel companies ,desperate to sell the holidays are 
reducing the costs.
A source from the Travel Industry has however re assured me that the predicted pattern of travel 
over the next few years will be the decline of the low cost airlines and short breaks abroad. The 
travelling public will return to one main holiday a year that will more likely be to an ‘exotic’ and distant 
destination, rather than the numerous shorter trips that had become fashionable. If this prediction 
turns out to be true, this global economic crisis may not hit our Travel Clinics as hard as one would 
expect.
The recent Faculty of  Travel Medicine symposium at the Triennial Conference of the RCPSG was an 
outstanding success. The opening lecture on world economic growth was very topical. We learned 
that China is now the hot economic story of the decade, and that travellers will be faced with vast 
differences in culture, amenities and health care provision while travelling through out this land. 
The Travel Health practitioner is needing to be more and more aware of world economic growth 
patterns  and  current affairs  as well as the possible health risks the traveller may encounter. [ A brief 
summary of each lecture given at the Travel Medicine symposium will be included in the next edition 
of Travel Wise.]
The Executive Committee are keen to increase the amount of research performed by the BTHA. We 
are the largest single national Travel Medicine organisation in the world and could have a significant 

place on the Travel Medicine research stage if we collaborated as a society. Inside 
you will find details of 2 projects. See page 2 and Page 10. We would be most grate-
ful if you could take time to respond to both. 
Finally thank you to members who have sent in contributions to Travel Wise. If you 
have an article or picture you wish us to consider for publication please get in touch. 
All articles intended for Travel Wise should be emailed with the appropriate pictures 
to info@btha.org   [F.A.O. Julie Gallagher, Editor, Travel Wise] 
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Question and Answer

BTHA Research Network – we need you!
 
It is widely recognised that the evidence base for travel medicine practise is quite week in many areas. To address 
this situation the BTHA are planning to embark on a new and unique initiative in which all members can participate 
and benefit.
The idea of a network is that all of the members can collaborate and contribute to a large national project that 
examines a particular research issue. This would usually involve collecting data from your own practise setting and/
or contributing ideas and expertise. With the BTHA being the largest single National travel health organisation in 
the world such a network could have a huge impact on research capability. For instance, most studies to date that 
have looked at the impact of travel medicine services only examine data from one or two centres and thus provide 
very limited results.
Next year we will be sending out a short questionnaire to gauge opinions and interest in the network but we 
are urgently seeking BTHA members to interview informally over the phone on this subject. The interview will 
take no more than about ten minutes and we would like to hear from anyone, even if you are not particularly 
supportive of the idea. If you would like to take part in these initial interviews then please email me directly on 
LGoodyer@dmu.ac.uk. I look forward to speaking to you soon.

Prof. Larry Goodyer (Chair BTHA research sub-committee)

HPV Immunisation and fees
We are at a loss to know if any fees apply, where to get the HPV vaccine, whether we can give it to target  groups but 
earlier than September 2009, and can we vaccinate our own patients outside the target groups?

You have put a lot of situations together so I will try and answer then in bullet points. All information below refers to 
England. Different regulations may apply to the rest of the UK
12-13 y olds will get the vaccine (Cervarix) at school this year starting September 2008
17-18 y olds will get Cervarix according to the local Primary Care Trust’s (PCT) arrangements. The PCT will decide  who 
will perform the vaccinations. The PCT can contract the work out to private clinics/providers or GP Practices. If to GP 
practices, a local enhanced service (LES) needs to be agreed (the remuneration is set locally). The PCT will provide the 
vaccine (Cervarix).
If you see a girl of age in the targets but she is due to be immunised next year, you need to ask her to wait. If she presents a 
case and you think there are exceptional circumstances in her case, you (the GP practice) can go ahead and immunise her 
this year :
  the GP may use Cervarix
  or Gardasil
  the PCT should refuse to pay the LES fee as the agreed LES with the Local Medical Committee (LMC) refers to  
 the 17-18 y olds (if this was contracted to GP Practices) and not to those in the target groups.
If you see a woman outside the target groups, and in your opinion, as her GP, there are exceptional circumstances here and 
she will benefit from immunisation, you may proceed to vaccinate on the NHS. You may use any HPV vaccine that is licensed 
in the UK; Cervarix or Gardasil. This vaccine will be charged to the Practice Budget.
For just the last two examples above, and only if the GP Practice is in England or Wales, and they are a non-dispensing 
practice, they may purchase the vaccine of their choice privately (wholesaler, manufacturer, chemist) and administer the 
vaccine:
 The patient is not charged a fee for the vaccine and does not pay for the vaccinations (administration fee)
 The GP can claim reimbursement of the vaccine under “Personal Dispensing”
 The vaccine (Cervarix or Gardasil) is charged to the Practice Prescribing Budget.
Those in the target groups will get the vaccine (Cervarix) free provided they wait for the time appointed by the DH for 
their immunisation. They have the option to go privately (not to their GP as s/he is not allowed to vaccinate and charge their 
own NHS patient). 
Where the HPV immunisation is done under the NHS regulations (in target and at the right time), the vaccine is Cervarix 
and is free. If such a patient requests Gardasil, they cannot have it on the NHS – refer them to a private provider outside 
your practice. Such a case, I would think, cannot be classified as “exceptional”, so they only route available is the private 
route.

