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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 McIntosh, George 
Kassianos (Hon Secretary), Julie Gallagher (Deputy Chairman & Hon  
Treasurer), Sarah Buckley, Reggie Cooke, Larry Goodyer, Claire Wong, 
Damian Williams (Deputy Treasurer), Mike Townend (co-opted).

BTHA Publications sub committee, Iain McIntosh (Editor in Chief), 
Larry Goodyer (Editor Journal) Julie Gallagher (Editor Travel Wise) 
Reggie Cooke, Jane Wilson-Howarth, Ray Walker, Elaine 
Richardson, Sandra Grieve, Jane Avis.
Services to members include:

•	 Research grant of up to £500
•	 Education Bursary of up to £300
•	 Four issues of Travel Wise 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
•	 Free listing for your Travel Clinic on public access part BTHA 

website
•	 Access to research groups
•	 Study days

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 a 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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A lot has happened in the world since the last 
Edition of Travel Wise. Sri Lanka may have found 
peace after decades of internal fighting. The global 
economic downturn worsens and a new strain of 
influenza has emerged. The 62nd World Health 
Assembly opened on the 18th May, in Geneva. One 
of the major topics being discussed is influenza 
A, H1N1. At time of writing, the current case 
count worldwide of Influenza A, H1N1 reported 
officially by 40 countries 06:00 GMT, 20 May 2009, 
was 10 243, including 80 deaths. I expect by the 
time you read this the total will be many times 
that count. We remain at WHO pandemic alert 
stage 5. The term pandemic relates to a virus’s 
geographical spread rather than to its severity. 
Epidemics and pandemics can place sudden and 
intense demands on healthcare systems exposing 
existing weaknesses, and can disrupt economic 
activity and development. In her opening address WHO Director-
General Dr Margaret Chan said ‘the world today was more 
vulnerable to the adverse effects of an influenza pandemic than 
it was in 1968, when the last pandemic began. The increase in air 
travel meant that any city with an international airport was at risk 
of an imported case. Dr Chan noted that 85% of the burden of 
chronic diseases was concentrated in low-income and middle-
income countries, which meant that the developing world had by 
far the largest pool of people at risk for severe and fatal H1N1 
infections. We would strongly advise all our travel health practitioners to update themselves daily with 
regards to the international situation of influenza A, H1N1 at www.who.int

World Malaria Day was celebrated on 25th April and highlighted that there are 109 malarious 
countries in 4 separates regions of the world. Much of the media coverage focused on the impact 
made through low cost, low tech interventions (insecticide-treated nets, residential sprays and anti-
malarial medicines). Our book review this edition will interest members keen to find out more about 
this disease.

 I would like to draw the attention of members who are interested in joining the Faculty of Travel 
Medicine to the article on Page 11 which outlines changes to the Faculty admission policy. 

Finally I would like to express our sincere thanks to Dr.Kitty. Smith who has stepped down from 
the committee. If you would like to get involved in one of our sub committees please contact our 
Secretary Diane at info@btha.org . We are grateful to our members for their continuing contributions 
to both Travel Wise and The Journal. Any articles for publication in Travel Wise should be emailed to 
juliegallagher@doctors.org.uk  
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Answer

Question

George Kassianos

  C o u r s e s  a nd  Conferences

Question and Answer
A family from Bulgaria have moved to the UK. The father, an electrician, has had a splenectomy in the past after 
a road traffic accident. He is sure he has received no vaccinations in the past. What vaccinations should we give 
him at this stage? He is a healthy 31-year old person.

