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Mike Townend

In the Summer 2013 edition of Travelwise I was foolish enough to state that 
I would not be writing another editorial as I was passing the editorship back 
to Julie Gallagher. Sadly, Julie has decided that her many other commitments 
will no longer allow her to act as editor, and so here I am again in the 
Editor’s chair, a situation that I trust will be temporary until someone can be 
found to step into the breach more permanently.

I am writing this editorial on the day after Nelson Mandela’s funeral. I can 
do little to add to the many moving and heartfelt tributes that were paid to 
him by his family, friends, former colleagues and even former enemies. He 
was truly an outstanding human being who showed unparalleled qualities of 
leadership, forgiveness and reconciliation from which we can all learn, whilst 
continuing to show endearing human qualities and indeed human failings.

Nelson Mandela’s life was spent in pursuing the ideals of freedom, equality 
and human dignity. His efforts to attain these goals lay in the political arena, 
but such goals are of equal importance in the field of health care. If we 
were to define the goals of global health, would they not be the same as 
Mandela’s goals? Freedom from hunger, malnutrition and debilitating disease; 
equality of health care and life opportunities; the dignity of being in control 
of one’s own destiny and not being dependent on others; are these not the 
goals for which the global health community is striving? The best memorial 
that we could construct to the memory of Nelson Mandela is to pursue 
these goals as relentlessly in our arena as he did in his. Our goals may appear 
at first sight to be completely unattainable, but Mandela  was not deflected 
from his goals by the seeming impossibility of the task that he faced. 

By the time of his death Mandela had achieved much, but there still remains 
much to be done in South Africa by those who follow him. It is unlikely that 
we will see our global health goals achieved during our lifetime, but we must 
strive to make as much progress as possible in the field of global health 
before handing over the baton to the next generation. Nelson Mandela 
left a huge legacy to his nation and a lasting example to the whole world. 
None of us individually is likely to be able to achieve as much as he did, but 
together we can achieve much in promoting the goals of freedom, equality 
and human dignity.

To quote Nelson Mandela’s own words, inscribed on the plinth of his statue 
outside the Victor Verster Prison: “For to be free is not merely to cast off 
one’s chains, but to live in a way that respects and enhances the freedom 
of others. The true test of our devotion to freedom is just beginning. I 
have walked that long road to freedom. I have tried not to falter; I have 
made missteps along the way. But I have discovered the secret that after 

climbing a great hill, one only finds that there 
are many more hills to climb. I have taken a 
moment here to rest, to steal a view of the 
glorious vista that surrounds me, to look back 
on the distance I have come. But I can rest 
only for a moment, for with freedom comes 
responsibilities, and I dare not linger, for my 
long walk is not yet ended.”

Statue of Nelson Mandela, Victor Verster Prison, South Africa
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Profiles
Following publication of profiles of our President and 
Immediate Past President, in this edition we are profiling 
our current Chairman and Deputy Chairman

Dr Mike Townend MB, ChB (Hons), Diploma in Travel 
Medicine, FFTM RCPS (Glasgow) 

Chairman

Mike was for many years a GP in the Lake District, running a 
travel clinic in his practice and serving in the Cockermouth 
Mountain Rescue Team and BASICS road accident team. 
He was drawn to travel medicine by his own travelling, 

which includes taking 
part in several 
Himalayan expeditions 
and advising various 
other types of 
expeditions. Among 
his other activities he 
has travelled overland 
to India by Land Rover 
and has led many tours 
in India, Nepal, Bhutan, 
Southeast Asia and 
South America with 
activities ranging from 
mountain trekking to 
white water rafting 
and bird watching. He 
spent a period of NHS 
study leave working in 
a maternal and child 
health clinic in Nepal. 
Travel related research 

publications include traveller’s diarrhoea, acute mountain 
sickness, trekkers’ health and asthma at high altitude.

Mike was a graduate of the first cohort of students on the 
Glasgow Diploma in Travel Medicine course and went on 
to lecture on the Glasgow Diploma course, the Diploma 
in Mountain Medicine course and on the Expedition 
Medicine course held in the Lake District. For several years 
he ran a successful Travel Medicine course at St. Martin’s 
College, Lancaster and has contributed to a Wilderness 
Medicine course for medical students in the Lake District. 

He has written two books on Travel Medicine and has 
contributed to several other books as well as writing 
numerous articles for a variety of medical and nursing 
publications.   

