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L To reflect the expanding profile of the 
BTHA and increasing number of articles 
presented for publication ,Travel Wise has 
been expanded to 12 pages. This will hopefully 
allow us to convey all the regular information 
to members but continue to provide a platform 
for members and non members to publish 
articles of interest.
The BTHA welcome the recent 
revision of the guidelines for the treatment of 
anaphylactic reactions. The guidelines are 
clearly illustrated. Dose charts for both 
children and adults have been simplified and clear guidance is given with respect to what size of needle to 
use for child, adult and obese adult. We would recommend all our members spend some time reading the 
updated guidelines at  “http://www.resus.org.uk” www.resus.org.uk.
Spreading infection continues to put our travellers at risk and we need to be aware of the various 
outbreaks happening worldwide. It is equally important for the Travel Health Advisor to council 
travellers on recent out breaks as to educate them on good travel hygiene and safety. Dengue fever which is 
transmitted by the bite of an infected mosquito [most commonly Aedes Aegypti], remains a considerable 
problem in Brazil, especially in the state of Rio de Janeriro. Over 57,000 cases have been documented in this 
state alone. The Brazilian Ministry of Health has created a Crisis Office to handle this out break. Travellers 
to Dengue endemic areas should be counselled re insect bite avoidance. They should be aware of the main 
symptoms of Dengue fever and be encouraged to present for medical care if symptoms worsen. 
As of the 17th April ,2008 Egypt has confirmed 50 cases of Avian Influenza [H5N1] virus infection. 22 of 
these cases have been fatal.

As we approach the conference session and would like to congratulate those 
members who have won free places to the NECTM and BTHA Conferences. The draw was 
performed at the last Executive Committee meeting by our President Eric Walker and our 
Chairman John Davies. We had over 80 applicants for these free places.  To ensure you are informed promptly 
about current and future offers from the BTHA please email Diane at  “mailto:info@btha.org” info@btha.org. 
We will place you on our secure emailing list.
Many thanks to the members that have submitted articles for 
publication either in Travel Wise or the Journal. Keep them 
flowing in. Long or short , if we think they are interesting we will 
print them. Send contributions to  HYPERLINK “mailto:info@btha.
org” info@btha.org F.A.O Julie Gallagher , Travel Wise editor. – 
Happy reading.

BTHA Secretariat will provide information on how to join the 
Association. Contact BTHA at PO Box 336, Sale, M33 3UU. Tel 0845 003 
9197, Fax 0870 005 3521. Email: info@btha.org Website www.btha.org
BTHA Executive committee members and current office holders are 
Eric Walker (President) John Davies (Chairman), Iain McItosh (Deputy 
Chairman), George Kassianos (Hon Secretary), Julie Gallagher (Hon 
Treasurer), Sarah Buckley , Regie Cooke, Larry Goodyer, Claire String-
er, Damian Williams Mike Townend (co-opted), Kitty Smith (co-opted).

BTHA Publications sub committee, Iain McIntosh (Editor in Chief), 
Sarah Buckley (Editor Journal) Julie Gallagher (Editor Travel Wise) 
Larry Goodyer, Reggie Cooke, Jane Wilson-Howarth, Ray Walker, Elaine 
Richardson, Sandra Grieve.
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•	

Contact the Secretariat or visit the website for details of these services.
info@btha.org
If you are not yet a member of the BTHA and would like to join, or you 
are a member and would like to take more active part, for example by 
joining one of the subcommittees or helping to organise BTHA activities, 
please contact the Secreariat or visit the website. BTHA subcommittees 
include:

Education•	
Research•	
Publications•	
Conference organisation•	
Links with other societies•	
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UNITED KINGDOM
Conference title: RCN Travel Health Forum. ‘Footprints 
Around the World 
Dates: 25th September 2008 
Venue: Royal College of Physicians, London
Further information: Kathryn.clark@rcn.org.uk

PERU
Conference Title: The Gorgas Institute Expert Course
Date :4-15th August, 2008
Further Information: email info@gorgas.org

ISRAEL
Conference title: 2nd International Conference on Air 
Travel and Health 
Dates: 20-22 November 2008 
Venue: Dead Sea, Israel
Conference website: www.palexconventions.co.il/
ath2008 
Further information: ath2008@palex.co.il 

Hungary
Conference Title: 11th International Travel Medicine 
Society Conference
Dates: 24th-28th May,2009
Venue: ELTE University Conference Centre, Budapest, 
Hungary.
Further information: E-Mail: cistm11@istm.org  
Web site: www.istm.org

Tahiti, and Cook Islands
Conference Title:South Pacific Travel Medicine Meeting: 
“Clinical and Travel Medicine Update”
Date;Sep 27 - Oct 11, 2008. 
Venue:Paul Gauguin Cruise ship
Further Information: It is intended as an introduction to 
Family practitioners wanting to learn more about Travel 
medicine.  www.seacourse.com 

United Kingdom
Conference Title ;Joint RCN/BTHA Malaria Study Day 
[First Annoucement]
Date : 8/12/2008, 9am-5pm
Venue: Cowdrey Hall, RCN HQ, 20 Cavendish Square, 
London
Further Information : email Diane at info@btha.org or 
Telephone 0845 003 9197

  C o u r s e s and Conferences

BTHA Conference -  
Larry Goodyer (Chairman Conference Committee)

The programme for the BTHA conference has now been 
finalised	 and	 hope	 you	 are	 all	 considering	 attending	 this	
important event in our calendar. We can promise a range of 
interesting presentations from national experts in many 
aspects of travel medicine and an opportunity to meet and 
network with other practitioners from all over the UK.
 
The early bird deadline has been extended to 12th May 
2008 so book now on line through the conference page at  
“http://webapp.doctors.org.uk/Redirect/www.btha.org/” \t 
“_blank” www.btha.org.
 
We look forward to seeing you in Birmingham on June 14th.
 

Question
I have a patient on Methotrexate who requires a 
Proguanil-containing malaria prophylaxis regimen. He takes 
5mg of Folic acid once weekly and on a different day that 
the actual day he takes  Methotrexate. Is this amount of 
Folic acid enough during the weeks he will be taking his 
malaria prophylaxis?

Answer
Proguanil is an anti-folate agent. It is converted to 
cycloguanil, an active metabolite that inhibits the 
enzyme dihydrofolate reductase and interferes with the 
synthesis of folic acid. Consider advising your patient taking 
Folic acid 5mg once daily on 6 days of the week, omitting 
it on the day he takes Methotrexate.  This advice has been 
endorsed by the Health  Protection Agency Advisory 
Committee on Malaria  Prevention for UK Travellers.

