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Once again I find myself temporarily back in the editorial chair of Travelwise. My 
first action must be to apologise for the absence of Travelwise over the last few 
months and to reassure members that we will make every effort to produce 
this publication regularly in the future.

Migrants are once again very much in the news. Recent news bulletins inform me 
that our current government is producing plans to limit the access of migrants 
to both welfare benefits and social housing. One by one our political parties  
are putting immigration at the forefront of their agendas as they compete to 
capture the popular vote. But what is a migrant? My dictionary defines a migrant 
as “a person who moves from one region, place or country to another”. There 
are, however, many reasons for migration. There are migrant workers who 
travel from one place to another providing skilled or unskilled labour which 
benefits both themselves and the place to which they migrate, where their 
skills or the relatively cheap labour they provide may not be readily available. 
There are so-called economic migrants who find themselves without means of 
support or the provision of life’s essentials and who travel to another place in 
search of a better life for themselves and their families. There are those who 
seek refuge in another place from war, famine, discrimination or persecution to 
seek asylum (which my dictionary defines as “shelter, refuge, sanctuary, a safe or 
inviolable place of refuge”), who, if they survive the long and complex processes 
to which they are subjected, may eventually be given the status of refugees. 
There are students who come to our country to pay high fees to participate in 
our educational system which they perceive to be one of the best in the world.

It is often pointed out that we live on an overcrowded, small island which 
cannot continue to support an unlimited influx of migrants from other countries. 
Others claim that migrants take advantage of our system of welfare benefits 
and occupy social housing to the detriment of our indigenous population, yet 
there is evidence that only 7% of foreign nationals in the UK claim working age 
benefits compared to 17% of British nationals, and that only 5% of new lettings 
of social housing go to foreign nationals. In addition, those migrants who pay 
taxes, including income tax and VAT on purchased goods, contribute to the 
national income to the extent that immigration appears to be a net financial 
gain to our country and not a drain on our resources. Without the fees paid by 
foreign students it is highly likely that our own sons and daughters would pay far 
higher tuition fees, and without health care staff at all levels from ward cleaners 
to consultants, it is unlikely that our NHS would be able to function. Immigration 
also enriches our cultural lives in areas as diverse as food, music and literature. 

There can be little doubt that migration, especially mass migration, carries with 
it enormous problems related to health and heath care provision. In the UK, 
we need to have an understanding not only of the diseases that are prevalent 
in the countries of origin of migrants and which they might bring with them, 
but also of the reasons why they have come here, the hardships that they have 
endured on the way here and of their cultural and religious beliefs, particularly 
as they impinge on health and disease. We must see migrants not as a group 
but as individual human beings with individual human problems, some of which 
we could not even begin to comprehend. If we give way to the herd instinct 
and react against a group that we perceive as different from us and therefore a 
threat to us, we fail in our duty as human beings. The Good Samaritan saw not 
an enemy from another tribe (which he undoubtedly was) but a person who 
had fallen on hard times and who needed a little human kindness and practical 
assistance. 

I was recently privileged to attend the Medsin conference in Glasgow, (reported 
elsewhere in Travelwise) whose theme was “Migration: Changing Medicine”. The 
most telling phrase that stuck in my memory came from a speaker, herself 
originally of non-British origin and now working with migrants, who asked 
“why is it that when people come to this country they are called migrants but 
when people leave this country to go somewhere else they are called expats?”. 
It is all a matter of perception. Behind every label of “migrant”, “Immigrant” 
or “asylum seeker” there is a human story, and if a small number of people 
coming to the UK do so fraudulently or with intent to deceive, they are no 
more representative of all migrants than is the fraudulent home-grown benefit 
claimant representative of those who are genuinely out or work or disabled. M
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Faint or Anaphylaxis?
George Kassianos
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Any healthcare professional must be able to recognise and be trained to treat anaphylaxis. Every GP 
practice must have equipment for the management of anaphylaxis, in good working order, with drugs that 
are in-date, and everybody knows where to access the equipment.

