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Julie Gallagher

EDITORIAL

The current international Health Care situation can • Research grant of up to £500
•
Education Bursary of up to £300
be summed up by Bob Dylan’s immortal words • Four issues of Travel Wise per year
issuses of the BTHA Journal per year
‘Times are a changing’. The opening lecture of the •• Two
Reduced subscription to Travel Medicine and Infectious Disease
1st NECTM conference held in Edinburgh in 2006, • Reduced fee for the BTHA Annual Scientific Meeting
listing for your Travel Clinic on public access part BTHA
informed us of the relationship between climate • Free
website
change and health. three years further on, a recent • Access to research groups
•
Study days
report on climate change and health published in
the Secretariat or visit the website for details of these services.
the Lancet 2009,373:1693-733, concluded that Contact
info@btha.org
are not yet a member of the BTHA and would like to join, or you
‘Climate change is the biggest global health threat Ifareyoua member
and would like to take a more active part, for example by
joining one of the subcommittees or helping to organise BTHA activities,
of the 21st century.’ As the United Nations climate please contact the Secreariat or visit the website. BTHA subcommittees
change conference approaches,[December 2009] include:
•
Education
we can only hope that the threat that climate • Research
change presents to the health of the world’s • Publications
•
Conference organisation
poorest countries, especially those in sub-Saharan • Links with other societies
Africa will be high lighted and action taken. Water
shortage, or excess, [as sea levels rise], political conflict,
migration and changing disease patterns have a major
effect on the health and health care provision in those
countries worst affected by climate change. As Travel
Medicine Practitioners, we have to be more aware than
our professional collueges in other specialties of these
threats. Not only for our personal practise advising
traveller’s, but also to provide professional backing to
policy changes that will reduce the impact of climate
change on the world’s poorest populations.
The BTHA 11th Scientific meeting will take place on the
28th November at Charing Cross Hotel, London. It should be a really good conference and well worth
putting in your diaries.
A new Director of the U.S. Centers for disease Control and Prevention, [CDC] in Atlanta, has been
appointed-Dr.Tom.Frieden. Dr.Frieden was the former health commissioner for New York. The CDC
is an important player in global health and it will be interesting to see what changes Dr.Frieden can
implement.
The BTHA Executive Committee would like to offer sincere thanks to Damian Williams and Sarah
Buckley, who have recently stepped down from the Committee. Both Damian and Sarah demonstrated
consistent hard work and enthusiasm while serving on the BTHA Exec. Both will be greatly missed
from the Committee and we wish them well in their future endeavours.
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 info@btha.org F.A.O Julie Gallagher, Editor, Travel Wise
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Question

Question and Answer
George Kassianos

We have two sisters who commenced Gardasil for protection against HPV (they were having it out of cohort
and were given a prescription at the time) They had the first two doses of vaccine at day 1 and 28 (October
and November) and attended for the third dose after 6 months. Unfortunately, at the time a locum Nurse
gave Cervarix from our pharmacy fridge and not the Gardasil.
We have been told that the two vaccines are not interchangeable, so should we immunise again with Gardasil?

Answer

The advice from the DH is:
1. Send patient back to original provider of Gardasil to complete
2. If eligible under the NHS catch-up programme, complete with Cervarix, giving no additional doses, at 0,
1-2, 6 months schedule. No additional doses of vaccine (no more than 3 doses) should be given.
In your case:
1. The primary course is now complete – no need for further doses
2. If the patient is not in the cohort, the vaccine used was meant for the DH campaign, so an explanation
should be given to the vaccine provider as the vaccine was provided for a specific reason (for the campaign
patients only).
Generally, a GP may prescribe the HPV vaccine in an exceptional case only, outside the campaign. The vaccine
cost then comes out of the Practice Drug Budget - the vaccine supplied by the HPA for the campaign is not
used.
The two vaccines (Gardasil & Cervarix) are not interchangeable as they are of different composition and
schedule BUT, for what we want to prevent (cervical cancer), they are similar. The DH has advised that for
cervical cancer prevention, the vaccines are interchangeable and the above schedule should be followed.

