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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 offi ce holders are 
Eric Walker (President) John Davies (Chairman), Iain McIntosh, George 
Kassianos (Hon Secretary), Julie Gallagher (Deputy Chairman & Hon  
Treasurer), Reggie Cooke, Larry Goodyer, Claire Wong (Deputy Secretary 
), Mike Townend (co-opted) Elaine Richardson (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 Scientifi c Meeting
• Free listing for your Travel Clinic on public access part BTHA 

website
• Access to research groups
• Study days
• BTHA FTM exam education busery £300

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 Secretariat or visit the website. BTHA subcommittees 
include:
• Education
• Research
• Publications
• Conference organisation
• Links with other societies

C O N T E N T S
Page 2  Question and Answer

  Courses and Conferences  

Page3  Do you really mean that?

Page 4 & 5  Book Review

Page 6, 7 & 8         Brinos ENT Foundation

Page 9  Things you might not know about Mosquitoes

Page 10   Air Travel

Page11  Tourists into space

Page12  NECTM Announcement

Bulletin Board
Patrons: Sir Christian Bonington CBE and Colonel John Blashford-Snell OBE, DSc (Hon), FRGS

The Newsletter of the British Travel Health Association
ISSUE 39 * Winter 09

ISSN 174-4709
Ju

lie
 Ga

lla
gh

er

2009 has been an eventful year for the BTHA. 
Prof.Larry Goodyer took over editorship of the 
Journal, the new web site has been launched 
thanks to enormous effort from Mike Townend 
and other members of the Committee, and the 
successful 11th BTHA SCIENTIFIC Conference 
addressed some of the most current issues in the 
fi eld of Travel Medicine. A list of members Travel 
Clinics has been created and can be viewed on 
the public access part of the web site. We would 
encourage you to forward your Travel Clinic 
details so this list is as comprehensive as possible. 
We have started to communicate with members 
by email. Please forward your email address to 
Diane our Secretariat at info@btha.org to ensure 
you are kept up to date with all current developments. 
Arboviruses and tick borne infections continue to 
present a serious health challenge to a large percentage 
of the world’s population. The recent Yellow Fever 
outbreak in the Central African Republic has triggered 
a massive government led vaccination campaign in that 
region. Dengue fever is found to be the most common 
cause of fever in the returning traveller from the 
Caribbean, Central America, and South Central Asia.  
We must not forget the less exotic H1N1 infl uenza 
virus. Travellers with chronic diseases, especially asthma 
should be asked to ensure they have had their swine 
fl u vaccination prior to travel. This is particularly important for travellers to Asia where H1N1 
transmission remains very active.
December 2009 saw the United Nations climate change conference. The impact of the changing 
environment and diminishing world water resources on health was highlighted. More variable rainfall 
patterns are likely to compromise the supply of fresh water. Globally, water scarcity already affects 
four out of every 10 people. A lack of water and poor water quality can compromise hygiene and 
health. This in turn increases the risk of diarrhoea, which kills approximately 2.2 million people every 
year. We as Travel Medicine practitioners should be leading the fi eld in encouraging environmental 
awareness and responsibility among ourselves and the travellers we advise.
If you would like to get involved in one of our sub committees, or wish to stand for election to the 
Executive Committee in March, 2010 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 should be emailed to juliegallagher@doctors.org.uk  Editor, Travel Wise.
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Question

Question and Answer

  C o u r s e s   a nd  Conferences

by Claire Wong

Uganda
Course title: TROPMEDEX - Tropical Medicine 
Expedition 
Date: 14-26 February 2010 
Further information: www.tropmedex.com 
Email: info@tropmedex.com 

United Kingdom
Course title: Travel and Expedition Medicine 
Course
Date: 22-26 February 2010
Venue: Liverpool School of Tropical Medicine
Further information: www.liv.ac.uk/lstm/
learning_teaching/short_creds/ShortTravMed.
htm

United States
Conference title: 14th International Congress 
on Infectious Diseases
Date: 9-12 March 2010 
Venue: James L Knight International Center, 
Miami, Florida
Further information: www.isid.org/14th_icid/
index.shtml
Tanzania
Course title: TROPMEDEX - Tropical Medicine 
Expedition 
Date: 14-26 March 2010 
Further information: www.tropmedex.com 
Email: info@tropmedex.com 

United Kingdom
Course title: Travel Medicine Short Course
Date: 12-16 April 2010
Venue: London School of Hygiene and Tropical 
Medicine
Further information: www.lshtm.ac.uk/prospectus/
short/stm.html

Germany
Conference title: 3rd Northern European 
Conference on Travel Medicine (NECTM2010)
Date: 26-29 May 2010
Venue: Congress Center Hamburg
Further information: www.nectm.com. 
Registration is now open. The 2nd announcement 
and call for abstracts can found on the NECTM 
website. 