Answer

Question

George Kassianos
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United Kingdom
Diploma and Foundation courses in Travel 
Medicine 
Health Protection Scotland (HPS) and Royal 
College of Physicians and Surgeons (RCPSG)
Applications and Enquiries
Health Protection Scotland, Clifton House, 
Clifton Place, Glasgow, G3 7LN

Tel: 0141 300 1132 or Fax: 0141 300 1170
E-mail: TMdiploma@hps.scot.nhs.uk

United Kingdom
MSc/Diploma/Certificate in Travel Health and 
Medicine.(A distance learning course)
University College London
Start date January 2009
Further Information from Anne Dickens 
a.dickens@medsch.ucl.ac.uk

Italy
6th European Congress on Tropical Medicine 
and International Health - 6 to 10 September 
2009 - Verona, Italy. Associated to the main 
Congress is the First Mediterranean 
Conference on Migration and Travel Health.
The Congress will maintain a constant and 
central focus on its main theme: Equity, 
Human Rights and Access to Care.
FURTHER INFORMATION 
http://www.festmih.org/verona2009/ 
Contact: ectmih2009@kit-group.org

UNITED KINGDOM
Conference title: Travel Medicine: Moving 
Practice Forward - 
Dates: 12th March 2009 
Venue: The Royal Pharmaceutical Society of 
Great Britain, London.
Further information: 
email: events @ rpsgb.org 
Conference website: www.rpsgb.org/events

Free Place at the 2009 annual BTHA
conference Free book tokens 
An opportunity for you to help your association and reward yourself 

Complete the short questionnaire on page 10 and return it to BTHA at P.O. Box M33 3UU
 All completed questionnaires with recorded membership numbers received by  31st. January 2009 will be 
entered into a draw. First prize – free entry to the 2009 annual, conference  to be held in London, second 

and third prize will be book tokens to the value of £25. 

India and Nepal
Course Title : BTHA Travel Health and 
Tropical Medicine Tour 
Date: 6-20th March 2009
Venue: Tropical Medicine tour visiting 
hospitals and places of interest in Nepal and 
Northern India. Evening discussions on Travel 
Medicine will take place.Guest lectures 
include Dr.Prativa Prandey and Dr.Buddha 
Basnyat.
Further information :Please contact Diane 
info@btha.org

United states of America
Expedition and Wilderness Medicine at the 
Hotel Del Coronado, 
Date;April 1-4, 2009,
Venue; Hotel Del Coronado, San Diego, 
California, USA. 
Further Information;  www.ExpedMed.org  
Email; Julie Vissers at julie@wellassembled.
com.

Hungary
Conference Title: 11th Conference of the 
International Travel Medicine Conference 
CISTM11
Date:May 24-28, 2009
Venue: ELTE University Conference Centre. 
Budapest, Hungary
Further information: www.istm.org

Germany
1st Announcent NECTM 3
The next Northern European Conference 
on Travel Medicine will be held in 
Hamburg from 26-29th May 2010
Watch out for more details in the next issue 
of Travel Wise.