United Kingdom
Conference title: BTHA annual conference
Date: Saturday 28 November 2009
Venue: Charing Cross Hotel, London
Further information: www.btha.org

n d Conferences

Courses a

United Kingdom
Conference title: MASTA Travel Medicine Study Day
Date: Friday 4 December 2009
Venue: Royal College of Physicians, London
Further information: www.masta.org/studyday

Conference title: 20th National Immunisation
Conference for Health Care Workers
Date: Friday 4 December 2009
Venue: The Manchester Conference Centre, Sackville
Street, Manchester.
Further information: Jan Good Tel: 0161 419 4684
email: jan.good@stockport.nhs.uk

Kenya
Course title: TROPMEDEX - Tropical Medicine
Expedition
Date: 17-29 January 2010
Further information: www.tropmedex.com Email: info@
tropmedex.com
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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

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

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
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
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

by Claire Wong
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The new 2009 edition of “International travel and health” provides guidance to medical and non-medical people
on potential health risks for travellers and precautions to take. It includes a chapter on psychological health, detailed
maps of major infectious diseases and updated vaccine recommendations and schedules. The guidance can be
downloaded from www.who.int/ith.
by George Kassiansos

Rational diagnosis and treatment. 4th ed. Gotsche P; Publisher Wyley, Chichester 2007
by Iain McIntosh

Travel medicine calls for rational decision making regarding risk, diagnosis and treatment, and most practitioners
would benefit from a read of this book, even if they only apply recommendations in the critical reading of journals
and publications.
The author contends that clinical decision making must be made from first principles by asking relevant questions,
for instance in the questioning of data one asks ‘is the disease classification logical.?’
Based on the scientific and statistical approach to evidence-based medicine, it draws attention to strengths
and weaknesses found in clinical research. It looks at the problems and pitfalls engendered by such research.
What is the true value of published research? It sometimes leaves as many questions unanswered as answered.
The book also deals with screening exercises, their design limitations and advantages and it certainly stimulates
consideration of the many faults of rational diagnosis and treatment.
The chapter on alternative medicine and pseudoscientific thinking is illuminating and might have been expanded
to bring out the differences between scientific and pseudoscientific thinking. The author believes that alternative
medicine is an anachronism in modern therapeutics - a rather sweeping condemnation when there is good
research evidence that acupuncture and hypnotherapy can be of value as treatment. IBM.

BTHA Committee Meeting Minutes 13.6.09 Heathrow

Julie Gallagher

Continuing its strong links with the Faculty of Travel Medicine, the BTHA will be hosting the three bursaries for
the Faculty of Travel Medicine of the RCPS Glasgow examination... Candidates for the Faculty exam will have to
be BTHA members to apply for these bursaries. Each Bursary will be for £300. Allocation of the bursaries will
be decided by the BTHA Educational Committee.
Elaine Richardson has joined the Executive Committee as a co-opted member.
Our Chairman, Dr.John.Davies thanked Sarah Buckley and Damian Williams for all the work they have done
during their time on the BTHA committee. Both have recently stood down.
The Committee thanked both Novartis and Nomad who contributed to advertising sponsorship for the BTHA
summer 2009 Journal. We continue to be most grateful to our Gold sponsors Glaxo Smith Kline and Sanofi
Pasteur MSD for their support.
Web site. The Committee agreed that it was a priority to get new web support and design on board following
the resignation of Damian Williams. The committee agreed to abandon the IT sub committee and instead
contract a professional organisation who would provide all the support needed. Mike Townend will lead on this
project and will report back to the committee once 3 quotes have been received.
Organisation of the BTHA Conference on 28th November, at Charing Cross Hotel, London is going well. There
will be an exhibitor’s hall and an opportunity for Conference delegates to display academic posters. The BTHA
is sponsoring 15 free student places for its student members.
Student membership was raised to £10 and will now include Travel Wise.
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Poliomyelitis &
Post-Polio Syndrome
Polio: why is it important to stay
vaccinated?
Prior to the Global Polio Eradication Initiative
launched by the World Health Organisation in
1988, polio was endemic in 125 countries on five
continents, paralysing more than 1,000 children
every day (www.polioeradication.org). Since then
the numbers of new cases have been reduced
worldwide by 99%, with just 1,315 reported cases
at the end of 2007 (WHO 2008). Within the UK
and many other countries, successful vaccination
campaigns have eradicated polio and it is typically
seen as a disease of the past.
However, whilst the disease may have been largely
erased, it still exists in pockets of the world. Popular
holiday destinations such as India, as well as countries
such as Pakistan and Nigeria which have large
populations of visiting diaspora, still see a significant
number of polio cases every year, despite the Global
Polio Eradication Programme. The problem for UK
residents is that if they are not immune to polio and
they visit such destinations they are liable to infection.
Furthermore, non-travelling UK residents who have
not been immunised in the past are also at risk; one
infected person returning to the UK could cause the
disease to spread rapidly if they come into contact
with unvaccinated pockets of the population.
A relatively recent case in Australia highlights the
point. In August 2007 a Pakistani student studying in
Melbourne was diagnosed with polio following a visit
to Pakistan. The student was diagnosed with polio
six weeks after returning from Pakistan, the first case
to be diagnosed in Australia since 1986. (news.bbc.
co.uk/2/hi/south_asia/6922991.stm). Fortunately, in
this case, the student concerned was quarantined and
the disease did not spread. However, the potential
is clear. Perhaps somewhat ironically, this case was
diagnosed not a year after an article appeared in the
Medical Journal for Australia, calling for continued
vigilance over polio vaccination in Australia due to
4