Dr. George Kassianos
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FINLAND
Conference title: Nothern European Conference in 
Travel Medicine -
Dates: 21-24 May 2008 
Venue: Marina Congress Center, Helsinki, Finland.
Conference website: www.nectm.com
Further information: Conference secretariat Tel: 
+358-9-5607500, Fax: +358-9-56075020, E-mail: 
nectm2008@congrex.fi 

UNITED KINGDOM
Conference title: 10th British Travel Health Association 
Scientific Conference
Dates: 14th June 2008
Venue: MacDonald Burlington Hotel, Birmingham
Further information: email Diane at info@btha.org or 
Telephone 0845 003 9197

MALAYSIA
Conference title: 13th International Conference on 
Infectious Diseases
Dates: 19-22 June 2008 
Venue: Kuala Lumpur, Malaysia 
Further information: Hosted by the Ministry of Health, 
Malaysia will again welcome delegates from over 100 
countries. 
Conference website: www.isid.org/13th_icid/

UNITED KINGDOM
Conference title: Working Overseas: Humanitarian Aid 
& Development-Use your skills to change lives! 
Dates: 27 June 2008 
Venue: Royal College of Nursing, 20 Cavendish Square, 
London. 
Further information: Contact: uk.events@london.msf.
org 



  C o u r s e s and Conferences

Firstly I would like to congratulate Eric Walker on 
being elected to the post of President of the BTHA for a 
further two years. Secondly I would like to also 
congratulate Damian Williams on his election to a full 
member of the Executive committee and a very warm 
welcome to Kitty Smith and Mike Townend who have 
agreed to be co-opted onto the Executive committee. 
We look forward to a long and productive partnership.
Damian’s excellent work on the website offers an 
exciting new way of communicating with travel 
medicine colleagues and I ask all members to use it and 
get involved with the discussions on the forums.

We have managed to secure the support of SPMSD 
and GSK but funding always remains a priority and I 
urge anyone who can help to secure funding for your   
association to contact the committee.

We have three exciting events for the diary . Firstly the 
conference on the 14th of June in Birmingham, places 
are going fast so please reserve your place online or with 
the secretary, early bird registration is still available. 

Secondly, the first BTHA educational trip to Nepal 
and India where the participants will have a chance of 
seeing tropical illnesses at first hand as well as receiving 

Dr Eric Walker’s tenure as BTHA president ended in March 2008 and we will all be pleased to learn that he was returned unop-
posed to continue as our President until 2010.
 
We are pleased to welcome Dr Kitty Smith as a co-opted member of the executive committee.
 
Sanofi Pasteur MSD have decided to continue their Gold sponsorship of the BTHA, our other gold sponsor being GSK.
 
There was some discussion about the research activities of the BTHA and although we offer a number of bursaries each year, the 
committee felt that we could be more proactive. An interesting new approach was discussed and supported whereby the BTHA 
identifies projects and helps in their co-ordination. This will start with a survey of all members working in Travel Clinics to identify 
issues in current practice that could inform a focussed research agenda. Members are encouraged to take part in the survey when 
it is held over late 200/2009.   
 
Travelwise will be increased from the current 8 to 12 pages.
 
A proposal to encourage more contributions to the BTHA journal was supported in which a prize will be offered for the best 
publication in each section. Consideration will be given to distributing the journal to postgraduate centres and selected University 
Libraries.
 
A development that we believe will be very useful to members is to initiate an email discussion group to which all members can 
subscribe. This will allow any member to pose questions or topics for discussion of any nature related to travel medicine that will be 
distributed to all of those signed up to group, including specific clinical problems.
 
Another benefit coming to BTHA members over the coming year will be the first ‘electronic book’ in travel medicine to be made 
available over the website. This will be ‘travelling with the elderly traveller’ and members will be able to download individual chapters 
for just £1 each.
 
The malaria awareness campaign supported by GSK 
(see “http://webapp.doctors.org.uk/Redirect/www.malariahotspots.com.uk/” \t “_blank” www.malariahotspots.com.uk ) was discussed 
and the committee have agreed that they are in support of this very useful project that raises awareness of malaria to the travelling 
public.

Letter from chair April 2008 relevant lectures. There will 
also be a chance to explore 
the diverse and ancient 

cultures of these countries. There are only twenty places 
on this inaugural trip and I expect these will be taken 
quickly. So if you are interested please apply as soon as 
possible. Details will be published in Travelwise. 

Thirdly; we have a joint BTHA and RCN malaria day 
on the 8th December at the Cowdry Hall at the RCN. 
Details will be announced later.

Two very important points Diane, our secretary 
needs your e-mail addresses urgently as much of our 
communications will be done this way in future and 
eventually the journals may well be transmitted in this 
way if the membership agrees.

Many members have not updated their standing orders 
to cover the new subscription. This is the first rise for ten 
years and we think it represents great value for money. 
We will be sending reminders but I urge everyone to 
check their membership standing order.

The BTHA is an organisation open to all who have an 
interest in travel and travel health. Through the hard 
work of the committee, full and student membership is 
rising. We have many new and exciting projects to look 
forward to and participate in. We like to think we are the 
‘accessible’ face of travel health, so please get involved.

Dr John Davies Chairman

Main points from the Executive Committee Meeting 12th April 2008
-Larry Goodyer
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As with other non-UK 
books, I would urge 
caution in 
interpreting and 
applying some of the 
information in this 
book. For example, take the 
recommended age for doxycycline  
which, in this book, is 8 years of age and over. 
The UK 
practicing clinician should observe the UK licence, 
which does not allow doxycycline in the under 
12-year	olds.	I	could	not	find	advice	on	the	need	for	
extra precautions when a female traveller on the 
combined oral contraceptive pill takes 
doxycycline for malaria chemoprophylaxis. 

The	UK	licence	for	mefloquine	advises	the	use	of	a	
reliable method of contraception during the 
treatment and/or  prophylaxis of malaria and for 
three months afterwards, when a woman of 
childbearing	age	is	taking	mefloquine	in	a	multiple	
resistant Plasmodium falciparum area. This advice is 
also given in the Health Protection Agency’s 
‘Guidelines for Malaria Prevention in Travellers from 
the United Kingdom’. The CDC ‘Yellow Book’ does 
not recommend that women planning pregnancy 
need	to	wait	a	specific	period	of	time	after	the	use	of	
mefloquine	before	becoming	pregnant.	A	UK	health	
professional advising a ‘honeymoon’ couple should 
adhere to the UK licence and recommendations.

The	UK	licence	for	mefloquine	advises	that	this	agent	
should be used in pregnancy only if there are 
compelling medical reasons and that in the absence 
of	clinical	experience,	prophylactic	use	of	mefloquine	
during pregnancy should be avoided as a matter 
of principle. The HPA’s UK Malaria Guidelines ad-
vise that where the levels of transmission and drug 
resistance	make	mefloquine	an	agent	of	first	choice,	
it may be used in the second and third trimesters of 
pregnancy.	Its	use	in	the	first	trimester	is	only	
justified,	according	to	the	HPA’s	Guidelines,	“in	the	
areas	of	high	risk	of	acquiring	falciparum	malaria,	such	
as sub-Saharan Africa, after taking expert advice”.  
The CDC ‘Yellow Book’ states clearly that for travel 
to	areas	with	chloroquine-resistant	Plasmodium	
falciparum,	“mefloquine	is	currently	the	only	
medication recommended for malaria 
chemoprophylaxis during pregnancy”. Again, we 
should adhere to the UK licence and 
recommendations.