Mike was a founder member of the BTHA, as it was 
initially called, and, with a short gap, has been a member 
of its Executive Committee for most of the time since 
its inception. For several years he edited Travelwise and 
chaired the BGTHA Publications subcommittee, with 
particular responsibility for the website. He is a member 
of the International Society of Travel Medicine and the 
International Society for Mountain Medicine. He was 
elected a Fellow of the Faculty of Travel Medicine when it 
was founded in 2006 and was made a Fellow of the BGTHA 
in 2010.

Professor Larry Ivan Goodyer 
- BPharm, MPharm, PhD, 
MRPharmS, MFTM RCPS 
(Glasgow)

Deputy Chairman

Prof. Goodyer is currently Head 
of the School of Pharmacy 
at De Montfort University , 
Leicester. In 1990 he helped 

to set up and became a Director of the Nomad Travel 
Pharmacy, which specialises in the medical provision for 
those travelling overseas, from large sponsored expeditions 
to private individuals. 

Prof. Goodyer is called upon to give advice to both members 
of the public and the medical profession. He lectures 
on many topics related to travel medicine and regularly 
contributes to a variety of books, journals and magazines. 
He has recently published his own book ‘Travel Medicine 
for Health Professionals ‘. 

Apart from Travel Medicine, his research interests include 
Medicines Management and non-medical prescribing.
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C o u r s e s   a n d      

C o n f e r e n c e s
21 March 2014. RCN Public Health Forum conference and 
exhibition
The University of Warwick, Coventry, CV4 7AL
Further information: www.rcn.org.uk/publichealth14

29 March 2014. BGTHA Annual Scientific Meeting in association 
with Medsin and Queen Margaret University
South Hall, Pollock Halls, Edinburgh
Further information will be available soon at www.bgtha.org

2-5 April 2014. 16th International Congress on Infectious 
Diseases
Cape Town, South Africa
Further information: Email: info@isid.org
Conference website: http://www.isid.org

7 May 2014. 10th Asia Pacific Travel Health Conference
Ho Chi Minh City, Vietnam
Further information: http://apthc2014.org

25-31 May 2014. World Congress on High Altitude Medicine 
and Physiology & Mountain Emergency Medicine
Bolzano, Italy
Further information: www.istm.org

5-8 June 2014. 5th Northern European Conference on Travel 
Medicine
Greighallen, Bergen, Norway.
Further information: mail@kongress.no
Conference website: http://www.nectm.com

19-20 June 2014. RCPSG Triennial Conference - Advancing 
Excellence in Healthcare 2014
SECC, Glasgow
Further information: http://AEH2014.rcp.sg  

3-7 August 2014. 6th Regional Conference of the International 
Society of Travel Medicine - 2014 Summer Conference of the 
Wilderness Medical Society
Jackson Hole, Wyoming, USA
Conference website: http://www.istm.org   http://wms.org

24-28 May 2015. The 14th Conference of the International 
Society of Travel Medicine
Quebec City, Canada.
Conference website: http://www.istm.org

Q&A
Question: During the presentation of “ABC of 
Malaria” at the 15th Annual Conference of the BGTHA 
in Bristol, a delegate asked the following question: 

According to the new Guidelines for Malaria Prevention 
in Travellers from the UK (http://www.hpa.org.uk/
webc/HPAwebFile/HPAweb_C/1203496943523), if 
Malarone® is chosen for a child weighing between 
>8 to 10kg, then ¾ of the paediatric tablet is the 
recommended dose. How can a mother administer 
exactly ¾ of a paediatric tablet?

Answer: Supply Mother with a 10ml syringe and 
instruct her to:

Crush the paediatric tablet
Measure 10ml of ‘safe’ water 
Mix it with the crushed paediatric tablet
Draw the whole amount (10ml solution) back in the 
syringe
Discard 2.5 ml. Now 7.5ml of the solution remains in 
the syringe
Mother now has ¾ of a paediatric tablet (7.5ml 
solution) ready to administer immediately.

Dr George Kassianos
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Caribbean Idyll or Unforeseen Health Risk?

The Caribbean Islands were once vacation retreats of 
the wealthy. The advent of package holiday air travel 
however brought many ordinary tourists to the region, 
to stay on a few islands with direct air connections to 
Europe. A huge expansion of the cruise ship industry 
15 years ago, with air to ship transportation, brought 
the Caribbean within reach of the mass travel market. 
It is now a favoured destination for retired Britons 

searching for a 
warm winter 
location (Fig 1). 

