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Question

Question and Answer

When I travelled to India in the 1970s I took vitamin A tablets – I think they were called Silvasun. They claimed
to give protection against sunburn and make you tan faster. They do not seem to be available any more and I
wondered why.

Answer

Vitamin A tablets and other products containing beta-carotene or canthaxanthin have all been claimed to give
protection against the sun. None of these related compounds have been shown to work effectively and they
carry the risk of side-effects that might harm the eyes and so they are best avoided. The best approach if you
are slow to tan is only to expose yourself for short periods initially: people with pale or freckled skin will burn
most easily and burning not only ensures short term misery, but in the long term ages the
skin and predisposes to skin cancer.
Jane Wilson-Howarth
First printed in Wanderlust magazine
Jane Wilson-Howarth
A GLIMPSE OF ETERNAL SNOWS, which Dr James LeFanu of the Telegraph described
as ‘the proverbial life-changing book,’ is in UK bookshops now

Coursesa n
Untied Kingdom First Annoucement
Conference Ttle; 11th BTHA Scientifc
Conference 2009
Date 28th Novemeber, 2009
Venue London To be arranged
Contact Diane at info@btha.org

d Conferences

Untied Kingdom
Conference title ;Tick Aler t
Dates Friday 24th April, 2009 [ 9.30am-12
.45pm]
Venue ; The Royal College of Physicians
Contact; mailto:rebecca@tickaler t.org, E:
info@tickaler t.org
Tel 01943 468010

UNITED STATES
Conference title: Expedition and Wilderness
Medicine
Dates: 1-4 April 2008
Venue: Hotel Del Coronado, San Diego,
California.
Further information: email:
julie@wellassembled.com
Conference website: www.ExpedMed.org
HUNGARY
Conference title: 11th Conference of the
International Society of Travel Medicine
Dates: 24-28th May 2009
Venue: The ELTE University Conference
Centre, Budapest, Hungary.
Further information: email: cistm11@istm.
org
Conference website: http://www.istm.org

UNITED KINGDOM
Conference title: Travel Medicine: The Nets
and Bolts, RCGP Education
Dates: 9th Jun 2009
Venue: Dagnall Teaching Laboratory, Liverpool School of Tropical Medicine. Liverpool.
Further information: Margaret Cooper Tel:
0141 221 6072
Conference website: http://www.rcgp.ac.uk
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Jane Wilson Howarth

ITALY
Conference title: 1st Mediterranean
Conference on Migration and Travel Health
Dates: 6-10th September 2009
Venue: Piazza Bra, Verona, Italy.
Conference website: www.festmih.org/
verona2009
Italy
6th European Congress on Tropical Medicine and International Health - 6 to 10
September 2009 - Verona, Italy. Associated
to the main Congress is the First
Mediterranean Conference on Migration
and Travel Health.The Congress will
maintain a constant and central focus on its
main theme: Equity, Human Rights and
Access to Care.
FURTHER INFORMATION http://www.
festmih.org/verona2009/
Contact: ectmih2009@kit-group.org
UNITED STATES
Conference title: 14th International
Congress on Infectious Diseases
Dates: 9-12th May 2010
Venue: The James L Knight International
Centre, Miami, Florida.
Further information: email:info@isid.org
Conference website: http://www.isid.org
Germany First Annoucement
Conference Title ; 3rd Northern European
Travel Medicine Conference
Dates 26th-29th May,2010
Venue Congress Center Hamburg (CCH),
Hamburg, Germany
Further Information COCS – Congress
Organisation C. Schäfer
Franz-Joseph-Strasse 38, 80801 Munich,
Germany
Tel.: +49-89-3071011, Fax: +49-89-3071021
E-mail: heike.esmann@cocs.de
Conference Website www.nectm.com
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Travel Health in Your Pocket
Dr Ted Lankester 92pp £3.75 (plus £7.50 postal charge)
Interhealth http://shop.interhealth.org.uk/

I gave this neat little passport-sized guide to my son when he went off on his first solo trip (to Kathmandu) last
summer. I just knew any larger reference wouldn’t have got packed let alone read. It is attractively laid out with lots
that should attract younger adventurers. It is packed with good sense, and I especially like the ‘worse choices’ for
treating malaria section. It is a perfect present for a gap-yearer. It isn’t available on amazon but is obtainable from
Interhealth.