There are very few books that I will keep within 
reach on my desk when advising travellers. This is 
definitely	one	of	these.	Its	size,	presentation,	contents,	
tables, maps, and the ease with which I can locate 
information, make the American ‘Yellow Book’ 2008 a 
contestant for the number one book on my desk, in 
my travel clinic.

The 2006 American ‘Yellow Book’ is 
written by 93 CDC authors with external 
contributions of further 8 authors, among 
them Connor Bradley, David Freeman and 
Jay Keystone.

The purpose of the American ‘Yellow Book’ 
is to provide up-to-date comprehensive 
information	on	immunisation	requirements	
and recommendations for international 
travellers. This edition goes beyond this. 
It provides comprehensive advice on the 
various diseases, their epidemiology and 
endemicity.

We used to see the ‘Yellow Book’ as a 
USA publication for the North Americans. 
Through the last few years, this book has 
developed from a national resource to a 
truly international resource and guidance 
for all those of us who advise international 
travellers.

Chapter 1 (introduction) contains general 
recommendations for vaccination and 
immune-prophylaxis as well as sources of 
information. Chapter 2 gives advice for 
travellers about planning for healthy travel, 
food	&	drink,	mosquito	bites	etc.	while	the	
next chapter gives geographic distributions 
and	potential	health	hazards	to	travellers.	
In	chapter	4,	the	authors	go	into	specific	
advice on prevention of infectious disease, 
while chapter 5 is dedicated to yellow fever 
requirements	and	information	on	malaria	
risk and prophylaxis by country.

Travellers do not just face problems 
associated with infectious diseases around 
the world. Chapter 6 is dedicated to 
non-infectious risks during travel, such as 
jet lag, motion sickness, venothrombosis, 
sunburns, altitude illness, injuries, animal-
associated	hazards,	food	poisoning,	and	
problems that may result from swimming 
and scuba diving.

Chapter 7 deals with conveyance and 
transportation issues while the next 
chapter is on travel problem and issues 
associated with infants and young 
children travellers. The last chapter (9) 
deals	specifically	with	advice	we	need	to	
give	to	travellers	with	specific	needs	such	
as the immunocompromised by disease or 
treatment, those with disabilities, pregnant 
women, and those visiting friends and 
relatives abroad (VFRs). 

For the last three consecutive years,  the layout 
and presentation of the American ‘Yellow Book’ has 
achieved international commercial publishing 
standards. In previous editions, I had the impression 
it was coming out of an old typewriter. This time, it 
is most attractive, clear, with good colour maps and 
tables,	all	set	in	a	very	attractive	A5	size,	627-page	
book. 

Department of Health and Human Services
Centers for Disease Control & Prevention CDC

Elsevier Mosby
Editors: P. Arguin, P. Kozarsky,  C. Reed
ISBN: 978-0-323-04885-9
Pages: 627 (including the index)
Price: £18.99
Available from: http://www.elsevierhealth.com/product.jsp?isbn=9780323048859
and other e-bookshops such as http://www.amazon.co.uk
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book review



Dr. George Kassianos

“There’s a lady would like you to have a look at a thing on her leg” said my counter assistant one bright morning. I composed my 
face into its best professional expression and left the dispensary to go and have a look at this latest attempt to challenge my 
diagnostic skills. Sitting on one of the seats for patients waiting for prescriptions was a youngish woman holding her lower left leg up 
for inspection. I peered at an inflamed, slightly swollen, area on the side of the calf. It very much looked like an insect sting. ” When 
did this happen and did you see what did it?” I asked. “Oh yes” was the reply, “ I saw this wasp buzzing round me and next minute I 
felt this sharp pain on my leg, so I came to see you right away”.
 
Such events were not uncommon in my Cheshire village towards the end of the summer. I reached for a tube of hydrocortisone 1% 
cream for her to buy. “Apply this locally,” I instructed. “That’s going to be awkward” she said, “ I’m going away on holiday tomorrow. 
I won’t be able to use it locally.”  It’s very difficult to keep a straight face in those circumstances.
 
I had become interested in Travel Medicine in the early 1970s having been myself to some fairly exotic locations and had made 
it my business to find out about the subject for my own benefit and that of my customers. At that time package holidays were 
becoming more and more affordable and customers were starting to ask what we stocked in the way of anti-sunburn preparations 
and what to do about stomach upsets. It was also the time when overland expeditions to Nepal and similar destinations were 
popular. I found myself being asked to provide the medical and pharmaceutical requirements for some of these. One such young 
couple had acquired the obligatory VW Campervan and set off for the East loaded with medical supplies and first aid kits. I also 
supplied them with enough film for the trip. At intervals along the route they posted a film to me, I sent it for processing, and phoned 
up the Mother to come and collect and pay! Perhaps surprisingly, all the films got through and eventually I had a postcard from 
Kathmandu saying they had arrived safely without any medical mishap other than grazed knuckles from wheel changing.
 
Most holiday-makers at that time were flying to the Mediterranean Islands and the Spanish Costas and these places were notorious 
for holiday-makers getting diarrhoea-type infections. In addition, pale Northern European skins were unused to the daily wall-to-
wall strong sunshine found in the Mediterranean area. These were the days when factor 15 was about the strongest available sun 
lotion and global warming was hardly spoken about.  In the 21st century more and more people are seeking long-haul holidays with 
adventure and are going to places almost unknown in the 1970s. 
 
This, of course, brings with it some considerable dangers, especially if the holiday involves going to the tropics. It is not uncommon 
for holidaymakers not to be fully informed about necessary vaccinations and malaria prophylaxis. Quite often people are in the 
pharmacy buying holiday requisites and are surprised to be told that they need vaccinations and anti-malaria tablets and precautions 
to avoid being bitten. 
 
A car screeches to a halt outside the pharmacy, the occupants rush in and ask for yellow fever, typhoid and other vaccines. ‘Oh and 
have you got malaria tablets?’ ‘Where are you going?’ I ask. The answer doesn’t surprise me.  ‘The Gambia’.  ‘When are you travelling?’ 
I ask. ‘Right now,’ is the reply ‘that’s the taxi to the airport outside. Our plane’s in three hours.’ ‘Did you know you should have had 
the injections a few weeks ago and started the malaria course a couple of days ago?’ I ask. ‘No, really’ they say. ‘Nobody told us’. 
 