In short, he needs the following vaccines:
1. Pneumococcal polysaccharide vaccine, one dose now, with a booster every 5 years.
2. Annual influenza immunisation
3. To cover meningococcal and haemophilus influenzae b disease, this patient should receive two doses of 
Menitorix ® [Hib/MenC], two months apart.
4. If he was to travel to an endemic area in the future, he should also receive the meningococcal ACWY. He 
should not travel to a malarious area if at all possible and should consider restarting penicillin prophylaxis 
during his travels. 
Can readers please email the editor with support or not of the motion that this patient could benefit from 
two doses of the MMR vaccine, three months apart.
Please email  info@btha.org  F.A.O. George Kassianos

United States
Conference title: Expedition Medicine National 
Conference
Dates: 21-23 August 2009
Venue: Mandarin Oriental Hotel, Washington DC
Further information: www.expedmed.org

Italy
Conference title: 6th European Congress of Tropical 
Medicine and International Health, and the 1st 
Mediterranean Conference on Migration and Travel 
Health
Dates: 6-10 September 2009
Venue: Verona
Further information: www.festmih.org/verona2009/

United Kingdom
Course: MSc in Tropical and Infectious Diseases
Date: 14 September 2009 for one year
Venue: Liverpool School of Tropical Medicine
Further information: www.liv.ac.uk/lstm/learning_
teaching/masters/MTropID/index.htm; email Laura 
Hand at l.c.hand@liv.ac.uk

United Kingdom
Course: Diploma in Tropical Medicine and Hygiene 
(DTM&H)
Dates: 14 September – 11 December 2009 
Venue: Liverpool School of Tropical Medicine
Further information: www.liv.ac.uk/lstm/learning_
teaching/post_grad/DiplTropMedHyg.htm; email 
Eleanor Carr at e.carr@liv.ac.uk

United Kingdom
Course: MSc/PgDip/PgCert International and Travel 
Health
Date: 14 September 2009 
Venue: Sheffield Hallam University
Further information: http://prospectus.shu.ac.uk/op_
pglookup1.cfm?id_num=118

United Kingdom
Conference title: RCN Travel Health Forum 
annual conference
Date: Saturday 19 September 2009
Venue: The Royal College of Physicians, London
Further information: www.rcn.org.uk

United Kingdom
Conference title: IATA Aviation Health 
Conference 2009
Dates: 6-7 October 2009 
Venue: London
Further information: www.iata.org/events/
aviation-health/index.htm

United Kingdom
Conference title: BTHA annual conference.
Date: Saturday 28 November 2009
Venue: Charing Cross Hotel, London
Further information: www.btha.org   Early Bird 
rate and on line booking available.

United States
Conference title: 14th International Congress on 
Infectious Diseases
Dates: 9-12 March 2010 
Venue: James L Knight International Center, 
Miami, Florida
Further information: www.isid.org/14th_icid/
index.shtml

Germany
Conference title: 3rd Northern European 
Conference on Travel Medicine (NECTM2010)
Dates: 26-29 May 2010
Venue: Congress Center Hamburg
Further information: www.nectm.comby Claire Wong
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George Kassianos

book reviewbook review
                              

The second edition of this multi-author book replaces the original 2001 edition.  
The editor is well known as one of the foremost malaria experts in travel medicine. 
The preface to the second edition says, ‘this book is an up-to-date, state of the art 
insight into a fascinating topic, with contributions from malaria experts worldwide. It 
provides comprehensive and practical information, useful for all travel health advisors 
and will be a reference for policy makers.’      I largely agree with this statement.

I certainly enjoyed this book, and read it from cover to cover, albeit in little bits at a time, taking a year 
altogether! I would describe it as a book for people who wish to gain in-depth background knowledge of 
malaria and how it applies to travellers, rather than a reference for the travel clinic. The latter is better served 
by continuously updated online databases.  But if you really want to ‘know your enemy,’ this is the book for you.

The most interesting chapter for me was the first, by the editor herself, called ‘People and Plasmodia: some 
historical perspectives.’  This covers theories about where malaria originated and how it may have spread to 
America via the slave trade; the discovery of the life cycle; and the discovery of cinchona bark and quinine, 
the Chinese cure Qing Hao, and synthetic antimalarials. 