Jane Wilson-Howarth

Faculty of Travel Medicine, Royal College of Physicians and Surgeons of Glasgow
CPD Scheme
The FTM has developed a CPD (Continuous Professional Development) scheme for Faculty members.The aim is to
maintain a CPD scheme that is simple and flexible to use and will help members to plan, record and validate their
educational and professional development activities with their own learning needs in mind.
The Faculty wishes to encourage members to plan CPD activities proactively, to review areas of knowledge and skills
required, and to seek CPD events to fulfil these needs. FTM CPD activity should be included in the job objectives
of members.
Any member of the FTM who subscribes to RCPSG as a fellow, member, or associate member may access
the scheme and, in line with the Academy of Medical Royal Colleges, the Faculty CPD Policy Committee has
established a yearly minimum requirement for all participating members (regardless of working hours) of 25 CPD
credits per CPD year (one CPD credit equals one hour of educational activity). Credits may be earned by
attending approved external activities (RCPSG/FTM approved educational activities within a regional, national, or
international educational context) unlisted external activities (major regional, national, or international conferences
which do not appear on the approved RCPSG external activities database, internal educational activities (local
educational activity with colleagues from the same hospital or trust (recognising that the Trust may include more
than one hospital) and personal educational activities (individual activities, such as undertaking research, and
participating in committees, where the member determines the education benefits gained).
The CPD year runs between April 1st and March 31st and CPD returns must be submitted online by the 30th June
every year. The online diary will be accessed via the Federation of Royal Colleges three websites.
It is anticipated that the CPD system will be available from April 1st 2009.
There is a RCPSG CPD Help Desk in the College to provide general information and help to members of the CPD
scheme: http://www.rcpsg.ac.uk; email: cpd@rcpsglasg.ac.uk
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Cholera in Southern Africa
In spite of denials by Robert Mugabe there is currently a serious problem of cholera in Zimbabwe. The information
in this article is taken from the recent Regional Cholera Update for Southern Africa from the United Nations
Office for the Coordination of Humanitarian Affairs (OCHA) which stated on 9th January 2009 that “cases of cholera
continue to be reported throughout the region. Zimbabwe remains the most critical situation, with more than
35,000 reported cases. This crisis appears to have led to outbreaks in bordering countries, although Angola,
Mozambique and Zambia are also experiencing unrelated seasonal outbreaks. In South Africa local transmission of
the disease is increasing. There are concerns that, as the rainy season starts, the disease will spread even further”.
In Angola the cholera epidemic continues to spread. Between 1 October 2008 and 4 January 2009, a total of 1,183
cases including 21 deaths have been reported (CFR 1.8%). For the week 29 December 2008 to 4 January 2009
cases were reported in the provinces of Uige (38), Huila (6) and Kwanza Norte (28). Heavy rains, which usually
increase the spread of water-associated diseases such as cholera, have started in the northern part of the country,
where about 50 houses collapsed in the province of Lunda Sul.
In Botswana WHO reports that as of 8 January 2009 five confirmed cases were reported in the country, all of
whom had recently travelled to Zimbabwe.
In Malawi, on 15 November 2008, one case of cholera was confirmed in Blantyre, Southern Malawi, affecting a
person who has recently travelled to Zimbabwe. Since then, no new cases have been reported in Blantyre. Since 17
November 2008, an unrelated cholera outbreak has been confirmed in Lilongwe district, Central Malawi. Out of 28
districts, only these two districts have reported cases. As of 4 January 2009, the total number of cases is 370 (1 in
Blantyre, 369 in Lilongwe district) with 13 deaths (all in Lilongwe) (CFR 3.5%).
Cholera is becoming endemic in Mozambique. Since October 2007, ten provinces have reported cholera cases
and the situation is expected to worsen during the rainy season. According to the Ministerio da Saude (MISAU,
the Ministry of Health), as of 4 January 2009, a total of 10,066 cases of cholera, including 113 deaths (CFR 1.12%),
have been reported. At present there is no evidence of a significant trans-border epidemic between Zimbabwe and
Mozambique.
In South Africa local transmission of the disease is increasing, and new cases of cholera continue to be reported in
different parts of the country. As of 5 January 2009, a total of 1,608 cases and 14 deaths have been reported (for a
CFR 0.87%). Limpopo Province, which borders Zimbabwe, continues to be the most affected, with 1,476 cases and
9 deaths. Between 4 and 5 January 2009, Gauteng Province experienced a spike in the number of cases from 77 to
119. In Western Cape Province, 4
cases were confirmed in Khyalitsha Informal Settlement.
Since 19 September 2008, Zambia has recorded 1,759 cases including 21 deaths (CFR 1.19%). Cases have been
reported in 6 of the 9 provinces and 11 of 72 districts. There have been no reported cholera cases in the provinces
of Luapula, North-Western and Northern since 7 December 2008.
In Zimbabwe the cholera crisis continues to worsen with increases in cases and deaths. All provinces and 89% of
districts are now affected. As of 6 January, 35,330 cases including 1,753 deaths (for a CFR 5%) have been reported.
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OCHA’s figures are summarised in the following table.