One of the first dilemmas we face when attending a patient who is developing or has developed an 
anaphylactic reaction is whether this is not a fainting episode (vasovagal, syncope). The table below will 
help you make the diagnosis. On occasions, the patient may experience a panic attack before or after the 
actual vaccination. Look for hyperventilation, numbness and tingling in the upper and lower extremities. 
There is often a red rash associated with anxiety during a panic attack.
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Fainting Anaphylaxis

Age

• Usually adults and adolescents

• Infants & children under 5 years 

of age rarely faint

• Any age

• Sudden loss of consciousness 

in a child is more likely to be an 

anaphylactic reaction

Exposure

• Past history of vasovagal 

episodes

• To a known allergen

Onset

• Before, during, and after the 

vaccine is administered

• Lightheaded, nauseous, weak, 

blurred or faded vision, muffled 

hearing

• Usually within 5 minutes but 

can occur within hours of 

vaccination

• Rapid progression of 

symptoms. The more rapid the 

onset the more severe the 

course

• Uncommonly, onset may occur 

within 1 to 4 hours from 

exposure. Very rarely, within 24 

hours

Skin

• Pale, clammy, can feel cold, no 

skin rash 

• Tingling sensation in the body 

• Itchy, flushed or pale skin

• Skin redness, urticaria (weals 

present)

• Swelling of the deeper layers of 

skin or subcutaneous tissues 

(angioedema) 

• Swelling of the mouth

Gastrointestinal

• May exhibit nausea & vomiting • May have diarrhoea and/or 

vomiting

Neurological

• Lightheaded, feels faint, 

transient loss of consciousness 

• Decreased blood flow to the 

brain. Improves once lying 

down flat

• Transient jerking of limbs 

• Eyes rolling

• Sense of anxiety & distress

• Loss of consciousness

• No improvement once lying 

down flat

Respiratory

• Normal breathing

• May be shallow or deep but not 

laboured

• Cough, sneezing, runny nose

• Wheeze, hoarse voice, stridor, 

• Dyspnoea, tachypnoea,           

rib recession, cyanosis

• Life threatening airways 

compromise (upper airway 

oedema/bronchospasm)

Cardiovascular
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Cardiovascular

• Strong central pulse (e.g. 

carotid)

• Bradycardia

• Hypotension – transient, 

improves on lying down flat

• Weak or absent central pulse

• Tachycardia

• Hypotension – does not 

improve on lying down flat

• Arrhythmias are possible

• Peripheral cramps 

Recovery

• Rapid within or after minutes • The symptoms and signs 

improve, particularly with 

treatment

• After initial improvement 

symptoms may recur within 4 to 

12 hours. Occasionally, the 

reaction may be persistent and 

more severe.

Dr George Kassianos

GP Bracknell, Berkshire

RCGP Immunisation Lead

President British Global & Travel Health Association
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David Livingstone Bicentenary Symposium. Royal College of Physicians and Surgeons of Glasgow,
19 March 2013.
Further information: Lorraine Hannah, email Lorraine.hannah@rcpsg.ac.uk, tel 0141 241 6224.
Website: http://rcp.sg/events.

Manitoba 11th Annual Travel health Conference. Winnipeg, Manitoba, Canada, 11-12 April 2013.
Further information: Crystal Shea, email cshea2@wrha.mb.ca.
Website: http://www.wrha.mb.ca/community/travel/conference.php.

13th Conference of the International Society of Travel Medicine. Maastricht Exposition and Conference 
Centre, Maastricht, Netherlands.
Further information: Lynne Carter, email Lynne@in-conference.org.uk, tel 0131 339 9235.
Website: http://www.istm.org

Alberta Association of Travel Health Professionals – Annual Travel Health Symposium. Banff, Alberta, 
Canada. 14-15 June 2013.
Further information: Stephanie Scott, email stephanie.scott@albertahealthservices.ca.
Website: http://www.aathp.cpm

Advance notice
NECTM 2014. Bergen, Norway. Dates to be confirmed.