threats of infection. (MJA 2006; 184 (9): 474-475)
C.Wong
Polio, the disease – a reminder
Polio is a potentially fatal infectious disease caused
by one of three polio viruses. The virus is spread by
person-to-person contact with infected secretions
from the nose or mouth, or via infected faeces.
After initial infection the virus is shed intermittently
in faeces for several weeks. During that time, polio
can spread rapidly through communities.
When the virus enters the body it multiplies in
the throat and intestines. It can then invade the
central nervous system, destroying or damaging
the nerve cells (motor neurons) that control
muscle movement. This can lead to muscle paralysis,
affecting any part of the body, or death. Conversely,
polio infection may be mild, causing few symptoms;
95% of people have minor flu-like symptoms, such
as nausea, vomiting, fever, sore throat and headache.
People may not always realise they have polio. In
around 5% of people, the virus enters the central
nervous system. For most, this will cause symptoms
similar to meningitis or encephalitis with high fever,
stiff neck, back and muscle pain, and headache. This
is known as non-paralytic polio.
Paralysis results in around 1 – 2% of people. This
is where the poliovirus invades the motor neurons
causing weakness, paralysis, muscle cramps and
muscle pain. This is known as paralytic polio.
Sometimes the poliovirus affects the brain stem,
causing symptoms affecting breathing, swallowing or
cardiovascular problems and facial weakness. This is
known as bulbar polio.
People may be left with varying degrees of
weakness, paralysis, fatigue, muscle pain, breathing or
orthopaedic problems. Others have limited paralysis
or appear to make a full recovery. Polio can result in
permanent disability, and can kill.

that the UK remains polio-free.

Post Polio Syndrome
Clearly, polio in itself is an extremely serious disease,
but there is now increasing awareness about Post
Polio Syndrome (PPS), which develops 15 – 40 years
after initial infection. PPS is a serious neurological
condition which can cause muscle atrophy,
reduction in stamina and extreme fatigue, as well
as a considerable reduction in mobility. Symptoms
include the onset of new weakness or abnormal
fatigue in previously affected or unaffected muscles,
a general reduction in stamina, muscle and/or joint
pain, muscle atrophy, breathing, sleeping and/or
swallowing problems or cold intolerance. Symptoms
may lead to loss of endurance or function.
PPS usually begins very slowly, although it can appear
suddenly. Events like falls, surgery or immobility can
seem to be trigger factors. Post Polio Syndrome
occurs irrespective of age, and in people who had
paralytic or non-paralytic polio.
There is no specific cure for PPS, but properly
managed it may stabilise or only progress slowly.
Much can be done to retain independence,
including appropriate treatment for symptoms,
self-management strategies such as pacing and
energy management, appropriate use of adaptive
equipment, looking after own general health, and
social and emotional support.