This also is not that uncommon. Part of the blame for is to be laid at the door of the travel agents and tour operators who do not 
give enough prominence and information on travel health advice and those who book their travel arrangements online say much 
the same. Although travellers are responsible for their own health, many do say that if only they had known, if somebody had told 
them, they would have done something about it.
 
Several other reasons why travellers do not take precautions crop up. People originating from the Indian sub-continent and going 
back to visit and stay with family sometimes say that they were born there, never had malaria before, have immunity and therefore 
don’t need tablets now. When it is pointed out to them that any immunity they once had probably no longer exists after many years 
in the UK, and they are at considerable risk if they are staying in their home village, they often shrug their shoulders and say I don’t 
know what I am talking about, never having been there.
 
Another reason given sometimes is that ‘my friend didn’t take anything and she was alright, so I’m not taking anything either.’  Or, ‘I 
didn’t get bitten last holiday and I’ll make sure I don’t this time’. Some people who do actually take the malaria suppression tablets 
whilst away do not like the instructions to continue the regime for four weeks after returning from the malarious area. ‘ I didn’t 
get bitten so I don’t need to take them when I get home’, is frequently their reply. I tell them that they may have been bitten and 
not know it, they usually comply.  When told that the newish drug Malarone is required to be taken for only 7 days on return, they 
complain about the price. The fact that they have probably spent several hundred pounds, maybe thousands, on their holiday and a 
bit of extra outlay for medical supplies would be a good idea,  does not always persuade them.
 
Then there are always some people who say that they do not take tablets on principle and they are not going to contribute to the 
drug companies 

 ‘profiteering from people’s illnesses’.  How to deal with them is a problem.
 
We did have one lady who, when told to take the tablets in water said ‘have I to take them in the bath?’   And it is very difficult to 
maintain professional decorum when I instructed somebody to ‘take one pill on an empty stomach’  and the reply was ‘ I can’t, they 
keep rolling off!’

Experiences of a Village Travel Health Pharmacist 

by David Asher

5



A DAY IN THE LIFE OF AN ANTARCTIC TOUR SHIP DOCTOR 
It was dark and I was warm.  Half asleep half awake, in my cosy bunk. I was aware that the motion of the ship had changed and was less violent. The 
sound of the engines, now slower, gently pulsating, told me that we had finished our two day crossing from South Georgia to the Antarctic Peninsula 
and were now cruising through the calm coastal waters towards our next landing.
In my half awake, half asleep state I recalled the past ten days. We had left Ushuaia in Patagonia and crossed to the Falkland Islands, enjoying the warm 
sunshine and golden sands of West Point Island along with the playful Peale’s dolphins that swam around the zodiacs (eighteen foot inflatable boats 
powered by a forty horsepower outboard that we use to transfer passengers ashore). Here we had spent time with the nesting black browed 
albatross and the busy rock hopper penguins, all were totally unperturbed by our presence. I had walked, alone, and enjoyed a quiet time away from 
the passengers. A time for me to reflect on the trip so far and look forward to the next part of our trip,  visiting South Georgia. 

All too soon my walk was at an end and we all bundled into the local farm house where the table was 
groaning with homemade cakes and biscuits and a real English cup of tea that was so welcome after a four 
mile walk along the coast in the hot sun.

The crossing to South Georgia had been without incident but we were all aware that the weather was 
getting colder as we approached this beautiful, mountainous sub-Antarctic Isle. Here we had marvelled 
at the King penguins that were spread out in their hundreds of thousands on the shoreline and as kings 
have no fixed  breeding season there were eggs and chicks in all stages of development. The chicks casually  
sauntered up to us to investigate the new arrivals. Also the Fur seals, late in their mating season now with 
the cute pups that showed all the aggressive behaviour of their parents. 

The days on South Georgia had been spent enjoying the company of these prolific animals which also included reindeer, imported by the sealers as 
a fresh meat store on their arduous and dangerous whaling missions.

Some of the passengers had recreated Shackleton’s walk to Stromness the now eerily deserted whaling station. We also had visited Grytviken, 
another now defunct Norwegian whaling station which had been converted in to a museum with its reminders of the brutal life of the whalers and 
the brutal slaughter of thousands of whales. 

Whilst there I had spoken to a couple who had, over time, sailed their thirty five foot westerly yacht, (not exactly a boat designed for the notorious 
rough seas of the Southern Ocean)  from Falmouth, where I live, to South Georgia and were hoping to leave soon for South Africa traversing some 
of the roughest sea in the world. I have sailed all my life but I did not envy them their journey especially as they had only put into South Georgia for 
repairs after a recent storm. They ran a small beach cafe at home and I promised to visit them on during the summer and wished them well.

A walk had taken place to one of the high ridges lead by Phil the vice-president of the British Mountaineering Association, who was working as a staff 
member on the ship. The walk had been difficult with many people slipping on the loose scree. Relieved that we had had no injuries on our descent 
we walked out along a stream bed. Suddenly! A fur seal ran out and startled one of the passengers, Pete. He fell and hurt his wrist, it seemed to 
trouble him little and I advised him to come and see me when back on the ship.
When Pete turned up at my clinic half an hour later my worst fears were confirmed. He had a Colles fracture. Fortunately it was not too badly 
displaced and there was no vascular or neurological damage. We had a long discussion and I informed Pete that we could rendezvous with another 
ship and transfer him back to Ushuaia as soon as we arrived at the Antarctic Peninsula, or I was happy for him to continue his cruise with restrictions, 
and have the fracture assessed when he returned home to Australia in two weeks time. Today would be the day for decisions.

Suddenly my peaceful reflections were shattered as the alarm went off.  It was still dark. We had decided on an early landing so we could have two 
good long landings, maybe three if there was time. It was five in the morning and still dark the temperature outside was just below freezing. I forced 
myself out of my warm bunk shaved and showered and went to the bar to get a cup of tea and a croissant to sustain myself for the next four hours 
before breakfast.

As I have been working on the Antarctic ships for fifteen years I also drive the zodiacs. I put on my warm 
clothes, waterproofs and life jacket not forgetting my radio and went outside to the stern deck to brush off 
the light covering of snow that had accumulated on the zodiac overnight. There are five zodiacs all cared for 
by the ship’s chief engineer who was one of the Russian crew.
The deck crane lowered its hook and I put it through the loop on the strops supporting the zodiac. The boat 
was lifted over the side to a gate where I could climb in before it continued its descent to the ice strewn 
sea. The outboard took a little coaxing to start in the cold morning but it eventually sprung into action and I 
pushed on to the steps that had been lowered,  picking up the staff to check out the safety of the beach for 
landing.

As the doctor I am also the safety officer so while the zodiac disappeared to join the other four to ferry passenger ashore I looked for the best landing 
site. It was a beautiful sunrise and all the misgivings of the early start faded and the red sun caught the snowy peaks of the surrounding mountains. I 
stood there alone, stunned by the scene which I shared with a large colony of noisy Gentoo penguins some chinstraps and a few young fur seals.