C o u r s e s   a n d      

C o n f e r e n c e s



5

BOOK ReviewBOOK Review
Travellers’ Health 
How to stay healthy abroad  
Fifth Edition
Dr Richard Dawood
Publisher: Oxford University Press
Price: £16.99

Richard Dawood has done it again. He has produced 
another edition of his magnificent book, better than the 
previous edition. It comes in 530 pages, yet small enough 
to slip it into the hand luggage when travelling. That is the 
idea; to inform the travellers that seek information, and help 
them manage travel problems they face and how to prevent 
them. This is the fundamental strength of this book.
Seventy three experts in travel medicine have written 
different sections, on different subjects. This is an advantage 
as it brings the knowledge of so many experts into one book, 
yet it can be a disadvantage at the same time. The reader 
has to search more than one section to find information. 
Here are some examples:
On page 206 in the chapter ‘Air and Sea travel’ on Diabetes, 
the reader cannot find information on managing insulin dose 
when flying. Instead, the reader is asked to read another 
section on page 394 to find the information.
For information on Travellers’ Diarrhoea the reader needs 
to turn to pages 15-28, 382-384, and 461 to find the 
information he needs. 
A not so uncommon problem among travellers is ‘prickly 
heat’. In order to find information on this problem the 
reader must turn to pages 276, 264, 311, and 385.
When reading about the services of the ‘Blood Care 
Foundation’, the reader will not realise s/he ideally needs 
to be a member of the BCF before s/he can contact the 
organisation to request screened blood to the highest 
standard or rabies vaccine and/or immunoglobulin. 
Membership of the BCF is not mentioned in the book. The 
BCF has assisted people in the past when they have needed 
their services but they do have to charge for the actual costs 
of delivery which can be quite high; existing members have 
these potential costs covered through the Foundation’s 
policy with Lloyd’s of London.
The advice on post-exposure prophylaxis for rabies 
described in this book (page 183) does not comply with 

the UK advice in the Green Book. The intradermal route 
is suggested in the book while the Green Book is clear 
that even if the ID route was started abroad, it must be 
completed in the UK by the intramuscular route.
The advice on the combined oral contraceptive pill (COCP) 
and antibiotics given on page on page 363 is outdated 
and incorrect. It advises readers on the COCP taking 
antibiotics such as tetracycline, doxycycline or ampicillin “to 
use another method of contraception during the course 
of antibiotics and for seven days afterwards”.  The Faculty 
of Sexual & Reproductive Healthcare of the Royal College 
of Obstetricians & Gynaecologists, in its Clinical Guidance 
on Combined Hormonal Contraception in October 
201,1confirmed that when using the above antibiotics in 
conjunction with a COCP, additional precautions are not 
required, and this advice in in the British National Formulary 
(BNF) too. Only if the users develop vomiting or diarrhoea 
they are advised to use additional precautions. A further 
inaccuracy on the same page is the advice that if pills are 
missed at “…the middle of the packet, you may need to 
consider emergency contraception”.  In fact, if pills are missed 
in the middle of the cycle (pills 8 – 14), there is no indication 
for emergency contraception. Only if pills were missed in 
the first 7 days (pills 1 – 7) and unprotected intercourse 
occurred in the pill-free interval or in the first week of pill 
taking, emergency contraception should be considered.
These problems are common in multi-authorship books 
and some say inevitable if many authors, from different 
countries, are writing different sections. Nonetheless, this 
book is available for the UK traveller. Small points like these 
do not take away from the value of this book as one of the 
most popular and best-known books in travel medicine. 
I would recommend this book to every traveller I see in my 
travel clinic. It is an invaluable part of the traveller’s hand-
luggage.

Dr George Kassianos  
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REFLECTIONS ON MOUNTAINS

A mountain has been defined as “”a natural elevation of 
the earth’s surface rising more or less abruptly from the 

su r round ing 
level and 
attaining an 
altitude which, 
relatively to 
the adjacent 
elevation, is 
i m p r e s s i v e 
or notable” 
( O x f o r d 
E n g l i s h 
D ic t iona r y ) . 
This definition, 

whilst no doubt conveying the correct physical chatacteristics 
of a mountain, does not even begin to convey the beauty, 
the savagery and the lure of these high places or the way in 
which they have influenced lives and indeed whole cultures 
since recorded time began.