Massai girls
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Chris CurtisTitle:  A Glimpse of Eternal Snows
Author: Jane Wilson-Howarth
Publisher: Pier 9, an imprint of  Murdoch Books Australia,
  Pier 8/9, 23 Hickson Road, Millers Point, NSW 2000
ISBN:   978 1 921259 26 5

Jane Wilson-Howarth is a name familiar to most if not all readers of Travelwise as a 
member of BTHA and its Publications Subcommittee and as a regular contributor to 
both Travelwise and the BTHA Journal. Many readers will also be familiar with her other 
books which include Bugs, Bites and Bowels and How to Shit around the World, her 
entertaining, witty and informative guides to travel health, as well as Your Child’s Health 
Abroad, a very readable and authoritative guide to the health of child travellers 
informed by her own wide experience.

In this book, her writing has moved to a new level. In it she movingly chronicles the short but much loved life of her 
son David who was born with a variety of congenital problems, requiring early surgery for hare lip and resulting in 
a spate of consultations and investigations for his other problems. Jane’s account of the problems of being the 
parent of a sick child, of being in addition a medically qualified parent and the problems of communicating with 
David’s doctors on both these levels provides a stark lesson for all of us in the need for us as professionals to pay 
as much heed to the need to communicate effectively with both our patients and their relatives and to meet their 
emotional needs as we pay to the more clinical aspects of our work.

Eventually Jane and her husband Simon made what appeared to many to be the radical decision to take their son 
away from the world of scientific medicine where he was regarded principally as an “interesting case” and to return 
with him to Nepal where Simon was working on a water project. Jane’s deep love of Nepal emerges clearly from 
the pages of the book, but she writes equally realistically about the problems and frustrations of living and working 
there. Her accounts of day to day life with her family in a remote part of Nepal and the treks which they undertook 
together in the mountains are both insightful and a delight to read. She writes frankly of the relationship between 
herself, her husband, their baby son and his older brother Alexander is a way that will bring flashes of recognition 
and empathy from many readers and which cannot fail to move the emotions and raise the spirits of every reader.

At the time when I received this book for review I was reading an absorbing novel by a world-renowned writer. 
Suffice it to say that I have still not finished that novel, having been completely seduced away from it by Jane’s 
delightful, moving and, for me, fascinating book which appealed to me on many levels, as a parent, as a doctor and as 
a fellow lover of Nepal and its people. I felt privileged to be allowed to share the joy, the sorrow, the frustrations and 
the achievements experienced by Jane and her family during both their physical and their emotional journey.

Mike Townend
July 2008book review
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Chris Curtis
From the 1980s onwards, Chris’s main research 
focused on controlling malaria mosquitoes with 
insecticide-treated nets. Such nets are now a 
mainstay of effective malaria-control programmes 
worldwide. Chris was involved in the development 
of this technology at every stage, from the basic 
entomological work, through village-scale trials, to 
strategies for large-scale implementation. A seminal 
hypothesis was that if most people in a village used 
such nets, a “mass effect” would reduce the entire 
mosquito population and thereby protect even 
those without nets. Chris’s team was the first to 
propose this hypothesis and to demonstrate that 
it happens in practice. Armed with the scientific 
facts, Chris developed this concept into a political 
argument in favour of “free nets” - the principle that 
donor funds should be used to provide treated nets 
to everyone in areas of high transmission.

He contributed (with many others) to a significant 
strengthening of political will in developed countries, 
and thus to a truly vast increase in donor-funding 
for malaria control. Now, about 50m treated nets 
have been given away for free in the way that Chris 
promoted, preventing tens of thousands of deaths 
due to malaria among African children.

Chris will be remembered for his gentle sense of 
humour, his unfailing support and his generosity. 
Although he retired five years ago, Chris continued 
his usual classroom teaching until his final illness. 

At Oxford, he met and married his wife Jill, to whom 
he was devoted; she survives him. 

Adapted from article written by Jo Lines, Patricia 
Graves and Tom Burkot , Publshed in The Guardian, 
Wednesday, August 27, 2008.