I waited and waited. No passengers appeared. I radioed, they had sighted three hump back whales near the ship and were sitting on the zodiacs while 
the whales swam around them every bit as curious about the passengers as we were about them .They turned over showing their large 
pectoral fins
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A DAY IN THE LIFE OF AN ANTARCTIC TOUR SHIP DOCTOR 
and popped their head and tail flukes out of the water no more than ten feet away from the boats to get a good look at the observers. After an 
hour the boats finally came ashore. ‘Take one of the zodiacs and go and spend some time with the whales’ the expedition leader said to me feeling 
a little guilty that I had been abandoned. I was treated to all the same experience that the passengers had except it was just me and them, a very 
moving experience one could not help but be in awe of these huge gentle intelligent mammals. 

All too soon it was time to return to the beach and start to take the passengers back to the ship. At lunch the ship was a buzz of conversation 
about the time spent in the company of the whales and the beauty of that early morning sunrise. Everyone agreed that the sacrifice of a few 
hours sleep was well worth it.

During the lunch the ship was once again under way heading for Deception Island. Deception Island is a volcanic crater formed 10,000 years ago, 
a caldera, that is a collapsed magma chamber. The island is a perfect volcanic cone but when the central chamber collapsed, part of the crater wall 
collapsed and the sea was able to enter. This is where we were to enter. 

The passage is narrow with a large rock to one side a rock which has claimed more than one ship in recent years so the atmosphere on the 
bridge was tense. Once through the opening we were sailing inside the crater into Port Foster. The steaming shoreline signalling the still active 
volcano which last erupted in 1969 sending the inhabitants of the British base running for their lives- using sheets of corrugated iron to protect 
themselves from the shower of falling, incandescent rock. Fortunately a ship was nearby and all the occupants of the base were evacuated safely 
as the sea began to rise and fall by many feet.

These days I find the bleak landscape of the caldera and the remains of the old whaling station, opened in 1820, a depressing reminder of the 
relatively few years where whales were slaughtered in their thousands. Little was known at this time about the life history of these amazing 
animals a fact that is still true today. They were hunted systematically on an industrial level for more than sixty years, decimating the world’s whale 
population. Numbers of some of the smaller whales are slowly increasing but to nowhere near the pre hunting days level. Because of the long 
gestation and weaning times the populations of some of the bigger whales are recovering only very slowly and many may never recover at all.

I walked around the old, rusting station entering the massive storage tanks by a doorway cut in them during the last world war, so that they could 
not be used as storage for the German war effort and wondered at how many whales would have been slaughtered to fill these huge tanks. Oil, 
to lubricate industrial machinery and to burn in oil lamps. Whale bone for the then fashionable women’s corsets .It is said when the plant was at 
its height you could walk across the bay on the backs of the dead whales and the surrounding sea was red with blood. The noise of the sea birds 
and the smell coupled with the smoke and the steam of the boilers must have caused the bay to take on a dreadful appearance.

That is all gone now. The trade was stopped by the decline in whale numbers and the finding of new cheaper industrial materials but the legacy 
remains.
It was time to leave this place, not too soon for me. Maybe I have just been too often and the history hangs heavy on me. I look on as some of 
the passengers decide to try a swim in the warmer waters around the edge of the shore, frivolity that almost seems irreverent to the resting 
place of so many beautiful animals.

Back on board the passengers settle into tea and cakes before taking a rest from the long day’s itinerary. But we 
have one more treat in store today. We have decided to do a late landing on the continent at Neiko Harbour a 
glorious spot with a very active glacier that ensures noisy carvings.?? It is a true Antarctic continent stop, and as 
many people come to ‘bag’ their seventh continent an important one.

After dinner, I once again put on all the clothes and am craned back into the water. It is a calm sunny evening, the 
golden light just beginning to fall on the distant peaks and as I sit on the hillside watching the light go from gold 
to pink  to deep blue I can’t help feeling his must be one of the most wonderful jobs in the world. 
Soon all passengers were back on board and it is time to enter that warm cabin and climb under the duvet again. 
The anchor is weighed and we slowly make our way along the coast to our next landing site for the following 
day. Sleep comes easily after the fresh air and long day aided by the gentle rocking of the ship and the occasional 
clunk of a piece of ice on the hull, just to remind you that you are still in Antarctica.
Post Script. Pete did not leave the ship but decided to stay. He did all the landings apart from one on Elephant 
Island when I deemed it too rough for him. He returned home to Australia and had his wrist treated there 
saying, he had had the trip of a lifetime, and thanked all for allowing his trip to continue.

The couple in their sailing boat left South Georgia and were hit a storm some days out and capsized losing their mast. They drifted for days and 
were eventually picked up by a passing cargo ship, a rare occurrence in those waters. I discovered this as after I returned home it was front page 
news in the local paper. They were very lucky to survive.
The Japanese have started whaling again for spurious scientific reasons. Other countries too think that the moratorium on whale hunting should 
end for certain species.

by John Davies.
Chairman of the British Travel Health Association; works for Quark Expeditions in the Arctic and Antarctica.
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to those involved in travel medicine, will most importantly allow
those in other specialities to get a better feel for what travel
medicine involves. 

The Faculty now has an e-journal linked to the College 
website and encourages submission of articles relating to travel 
medicine practice - more details including the required 
format and how to submit articles are available on the College 
website (see below).

It is planned that short updates on Faculty progress will be 
included regularly in TravelWise but you can also follow 
developments through the College website at  HYPERLINK 
“http://webapp.doctors.org.uk/Redirect/www.rcpsg.ac.uk”\t 
“_blank” http://www.rcpsg.ac.uk

Eric Walker
Dean of the Faculty of Travel Medicine
RCP&S Glasgow

             

The website continues to develop slowly but surely.  If you 
haven’t visited yet then why not visit today?  You just need your 
membership number and the password sent with the last 
TravelWise issue.  If you’ve lost it then just email us 
“mailto:info@btha.org” info@btha.org and we’ll remind you.  

Perhaps the biggest thing is online booking for this year’s Annual 
Scientific Conference.  Following lots of request this is the 

first time we have offered this facility so now there’s no excuse not to come!  Book now at “http://www.btha.org” www.btha.org

We are also very keen to get everyone’s email address so we can contact you more easily.  Don’t worry we won’t fill you inbox and you 
can stop receiving emails from us at any time.  You may have noticed that TravelWise is now ‘Carbon Neutral’ and we hope to continue to 
do our bit for the environment.  One way we can do this is to email things like the AGM minutes rather than printing them.  Of course the 
choice will be yours.

Coming Soon – look out for details of a very exciting medical expedition and also online publication of the world’s only book dedicated to 
elderly travellers (as far as we are aware).