In South America the inhabitants 
of the high Andes such as the 
Quechua and Aymara worhipped 
the Apus or spirits resident in 
the mountains such as Salcantay 
and Ausangate, who controlled 
the weather, including the rain so 
necessary for their crops. In charge 
of this cohort of mountain spirits 
was Tunupa (also known as Illapa), 
the God of Weather. In Inca times 
the pantheon was completed by 
the great Creator Viracocha, the 
Sun God, Inti, and Pachamama, the 

Earth Mother. After the forced introduction of Christianity 
by the Spanish conquistadores in the 16th century these 
beliefs continued and were absorbed into the local version of 
Christianity, as were some of the Christian figures absorbed 
into the local religion. Even today, a local shaman in Ecuador, 
for example, is likely to start his incantation with appeals to 
the Apus of the mountains followed by the Father, the Son 
and the Holy Spirit! Anyone who has had the opportunity to 
see the products of the Cusco school of Christian religious 
painting will have seen paintings of the Virgin Mary in a 
conical dress tapering upwards to the neck, representing 
the shape of a mountain and portraying Mary as its Apu, 
her head often surrounded by a golden halo representing 
the sun, thereby firmly establishing her in the local belief 
systems (Figure 2). On one occasion I was travelling in the 
mountains of Peru when a Peruvian Catholic with whom 
I was travelling, when I bought him a beer, poured a small 
amount of it on to the ground as an offering for Pachamama, 
the Earth Mother goddess, before beginning to drink it, an 
action derived from his people’s ancient beliefs but one that 

he did not find at all incompatible with his Catholic faith.

In Tibet, the ancient animistic Bon religion had a series of 
deities, spirits who inhabited the summits of the mountains. 
Buddhism was not completely unknown in Tibet at this time, 
but in the 7th century the Tibetan king married two Buddhist 
princesses, and in the following century the Buddhist mystic 
Padmasambhava, otherwise known as Guru Rinpoche, 
finally introduced the practice of Buddhism to Tibet. Here 
it became merged with the Bon religion and its deities to 
form Tibetan Buddhism, whose temples, monasteries and 
thangkas will be familiar to those who have visited Nepal 
or Tibet, decorated not only with depictions of the Buddha 
but also with depictions of often fearsome-looking deities.

In Judaism and Christianity mountains have played an 
important part. The Decalogue, or Ten Commandments, 
were given to Moses on Mount Sinai. On Mount Carmel 
Elijah successfully challenged the prophets of Baal, and on 
Mount Nebo God showed Moses the promised Land into 
which Moses would lead the Israelites. Jesus was taken by 
the Devil to a high mountain, where He was tempted by 
being offered all the kingdoms of the world; on the Mount 
of Olives He taught His disciples, and on Mount Calvary or 
Golgotha (the place of a skull) He was later crucified.

It is not known 
how, why or 
when Man was 
first attracted 
to climb a 
mountain for 
its own sake. 
We do know 
that it is over 
5,000 years 
since the individual, who became known as Otzi when his 
body was later found preserved in a glacier, climbed to a 
height of 3,000 metres (10,000 feet) in the Alps (Figure 3). 
In recorded history the first known ascent of a mountain 
was made by the Emperor Hadrian, who climbed Mount 
Etna in the 2nd century. In France, early pioneers were Peter 
of Aragon, who climbed the Pic de Canigou in the Pyrenees 
in the 13th century and Jean Buridan who climbed Mont 
Ventoux, later made famous by the Tour de France cycle 
race, in the following century, around the same time as the 
first known ascent of Popocatapetl in Mexico. In Inca times 
during the 15th and 16th centuries many high mountains in 
the Andes were climbed for the purpose of making sacrifices, 
including human sacrifices. It was not until the 18th century 
that the highest point in Europe, the summit of Mont Blanc, 
was reached, and from then onwards, especially during the 
19th century, an ever increasing number of mountains were 
climbed and the profession of mountain guiding was born”.

Mountain reflection Fig 1

Virgin Mary Fig 2

Otzi the ice mummy Fig 3
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In my own case my introduction to the world of mountains 
came as a schoolboy, my first real ascent being that of 
Ingleborough (Figure 4) in the Yorkshire Dales under the 
rather rudimentary supervision of a teacher. For a boy from 
an industrial northern city this was a complete revelation: an 
introduction to a world of hills and vast open skies, of green 
fields and white limestone, the soaring song of the skylark 
and the “aaark aaark aaark” of a grouse rudely disturbed by 
my thoughtless feet. Later came an even greater revelation 
when with a group of fellow pupils I was taken for my 
first ever week in the glorious English Lake District. Even 
more beautiful than my native Yorkshire, it had higher, 
more dramatic mountains and exposed ridges, bracken, 
heather and bilberry-covered slopes dotted with sheep, 
and the promise of endless days of adventure to come. It 
completely captivated me at first sight and it has been a love 
affair that has never ended. At that time I could never have 
imagined that some 20 years later I would be living there, 
and having lived there for over 30 years I cannot imagine 
living anywhere else.