For further information on polio and Post Polio
Syndrome visit
www.britishpolio.org.uk or email infobenefits@
britishpolio.org.uk.
Kat Huxtable has been the British Polio Fellowship’s
Communications Consultant for two years and
works with a range of medical charities.
References:
World Health Global Polio Eradication Initiative
www.polioeradication.org
Yusufsia, Ashfaq Pakistan Polio Case in Australia July
2007,
news.bbc.co.uk/2/hi/south_asia/6922991.
stm
Thorley, B. Brussen, KA., Elliott EJ., Kelly, HA Vigilance
is required for Australia to remain polio free MJA
2006; 184 (9): 474-475

Kat Huxtable

Clearly then, it is not just the potentially fatal polio
virus but also Post Polio
Syndrome which can
also have devastating
effects. As the polio
case
in
Australia
highlights, communities
and populations which
believed that they
were safe against this
disease continue to
be at risk if members
of the population
(whether temporary
or permanent) are
not immune to polio.
It is imperative that
everyone – not just
people travelling to
areas of risk – are
vaccinated to ensure
5

Iodine for Water
Purification – EU ban

Larry Goodyer

For travellers who wish to use a chemical to purify their own personal supply of drinking water iodine has long
been a popular choice. It can be used economically as tincture of iodine or even more cost effective by the use of
iodine crystals. Iodine tablets have also been available imported from the United States. The
potential drawback is that overuse could affect thyroid function and they are contraindicated
in those with a thyroid condition or hypersensitive to iodine. The other popular choice
for water sterilisation is chlorine producing tablets
which do not have this range of adverse effects.
However chlorine has been reported to be less
effective than iodine against cysts from parasites
such as giardia and more prone to inactivation
in the presence of organic matter. For these
reasons iodine was often preferred by wilderness
travellers.

Travel Medicine practitioners should now be aware that the use of
iodine for water purification is no longer allowed under the EU biocide
regulations. This is not actually due to an assessment of the potential of
iodine to cause adverse effects or its efficacy, but simply because none
of the current manufacturers wish to register the product under the EU
biocide system. Such registration is an expensive process and presumably
the cost involved is not balanced by the sale volume of any single product.
Therefore from the end of September 2009 none of the current products
will be available. It is not known at the time of
writing whether this will affect a number of
portable filtration/purification devices which contain an active iodine resin as part of the
sterilisation process.
Boiling as ever remains the method of choice for producing potable water. The
three remaining chemicals are still going through an EU registration process and
remain available; chlorine, chlorine dioxide and Katedyne silver. Chlorine dioxide
may well be superior to the other halogens in that it is effective against hard
to deal with organisms such as cryptosporidium so is a good, but somewhat
expensive choice, for the wilderness. Ketadyne silver has less efficacy against
micro-organisms other than bacteria. The hand held UV pen devices are very
effective as are certain small pore filtration systems.

Winners of the research questionaire draw
[pulished in Winter 2008 TW]
1st Prize Hazel Brookburn,
2nd prize D. Pereira
3rd Ruth Aird.