Finally – have you updated your Standing Order yet?  Don’t tell anyone but I haven’t yet!!  If like me filling in the forms and taking it to the 
bank is putting you off then good news – you can now do it online.  It couldn’t be easier.  Visit   “http://www.btha.org” www.btha.org and 
go to the member’s page.  Do it now!! 

Damian - damian.williams@btha.org

PS I’d still love someone to join the IT sub-committee and help out.  If you know how to turn your computer on then I’m sure you 
could help!! D a m i a n 

W i l l i a m s  

IT update

Eric Walker

UPDATE ON THE TRAVEL MEDICINE FACULTY
Membership of the Faculty, which was established by the Royal 
Collegeof Physicians and Surgeons of Glasgow in 2006, is now 
approaching 200. It is multidisciplinary and there has been 
increasing interest from overseas which is great for a spe-
ciality which depends upon international collaboration. It is 
important to note that from the end of 2008 Founder 
membership of the Faculty, through application and proposal, 
will cease and from then on the normal route to gaining the 
MFTM (Glas) will be through examination - the first ‘diet’ of 
examinations will be held in November 2009.

Recent educational activities have included our 2nd annual 
symposium held last November and the first of a series of 
‘nets and bolts’ meetings. These are being held at various sites 
around the UK - they are ‘hands-on’ days where participants 
break into small groups and practical issues such as mosquito 
bite avoidance and water purification are looked at in detail.

The Glasgow College is the only one in the UK which 
embodies multiple disciplines and on 6/7th Nov. 2009 it is 
holding its first ‘triennial’ conference which is an exciting new 
venture where a wide range of medical specialities come 
together for 2 days at the Scottish Exhibition and 
Conference Centre (SECC) in Glasgow. It will include a travel 
medicine symposium which, as well as being of special interest

Faculty of Travel  
Medicine Update
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Tirunelveli Wind Power Generation
This project sees the construction of 22 new wind turbines in India. By providing 
renewable energy, the project helps to reduce India’s reliance on fossil fuels for electricity 
generation. The project has generated emission reductions of 47,000 tCO2 between 2005 
and 2007, verified to the Voluntary Carbon Standard.

Technology partner
Fairdeal Supplies Private Limited

Country
India

Renewable Energy Projects

protecting our climate

About your project

This project supports the construction of wind turbines 
at multiple sites in the district of Tirunelveli in the Indian 
state of Tamil Nadu. A total of 22 wind turbines have been 
constructed, with an overall capacity of 9.9MW. 

India’s primary source of electricity is from generators 
powered by fossil fuel. The wind power industry however, 
is developing rapidly. Over the past four years the wind 
capacity of India has more than doubled, a growth in 
which carbon finance schemes have played a major role.  
Unexpected power cuts are a regular occurrence and around 
half of India’s population is without electricity, so the uptake 
of renewable energy sources is essential in increasing the 
country’s capacity in a clean and renewable way.

Wind power is still a more expensive way of generating 
electricity than conventional fossil fuel power stations. 
Through the sale of carbon credits, wind farms can start to 
become commercially viable and this type of project will set 
an example of how India can grow on a clean technology 
path. 

All projects are supported financially with our customers through the CarbonNeutral® brand. We select our partners carefully and 
put in place contracts to help ensure that they deliver to our promise. The projects, however, are neither owned nor operated by 
The CarbonNeutral Company and we do not take responsibility for the operation, maintenance or condition of the projects. Access 
to sites is at visitor’s own risk. CarbonNeutral® is the trademark of The CarbonNeutral Company. All rights reserved. Full Terms and 
Conditions can be found at www.carbonneutral.com

SOUTHERN INDIA

Tirunelveli

Eric Walker
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Spot Diagnosis answers for Winter 2007/2008
Many thanks to Dr.Richard Weller,Senior Lecturer in Dermatalogy , University of Edinburgh.

Answers 

The most likely diagnosis for this lesion is Cutaneous Leishmaniasis1. 

The diagnosis is confirmed by histology  or touch smear and the presence of Amastigote parasites.2. 

Untreated this lesion could to the oropharynx leading to disfiguring mucocutaneous disease.3. 

We are now providing Carbon Neutral Publications for our clients.  Pr Print is the first Scottish independent printing company to be Carbon 
Neutral.

This is due in part to the new production facility and equipment we have invested in over the last 24 months.

We have been in business for 20 years however in the last 24 months we have significantly modernised our production facility and outlook 
to print and our clients. After investing £ 600,000 in our new printing plant and over £ 300,000 in equipment we can now produce print for 
our clients utilising the minimum amount of CO2 and have reduced our environmental impact significantly. This has enabled us to calculate 
the residual CO2 we produce due to our printing activities 
and we are in the process of measuring and eliminating them 
with help from the carbon neutral company.

What we can do for your Organisation

We can calculate the amount of CO2 created by your 
documentation whether it’s a leaflet, newsletter, 
calendar or an Annual Report. We will then buy offsets with 
worldwide projects and produce 6 month statements which 
show the amount of Co2 which has been saved by your 
organisation in that period. We can also utilise the Carbon Neutral 
Publication logo on your products to show your customers 
your commitment to the environment.

The B.T.H.A in Partnership with Pr Print have 
decided to balance their Co2 excess by 
chosing a renewable energy project in India for their 
carbon offsetting. We firmly believe it is time for more 
organisations to acknowlege their environmental impact  and 
make a stand.

Congratulations to The British Travel Health Association.

For further information contact:

Graham Barclay
T: 0141 5565414
graham@prprint.net
www.carbonneutralpublications.com

BTHA Renewable Energy Project



Readers of my initial ruminations will remember that I had found the premises for my travel clinic, and met the practical challenges 
involved in that, (which are not to be underestimated for someone who had until that point been happy to take a wage from 
someone else, and let them worry about business plans, wheelchair access and fused spurs for the fridge).

Now I faced the big challenge – the Healthcare Commission. Scottish readers, who might be considering such a venture, 
just give thanks, you don’t (yet) have to face this challenge. The rest of us do, although of course you can rent a room in an NHS 
surgery and avoid the problem altogether…

Facing the Healthcare Commission challenge, (let me just refer to it as the HC), reminded me of my City and Guilds course in teach-
ing adult learners. I was constantly asking for clarification from the tutor as everything was couched in educational jargon that meant 
nothing to me. ‘Please could you explain what this means in words I understand?’ had been my regular cry. (Needless to say, at coffee 
breaks the other students would confess to similar ignorance, but had left it to me to look like the only non-competent in the class.) 
I had for example, never heard of a Statement of Purpose, and found, not for the first time in my nursing career, that differentiating 
between aims and objectives sometimes seemed a purely arbitrary task. 