The second chapter, on the global epidemiology of malaria, has a staggering 335 references, and is full of 
interesting facts, such as:  Anopheles mosquitoes do not breed in polluted water ;  exposure of a few hours in 
an airport stopover can be sufficient for infection; historically, P. falciparum reached New York City, Portugal, 
Sicily, Greece and Romania, and P. vivax reached France and England; and up to 21% of survivors of severe 
falciparum malaria may suffer from permanent neurological or sensory deficits. 
Chapter 3 contains very detailed country-by-country descriptions of malaria at traveller destinations.  While 
not particularly useful for rapid reference in the travel clinic, if you need more information than is available in 
online databases or the UK guidelines, it is excellent.  

Other chapters cover malaria surveillance;  the parasite;  drug resistance; bite avoidance;  all the antimalarial 
drugs in detail; long-term travellers; very short-term travellers; VFRs; pregnancy, infants and young children; 
immunocompromised travellers; vivax malaria; clinical features of malaria in returning travellers (a very useful 
chapter for GPs);  rapid diagnostic tests; management of malaria (not so useful for me as a GP);  standby 
emergency treatment (useful); avoiding malaria deaths in travellers (very relevant); counterfeit and substandard 
antimalarial drugs (scary); ‘airport malaria’; malaria risk for travellers to Southern Africa; prospects for malaria 
vaccine (complex); imported malaria;  and compliance and adherence. 
My only criticism is common to all multi-author books – statements in one chapter occasionally differ from 
or even directly contradict statements in another.  This can be annoying.   Surely an editor should spot 
inconsistencies?   That said, it happens in this book considerably less than certain other multi-author books on 
travel medicine that I have read. 

So who will gain most from this book?   Is it really necessary when we have UK guidelines and online 
resources?  I would say that, while it is not essential reading for the busy practice nurse or GP, and is expensive 
(£55 from Amazon), for those who are interested in travel medicine and wish to broaden their knowledge 
of every aspect of malaria as it impacts on travellers, this is a well-written book and good to dip into from 
time to time. 
  

TRAVELERS’ MALARIA      
Schlagenhauf-Lawlor 
P. 2nd Ed.    Hamilton:  BC Decker Inc; 2008                                                                                                                                             
                                                                                                                                        

Ray Walker
General Practitioner
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Cruise   Travel
The number of British cruise passengers is set to reach two million by 2012, according to the cruise 
industry’s annual report. If it does, the number of passengers will have doubled in eight years. A 
rise of 15 per cent is predicted for this year. Last year nearly 60,000 British tourists took cruises: a 
threefold rise in just five years.