His research into tropical diseases saved 
thousands of lives
The medical entomologist Professor Chris Curtis, 
who has died of cancer aged 68, May 13th 2008,  
was a pioneer of practical methods for control of 
insect carriers of tropical diseases, including malaria 
and lymphatic filariasis, or elephantiasis. He was a 
leading figure both as researcher and teacher whose 
work undoubtedly saved many thousands of lives.
Born in Oxshott, Surrey,on September 25 1939, 
he graduated from Oxford University in 1961, and 
undertook research at Edinburgh for a PhD on the 
genetics of fungi. Soon he was looking for ways to 
apply genetics to the control of tsetse flies, which 
spread sleeping sickness, and developed these ideas 
at Bristol University from 1966 to 1972. He then 
turned to genetic control of mosquitoes, working 
with a World Health Organization unit in New Delhi, 
India. When false rumours about biological weapons 
forced the New Delhi unit to close, Chris joined the 
London School of Hygiene and Tropical Medicine in 
1976, where he was based until his death.

A rigorous theoretical scientist, Chris produced 
mathematical models of genetic control in insects 
and the evolution of resistance to insecticides which 
are still used today. However, his main focus for 
the rest of his life was appropriate technology for 
mosquito control, and in several cases the simple 
ideas he developed have now revolutionised how 
we control tropical diseases.

One of these was to use polystyrene beads to 
form layers on the water surface of pit latrines and 
similar breeding sites of Culex mosquitoes, thereby 
denying the mosquito larvae access to the 
air they need to breathe. The trial of this idea 
resulted in a 98% reduction in these filariasis-carrying 
mosquitoes in a small town in Zanzibar.
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Summary information about vector-borne diseases of humans, arranged

approximately in order of worldwide importance.

Chris .F. Curtis       London School of Hygiene and Tropical Medicine

Disease
(pathogen,
genus & class)

Vectors
(generic and
common name.

Route of
infection of
vector.

Affected areas
of world

Human impact

Malaria
(4 spp. of
Plasmodium
protozoa).

Anopheles,
Mosquitoes.

By biting
humans

Tropical Africa, south
Asia, tropical
America, Melanesia,
formerly in temperate
zone.

c. 300!106 clinical
cases & 106

deaths/year

Lymphatic
filariasis,
(Wuchereria and
Brugia
nematodes).

Culex
quinquefasciatus,
Anopheles,
Aedes, Mansonia
Mosquitoes.

By biting
humans
(rarely
monkeys).

Tropical Africa, south
Asia, Polynesia, N.E.
Brazil.

Elephantiasis is
the second
largest cause of
disablement.

Diarrhoeal
diseases
(Shigella etc.
 Bacteria).

Musca
domestica,
house-flies as
well as non-
vector routes.

By contact
with faeces.

All warm
countries.

3!106

deaths/year.

Trachoma
(Chlamydia,
bacterium).

Musca sorbens,
(as well as
contagion).

By contact
with eye
secretions.

Tropics (formerly
temperate zone).

Largest single
cause of
preventable
blindness.

Dengue fever
(virus)

Aedes,
mosquitoes.

By biting
humans.

S.E. Asia, tropical
America,
Polynesia.

50!106

infections/year.
250,000 severe
cases/year.

Leishmaniasis
(several spp. of
Leishmania,
protozoa).

Phlebotomus (old
world) and
Lutzomyia (new
world) sandflies.

By biting
rodents, dogs
or humans.

Africa (esp. Sudan),
India, Middle East,
Mediterranean,
central Asia and
tropical S. America.

1.5!10
6
 cutaneous

and 0.5!10
6

visceral
cases/year.
40,000 deaths/yr.

Onchocerciasis
(Onchocerca,
nematode).

Simulium,
blackflies.

By biting
humans.

Tropical Africa
and Americas.

Millions blinded
or with severe
itching.

Sleeping
sickness.
(Trypanosoma
brucei group,
protozoa).

Glossina, tsetse
flies.

By biting
humans or
animals.

Tropical Africa. Disastrous
epidemics in early
20

th
 century and

recent resurgence
from Sudan to
Angola.

Chagas disease Triatoma,
Rhodnius,
triatomine bugs.

By biting
humans or
animals.

Tropical America. Incidence of this
disease much
reduced due to
successful
spraying program.
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(Trypanosoma
cruzi, protozoa).

Rhodnius,
triatomine bugs.

humans or
animals.

disease much
reduced due to
successful
spraying program.

Typhus
(Rickettsia
prowazeki,
rickettsia).

Pediculus
humanus,
clothing louse.

By biting
humans.

Tropics, formerly
temperate zone.