Walking holidays in the Lake District led on to similar 

holidays in the Alps, and from thence to my first fumbling 
attempts at tying on to a rope and climbing rock, which in 
turn led relentlessly to my buying ice axes and crampons 
and climbing snow and ice. Mountain walking is not 
without its hazards, as my years in a Mountain Rescue Team 
repeatedly demonstrated as I went out to pick up lost or 
injured walkers. Translating one’s motion from the horizontal 
to the vertical would appear to increase these hazards, but 
the Team was called out far more often to walkers than 
to climbers, presumably due to the experience and safety 
equipment that climbers bring to their sport. Adding ice to 
the equation however opens up a whole different series of 
variables to add spice to the experience of climbing.

Although mountains have given me healthy exercise, 
excitement, the opportunity to travel the world and even 
a place to live and work, they have also provided me 
with moments of great anxiety and fear. Being out on a 
Himalayan glacier in the dark, searching for companions 
overdue from the day’s climbing with only a cone of light 
visible from my head torch filled with falling snowflakes, then 
suddenly slipping in the dark and finding myself sliding down 
the glacier, arresting the fall with my ice axe; falling off a 
vertical rock climb in the Dolomites (Figure 5) and landing 
70 feet lower on my head (which is what my unsympathetic 
colleagues said had saved me from damage!); slipping off 
an ice bulge and being suspended about 800 feet above 
a Scottish corrie with only the slenderest attachment to 
the ice remaining: these were moments when my love of 
mountains was tested to its limits. In spite of events like 
these I continued to return, like a masochist unable to free 
himself from the lure of his abusive lover.

Why we find it necessary to indulge in these pastimes 
I find difficult to answer. Is it the physical challenge? Is it 
overcoming our natural fear of a hostile and potentially lethal 
environment? Is it the great physical beauty of the mountain 
landscape? Is it the solitude of these high wilderness places? 
Perhaps Louis Armstrong had the right response when, in 
a different context, a woman asked him “Mr Armstrong, 
what really is jazz?” Satchmo’s reply is as appropriate to a 
love of mountains as it was to the meaning of jazz: “Ma’am, 
if you need to ask the question you sure as hell wouldn’t 
understand the answer!”

Mike Townend

Ingleborough  Fig 4

Dolomite rock face Fig 5
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A report on the recent MEDSIN (Medical Students 
International) conference

Four of our members, Mike Townend, James Moore, Ted Lankester and myself, have recently had the privilege of 
attending and contributing to the spring conference of this student Global Health organisation held in Glasgow. 
There were approaching 250 attending from all over the UK, predominantly but not exclusively medical students, 
and the organisation was superb.

The conference started with a reception, hosted by the Provost of Glasgow City Council, which was held in the 
Glasgow City Chambers. 

Topics chosen as plenaries included migration and services for asylum seekers 
and refugees, the interaction between medical and veterinarian approaches to 
health care, expedition medicine, supporting organisations sending volunteers 
overseas and new ways of looking at the meaning of health and providing medical 
services at a global level. 

There were numerous (about 30!)  highly successful ‘breakout’ and interactive 
workshops for small groups allowing a lot of discussion, feedback and future planning. 
These covered a very wide range of topics including global health education, and Mike 
and James ran a workshop on expeditions including a demonstation of the PAC bag 
for treating altitude sickness. 

There was a thronging exhibition area (global health fair) where a lot of ‘mingling’ took place. An essay competition 
was held with the theme ‘migration changing the face of medicine’. Four of the best of these essays will be published 
in the next BGTHA Journal.

It would be hard to exaggerate the dedication and enthusiasm the students 
had for participating in improving health - truly looking this from a ‘global 
perspective’. The whole conference was an inspiring and invigorating 
experience and we hope that in the future there will be more such events 
where Medsin and the BGTHA members can mingle, develop new ideas 
and share resources.

Eric Walker