Cruise ship hazard in Antarctica
Twenty four mainly elderly Britons abandoned their cruise ship in sub-zero Antarctic seas in 
November last year after it had been holed by an iceberg; 78 holidaymakers leapt into rubber life-
rafts in air temperatures of minus 50C, and a sea temperature of minus one.
MS Explorer began sinking as water gushed in through a fist sized breach in the hull. The ship’s safety 
procedures had been criticised by an inquiry last May. The vessel struck what shipping authorities 
described as a “significant” chunk of ice as it reached King George Island, largest of the South 
Shetlands and was 12 days into an Antarctic cruise. The ship had been sailing to the Antarctic longer 
than any other vessel and pioneered the holiday market to the region.
Passengers huddled in four open life boats, life-rafts and eight Zodiac inflatables but there were no 
reports of hypothermia as seas and winds were calm.
Questions are being asked as to whether a vessel visiting icy waters with elderly passengers was as 
well-equipped as it might have been. The 2,400 tonne MS Explorer, operated by Noble Caledonia of 
London, is 38 years old.  An investigation in Greenock last May by the UK Maritime and Coastguard 
Agency uncovered shortcomings, including missing search and rescue plans, plus lifeboat maintenance 
problems. Watertight doors were “not as required” and fire safety measures were criticised.  All 
were rectified before it sailed.
An Association, The Antarctic and Southern Ocean Coalition (ASOC), has released a report urging 
the UN’s International Maritime Organisation to take urgent and comprehensive action to forestall 
a major accident in the region and protect its vulnerable ecosystem. ASOC maintains it was only 
luck that prevented mortality in the Explorer incident and state that in the last two years there have 
been six incidents where vessels ran aground, or were adrift in Antarctic waters putting lives at risk.
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Cruise   Travel
Comment.
All passengers from the stricken Antarctic cruise ship were rescued without loss of life but cruising 
in the Antarctic is not potentially a risk free holiday. The MS Explorer was a properly equipped 
expedition ship, with an ice-hardened hull. The relatively small number of passengers could be 
evacuated swiftly into lifeboats. This was not an isolated incident. Recently the MS Nordkapp, carrying 
295 passengers, hit rocks near Deception Island, off the Antarctic Peninsula. The impact left a 25m 
(80ft) hole in the ship’s side, and all passengers had to be evacuated.
The Antarctic season, runs from November to March, 5,000 travelled there in 1990 and 13,500 
people in 2002. By last winter this number had increased to 35,000 – more than 5,000 of whom 
were British. The number will be more than 40,000 this year, with estimates that this will double 
every 5 years as more and bigger ships visit the region. Many of these passengers will be elderly, 
frail and suffering from pre-existing medical conditions and will fare badly in forced ship evacuation 
in emergency.
Mark Dickinson of the maritime union Nautilus UK issued the following warning after the Explorer 
incident: 
“The growing trend to run cruises in increasingly exotic and remote locations, often in inherently 
dangerous conditions, is an issue of increasing concern. There are many questions about the suitability 
of some ships to operate in such potentially adverse conditions.”
Antarctica remains a thoroughly hostile environment, prone to savage storms, sub-zero temperatures 
(even in summer) and howling winds of up to 200mph.
Such conditions are not inevitable on an Antarctic cruise, but not uncommon either. The Drake 
Passage is one of the roughest stretches of ocean in the world, and winds of hurricane strength blow 
through here on average every three weeks.
In the Antarctic wilds, with the nearest port at least 36 hours away across the Drake Passage, should 
disaster strike a ship such as this – whether as a result of fire or a rogue lump of ice – how long 
would it take to decant thousands of passengers and crew into lifeboats? And how many rescue 
ships would be needed to scoop them up?
Antarctic cruising boom could be heading for a disaster of Titanic proportions.”              

Icebergs,Antartica, John Davies

Iain McKay
Expedition Doctor and Travel Writer
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Life as a Ship’s Doctor
During my year as a GP registrar, a BMJ article about working as a cruise ship physician caught my eye. Since I had 

no plans for after finishing my training, I got in touch with the author of the article. He arranged an interview with 

the guy in charge of medical staffing of a big American cruise liner company and before I knew it, I was recruited to 

start work on a ship in January 2007.

Prior to boarding my vessel, I was flown into the States and attended the company’s headquarter for a week long 

induction. Following that I was on my way to meet the 5000-passenger ship, which would be my home for the next 

six months. This ship was doing a western Caribbean run, bringing us to the homeport of Galveston every Sunday, 

followed by two sea days. On Wednesdays we would reach Jamaica, 

every Thursday we would be in Gran Cayman and every Friday in 

Cozumel, before returning to Galveston. 

The medical team consisted of two doctors and four nurses. Most 

newbies, like myself, are teamed up with well experienced senior 

physicians. However, in charge of the infirmary is usually a well 

experienced lead nurse. She/he will know everything, be able to 

order almost anything and tell the doctors what to do and where 

to be, when. This is essential, because the nurses are first on call 

overnight and the doctor’s amount of sleep depends on his or her 

experience. On a two-doctor vessel, each doctor is on call for a 

period of 24 hours in which you will have to run two three-hour 

surgeries and be available for all emergencies. On your day off you 

are free to leave the vessel on port days, but might get roped into 

helping if you are somewhere to be found on the ship. Every team 

member is equipped with a radio and pager, which they have to 

carry at all times while on board the vessel. 