2 million died of
typhus in Russian
Civil War (1917-
1922).

Bubonic plague
(Yersinia,
bacteria)

Xenopsylla rat
flea (also
contagion).

By biting
rodents.

Foci in tropics
and temperate
zone.

One third of the
population of
Europe killed in
14th century.

Japanese
encephalitis
(virus)

Culex
tritaeniorhynchus
mosquitoes.

By biting pigs
and birds.

East Asia. 40,000 cases/yr,
11,000
deaths/yr.

Yellow fever
(virus).

Aedes,
Haemagogus
mosquitoes.

By biting
monkeys.

Tropical Africa,
tropical America
(not Asia)

Disastrous
epidemics in 18

th

century in
Caribbean and
North America.

Relapsing fever
(Borrelia duttoni
& B. recurrentis,
(spirochaete).

Ornithodoros,
soft ticks and P.
humanus body
lice.

Trans-ovarial
or by biting
humans.

Foci in Africa and
Middle East.

Loaisis (Loa,
nematode).

Chrysops, deer-
flies.

By biting
humans.

West and Central
Africa.

ca 106 people
affected.

Scrub typhus
(Rickettsia
tsutsugamushi,
rickettsia).

Leptotrombidium,
chigger mites.

Trans-ovarial
or by biting
humans.

Western Pacific.

Lyme disease
(Borrelia
burgdorferi,
spirochaete).

Ixodes,
hard ticks

By feeding on
rodents, small
and large
mammals.

Temperate zone.

Tick-borne
encephalitis
(virus).

Ixodes,
hard ticks

By biting
rodents, also
trans-ovarial.

Europe and
former USSR.

West Nile fever
(virus)

Culex
mosquitoes

By biting wild
birds.

East coast USA,
Africa, Europe,
India and Australia.

Now the only
important vector-
borne human
diseases in the
temperate zone.

Extracted from the Entamology Handbook compiled by Cheryl Whitehorn, Dept

.Infectious and tropical Diseases, London School of Hygiene and Tropical Medicine
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Moonshine is made all over the world. In some 
areas it is legal while others it is illegal but widely 
tolerated. So while it may or may not be legal in any 
given area, whether it is safe or not depends on how 
it was made.
Moonshine is home-distilled alcohol especially in 
places where alcohol production is illegal.
Moonshine is made by yeast fermenting a sugar source 
to produce ethanol and then separating the alcohol 
from the fermenting mixture (the mash) through 
distillation using a still. 
Moonshine is usually 
not aged in barrels 
as other liquors like 
whisky or bourbon. It 
may contain 
impurities, off flavours, 
and toxins such as 
methanol. 
Toxins may be from 
the still itself , if ,for 
example car radiators 
are used for a 
condenser. 
Contaminates like 
soldering lead and antifreeze glycol products from 
the radiator can appear as well. Methanol poisoning 
occurs in large batch distillations. Any shine over 100 
proof (i.e. 50%) is easily ignitable and can be 
dangerous. 
One test for moonshine purity was to pour some on 
a metal spoon and set it alight. Safe distillate burns 
with a blue flame, but tainted distillate burns with a 
yellow flame. And a red flame would indicate lead: 
“lead burns red and makes you dead.” This is 
unreliable and misses other poisons.
Both my parent’s families have had a history of  
making moonshine. Moonshine exists all over the 
world in one form or another 
 Great variability occurs in many exotic liquors. 
Travelers should partake in products from guaranteed 
sources to avoid unnecessary risks.
The Bulgarian national drink is rakia. Home-made 
rakia is considered to be better quality and “safer” 
than factory-made rakia.
The Wayuu tribe of Colombia, produce chirrinche 
which is both for local consumption and trade with 
tourists. Chirrinche is regarded to be a very strong 
spirit and produces a severe hangover.
Costa Rican guaro moonshine is from sugarcane. But 
guaro is also an over-the-counter alcoholic beverage 
that is much less potent than the moonshine.