South Africa
Conference title: 2010 SASTM Travel Medicine 
Conference
Date: 15 -17th October 2010 
Venue: Cape Town Convention Centre, Cape 
Town.
Further information:  www.sastm.org.za 

United States
Conference title: 12th Conference of the 
International Society of Travel Medicine
Date: 8-12 May 2011
Venue: Boston, Massachusetts
Further information: www.istm.org

Our Nurse gave by mistake the Pediacel vaccine to a three and a half-year old child that came for his 
“preschool booster”. What should we do now? Should we wait for a while and then give Repevax or 
Infanrix-IPV?

You should fi rst see the parents and explained to them what has happened. Reassure them that although 
this is clearly a mistake, their child is not at an increased risk of side-effects as a result of this unfortunate 
mistake. Reassure the parents that the Pediacel vaccine contains DTaP/IPV/Hib. These components are given 
as a pre-school booster with the EXCEPTION of Hib that is not included in the pre-school vaccine. On 
the other hand, as recently as the beginning of 2009, we were still giving a dose of Hib during the preschool 
immunisations, as part of the Hib catch-up campaign. In this case, the healthcare professional should accept 
that this child has received fully its pre-school dose of DTaP/IPV. There is no need to give any further dose 
of this vaccine for another 10 years.

Answer

George Kassianos
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Do you really mean that? 
An acquaintance has sent me this list of signs in the English language observed in a variety of countries around 
the world. She swears that they are all authentic. I would like to believe her, but please judge for yourself:

Airline ticket offi ce, Copenhagen: 
We take your bags and send them in all directions. 
A laundry in Rome: 
Ladies, leave your clothes here and spend the afternoon having a good time.
Cocktail lounge, Norway: 
Ladies are requested not to have children in the bar.
Tourist agency, Czechoslovakia: 
Take one of our horse-driven city tours. We guarantee no miscarriages.
Doctor’s offi ce, Rome: 
Specialist in women and other diseases.
In an Indian maternity ward: 
No children allowed.
An advertisement by a Hong Kong dentist:
Teeth extracted by the latest Methodists.
At a Budapest zoo: 
Please do not feed the animals. If you have any suitable food, give it to the guard on duty.
Hotel in Acapulco: 
The manager has personally passed all the water served here.
In a Nairobi restaurant: 
Customers who fi nd our waitresses rude ought to see the manager.
On a highway close to a river: 
Take notice: when this sign is under water, this road is impassable.
A sign seen on an automatic restroom hand dryer: 
Do not activate with wet hands.
In a cemetery: 
Persons are prohibited from picking fl owers from any but their own graves.
Hotel elevator in Paris: 
Please leave your values at the front desk.
Hotel in Japan: 
You are invited to take advantage of the chambermaid. 
Hotel, i n Yugoslavia: 
The fl attening of underwear with pleasure is the job of the chambermaid.
Information booklet about using a hotel air conditioner, Japan: 
Cooles and heates: if you want condition of warm air in your room, please control yourself. 
Car rental brochure in Tokyo: 
When passenger of foot heave in sight, tootle the horn. Trumpet him melodiously at fi rst, but if he still obstacles 
your passage then tootle him with vigour.
In a Tokyo bar: 
Special cocktails for the ladies with nuts.
In a Bangkok temple: 
It is forbidden to enter a woman even a foreigner if dressed as a man.
A sign posted in Germany’s Black Forest: 
It is strictly forbidden on our black forest camping site that people of different sex, for instance, men and 
women, live together in one tent unless they are married with each other for this purpose.
On the door of a Moscow hotel room: 
If this is your fi rst visit to the USSR, you are welcome. 
In a Bucharest Hotel lobby: 
The lift is being fi xed for the next day. During that time we regret that you will be unbearable.