The infirmary has one doctor’s office, one ITU bed, a treatment room, an isolation room and a three-bedded sick 

bay. We were able to do simple x-rays and blood tests, such as clotting, U+E’s and haematocrit. The ITU room 

was also equipped with a lifepack and a ventilator. The drug cupboards are very well stocked with everything from 

morphine to antibiotics. 

All consultations were documented on a specialised computer system and for the crew there were also files with 

their medicals and any important results. A major problem for most cruise liners is the much feared Norovirus 

outbreak. If I can believe the company I worked for, they seem to have the best track record. They explain this 

by banning all alcohol gels on the ship and promoting constant hand washing instead. On top of that a separate 

computer program had been created together with the American CDC, which would log all people, crew and 

passengers, with GI symptoms and force them into isolation until 24/48 hours after they are symptom free. This was 

transmitted to the CDC every week, before arriving in Galveston and ensured our permission to dock. 
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My first two weeks were filled with never ending lectures on vessel safety and familiarisation. Afterwards I was able 

to know what trash goes into which bin, what flammable liquids get stored in what coloured cupboards and which 

type of fire extinguisher might come in handy. On top of that there are very frequent safety drills for everything 

from fire to cardiac arrest and abandon ship. Once a year the US coast guard would come to watch us do one of 

our abandon ship drills and quiz some crew members about safety on board. 

Life on board follows a strict routine, which is very easy to follow. The two doctors split the work fairly evenly, 

meaning that each one will have to have three days with surgeries and the one not in surgery will have to attend 

the weekly captain’s meeting. This is most exiting for the medical staff, as we get to report how many people have 

had diarrhoea this week, how many have disembarked and how many have died. The other departments contribute 

with the guest count and general vibe of the past cruise, problems in the engine room like the break down of one 

of the engines, safety issues about the stage set up and any issues for the next cruise. 

The highlight of the week is of course the captain’s dinner, when a few VIP guests are invited to dine with the 

captain and his most senior officers. Usually it is the duty of the senior 

physician to slip into his gala uniform and attend. Much to my relief, 

as the gala uniform works for men, not so much for women, most 

frumpy outfit I ever had to wear. 

The consultations during clinic hours are very similar to General 

Practice in the UK. Most of the crew will see you as their GP 

and come with everything from flu-like symptoms to back pain 

and minor injuries. More focus is now being given to screening for 

hypertension and diabetes. 

The passengers, who are mostly American, will mostly consult with 

sore throats for which they will demand antibiotics and steroids. 

If denied they will spend the rest of their cruise writing negative 

comments cards, claiming that this has ruined their entire cruise 

and request a refund. If given an antibiotic, the more expensive, the 

higher they will think of the doctor. 

With regards to emergencies, I was told that I had a fairly quiet 

contract: only one death (of a woman who drowned in the whirl 

pool) and one helicopter evacuation (of a man on warfarin who sustained a subdural after a fall). Most common 

problems were a selection of broken bones of more or less drunk people falling down the stairs. If sober these 

people will get treated for free, if intoxicated they were charged. This was a small attempt of the company to keep 

down the amount of law suits. Since this is an American company mostly catering for the Americans of the social 

classes 4 and 5, they will try anything to get money or a free cruise. To keep them in good spirits, there is an extensive 

social calendar to attend on the ship with everything from hairy chest competitions to towel folding. 

Whenever possible I tried stay in the crew quarters to avoid questions by the passengers like whether or not the 

stairs go up as well as down, or if the crew sleep on board. 

Overall this was a good and interesting experience, but I am very glad I am practicing medicine in the UK and not 

the USA. I found it most difficult practising defensive rather than evidence based medicine. 