Finnish moonshine pontikka is home-made vodka 
usually made from any fermentable carbohydrates, 
most commonly grain, sugar or potato. In Georgia the 
traditional grape moonshine is called chacha while in 
Germany moonshine is called schwarzgebrannter. 
Guatemalan moonshine is cusha, made by fermenting 
fruits, particularly for Mayan festivities. Cusha is used 
by shamans, who consume it and spit on their patients 
with it.
Hungarian homebrew is házipálinka (pálinka is a 

Hungarian spirit, házi means ‘from home’) 
Icelandic landi is often drunk by teenagers 
who can’t buy liquor at the stores.
In India moonshine has many names (desi, 
tharra dheno, kaju and santra) and is made 
by fermenting the mash of sugar cane pulp in 
large spherical containers made from 
waterproof ceramic (terra cota) up to near 
100% alcohol and is potentially dangerous 
due to alcohol or copper formaldehyde 
poisoning.
Toddy is an alcoholic beverage made from the 
sap of palm trees, and arrack refers to strong 
spirits made traditionally from fermented fruit 

juices, and the sap of the palm tree. In Goa, 
feni a cashew-flavoured drink, is popular.
Grain or potato based moonshine made illegally in 
Ireland is called poitín.
Lao lao is home brew from Laos, with many villages 
operating a communal still. It is usually brewed from 
rice but quality varies.
In Malawi katchasu is brewed using potatoes, sugar 
cane or maize and distilled by women in townships 
and villages. Although illegal, there is no social concern 
with moderate consumption.
Malaysia langkau is made from fermented rice wine.
In Macedonia moonshine is legal and the liquor of 
choice. It is diluted with burned sugar, then boiled and 
consumed while still hot for medicinal purposes.
Myanmar has several forms of moonshine. Although 
illegal, they are more popular than other alcohols in 
rural areas.
Norwegian hjemmebrent or heimebrent 
(“home-burnt”) moonshine production from potatoes 
and sugar is one of the purest and strongest kinds of 
moonshine (96%). When talking to foreigners, some 
Norwegians use the term “something local” about 
hjemmebrent. It is often mixed with coffee and sugar 
as karsk. 
Peru is one of the few countries where moonshine is 
completely legal. The production and sale is entirely 
unregulated and their consumption is
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Gary Podolsky

Though illegal it is available in liquor stores and 
farmer’s markets. Skokiaan is a low-grade (often 
dangerous), fermented brew of variable ingrediants 
widely consumed amongst poorer South Africans. 
In Thailand, glutinous rice is distilled into a home-brew 
called lao khao (white liquor). It is sometimes mixed 
with various herbs to produce a medicinal drink called 
yadong.
Still illegal, American moonshine is mainly made in 
Appalachia using corn and sugar. Similar distilled 
beverages are produced legally and sold in liquor 
stores, packaged as shine in a clay jug or glass Mason 
jar. Moonshine is often depicted as a clay jug marked 
XXX. Every X on the jug indicates a passage through 
a still.
Another, far less palatable form of moonshining is the 
prison wine, pruno. Essentially an orange-based drink, 
pruno contains any ingredient from a prison 
cafeteria.

Moonshiners have used their product as fuel in their 
cars, while evading the law, which eventually led to the 
sport of stock car racing. 

Who would have ever thought the “Dukes of Hazard” 
was in some part reality based?
 

common. Pisco is one common alcoholic drink and 
there are also different types of chicha with their 
generally low alcohol content .The low alcohol con-
tent rarely causes drunkenness or dependence even 
in small children. Chicha was also consumed by the 
ancient Peruvians for thousands of years and may be 
one of the first drinks on the planet.
Romanian plum brandy is _uic_ (tzuika) or 
palinc_ (palinka), depending on the alcohol content 
and the region in which it is produced. Although it is 
illegal, the government tolerates it.
Russian samogon is made from sugar but also beets, 
corn, and even plywood. It is legal only for personal 
use, selling is prohibited. Samogon may have a strong 
repulsive odor but, for lack of any other spirit, it is still 
very popular.
Illicitly produced whisky from Scotland is called peat-
reek and refers to the aroma (or reek) after drying 
malted barley over a peat fire.
Slovakian moonshine is slivovica, sometimes called 
plum brandy is a desired gift, since it cannot be bought. 
Slivovica is sometimes used also as a popular medicine 
to cure the early stages of cold and other minor aches. 
Although illegal, the small home productions seem to 
be tolerated by the government. 
Slovak juniper moonshine borovi_ka resembles gin in 
flavor but can reach 50-70% alcohol. 
South Africa moonshine is made from fruit (mostly 
peaches or marulas) is known as mampoer. When 
made from grapes it is witblits (white lightning). 
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Your assistance is appreciated. Please tick your answer.