Fig 1. Typical 
cruise ships and 
passengers

Over 24 million tourists now visit annually, usually in the 
British winter. 20 million come by ship. A hundred ships 
cruise the islands carrying up to 4000 passengers. They 
sail by night to disgorge their shipboard complement 
directly on to islands large and small. Six great ships can 
tie up together, swamping facilities and overburdening 
resources of an island retreat.14,000 passengers can 
suddenly arrive on an island with a population of  3,000. 

Each ship carries a doctor and nurses, but if a serious 
medical or traumatic incident occurs on board, the 
patient will be disembarked at the next port of call. 
Local medical resources may be limited and onward 
repatriation a challenge. Medical care is of the variable 
standard found in developing countries. Some have 
modern hospitals with good diagnostic and investigative 
resources, but there may be a dearth of nurses, doctors, 
infrastructure and expertise.1

Many tourists travel the world with a false belief that 
if they have purchased holiday health insurance this 
will ensure optimal quality emergency evacuation, 
medical care and repatriation. This depends upon local 
resources at the location of injury or illness. Quality 
and availability varies markedly from island to island 
in the Caribbean, depending upon size, population, 
development and wealth. If ill tourists are decanted on 
to an island administered by the USA or transferred to 
the US mainland, medical costs may be astronomic and 
travel health insurance premiums for the islands take 
this into account. Many tourists travel without travel 
health insurance cover and elderly people are finding 
that current medical problems cannot be covered and 
they are travelling uninsured for the conditions most 
likely to befall them.

Infection Risk
Disease infection risk for tourists is not high in the 
islands. However Dengue fever and malaria infections 
are on the increase and may become more of a threat 
with global warming. Reports from Cayman Islands, 
British and American Virgin Islands, Guadeloupe and 
Martinique confirm an increasing number of cases. 
HIV/AIDS is a continuing problem on many islands and 
tourists who indulge in sexual activity with residents 
may become infected. Hepatitis is a special risk in the 
Dominican republic. Malaria was eradicated from the 
region (but for Haiti and Dominican Republic), but 
there has been a resurgence in tourist frequented 
islands. Jamaica, Puerto Rico and Cuba have recently 
seen cases and deaths with one tourist infected in 
Dominican Republic in 2007.

Cruise ship passengers may succumb to norovirus 
infection and in high ambient temperatures may 
become dehydrated and debilitated and require island 
hospitalisation. 2 Badly debilitated tourist sufferers will 
be disembarked en route, or at departure ports in 
Jamaica, Puerto Rica and Barbados where they may be 
quarantined. 

Shortage of water and poor hygiene are evident 
inland from many ports where people are poor, live 
in shanties or small huts. Restaurant and café food and 
ice cream can be infected(Fig 2). Small coastal resort 
eating places may offer barracuda and amberjack on 
the menu and there is a risk of cigatuera poisoning 
from a neurotoxin in fish which feed off reefs.

Fig 2. Food 
preparation

Medical Problems 
Cruise ships have a preponderance of elderly 
passengers who may suffer heart attacks and strokes 
on board and have to be hospitalised in the sick bay 
until transfer ashore. High technological cardiac care 
and rehabilitative resources are unlikely to be available 
at most island ports of call. Cardiac problems are the 
medical emergencies most likely to result in premature 
disembarkation of ill cruise tourists with trauma next 
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Some years ago I decided to give up trying to climb 
high mountains, a decision based partly on the axiom 
“quit while you’re winning” (in the case of high altitude 
climbing, for “winning” read “still alive and with all limbs 
and digits intact”) and partly on the fact that I had young 
children for whom a live coward would be more use 
than a dead hero. Also to be taken into account was 
the fact that, on my last expedition I was closer to 
the ages of the fathers of the team than those of the 
team itself, and was finding carrying 25 kg or more and 
kicking endless steps in steep snow slopes increasingly 
hard work.