Mike Townend
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book reviewbook reviewbook reviewbook reviewbook reviewbook reviewbook reviewbook review
CDC Health Information for International Travel 2010
The Yellow B ook

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

Elsevier Mosby
Managing Editor : Gary Brunette
Medical Editors: Phyllis Kozarsky,  Alan Magill, David Shlim
ISBN: 978-0-7020-3481-7
Pages: 528 (including the index)
Price: £18.99

The 2010 American ‘Yellow Book’ is written by 126 CDC authors with external contributions of further 
33 authors, among them Connor Bradley, Kevin Kain, Elaine Jong, 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. It 
covers new and updated vaccine guidelines and new developments in the prevention and treatment of 
malaria and other health risks. 

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.

The chapters are well set with each chapter having a different margin colour for easy identifi cation.

Chapter 1 (introduction) covers the responsibilities of the traveller, the clinician and the travel industry 
as well as sources of information. Chapter 2, the pre-travel consultation,  gives advice for travellers about 
planning for healthy travel, food & drink, mosquito bites etc. It then deals in great detail with travel-
related vaccine-preventable diseases, while the next chapter is an entirely new chapter gives geographic 
distributions and potential health hazards  for travellers to popular destinations. In chapter 4, the theme is 
dedicated to the post-travel consultation, while chapter 5 discusses diseases related to travel that are not 
as commonly discussed during the pre-travel consultation.

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  problems with air travel, cruise ship travel, death 
during travel, taking animals across international borders.       

Chapter 7 covers travel problems and issues associated with infants and young children travellers. In 
Chapter 8 the reader can fi nd advice for travellers with special needs such as the immunocompromised, 
the pregnant traveller, disabled travellers, immigrants returning home to visit friends and relatives, 
expatriates, and travellers with chronic medical illnesses.  The last chapter (9) describes health 
considerations for newly arrived immigrants and refugees. 
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by George Kassiansos

A change from previous editions is the inclusion of new Appendices.:
 
 Appendix A: promotion of quality in the practice of travel medicine
 Appendix B: essential electronic resources for travel medicine practitioners
 Appendix C : Travel Vaccine Su mmery
                                                    

SUMMARY Table

Another change this year is the incorporation of editorial sections, bordered green and entitled 
Perspectives. These editorial discussions aim to add depth to clinical perspectives, as well as discuss some 
controversies or differences in opinions and practice.

For the last four consecutive years, the layout and presentation of the American ‘Yellow Book’ has 
achieved international commercial publishing standards. In older editions, I had the impression it was 
coming out of an old typewriter. This latest edition is most attractive, clear, with good colour maps and 
tables, all set in a very attractive 528-page book. 

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 and for 
how long 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 advise 
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’ 2010 a contestant for the number one foreign book on my 
desk, in my travel clinic.
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The 
foundation 
and work of 
the Britain 
Nepal Otology 
Service (BRINOS)
The origin of BRINOS
At the end of a holiday in Nepal in March 1987 I asked to visit a hospital and was directed to the Tribhuvan 
University Teaching Hospital (TUTH) which was a twenty minute walk from our hotel.  I found the ENT 
department but had great diffi culty in getting to the door as the corridor was fi lled with waiting people all jostling 
for position. There I met Rakesh Prasad who had quite recently returned to Nepal from Delhi where he had 
gained his MS.  He, at the time, was the only person in Nepal trained in modern microsurgical ear techniques. The 
following day I met his legendary father Dr L.N. Prasad who had trained in the UK and had obtained diplomas 
in ophthalmology and ENT from the Royal College of Surgeons of England.  Returning to Nepal he became the 
only eye and ENT surgeon in the country.  Gradually others started to practise ophthalmology and L. N. Prasad 
concentrated on ENT and led the ENT Department at the state Bir Hospital in Kathmandu for many years.

He told me of the survey of disability in Nepal which he had directed in 1981 (the Year of the Disabled). It had 
produced the surprising result that of the major disabilities the greatest was deafness. The government turned to 
Dr Prasad to ask what could be done to alleviate and prevent this disability.  He and his colleagues came up with 
the idea of reaching out to the deaf   beyond the Kathmandu valley by providing outpatient and operating camps.  
Sadly, though, they had neither the manpower nor the equipment to put this plan into action.