1.Age Under 45 years…. Over 45 years…...        2 Gender. Male… Female…. 

3.Which of the following do you consider the most important elements  in determining your management of 
the majority of  general medical  consultations ?.

a) clinical experience.
b) Research evidence base 
c) Personal medical education
d) Published professional guidelines.
e) Travel health websites………f.Other… please name…………….
Prioritise items in order of importance by numbering from 1-5
   a)…. b)…..c)….d)…..e)….f)……..

4 If you undertake or were to participate in a travel health related consultation would your management be 
based on :-
Clinical experience………………..   mainly… partly…. not at all…..
Research evidence   mainly… partly…. not at all……
Personal medical education  mainly… partly…. not at all……
Professional guidelines  mainly… partly…. not at all…….
Other (name)………………………..mainly….partly…..not at all

5 Prioritise these items in order of importance by numbering from 1-5
   a)…. b)…..c)….d)…..e)….

6 Do you read a peer reviewed scientific medical journal ?
Weekly ….occasionally….monthly …..not at all…….(7) Name the journal…………

8Which travel health journal do you read most frequently?.....................................

9Does the reading of a researched-based peer reviewed medical article  change your future clinical 
management ?.......sometimes…....often…..rarely….never.

10 Have you personally initiated clinical research (not audit) in your practice  in :-
The last year……..five years…….10 years……never……..

11.Do you read the BTHA Journal  always…. Regularly…..rarely ….never…..
 
12 Do you read Travelwise always…. Regularly…..rarely ….never…..
 
13 Which sections do you read..Editorial…features…..research …. news….reviews...

14 Are you a doctor….nurse…pharmacist…..other.(name)

Thankyou for your participation 

Bthaj08.3
PILOT for  a British Travel Health Association Questionnaire.

Iain McIntosh
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Airline passengers with breathing problems will no 
longer be charged for supplementary oxygen on one 
major airline, following pressure from British charities. 
The British Lung Foundation and the Pulmonary 
Hypertension Association UK (PHA-UK) called 
on airlines to axe the charges,which can reach 1,100 
UK pounds. Emirates Airlines has changed their 
policy for passengers who need extra oxygen, as of 
October 1. “These passengers are able to book the 
lowest available fare and are not required to pay 
any additional charge,” they said in a statement. 
The charities hope that other top airlines will 
follow this example. They surveyed 22 airlines and 
found that only Virgin Atlantic and British Airways 
consistently provided free oxygen to passengers. 
Iain Armstrong of PHA-UK said: “Over the past eight 
years we have provided over 50,000 UK pounds worth 
of grants to people with pulmonary hypertension 
(PH) to enable them to afford these ludicrously unfair 
charges. We applaud Virgin, British Airways and now 
Emirates for not taxing oxygen dependent passengers.” 

It can happen to anyone! 
Amongst the holiday souvenirs brought back this year was a small red rash followed by flu like symptoms…….

In my job as a Practice Nurse and as a nurse in a Travel clinic, I’m often asked where I am going on holiday and this 
year was no exception. I sensed a bit of a disappointment on hearing that my husband Euan and I were off camping 
to Burgundy in eastern France. Not quite as exotic or far flung as most of these travellers destinations but we love 
the area having been there previously. Off we went and despite the odd thunderstorm or two we had a great time 
and returned well rested and restored.

A week after our return, Euan noticed a small red area on his leg. It had appeared suddenly, wasn’t sore or itchy 
and apart from looking a bit strange wasn’t causing him any concern. I had a quick look, advised some antiseptic 
cream and promptly forgot about it! Later on the next day he mentioned he felt flu like- achy, feverish, pains in his 
joints – just not feeling great. The penny suddenly dropped! His leg was checked again- a quite distinctive rash now 
appearing. A fortnight before, in France, he’d gone off cycling, wearing shorts, and had returned with a tick- same leg, 
same place. The tick was carefully removed with tweezers, some antiseptic applied and by the next day there had 
been nothing to see.