I still maintained a love for the mountains and the people 
who live and work there, so the question was “how 
can I go back to the high mountain ranges, preferably at 
someone else’s expense?” One of my first experiences 
of mountains had been on a walking holiday in the 
Austrian Alps, run by a well-known UK holiday company 
and led by a tough little Scottish climber who went far 
beyond his leader’s brief, introducing me to abseiling, 
rock climbing and roped ascents of Alpine summits, 
transforming me from a hill walker into a climber, for 
which I owe him a huge debt of gratitude. I decided to 
apply to the same holiday company to become a trek 
leader. In view of my expedition, mountain rescue and 
medical experience, they accepted me, and soon I was 
leading high altitude treks in Nepal and South America. 
Later I was recruited by another travel company to set 
up trekking holidays, with forays into activities such as 
white water rafting, bird watching and archaeological 
and professional visits. As my age increased and my 
physical prowess went reciprocally downwards, the 
physically active part of my tours diminished and 
eventually I was leading tours with a more sedentary 
content and occasional walks.

One of the most important tasks of any tour leader, 
especially with a group travelling into a challenging 
environment, is to weld the group of travellers into 
a functional unit from the outset. This can often be a 
problem, as there may be previously acquainted sub-
groups who form cliques within the group, or difficult 
personalities that are virtually impossible to integrate 
into any group. Sometimes a group will cohere by 

Confessions of a tour 
leader

uniting against a member of the group whom they 
perceive as a threat, a nuisance or a joke, the “common 
enemy” principle. It then becomes difficult to integrate 
the “common enemy” into the group, but fortunately 
the “enemy” often, in my experience, lacked the 
perception to recognise his or her shortcomings as a 
team member. Young travellers are often difficult to 
integrate into a predominantly older group, especially if 
travelling with parents. 18 year old Matt, joined one of 
my groups in Nepal with his father. He wanted only to 
see Everest and had no interest in local culture, refused 
to join sightseeing trips in Kathmandu and refused to 
eat any local food, appearing to live off Coca Cola and 
Mars bars. In spite of these occasional problems it is 
usually possible to establish a group that works well 
together, helping each other and contributing towards 
everyone’s enjoyment of the trip.

Over the years that I have led tours and treks I have 
met some wonderful travelling companions from 
all kinds of backgrounds, many of them becoming 
good friends long afterwards, but it is, the problem 
clients who, though a minority, tend to stick in one’s 
memory. One such was James, a middle-aged man 
with reasonable physical fitness, who joined my group 
on the Everest trail. James was an affable character, 
but neither I nor any of the group felt that we ever 
really communicated fully with him; as one of his fellow 
trekkers put it “I think he comes from the planet Zog”. 
On the long descent from Namche Bazaar on the 
return journey I was walking with James to keep an 
eye on him, but had to go to the back of the group to 
help a client who, tired and ill, needed my help to carry 
her rucksack. I carefully explained to James that at the 
bottom of the hill he should cross the bridge and turn 
right, continuing downhill to the Everest National Park 
entrance where I had arranged to muster the group. 
He claimed to remember the route, having come up 
that way, so I happily sent him on his way. When I 
arrived at our meeting point a head count showed 
one person missing – James of course. Sensing what 
had happened I sent one of our very fit Sherpas off 
at a run up the trail. He confirmed my suspicion,that 
James had turned left instead of right at the end of 
the bridge, although he had come up the same trail 
only the previous week, and was rapidly heading in the 
general direction of Tibet.
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Then there was William, in early middle age and 
distinctly obsessional, who accompanied me on another 
trek up the Everest trail. Why he had chosen to go 
to Nepal I never understood, as he was completely 
obsessed with cleanliness. Every morning our Sherpa 
crew would wake us with a cheerful shout of “chai” 
and thrust a cup of tea through the tent flap, followed 
soon afterwards by a small bowl of tepid water for a 
wash. On trek I make a point of carefully washing my 
hands before eating and after using the latrine tent, but 
washing anything else, other than perhaps occasionally 
the feet, is something of a waste of time, as when the 
trails are not muddy from rain they are dry and dusty, 
and one is soon grubby again after a very short time on 
the trail. William, however, would strip off outside his 
tent every morning and attempt to stand in the bowl, 
a considerable feat of balance in view of its small size, 
and attempt to wash his whole body in a litre or two of 
water. This was followed by several minutes of stuffing 
a handkerchief up each nostril in turn and twisting it 
vigorously for what seemed like several minutes while 
the rest of us tried to enjoy our alfresco breakfast.

Harriet took two trips under my leadership. She was 
disorganised, late for everything and what my mother 
would have called “dozy”. On one trip she lost her 
air ticket and did not pluck up the courage to tell me 
until we arrived at the airport for our international 
flight home. In the days before e-ticketing this posed 
a potentially major problem, involving me in a frantic 
last-minute dash from office to office in the airport 
to get her a replacement ticket. On another occasion 
she forgot to zip up her waist pouch when attending a 
crowded local festival and inevitably had all her money 
stolen.