So, to begin, a very long application form, Form R1, naturally to be accompanied by a very large cheque. One is supposed to be able 
to complete the form on the computer and print it out, but it didn’t seem to work that way for me, so lots of hand writing, which 
reminded of being at nursing school, and of how I came by that unsightly bump on my right middle finger. Copies of everything of 
course, so I became a regular customer at the local post office, which has a photocopier. Just keep writing… Organisational structure? 
Just me and my friend… Treatments and services? Just include everything you might ever want to provide, better to put it in now, than 
struggle to get it passed later… Meeting client needs? Comfy sofa and chilled water… Is that not enough?

I thought I was doing really well, and was just going through the checklist for the last time, all ready to seal the envelope and send 
it away, when the innocent words ‘Completed Form R2’ suddenly sprung out at me. Another form? Back onto the HC website, and 
find Form R2, and print it out… Realise it’s yet another evening’s work, burst into tears, have double gin and retire to sofa to watch 
The Bill. 

And all that was just the beginning. Before me lay what seemed like an endless path of legislation, policies and PGD’s. For weeks it 
seemed I ate, slept and drank policies and PGDs. I lost a stone in weight, just no time to eat. (Eventually a kind friend rang me daily 
and reminded me to eat a proper meal, and Marks and Spencer did a roaring trade in microwave dinners.) 

I searched for policies online, borrowed them from other people, and just occasionally thought one up all by myself. Note to self – 
remember to erase all references to the ‘The NHS Trust’ when adapting policies, (although it apparently makes the inspectors laugh 
when they read your drafts). Having studiously avoided having anything to do with drafting PGDs when I was a practice nurse, my 
sins were returning with a vengeance to haunt me now. 
I had designed a lovely PGD template, with delightful blocks of colour to make it somehow warmer and more user friendly, but of 
course my office printer only did black and white. So when it was time to print out my PGDs it was off home to use my old inkjet 
printer – a colour cartridge lasted for about six PGDs! The expense! At least the charities benefited from all those used cartridges. In 
a perverse sort of a way, I was enjoying my new reincarnation as a one woman producer of vast amounts of printed matter.
But all the time there was a shadow moving across my shoulder, a haunting presence coming ever nearer, forcing me to keep focussed. 
It was ‘The Visit…’

The Healthcare Commission inspectors visit, for so long a distant date, loomed large now, a sort of combined health and safety 
inspection and oral examination all rolled into one, long, five hour, terrifying, armpit sweating prospect. Sudden realisation that 
although the paperwork is coming together, I have been so busy hitting the keyboard and wearing out the printers that I have done 
nothing to my ‘shop’. The window sills are gathering dust, I haven’t put a mop to the floor, and the state of the basins, just don’t ask. 
Friend Lyn to the rescue! Lyn, who loves housework. Lyn, whose house sparkles and gleams. Lyn, who makes me feel like a housework 
slut. Lyn, who knows just what is meant by giving a room ‘a good bottoming’…. Lyn came, saw, and conquered all that dirt, and then 
she went out and bought a toy box and suitable contents as well, for the smaller clientele. What a girl! Any chance of you cleaning my 
house? I haven’t been there for about six weeks, apart from to sleep, the linen basket is overflowing, and my daughter has stopped 
trying to get hold of me. While Lyn worked her magic, I stuck small notices up by every hazard I could find – ‘Please note that this 
storage heater may become very hot at times’…

Yet another form to fill in before the inspectors arrive to torture me. An interview pro-forma, with more jargon. ‘How will patients 
be engaged in the process of creating an appropriate environment?’ In normal words please…
Day of The Visit – sunny and bright, put uniform on and find it’s a size too large now. The inspectors arrive promptly. Funny how 
people never look as you imagine from their speaking voices. The one I thought would be young with dark shiny hair is a comfortable 
matronly figure, and the other one looks harassed already. Inch by inch inspection of the premises commences…
The loo - ‘You’ll need to lag those pipes, a child might burn themselves.’ Turning the thermostatic tap far enough to actually produce 
any hot water  results in a preliminary cold spray all down the front first, so the pipes getting that hot is unlikely to happen, but just 
agree and do it.
The consulting room – ‘Your taps are not coming straight out of the wall above the sink’. Oh please don’t fail my lovely round basin 
that sits on its own stand, and has a separate very tall and shiny tap, I’ve always wanted one like that, and it took so long to choose in 
the bathroom shop… Grudgingly allowed, on the grounds that I do not have to ‘scrub up’ for operations, and don’t even do dressings 
in my consulting room, I do just give injections. 
‘That lockable cupboard will not do for your anti-malarials.’ It must be a proper medicine cabinet, with a lock built to such a standard 
that it will take over thirty minutes to force open. I have to obtain such an item, it’s basically just a tin box with a very stout lock, and 
it costs over £300! The fact that it could be jemmied off the wall in about two minutes is perhaps beside the point…
‘Oh you’ve already completed your fire and safety risk assessments, that will save us some time.’ Brownie point, along with the fact 
that yes, I did have a key cabinet, and a big thank you to the kind person who warned about that one.

Practical inspection done, now the ‘Fit Person Interview’. Try and remember what I replied to the questions in the proforma. Have to 
be prompted, and have to ask what they mean in words I can understand, as usual. I passed the Mensa verbal exam for Pete’s sake, I’m 
supposed to be in the top two percent, I am intelligent, I’m an experienced nurse, so why do I feel like a stupid child when they ask me 
these jargon laden questions? At last they are gone, and I celebrate with a strong coffee and a spray of deodorant under the sweaty 
armpits. I have passed! Just a few practical things to carry out and some minor policies to submit to complete my application. 

What a relief – go home and sleep…

Ruminations on keeping a sense of  humour whilst setting up an independent travel clinic (Part 2)
‘It Started with a Leg-wax…..’
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Travel Health Insurance and 
Repatriation
Travel health insurance involves underwriters, brokers, 
insurance claim handlers, customer services health 
professionals and primarily the prospective claimant.
To help process claims travel health insurers utilise medical 
units. Manned 24 hours, 365 days a week by doctors, nurses 
and support staff they deal with the first patient calls, follow up 
with local doctor and hospital regularly, confirm diagnosis and 
contact the patient’s UK GP to ensure the individual had no 
relevant undeclared previous Medical History. If insurance cov-
er is provided the medical desk assesses the need for medical 
care. It deals with issues such as transfer of the client to better 
hospital care, and repatriation to the UK.  Repatriation can be 
non-air (e.g. road ambulance from France), scheduled, charter 
(Air “bus” in Europe) or true air ambulance. Costs vary from 
several thousand to a million pounds.
An escort may be required – a non-medical person for social 
support of the frail etc., or a doctor/nurse as a team or 
individual. The medical team will be appropriately equipped 
by the insurer with e.g. defibrillators or ventilators as required. 
Transport is arranged to meet the plane and the patient is 
safely transferred to a pre-arranged hospital. At point of 
handover to an NHS/private facility the escorts responsibility 
ends. Thereafter subsequent UK treatment e.g. physiotherapy 
may not be covered by travel health insurance.