I was invited back in 1988 and during a trek up to the Sacred Lakes at Gosainkund (where mythically the god 
Shiva, in a rage, thrust his trident into the ground resulting in the formation of the three lakes which enabled him 
to cool down) I wondered how we could help them.  On returning to Kathmandu I offered to bring a British team 
of two surgeons, an anaesthetist and two nurses to join with a Nepali team in order to jointly  reach out twice 
a year to the extremes of the country.  This idea was met with great enthusiasm and thus exactly one year later 
after setting up a charity (No: 800453) and a limited company (No: 2280073) and raising the funds for suffi cient 
equipment to run two operating tables we returned to Nepal for the 1st BRINOS ear surgery camp which was 
held in Pokhara at the Western Regional Hospital.

We travelled there by road and set up the operating theatre after dark.  The next morning to our delight we saw 
Macchapucchare (Fishtail Mountain) out of the window.  It was a spectacular sight.  Our only request to hospitals 
where we work is for two operating tables, two stools per table and a reasonably reliable supply of electricity.

We have worked at both eastern and western ends of the country.  For sometime in the early 1990’s we went to 
Dharan where the British Military Hospital was established.  This beautifully laid out campus, carved out of a part 
of the jungle in the Terai, was handed over to the Nepalese Government on the fi rst day of January 1990.  We 
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witnessed a signifi cant downturn in the hospital until it was rescued 
by the BP Koirola Institute of Health Sciences (BPKIHS) and became a 
new medical school supported by the Indian Government and linked 
with the All India Institute of Medical Science (AIIMS), Delhi.  We moved 
off when the ENT Department was formed with staff from India and 
after two camps in Dolkha (north of Kathmandu in the hills)and  one 
in Birgunj (in the mid Terai) we settled in the southwestern Terai at 
Nepalgunj.

Initially we worked in an old ‘Victorian’ palace which had been given 
by a family to house a Swiss Red Cross eye hospital.  The hospital had 
been rebuilt and thus only the ground fl oor of the palace was occupied.  
It proved to be an ideal location.  The wards on the fi rst fl oor were 
adjacent to the theatre and the outpatients.  The electricity supply was 
supported by a generator but there was not running water, instead two large plastic vats were supervised by a 
waterman who managed to make the supply last all day.

The November camp of 2001 saw another venue.  This time we moved out of Nepalgunj town to the newly built 
hospital of the Nepalgunj Medical College (another joint venture with India) sited on the east/west highroad which 
runs along the Tera  We performed the fi rst operations in the new theatre suite and whilst not having the charm 
of the old palace the ENT theatre was large enough to accommodate a third table and thus our camp numbers  
exceeded 100 cases per camp. Since 2008 we have returned to the eye hospital but have found space for the 
third table.
These camps have provided an ongoing surgical training programme for young Nepalese ENT surgeons, nurses, 
and technicians.

A survey and primary care
It was pointed out to us early on that we were treating the end product of ear disease and that we should be 
concentrating on prevention.  Apart from the survey in 1981 we really had little idea of the extent of deafness and 
ear disease in Nepal. A nationwide survey of deafness and ear disease was conducted in 1991 in which 16,000 
people were surveyed by a joint British and Nepalese team.  The main fi ndings were:
 • 2.7 million out of a population of 19 million were signifi cantly deaf and
  1.5 million had abnormal ear drums indicative of preventable ear disease
 • 32% of hearing impairment is associated with middle ear infection or its sequelae and 70% of these  
  sufferers are in the school age group
 • 61% of individuals aware of ear problems had never attended their health post and of the 39%  
  who had received treatment, 66% were unsatisfi ed