On the whole James, William and Harriet were fairly 
harmless and gave their fellow travellers hours of 
entertainment with their antics. More difficult to deal 
with were Norman and Robert. Norman was a very 
pompous physician who appeared to think that he, not 
I, was running the group in South America, and Robert 
was an equally pompous surgeon who appeared to 
expect 5 star facilities and treatment when travelling 
rough through Tibet. Both were demanding and 
unpleasant in their behaviour, and both were rude to 
hotel staff and any other underlings who came their 
way, leaving me to apologise on their behalf and try to 
smooth things over diplomatically.

More worrying was Charles, who travelled with me 
to South America. I realised that he was going to be 
a problem when everyone had turned up to check in 
for our outward flight and the check–in desks were 

almost about to close. I managed to contact him, still in 
his room at the airport hotel. He finally arrived just in 
time to check in, but later events made me wish that 
he had not. He continued to be late for everything, 
in spite of my giving him a starting time half an hour 
before the official time. He appeared overweight and 
unhealthy and ate everything that appeared on the 
table. He had not told either me or the travel company 
that he was diabetic, and I would never have guessed 
it from his behaviour at table. Eventually he developed 
diarrhoea and had to be bullied into taking fluids. 
We were travelling by bus over a pass at a height 
of around 5000 metres when Charles began to act 
very strangely, standing up in the bus, waving his arms 
and mumbling incoherently, distracting the driver on 
a particularly demanding road. When we arrived at 
our destination we had to carry him into the hotel, 
undress him and put him to bed, by this time semi-
conscious. It was only at this point that a member of 
the group informed me that Charles had told him that 
he (Charles) was diabetic. This left me with a difficult 
differential diagnosis. Was his condition due to diabetes 
or dehydration? Did he have an intercurrent infection 
with delirium? How much of his condition was a result 
of the altitude at which we were travelling? Eventually 
his condition responded to antibiotics, but Charles 
refused the transport back to sea level and the flight 
home that I organised for him, as I was unwilling to 
take him any further in such a condition, a decision 
supported by the travel company. He stayed on in the 
country at his own expense and eventually he flew 
home with us but refused to communicate with us.

Fred was an older man, a member of a relatively 
sedentary group in Southeast Asia. When he 
developed diarrhoea he refused to take adequate 
fluids and seemed to consider that it was my job to 
give him something to cure him with no effort on his 
part. Antibiotics went some way towards improving 
him, but without an adequate fluid intake he continued 
to feel ill. In spite of this he refused to accept my offer 
of transport to Bangkok, a comfortable hotel and a 
flight home. He had paid for his holiday and was jolly 
well going to get what he had paid for. Eventually, with 
half an hour to go before we caught a boat down 
the Mekong River, Fred finally decided to accept my 
advice. This left me with 30 minutes in which to book 
a flight to Bangkok, a hotel room, a visit from an English 
speaking doctor and a flight home. Somehow this was 
accomplished and we set off in time to catch the boat.

My fellow travellers were not the only source of 
heartaches for me. Hotel staff discovered when we 
arrived tired and hungry after a long journey that they 
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did not have enough rooms for us or that it was too late 
to serve us with food. Staff at out of the way airports 
told me that our flight back to a major city to catch an 
international connection home had been cancelled or 
that there were not enough seats for the whole group. 
The skipper of a boat that had been chartered for a 
cruise along the Beagle Channel to see the penguins 
told me that his boat did not go as far as the penguin 
colonies. My response to such events varied according 
to my reading of the situation. One strategy was to be 
icily quiet and polite but extremely persistent; another 
strategy was to create as great an amount of fuss and 
noise as possible until the opposition gave in just to 
be rid of me. If all else failed, peeling off notes from 
a wad of US dollars or flashing a credit card (charged 
to the company of course) would usually make things 
become possible. After all, my job was to deliver the 

trip that the clients had paid for, and if bribery was the 
normal way of doing business in a particular country 
then that would have to be the way in which it was 
done, however much I may fundamentally disagree with 
it. If the alternative is being lynched by one’s clients or 
stranded in a ramshackle airport with nothing to eat or 
drink, a little “baksheesh” seems a small price to pay.