The first prize is a free place at the BTHA 11th Scientific Conference, 28th November ,Charing Cross Hotel,
London, 2nd and 3rd prizes are book tokens.
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Sir Ronald Ross and the
discovery of the transmission
of malaria by Mike Townend
Sir Ronald Ross was born in Almora, in the hill country of northern India, in 1857, the son
of General Sir Campbell Ross, a General in the Indian Army and his wife Matilda. At the age
of eight he was sent to England to be educated. During his early years he became interested in poetry, literature,
music and mathematics, all of which continued to interest him for the rest of his life. In 1874 he began his medical
education at St Bartholomew’s Hospital, and worked as a ship’s doctor whilst working for the Licentiate of the
Society of Apothecaries In 1881 he entered the Indian Medical Service. After several postings in India he obtained
a Diploma in Public Health and also took a course in bacteriology. In 1889 he married Rosa Bloxam who bore him
four children. Rosa died in 1931 and Sir Ronald died in the following year.
Malaria was initially thought to be caused by bad air, hence the name mal-aria. Then in 1880 Charles Laveran
observed pigmented bodies in the blood of malaria patients. Later in 1894 Sir Patrick Manson confirmed this finding
and suggested that mosquitoes were responsible for transmitting the infection. Ross set out to investigate the life
cycle of the malaria parasite and the possibility of transmission by mosquitoes.
In 1881 Ross began to work on the cause of malaria at the Presidency Hospital (now the SSKM Hospital) in Calcutta
(now Kolkata). In 1883 he was posted to Bangalore, where he observed that
mosquitoes could be controlled by controlling their access to water.
In 1897 Ross was posted to Ootacamund and developed malaria himself.
He was then posted to Secunderabad where he finally established the role of
malaria parasites and mosquitoes in the transmission of malaria. He allowed
a number of Anopheles mosquitoes to take blood meals from a volunteer
malaria patient and subsequently dissected them. Eventually he found black
granules similar to Laveran’s parasites in the tissue of the mosquitoes’ stomachs.
He was also able to show that avian malaria was transmitted from infected
birds to healthy birds, suggesting that the same mode of transmission applied
to human malaria.
In 1899 Ross returned to Britain and became Professor of Tropical Medicine at the Liverpool School of Tropical
Medicine. He received many honours, including becoming a Fellow of the Royal Society in 1900, being awarded
the Nobel Prize for medicine in 1902 and in the same year being knighted. The Sir Ronald Ross Institute of Tropical
Medicine was established in Hyderabad, and the building in Calcutta which housed his early research is now the Sir
Ronald Ross Building, which currently houses a 24 hour walk-in malaria clinic, pictured here.
Perhaps the most suitable epitaph for Sir Ronald Ross is contained in the concluding stanzas of a poem that he wrote:

“Seeking his secret deeds
With tears and toiling breath
I find thy cunning seeds
O million-murdering death
I know this little thing
A myriad men will save
O death where is thy sting?
Thy victory O grave?”
7

Introduction to Mosquitoes
Extracted from the Entamology complied by Cheryl Whitehorn,
Dept Infectious Diseases, London School of Hygiene and Tropical Medicine