It was clear from the survey that around 50% of the ear disease was preventable 
but how could this be achieved?
Initially we thought that by training general health workers in ear disease and 
providing them with the necessary equipment we could reach out to the people 
at village level. After a four year programme (1993-1997) we concluded that 
although parts of the pilot scheme were successful the people were slow to 
seek advice from the health workers. 
There was a vital link missing which we recognised, in 2000, when we started 
training Community Ear Assistant (CEAs), who are health workers trained 
exclusively in ear disease. They are equipped with examination instruments, 
portable re-chargeable suckers and fi eld audiometers. Each CEA in turn trains a 
number of volunteer ear care assistants who are usually respected women living 
in the villages covered by the CEAs. The care is ‘bottom up’. The volunteers, who 
teach ear care and disease prevention, fi nd the patients and call in the CEAs 
who diagnose and treat the common conditions. Those more diffi cult cases they 
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There was a vital link missing which we recognised, in 2000, when we started There was a vital link missing which we recognised, in 2000, when we started 
training Community Ear Assistant (CEAs), who are health workers trained training Community Ear Assistant (CEAs), who are health workers trained 
exclusively in ear disease. They are equipped with examination instruments, exclusively in ear disease. They are equipped with examination instruments, 
portable re-chargeable suckers and fi eld audiometers. Each CEA in turn trains a portable re-chargeable suckers and fi eld audiometers. Each CEA in turn trains a 
number of volunteer ear care assistants who are usually respected women living number of volunteer ear care assistants who are usually respected women living 
in the villages covered by the CEAs. The care is ‘bottom up’. The volunteers, who in the villages covered by the CEAs. The care is ‘bottom up’. The volunteers, who 
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who diagnose and treat the common conditions. Those more diffi cult cases they who diagnose and treat the common conditions. Those more diffi cult cases they 
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take to their ENT trainer for advice. Those cases considered for 
surgery join our ‘waiting list’ which is never longer than six months. 
The aftercare of the operated patient is entrusted to the ENT 
trainer and the CEAs. It has been so successful that the CEAs have 
now moved on from their original villages to others as they have 
cleared up ear disease. They nevertheless retain contact with their 
volunteers who receive annual refresher courses. This form of 
primary ear care delivery has been accepted as the model for the 
country by the Society of Nepalese ENT surgeons. 
Conclusions

 • BRINOS has held 37 ear surgery camps in Nepal since 1989
 • 35,000 patients have been seen and treated in the surgical camps.
 • 3000 operations have been performed to prevent the development of life threatening   
  complications and to restore hearing.
 • 130 British surgeons, anaesthetists and nurses have taken part in the camps, some several times.
 • Our Nepalese colleagues recognised our contribution to the health of those suffering from ear  
  disease and deafness and have made two important points:

That the people of the country are now much more aware that their ear disease can be treated.
That there has been a marked increase in young doctors wishing to study ENT.
Neil Weir MD MA FRCS
Dr Neil Weir MD MA FRCS
Honorary Consultant ENT Surgeon 
Royal Surrey County Hospital ,Guildford
Founder Director BRINOS
www.brinos.org.uk       
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BTHA Committee meeting minutes 
from 27.11.09 [London]
Our Chariman, John Davies welcomed Elaine Richardson[co opted] to her fi rst committee meeting.

Peter Chiodini has just taken over as the Dean of the FTM RCPSGlasg. John Davies will be meeting Peter soon.

Mike Townend was elected to represent the BTHA on the NaTHNaC Advisory Board.

The report to the Charities Commission is due in January – George Kassianos will complete this and submit it. A 
pdf copy of the accounts [2008] will be sent at the same time.

January is the month to start the process of elections to replace the whole Exc Comm and President – all tenures 
come to an end in March. Applicants for the new Executive Committee will be asked to submit a short biography, 
in January. A letter will be enclosed in the January Journal/ Travel Wise informing members of this.

It was agreed retired members of the BTHA, that have been members for at least 10 years, should be allowed 
free membership, subject to application. They will be called ‘Honorary Members’ and will have full membership 
rights.

Larry Goodyer [Research committee] reported that no applications for bursaries have been received.
About 100 people volunteered to be part of an Action Research Network for the fi rst project – on mosquito 
bite avoidance.

Website
The new website will be built by the end of November, when it will become visible to search engines such as 
Google. We shall be able to inspect it in December. Target date for going live is the 21st December.

Julie Gallagher



Entomology handbook. 

Compiled by Cheryl Whitehorn. 
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Introduction to  

         Mosquitoes 

 
 
Characteristics: 

 Elongate forward pointing proboscis. 

 Scales on the wing veins. 

 Characteristic wing venation. 

 
Life cycle: 

 Females lay 30-500 eggs per oviposition. 

 Eggs hatch in 1-2 days. 

 Larvae develop through 4 instars (7-10 days). 

  Pupation of 2-3 days. 

Females able to mate immediately, blood feed at 3 

days old and lay eggs at 54 hours post blood meal. 

 Males able to mate 24 hours after emergence. 

 
Disease associations: 

 Anopheles: Malaria, Filarial worms. 

 Aedes: Yellow and Dengue fevers, Filarial worms. 

 Culex: Filarial worms, Japanese encephalitis. 

 Mansonia: Filarial worms. 