Criteria used by insurers for repatriation include:
genuine medical necessity, poor local facilities, difficult access, 
cost and patient preference (where this is deemed by the 
insurer to be reasonable). 

Insurers will pay what they think they need to pay and not 
what the patient or their family deems is appropriate.
Exclusions from insurance are common and are sometimes 
vague. They vary significantly between policies.  

Examples are:-  
No cover if “person is taking continuing medication have had 
medical treatment or surgery within the last 6 months”, 
is pregnant and the expected delivery date is less than 10 
weeks after plan to return to home”,
pregnancy and childbirth if pregnant at date of application or 
subject to a history of gynaecological disorder”
“suffering from a previously diagnosed psychiatric disorder”, 
have “any AIDS related complex”.  

Insured persons should: 
Read the insurance small print

Declare past medical history

Get expert travel medical advice

If breathless on the ground should have expert advice 
before being exposed to air flight which, despite 
pressurisation, is equivalent to a height of 7,000 feet.

If there is pre-existing illness, careful consideration should 
be given to travel location and quality of local facilities.

Iain has worked extensively as an Expedition and 
Retrieval Doctor. He has recently retired from full time 
General Practice in Stirling. He is currently Editor in Chief 
of the BTHA Publications.

From the Journals 
DENGUE FEVER: WHAT HOPE FOR CONTROL?
Kathryn Senior, Newsdesk The Lancet, Infect Dis, Volume 7 
page 636, Issue 10, October 2007.

About 2.5 billion people live in areas where dengue is 
endemic; 50 million people are believed to be infected each 
year. Of these there are 400,000 cases of dengue 
haemorrhagic fever (DHF) which has a 5% fatality rate, if 
untreated or 1% if treated. South East Asian countries now 
have outbreaks every other year and this year there is a global 
increase in DHF. Storage of water in containers and the 
collection of rain water in discarded vessels and tyres are ideal 
mosquito breeding sites; the vector load has increased during 
the winter months resulting in higher transmission of the 
dengue virus much earlier in the summer.
Although dengue was effectively controlled in the 1950s and 
1960s in the Americas, no effective control programmes have 
since achieved sustainable results. “What is required is a 
paradigm shift in terms of living conditions and working, water 
storage and waste management practices”.
Control by an effective vaccine is a real possibility. Two of the 
most promising tetravalent vaccine candidates are now in the 
‘expanded phase 2 clinical trials in adults and children..”
Last year researchers described the first genetically modified 
mosquito, with a greatly diminished ability to transmit 
dengue type 2. “There is no reason why mosquitoes 
immunized against all 4 serotypes simultaneously could not be 
produced”, said Adelman, the author of this study. 
It may be that the genetic modification of the mosquito 
combined with selective vaccination “will be the way forward.... 
but it will take time”.

DEATH and INTERNATIONAL TRAVEL: THE CANA-
DIAN EXPERIENCE:1996-2004
MacPherson DW et al.  J Trav Med 2007,14 (2),77-84 

Death during international travel is increasing. This is related to 
the increase in travel generally but also the increase in 
wilderness and adventure travel. The Canadian Foreign Affairs 
Office has been tracking Canadian deaths abroad including:- 
cause of death, sex and age. However 2410 Canadians died 
during the period 1996 – 2004. The Unites States, Germany 
and China were the top three countries where deaths 
occurred. This is considerably more than in Africa which is 
perceived to be a more risky destination ( 297 deaths in USA 
compared with 95 in Africa).
The majority of deaths were from natural causes (73%); 66% 
were male with an average age of 66years. Murder accounted 
for 4% as did suicides.
Murder was mostly associated with robbery, assaults and 
sexual violence. Traffic fatalities and injuries remain very 
significant. Travel advisers should be advised accordingly – with 
emphasis being placed on general common sense, but the 
authors felt that most pre-travel advice, vaccines, anti-malarials 
and  TD advice would not have prevented most of the 
fatalities. However they did stress the need for verifying the 
full cover offered by Travel Insurance and the need to have 
‘advance  directives’ to include directions on handling 
remains. Reggie Cooke           

April 2008 Travelwise Iain McIntosh
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For some time now we have been looking at additional services that we could offer to BTHA members. 
After discussion with a travel agent, Jon Baines, with whom I have worked for several years organising 
specialist tours, we have planned a trip to India and Nepal in which members can experience at first hand 
the conditions to which some of people those they advise are travelling, and to see at first hand some of 
the health problems that exist there and the facilities available to deal with them.

The tour will begin in Nepal, where as well as seeing the sights of Kathmandu we will look at life and customs in Nepal and will 
visit a local hospital and the well-known CIWEC travel medicine clinic to meet Dr Prativa Pandey, well known to ISTM members. 
Another familiar figures to ISTM members is Dr Buddha Basnyat whom we will meet for a discussion on altitude sickness. We will 
also visit medieval Bhaktapur after an optional flight to see Everest, before moving on to Pokhara, the gateway to the Annapurna 
region, where we will visit another hospital and see the local sights.

The Terai region of Nepal, in contrast to the upland areas we will have visited first, lies at low altitude in a tropical climate. There we 
will visit the Temple Tiger Jungle Lodge where we will take part in wildlife safaris as well as visiting a village health post and seeing 
some of the health problems associated with this completely different climatic area.

Regretfully saying goodbye to Nepal we will head for Calcutta in the West Bengal region of northern India. 
The city has many architectural remnants of the British Raj which we will have the opportunity of seeing 
in addition to visiting the Kali Temple where animals are sacrificed to the goddess Kali. Other highlights of 
the visit will be a visit to see the care of the sick and dying at the original Mother Teresa Home as well as 
visiting Mother Teresa’s own house and tomb. 

It was in Calcutta where Sir Ronald Ross carried out his ground-breaking work on the transmission of 
malaria, and we will visit the SSKM Hospital to see the building in which he conducted his research and 
meet medical staff to discuss present day health problems and treatment in Calcutta.

The tour will be led by John Davies and myself. Both of us have travelled frequently to India and Nepal and we look forward to 
sharing the experience of travel to this part of the world with you. On many of the evenings during the tour there will be evening 
discussions on a variety of topics related to travel health which we hope will enable all members of the group to share knowledge 
and experience of some of the problems associated with travel to this part of the world. In addition we plan to make a donation 
to a worthwhile local project and visit the project during the tour.

Full information including cost and booking arrangements will be available shortly. John and I hope that you will support this, our 
first venture of the type, and that you will enjoy and profit from the experience. If it goes well it could be the first of many such 
ventures to other parts of the world in future years. Further information available from Diane at info@ntha.org

BTHA Travel Health & 
Tropical Medicine Tour

6-20 March 2009

MIKE TOWNEND