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.
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New UK evidence suggests “difference in the protection offered by Malarone® over other antimalarials”
[This article was edited from a press release from GSK on Tuesday 26 May 2009]
Results revealed recently indicate that there may be a difference in the protection provided by the three malarial
prophylactics commonly prescribed to people visiting malaria-endemic areas. For the period studied, there were just
3.0 cases of Plasmodium falciparum malaria per 100 000 prescriptions of Malarone® (combination atovaquone plus
proguanil), versus 16.8 cases in those prescribed doxycycline and 43.3 cases among those prescribed mefloquine
per 100 000 prescriptions.[1]
Over seven years, fewer cases of P. falciparum malaria were diagnosed in returning UK travellers using Malarone®
than in those taking either doxycycline or mefloquine. For each case of P. falciparum malaria in travellers prescribed
Malarone®, there were 5.8 cases that had been prescribed doxycycline and 14.5 prescribed mefloquine.[1]
Despite being largely preventable, approximately 2 000 cases of malaria occur every year in travellers returning to
the UK from malaria-endemic countries and, on average, nine of these cases result in death.[2] Globally, an estimated
30 000 travellers still fall ill with the disease every year.[3] The study showed that the majority of cases of malaria
occur in travellers not using antimalarials or for whom an antimalarial was not stated.[1 ]
These findings from a retrospective analysis of the cases of malaria in returning UK travellers between 2001 and
2007 compare the effectiveness of Malarone®, doxycycline and mefloquine ,were presented at the Conference of
the International Society of Travel Medicine meeting in Budapest, Hungary,May 2009. The analysis was conducted
with a view to establishing initial trends in the effectiveness of these antimalarials in order to guide and focus future
research into malaria protection.
Dr Jane Zuckerman, lead author and Director of the WHO Collaborating Centre for Reference, Research and
Training in Travel Medicine, University College London Medical School, commented, “Existing clinical studies have
reported similar rates of efficacy across the antimalarial options available. Our findings could suggest that the efficacy
recorded in these clinical studies may not necessarily be replicated in a real life setting – certainly from this group
of travellers there may be a difference in the protection offered by Malarone® over other antimalarials. This trend
should be considered alongside prospective trial data when healthcare professionals offer advice to people visiting
at-risk areas.”
Dr Mike Jones, co-author and Consultant Physician in Infectious Diseases at Edinburgh’s Western General Hospital,
added, “Since this study is based on a simple comparison of diagnoses and prescription data from the UK, more
work will need to be done to establish the significance of these initial findings. However, any data that encourages
travellers to use really effective measures that will help them avoid potentially lethal malaria infections is welcome.
All Travel Health Advisors should take on board new findings when they emerge and use that additional knowledge
to enhance the advice we give our patients - otherwise the UK stands little chance of achieving the Millennium
Development Goal of eradicating malaria deaths among its own population by 2015.”
References
1. Zuckerman JN, et al. Retrospective observational data on the clinical effectiveness of malaria chemoprophylaxis
against Plasmodium falciparum infection in UK travellers: preliminary results. Poster presented at the 11th Conference
of the International Society of Travel Medicine (CISTM11) 24-29 May 2009; Budapest, Hungary.
2. Zuckerman J. Preventing malaria in travellers. BMJ 2004 (7 August);329:305-306.
3.WHO. Global Malaria Programme. Malaria and travellers.Available at: http://apps.who.int/malaria/malariaandtravellers.
html. Last accessed 8 May 2009.
4. GlaxoSmithKline. Malarone® SPC. March 2009.
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Conference
Report Budapest
11th Conference - International Travel Medicine Society Meeting
Budapest,Hungary
24th-28th May,2009
The beautiful city of Budapest was the host to the 11th ISTM
meeting. Delegates from all over the world came to participate in
the conference,
sharing research
findings, ideas
and methods of
clinical practice.
Topics varied from high seas piracy to high altitude paediatrics.
Those in attendance may remember a particularly interactive
session about rabies. All part of the general conference fun.
Attitudes and practices were challenged as new research was
revealed. An impressive number of posters were on display,
physically demonstrating the growth in the international Travel
Medicine Community.
Budapest boasts a fine selection of restaurants and bars, and delegates furthered their net working while exploring
these. A visit to the Opera on the last evening of the conference
was thoroughly enjoyed by the BTHA members in attendance.
Conferences can fulfil educational needs on all levels and re kindle
enthusiasm as well as exposing us to new ideas and methods of
working.
I would strongly urge all
BTHA members to attend
at least one travel medicine
conference per year. The
financial investment is well
worth the rewards and contacts gained.
The 11th annual BTHA scientific conference is being held at Charing Cross
Hotel, London on 28th November, 2009.

Julie Gallagher
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A Guide to preparing Projects
for Poster Presentation
Presentation is the key - this is not an article for a journal
or a thesis
Your poster must be ‘eye catching’ so people will be drawn
to look at it.
SIZE
Posters for display are normally about one metre square - check any guidelines
PRINTING
Your material can be printed all in one on a single sheet of laminated material which can be rolled up for
transportation. Special equipment is needed but most illustration departments in hospitals and universities have
this - there may be a cost.
If this is not possible a number of individual cards (or thick paper) can be used - usually A4 size.
• Cards can be white or coloured so long as the text is clear and you should limit their number so that there can
be space between them when displayed.
• Cards can usually be pinned directly or adhered to the display board with Velcro - you may need to check or
take both with you.
CONTENT
The title must be informative but concise (e.g. maximum of 30 characters) - at least font size 60.
State your name(s), affiliation(s) and the institution where or for whom the work was done.
The study itself
• You may decide to include only one or two aspects of your study
• Body text should be a least font size 12. The font for your introduction and conclusion can be larger than other
sections since most looking at a poster only read these sections and perhaps also look at an interesting illustration
or figure.
• Define concisely your aim and objective(s)
• Your introduction, background information and any key references can be combined.
• There is not normally room for a long methods section nor a wordy discussion
• Show only key results and use illustrations/tables/figures when possible
• Your conclusion is important and can immediately follow on from any discussion
• Use 5 or less references and only if they are relevant to the poster’s content.
Illustrations
• Present only essential data and nothing complicated or difficult to read quickly
• One or two illustrations in colour can be eye catching.
• Usually some data can be left out of figures or tables so be very selective.
• Remember to label both axes of graphs
• Legends are important for illustrations and figures which should be understandable without having to read the
text.
Finally stand back and imagine you looking at the data for the first time at the meeting and have only a few
minutes to take in the key points - make adjustments.
Eric Walker
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Overseas Visitor Deaths in Australia 2001 to 2003