I explained what I thought was the problem and advised as appointment with our GP. She confirmed the 
probable diagnosis; relevant blood tests were taken and sent for serology and treatment commenced. Euan has just 
finished his 2 week course of doxycycline today and I’m sure all readers will have identified the probable disease 
contracted- Lyme disease.

Post Script- Serology for Borrelia burgdorferi  was returned +ve  8 weeks later.

He added: “The majority of airlines won’t allow oxygen 
dependent passengers to bring their own supply or 
to use a battery operated oxygen concentrator which 
filters ambient air in the cabin so they have little choice 
but to pay a surcharge to enable them to breathe.” 
Helena Shovelton of the British Lung Foundation added: 
“All airlines should allow these passengers to travel with 
it free of charge, if they have medical clearance to do so. 
As reported on Doctors.net.uk on 9/10/08

Maggie Romanos,
Travel Nurse EdinburghIain McIntosh
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Advice for travellers.

Hepatitis A is spread by faecal-oral route, either through 
contaminated water and food, especially shellfish, or 
through person to person contact when personal hygiene 
is poor.

An effective vaccine is available and is recommended for 
travel to these areas. It is equally important to maintain 
excellent personal hygiene, especially hand-washing.

Chikungunya

Outbreaks have been reported from Thailand (Narathiwat 
province), Indonesia (Riau islands and Sumatra) and India 
(West Bengal, Karnataka) and several areas in Malaysia.

Advice to travellers

There are no specific drugs or vaccines available to prevent 
or treat chikungunya. Travellers must ensure that they use 
bite avoidance measures including insect repellents when 
visiting risk areas. 

Malaria in Gambia

A cluster of seven cases of falciparum malaria has been 
reported in Danish tourists returning from Gambia. Some 
have severe symptoms and have been admitted to ICU. 
One of the group was found dead at home and may have 
died from malaria but cause of death has not been 
confirmed.

The group was on a package tour for 1-2 weeks and none 
of the cases had taken antimalarial prophylaxis.

Advice to travellers

There is a risk of falciparum malaria in all areas of Gambia 
throughout the year and all travellers are advised to take 
antimalarial prophylaxis when visiting this region. However, 
short term package tourists may be unaware of the risk.

These cases emphasize the need for travellers to seek 
information on travel-associated health risks before travel, 
in order to obtain the correct advice on risk reduction, 
antimalarial prophylaxis and vaccines appropriate for their 
destination.

Bite avoidance should also be emphasized to travellers to 
malarious regions

The purpose of this article is to alert travel health 
advisors to recent disease outbreaks likely to be of 
interest to travellers from the UK. Detailed pre-travel 
travel health advice should be sought from reliable sourc-
es such as FitForTravel, NathNac and TRAVAX. These will 
also explain any changes in advice regarding risk reduction 
measures arising as a result of disease outbreaks.

Outbreaks may arise in countries where the disease is 
endemic or may occur where the disease has never been 
reported or cases have not been seen for many years.

Norovirus (formerly called Norwalk virus, also 
known as @winter vomiting virus)

There has been a worldwide increase in the number of 
outbreaks of Norovirus and this has been reflected in 
outbreaks on cruise ships. Recently, German authorities 
quarantined a British ship cruising the river Rhine after an 
outbreak of the disease.

Norovirus infection causes nausea, vomiting, diarrhoea 
and general malaise and is usually self-limiting. However, 
untreated dehydration can cause more severe illness, 
especially in young children and the elderly.

Norovirus spreads rapidly through food and 
environmental contamination.

Advice for travellers

Pre-departure

If you experience symptoms such as diarrhoea and 
vomiting within two days prior to departure, do not 
board the ship until you have contacted the cruise ship 
company for instructions.

During the cruise

To reduce the risk of infection while travelling, pay 
scrupulous attention to personal hygiene. Wash hands 
frequently, with soap, for at least 20 seconds and rinse 
under running water. Do this after using the toilet, before 
eating, and after coughing or sneezing. Avoid touching 
your mouth.

If you become unwell during the trip, stay in your cabin 
and contact the ship’s Medical Centre.

Hepatitis A in Eastern Europe.

An outbreak of hepatitis A originated among intravenous 
drug users in the Czech Republic in September 2008. It 
has spread to involve the general public and outbreaks 
have been reported from Latvia, Slovakia and Ukraine.

Kitty Smith