Life as a Ship’s Doctor

Miriam Fuehr
General Practitioner, currently studing Diploma of  Tropical Medicine in Hamburg, Germany.
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James is a mining engineer aged 35. He has just returned within the last week from three weeks in Laos 
and complains of feeling hot and feverish with aches and pains. He was not advised by his company to have 
any vaccinations or to take anti-malarial drugs prior to his journey, and received no health advice at all as 
he travelled at very short notice. He thinks he had typhoid vaccination about three years ago prior to a 
holiday in Goa but cannot be sure. During his stay in Laos he made field trips into rural areas to visit some 
of his company’s projects in Laos as well as staying in a hotel in the capital, Vientiane, for meetings with local 
businessmen.

What is the most important possible diagnosis?
There are many causes of fever in returning travellers and it is impossible to deal with all of them in one 
short case study. The important potential diagnosis to consider are those which are most significant in 
terms of threat to life or health and those that are most likely given the nature of the traveller, pre-travel 
precautions if any, and the nature of his or her journey. 

Malaria is the most important possible diagnosis and must be excluded first. James has travelled to an area 
where there is chloroquine resistant P falciparum malaria and has not taken any prophylactic drugs. If this 
type of malaria is not diagnosed and treated promptly it will cause severe illness and could be fatal. One of 
the principal presenting symptoms of malaria is fever.

What are the most significant differential diagnoses?
Typhoid is another possibility. James could not remember whether he had had typhoid vaccination and even 
if he had he was probably close to the time when he should have received another dose. Typhoid presents 
initially with a fever, and diarrhoea, if it occurs, is a later symptom. Laos is not one of the highest risk areas 
but as James has travelled in rural areas it may be a possibility. It is transmitted by faecal-oral transmission 
by ingestion of contaminated water or food.

Dengue is a viral infection transmitted by mosquitoes and is common in Southeast Asia. It presents with a 
fever which is frequently accompanied by a rash and severe musculoskeletal pains.

Influenza or other respiratory viral infections frequently occur in travellers and are likely to present in this 
way. 

James could be suffering from a localised infection, which is likely to produce localised symptoms or physical 
signs, or from a generalised septicaemia

How would you deal with him in your practice?
Blood should be taken immediately and sent without delay for examination of thick and thin films for 
malaria. At the same time blood should be taken for a differential white cell count, which may give a clue 
to the presence of localised or generalised bacterial or viral infection. A blood culture should also be 
requested while blood is being taken, as it is an important test in the diagnosis of typhoid and may also 
reveal the presence of septicaemia. The most immediately important test however is the malaria film, 
which must be repeated if the first test is negative and suspicion of malaria is strong, and it should not be 
postponed until a specific stage in the fever as has sometimes been advised. Physical examination may lead 
to the discovery of localising physical signs such as abnormal breath sounds suggesting pulmonary infection, 
right upper abdominal pain and tenderness suggesting the presence of acute cholecystitis or cholangitis, 
or renal or bladder tenderness suggesting urinary tract infection. At a later stage blood may be sent to the 
laboratory for serological tests for enteric infections such as typhoid and for serological tests for dengue. 
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Would he need referral and if so, to whom?
If James is severely ill or if malaria is strongly suspected he should be admitted as an emergency, preferably 
to an Infectious Diseases unit where the medical, nursing and laboratory staff are familiar with the types 
of infections from which he may be suffering.

It may be necessary to investigate James further if none of the above diagnostic tests proves to be 
positive, as fever may be the presenting symptom of a wide variety of other problems. A multitude of 
other travel-related infections may cause fever but it is important to bear in mind that fever may also 
be a presenting symptom of non-travel related medical problems including auto-immune diseases and 
malignancy, and that the history of travel may be completely misleading.

Mike Townend
General Practitioner, Expedition Doctor, Expedition leader, Travel writer

Julie Gallagher
BTHA Committee Meeting Minutes from 20.3.09  [Edinburgh]

* NECTM Hamburg 2010
-BTHA’s sponsorship money has been paid.
-John Davies & Eric Walker attended a recent Scientific Committee meeting and both are chairing 
sessions at the conference. Eric Walker is also presenting.