Peter A. Leggat, Jeff Wilks, J.Travel Medicine 2009;16: pages243-247
ABSTRACT
Background. The health and safety of international visitors remain an important issue for Australia and other
tourist destinations. The death of visitors remains an important indicator of safety. The aim of this study was to
provide updated figures on deaths of overseas travelers in Australia.
Methods. Data were sourced from the Australian Bureau of Statistics concerning deaths of overseas visitors for
the years 2001 to 2003.
Results. There were 1,068 overseas visitor deaths (701 males, 66%) during the study period 2001 to 2003.
Death by natural causes increased with age, while deaths associated with accidents were more frequent
among younger age groups. The majority of deaths were from natural causes (782, 73%), particularly ischemic
heart diseases (26%). There were a total of 247 accidental deaths (23% of all deaths) with the main causes
being transportation accidents (14% of all deaths) and accidental drowning/submersion (5% of all deaths).
The countries contributing the most deaths were the UK (247, 23%), New Zealand (108, 10%) Melanesia/
Micronesia (95, 9%), and the United States (57, 5%).
Conclusions. Australia remains a relatively safe destination for international travelers, at least in terms of fatalities,
which appear to be declining. Most deaths of overseas tourists in Australia are due to natural causes with
cardiovascular disease being the predominant cause of death in this group. Accidents remain the most common
preventable cause of death of travelers, with road and water safety being the major issues. It is important
that tourism and travel medicine groups continue to advocate for improved health and safety of international
travelers visiting Australia.
Earlier this year two backpackers, one from Britain, the other from Italy ,were killed when the 4 x 4 tourist
vehicle they were travelling in, overturned on the beach on Frazer island, (the largest sand island in the world,
off the Coast of Queensland).Eleven other people were injured including 4 other Britons. (RC).
On the previous day, also on Frazer Island, a British tourist was knocked unconscious and submerged under
water after running down a sand dune and diving into a shallow lake. Fortunately this was witnessed by
yet another British tourist who happened to be a doctor! The unfortunate accident victim was successfully
resuscitated. (RC)
A travel medicine view of dengue and dengue hemorrhagic fever Eyal Meltzer, Eli Schwartz
Travel Medicine and infectious Disease; Volume 7: Issue 5, Pages 278-283, September 2009
Abstract Summary
Dengue fever is the most prevalent arboviral infection worldwide, with up to 40% of the world population
living in endemic regions. Among travelers to tropical countries, dengue infection is increasingly reported, and
it is now a leading cause of post-travel fever. Outbreaks of dengue-like illness were already described since
the 18th century, but it is only in the last half century that a severe form of the disease – dengue hemorrhagic
fever (DHF) has been described. Although the cause of DHF is not established, the prevailing theory attributes
the disease to antibody-dependent enhancement of viral replication, in the presence of a secondary dengue
infection. Comparative studies of primary vs. secondary infection are difficult to perform in endemic countries
because of the rarity of primary infection except during early infancy. Travelers on the other hand are usually
diagnosed with primary infection and are therefore a better study population. Data on dengue and DHF among
travelers appears to suggest that severe dengue and DHF occur in similar rates among cases with primary
and with secondary infections. Epidemiological and physiological data from travelers suggest that the prevailing
theory on the causes of DHF needs to be reconsidered.
Reggie Cooke