 
Disease control: 

 Adults ÿ  Application of residual insecticides. 

Insecticide impregnated bed nets. 

 
Larvae ÿ  Application of insecticides to breeding 

   sites i.e. Temephos. 

         Use of expanded polystyrene beads. 

         Application of insect growth regulators. 

         Larvivorous fish and copepods. 

9

Things you might not 
know about mosquitoes: 
from – www.malariahotspots.co.uk 
(April 2008)   
                        
 A mosquito can fl y an estimated 1 to 1.5 miles per hour
 Mosquitoes can dash between raindrops and even fl y backwards
 Mosquito is the Spanish name for little fl y
 Biting increases by a massive 500 times when there is a full moon
 The wings of a mosquito beat 500 times a second
 A mosquito can smell a crowd from 20 metres away
 A mosquito can detect a moving target at 18 ft away
 Mosquitoes fl y a huge 150 miles in their lifetime
 The average mosquito weighs in at a tiny 2 to 2.5 milligrams
 Mosquitoes’ bodies are divided into three parts and they have six jointed legs. 
 They also have scales on their wings
            

Reggie 
Cooke

11th BTHA Conference Report [2009]                     
Charing Cross Hotel, London [just beside Charing Cross station] was the 
venue for the very successful   11th BTHA Scientifi c meeting held on 28th 
November, 2009. The central location of this venue allowed delegates to enjoy 
the buzz of being in the Capital and it was great to walk pass numerous well 
known sites on the way to the Conference. The theme for the conference 
was insect borne diseases. Hilary Simmons from NaTHNaC gave an excellent 
and comprehensive talk on Yellow Fever, sharing with us the new draft 
maps for Yellow Fever risk areas worldwide which they have produced in 
conjunction with the CDC and WHO. There will be some defi nate changes 
to Yellow Fever vaccine geographical recommendation when these maps are made available. Dom Colbert 
from the Irish Society of Travel Medicine presented a through and up to date review of Dengue Fever and 
its haemorrhagic sequelae. Interactive workshops on insect bite avoidance, malaria and Japanese encephalitis 
were both educational and enjoyable. A really good way to learn new facts and swot up on old ones. Larry 
Goodyer provided conference delegates with the opportunity to try out all various insect bite avoidance 
preparations on the market ,the effectiveness of which were then scored by the delegates. Claire Wong and 
Hilary Simmons chaired an excellent interactive workshop on malaria and Japanese encephalitis. Numerous 
case studies were discussed and used to illustrate a variety of learning points. The Conference fi nished with 
a stimulating debate - ‘should travel medicine and its delivery be regulated.’ A panel of senior Travel Medicine 
practitioners facilitated this debate, stimulating good delegate participation.
The date of the next BTHA conference has still to be decided. Details will be available on the new BTHA 
web site in January. Julie Gallagher
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Contaminated air in 
aircraft cabins 
The Government has 
begun a study into the 
subject of contaminated 
air in aircraft cabins 
The Department of 
Transport is undertaking 
research into incidents 
involving fumes. “The 
DfT commissioned the 
Committee o n Toxicity 
(CoT) to examine this 
issue.” 
Nearly all types of aircraft 
have been affected by 
contaminated air, but Civil 
Aviation Authority (CAA) records show that British Aerospace 146, Boeing 757, Airbus A319 and the Embraer 
145 seem to be particularly susceptible.
In 50 years of commercial fl ights, aviation has changed but little has been done about passengers and crew 
breathing in air that coming straight from the engines. When commercial fl ights began in 1958, passengers 
breathed in air supplied directly from the atmosphere using compressors. This was deemed expensive, so in 1962 
a system was installed to draw air from the heart of the engines. “Bleed” air is drawn out of the compression 
section of the engine and cooled. It then enters the cabin, where it mixes with recirculated air that has passed 
through fi lters designed to remove bacteria and viruses. These “recirculated air” fi lters do not remove any fumes 
or vapours from the engine. There is technology available to fi lter out such toxins but to install it would cost 
airlines millions of pounds.
The CAA denies there is a health issue or that incidents involving fumes are not being reported. Its equivalent in 
the United States, the Federal Aviation Administration however, noted in 2006 that it was seriously worried about 
under reporting. When the issue of under reporting was raised in the House of Lords, the Transport spokesman, 
Lord Bassam, insisted there was no cover-up, adding that only one in some 2,000 fl ights are affected by “fume 
events” and that the numbers of people who reported feeling unwell as a consequence  are very small. But with 
2.4 million fl ights in and out of Britain each year, that would mean almost 1,200 fl ights.       