* BTHA Conference
- Saturday 28 November 2009. Venue Charing Cross Hotel [see courses and conferences for full 
details] . Theme will be arthropod-borne infections.

* BTHA Website 
-It was agreed that the website requires updating and that this wil need to be done on a regular basis.
-A change of web host was discussed and enquiries will be made with other companies including TSO.
- There are 18 clinics ready to be added to the website directory. 

PDG’S
Claire Wong highlighted a recent issue concerning the use of PGDs in NHS settings for administration 
of non-NHS vaccines. NaTHNaC is working with other organisations to resolve this issue and it was 
agreed that BTHA would add their support.

*  Travel Wise 
-Access to research group and forum for members are to be added to the list of member benefits in 
future publications.

* BTHA research network (Larry Goodyer)
-Committee members were recently interviewed. A request for volunteers was sent to the 
membership with a great response and interest in travel medicine research. An online questionnaire has 
been sent.. 
-The future plan is to send a questionnaire to all members and from this compile a list of research 
priorities and volunteers to help collect data.

* Sponsorship
-Sanofi Pasteur MSD have written to express an interest in a conference stand, and GlaxoSmithKline 
have requested BTHA endorsement of their educational website. 
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Rabies Case History  
It happened in June last year : 45 year 
old Hameed was returning home from 
work at dusk. He had just got off the bus 
and turned into a dusty lane towards his 
house when he felt a sharp pain in the 
calf of his right leg. As he turned round to 
look, he was face to face with a menacing 
dog that leapt at him. Hameed punched 
the dog which fell, got up and with bared 
teeth, dug its claws into his victim’s face. 
Hameed bled copiously from a cut lip, 
dabbed it with the end of his shirt and 
headed home. The dog disappeared into 
a side lane. At home his wife applied 
powdered red chillies into the leg and lip 
wounds and took him to a city hospital 

an hour away where the face and leg were washed. He was given an injection of rabies vaccine, tetanus and 
a prescription for an antibiotic. Next morning he had a swollen lip which improved over the next few days. 
He promptly forgot to get the remaining injections and continued on his daily work.

Six weeks to the day the man ran a fever, headache and began sweating. His throat hurt on swallowing. A 
local doctor recorded his blood pressure as “extremely high”, and sent him to a hospital. He was given pills 
to swallow, at which point he said he could not. He avoided the sight of water. His old aunt, watching him, 
cackled “you know, in my days we were told that a person who was bitten by a mad dog avoided drinking 
water.” And that is when Hameed realized the gravity of her ominous words.

That afternoon I got called to the ER at Indus Hospital to see this man with “suspected rabies”. The man 
had unmistakable hydrophobia and aerophobia and he was sweating profusely from every pore in his body 
into his soaked clothes. He told me himself in between spasms of throat his misadventure with the vicious 
dog. The bite wounds were no more visible.  Hameed was doomed to die, as indeed he did 4 hours later 
in an isolation room in our hospital. 

Had his bite wounds been washed with soap and water immediately to remove the dog saliva, had he 
received rabies immune globulin (RIG) into the bite wounds and the vaccine series of 5 injections into the 
arm, Hameed would still be here, taking care of his wife and five children.

Witnessing yet another horrific rabies death has only firmed my determination that the message for rabies 
prevention will reach far and wide on World Rabies Day 

Dr. Naseem Salahuddin 
Consultant Infectious Diseases Indus Hospital, Karachi Pakistan
President Rabies in Asia (Pakistan Chapter)
Email;naseemsal@hotmail.com

For more information on World Rabies Day 2009[28th September] visit www.worldrabiesday.org
World Rabies Day is an initiative of the Alliance for Rabies Control www.rabiescontrol.net 
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A New Benchmark Examination for 
Travel Medicine Practitioners 

The Royal College of Physicians and Surgeons of 
Glasgow

Membership of the Faculty of Travel Medicine (MFTM)

The Faculty of Travel Medicine of the Royal College of Physicians and Surgeons of Glasgow 
is pleased to announce the development of a new assessment.  Success will provide the 

main route into Membership of the Faculty.