Mike Townend

All the names in this article have been changed to 
protect the identities of the individuals concerned. If 
you have travelled with me and recognise any of these 
events, I hope that they will bring a smile to your face 
and pleasant memories into your mind. If you recognise 
yourself………..

ADVANCE NOTICE
BGTHA Annual Scientific Meeting 2014

A joint conference to be held in association with Medsin, the student
global health body, and the Institute for International Health and Development, Queen Margaret University, 

Edinburgh

29th March 2014

South Hall, Pollock Halls, Edinburgh
Theme: Maternal and Infant Health:

Global and Travel Health Perspectives
The conference will cover sociocultural aspects, healthcare systems, clinical aspects, service delivery and travel 

health aspects of maternal and infant health, with plenary presentations and a choice of parallel workshop sessions

Further details will be posted on the BGTHA website
www.bgtha.org

when the programme has been finalised

Please mark the date in your diary and promote the conference to your friends and colleagues, not only in travel 
health, but also in nursing, midwifery, obstetrics, paediatrics and global health. We are sure that there will be 

something of interest to all.



On the International Society for Mountain 
Medicine’s  online group, Dr Buddha 
Basnyat described the case of a23 year 
old Nepali porter who suffered from high 
altitude cerebral oedema (HACE) and high 
altitude pulmonary oedema (HAPE). He 
was brought down to the Himalayan Rescue 
Association (HRA) aid post at Pheriche at 
4300m in the Everest region. At the Island 
Peak Base camp at about 5300m he had 
suffered headache and excessive tiredness, 
became worse, and on arrival at the HRA 
aid post he was comatose. His pupils were 
3 mm and minimally reactive on the right side and 8 
mm and non- reactive on the left side, respiratory rate 
was 45/min, pulse rate 156/min and blood pressure 
150/70mm Hg. Pulse oximeter reading was 26 % and 
there were bilateral crackles in his lungs. He was put 
on the oxygen concentrator but his oxygen saturation 
did not rise beyond about 50% and he continued to 
be tachypnoeic.

He was intubated and given oxygen, antibiotics and 
dexamethasone. The doctors and the HRA staff 
arranged hospital admission in Kathmandu at 1300m. 
A helicopter pilot refused to evacuate him to the Lukla 
airstrip with a paying patient, but another helicopter 
pilot agreed to take him all the way to Kathmandu. He 
was hospitalized in Kathmandu for two weeks where 
he gradually recovered completely. The final diagnosis 
was concomitant HACE and HAPE. There were no 
signs of trauma or other conditions common in Nepal, 
such as tuberculosis or mitral stenosis.

This case raises a number of important points. The first 
of these is the importance of prompt early treatment 
of these potentially life-threatening complications of 
high altitude and the expertise of the HRA doctors 
who treated this porter. Unfortunately such expertise 
is not available in all parts of the Himalaya or in the 
world’s other high mountain ranges.

Secondly it raises the importance of availability 
and cost of evacuation of seriously ill patients from 
mountain areas. In the UK we are fortunate to have 
volunteer mountain rescue teams and free helicopter 

evacuation by air ambulances or the armed services, 
but elsewhere the cost of evacuation by helicopter 
can run into thousands of dollars. It is therefore vital 
that anyone travelling to high mountain regions, and 
this includes winter sports holidays, should have travel 
insurance that covers the cost of helicopter evacuation.

Finally it raises the question of the welfare of porters. 
In the past scant attention has been paid to the welfare 
of porters carrying loads for expeditions or trekking 
groups, but now groups such as the International Porter 
Protection Group and Community Action Nepal are 
attempting to lay down standards of clothing and 
shelter and maximum load sizes. Reputable trekking 
agencies are likely to adhere to these standards, but 
it is important for those booking trekking holidays of 
hiring porters from agencies to ensure that appropriate 
standards are applied. However well clothed and 
sheltered porters may be, however, there are still 
potential problems associated with altitude to be 
considered. Porters who live at high altitude are likely 
to be able to cope with acclimatisation to higher 
altitudes more readily, but not all porters are high 
altitude residents. In addition, porters may be reluctant 
to report symptoms of altitude, or indeed any other, 
illness as they are paid by the day and are likely to lose 
income if they are unfit to continue. There is therefore 
an onus on those employing them to observe them 
carefully for any signs of altitude related illness and 
to give them the same standards of medical care as 
the expedition team or trekking clients receive. They 
should also be insured adequately.

Severe altitude illness in a 
Nepali porter