Improved leg-room in cabins
Airline passengers should be given at least two inches more legroom to protect them from the risk of developing 
leg blood clots in cramped seats. The gap should be widened from the current minimum of 26 inches to at least 
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28.2 because people are getting fatter and taller. There are fears that passengers are at risk of developing deep 
vein thrombosis and pulmonary embolism if they have to sit immobile in cramped seats.
Members of the House of Lords science committee said the current amount of space between aircraft seats 
would not provide enough room for taller passengers to adopt the “brace position” in an emergency. The 
minimum seat pitch will have to be taken on a European-wide basis by the European Aviation Safety Agency, the 
CAA said. “Current requirements are determined on safety grounds and not for health or comfort grounds,” a 
spokesman said. 

Aircraft crashes
The number of people who died in passenger airline crashes fell by 20 per cent last year compared with the 
total for 2006. There were 631 passenger fatalities worldwide last year – 159 fewer than in 2006, according to 
aerospace information company Ascend. In the 1990s, the average was 954 passenger deaths a year.

New Polar air service
The fi rst regular jet passenger service to Antarctica has been started from New Zealand to service scientifi c 
stations.  There are as yet no plans to offer fl ights to tourists.  

Tourists to Tourists to Tourists to Tourists to Tourists to Tourists to 
venture into venture into 
spacespace

Tourists to 
venture into 
space
Ground has been broken for the construction of the New Mexico spaceport. Flights will start by 2011.
After three days training, space tourists will be strapped into Space Ship Two.
Following  take-off, slung beneath the carrier aircraft, White Knight Two, they will be able to walk around inside 
as they circle up to 50,000 feet above ground.  Then they will be dropped off into a short glide before the 
rocket fi res, shooting them vertically to 68 miles (almost 110km) above the Earth in 90 seconds. The wings will 
fl ip into a “shuttlecock” position, steering the ship in an arc before it re-enters the atmosphere in a slow, low-
friction glide. 
Travel health consultations of the future may not just have to consider the effects of high altitude and fl ying but 
include stratospheric effects.
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Dear Colleagues,

We cordially welcome you to take part in the next Northern 
European Conference on Travel Medicine which will be hosted 
in Hamburg, Germany, from May 26 - 29, 2010. This will be the 
third conference organized by Northern European Societies 
and Organizations for Travel Medicine – after Edinburgh and 
Helsinki. This conference will give you the unique opportunity 
to hear and present the latest information in the field of travel 
medicine. Also, the conference will meet the needs of the travel 
media and industry as well as manufacturers of travel health-
related products, drugs and vaccines.

We will cover the „basics“ of travel medicine like vaccinations,  
malaria prophylaxis and travellers diarrhoea – but we will also 
try to substantiate travel medicine advice on a sound scientific 
basis and on good epidemiological data. We will discuss how 
evidence obtained from research can be transferred into actual 
practice. Travel medicine in a globalized world – according to 
our opinion – also includes migration medicine, occupational 
medicine abroad as well as environmental issues. Practitioners 
giving pre-travel advice will also see patients coming back with 
tropical diseases – differential diagnosis in ill-returned travel-
lers also will be an important topic. And last but not least: We 
think that the conference is a forum to establish standards for 
training and education in travel medicine.  

Hamburg’s busy port is one of the major hubs in Northern Europe. 
We have therefore included maritime medicine as a special local 
conference theme. Topics in this session will include cruise ship 
medicine and telemedicine. 

With 1.8 million inhabitants, Hamburg is the second biggest city 
in Germany and it offers singular features to its guests: Arts and 
culture at its finest, worldwide successful musicals, superior and 
entertaining theatres, excellent restaurants, exquisite shopping 
possibilities, exciting night life and loads of historical landmarks 
that were left by the 1200 year old history of the city. Whether 
Elbe, Alster, HafenCity (PortCity), Speicherstadt (Storehouse City), 
Fish Market or Reeperbahn – something new can be discovered, 
experienced and marvelled at every day. And even the normally 
very reluctant Hanseatic inhabitants cannot hide taking pride 
in „their“ city.

Gerd Burchard    Hinrich Sudeck       Frank von Sonnenburg