Who is the examination for?

Doctors, nurses and other health care professionals, principally pharmacists, who have been 
in whole-time, or cumulative part-time travel medicine practice for one year and who 

demonstrate commitment to continuing professional development.

What is the examination format?

A multiple choice paper lasting 3 hours, including 100 single best answer and 100 extended 
matching item questions, and an Objective Structured Clinical Examination (OSCE) 

consisting of 20 stations. 

When and where will the examination be held?

The first examination will be held on 25 and 26 January 2010 in the Royal College of 
Physicians and Surgeons of Glasgow.

What is the examination fee?

The fee is £900 in the first year.

How can I find out more?
  

We welcome all enquiries regarding this new assessment and are interested in receiving 
expressions of interest in the first instance.  Details are available on the www.rcpsg.ac.uk 

or email us at this address: mftm@rcpsg.ac.uk

 
Royal College of Physicians and Surgeons of Glasgow, 232-242 St Vincent Street, Glasgow, G2 5RJ, United Kingdom 

t + 44 (0) 141 221 6072    f + 44 (0) 141 221 1804    www.rcpsg.ac.uk 
Registered Charity Number: SC000847   A Charity Registered in Scotland 
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Snippets from recent Transactions of the Royal So-
ciety of Tropical Medicine and Hygiene March and 

April 2009

Jane Wilson-Howarth
General Practitioner, Travel Writer

Vol 103 (3) March 2009 pp 237-241
‘High latrine coverage is not reducing the prevalence of soil-transmitted helminthiasis in Hoa Binh province, 
Vietnam.’ A Yajima et al
Many health indicators are improving in Vietnam and it is good to learn that more households have access to 
sanitary latrines. This small study describes the rich and varied parasitic worm-faunae on offer to villagers of 
one province; 72% of the population are infested. The paper suggests that although there may be benefits in 
aesthetics and even perhaps reduction of diarrhoea disease from isolating human faeces in latrines, that while 
farmers continue to fertilise crops with uncomposted human excreta, parasitic worms will continue to flourish. 
This emphasises the dangers of eating uncooked low growing vegetables and fruit in areas where human 
sewage is used to fertilise and irrigate crops – as is practised in parts of China, Nepal and Latin America.

Vol 103 (4) April 2009 pp 425-7
‘Isolation and genotyping of potentially pathogenic Acanthamoeba strains from dust sources in Iran.’ M Niyyati 
et al 
The (eight) authors highlighted that Acanthamoeba which can cause harmful corneal keratitis in contact lens 
wearers is common in dust sampled in Iran. It underlines that we should remind travelling contact lens wearers 
that they need to take spectacles as an ocular back up when venturing into hot dusty environments.

Vol 103 (4) April 2009 pp 390-394
‘Distribution trends of Salmonella serovars in India (2001 – 2005)’ Y Kumar et al
I’ve heard it said by several worthy clinicians recently that paratyphoid cases are now commoner that typhoid 
in imported enteric fever. This might be explained by the fact that typhoid vaccines provide some protection 
against typhoid but not paratyphoid fevers. The information within the paper by Kumar et al however says that 
Salmonella Typhi remains by far the most common cause of enteric fever in India (with 913 reported cases). 
There are plenty of cases of paratyphoid too (371 cases) as well as significant numbers of ‘non-typical typhoidal 
illnesses (1795 cases).’ It is likely that these numbers are underestimates, so the peel it, boil it, cook it, or forget 
it rule is still as important as ever. Poultry, eggs and seafood are often sources of outbreaks. Travellers to the 
Indian subcontinent are at risk of typhoidal illnesses if they don’t take care, whether they are immunised against 
typhoid or not.