Country
Reported Cases
Reported Deaths
									
			

Case Fatality
Rate (CFR)

Time Period

Angola		
1,183		
21		
1.78% 		
												

01 Oct 08-04
Jan 09

Botswana		
5		
0		
0.00% 		
												
Malawi		
370		
13		
3.51% 		
												
Mozambique		
10,066		
113
1.12% 		
												
South Africa		
1,608		
14		
0.87% 		
												
Zambia		
1,759		
21		
1.19% 		
												
Zimbabwe		
35,330		
1,753		
4.96% 		
												

01 Nov 08-08
Jan 09
15 Nov 08-06
Jan 09
01 Oct 07-04
Jan 09
15 Nov 08-05
Jan 09
19 Nov 08-06
Jan 09
15 Nov 08-06
Jan 09

BTHA teleconference minutes summary
6 January 2009
•

The recent joint RCN Travel Health Forum/BTHA malaria study day was a success and hopefully there is
scope for future joint projects.

•

The finances are currently in a healthy condition. Sponsorship money has been forwarded for support of
the Northern European Conference on Travel Medicine to be held in Hamburg 2010.

•

Iain McIntosh has been appointed Chair of the Publications sub-committee taking over from Sarah who is
cur rently taking a sabbatical.

•

BTHA has agreed to act as a bursary holder for the Faculty of Travel Medicine (RCPSG) for medical staff
applying for educational grants.

•

The BTHA website continues to be developed. BTHA members who would like their travel clinic details to appear on
the on-line database that is currently being developed should
contact BTHA at info@btha.org The 2009 BTHA annual
conference will be held in London, the provisional date is
Saturday 28 November 2009.
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Arboviruses
A summary of a presentation by Professor Ernest Gould during the Travel Medicine Symposium at the Triennial Meeting of the
Royal College of Physicians and Surgeons of Glasgow in November 2008.
Arboviruses are arthropod-borne viruses i.e viruses transmitted by arthropods. They infect mosquitoes, ticks, midges, sandflies,
gnats, bugs, etc. The viruses replicate in the arthropod in which they cause no pathology. Following transmission they replicate in
vertebrates in which they may cause significant pathology. Many are zoonotic, that is they infect both animals and humans. The
transmission cycle involves both vertebrates and invertebrates
Arboviruses that may present a risk to travellers
There are more than 500 recognised arboviruses including:
• Yellow fever virus
• Dengue virus
• Japanese encephalitis virus
• Tick-borne encephalitis virus (and Omsk haemorrhagic fever virus]
• Kyasanur Forest disease virus
• Alkhurma virus
• West Nile virus
• St Louis encephalitis virus
• Murray Valley encephalitis virus
• Louping ill virus
• Venezuelan (and Eastern and Western) equine encephalitis viruses
• Everglades virus
• Sindbis virus
• Chikungunya virus,
• Ross River virus,
• Rift Valley fever virus
• Sandfly fever viruses
• Crimean Congo Haemorrhagic fever virus
• California encephalitis viruses
*Arenaviruses (Lassa fever and others) and Filoviruses (Ebola, Marburg) are not arboviruses but they are included here because
they are rodent and/or bat associated and are usually studied by arbovirologists. Hantaviruses (haemorrhagic fever with renal
syndrome) are taxonomically classified with bunyaviruses
Human disease produced by arboviruses
Mild/severe febrile illness with/without arthralgia/rash, occasional
encephalitis, painful, (breakbone fever) rare sequelae, rarely fatal
Dengue virus/Chikungunya virus.
Arthritis/polyarthritis, arthralgia, fever and slow recovery, rarely fatal
Sindbis virus/Ockelbo virus/O’Nyong Nyong virus, Ross River virus.
Monophasic or biphasic encephalitis with/without sequelae, case fatality rates 1% to 50% depending on arbovirus
Tick-borne encephalitis virus, EEEV, VEEV, WEEV, SLEV, MVEV.
Haemorrhagic disease, case fatality rates up to 50% depending on supportive medicine
Dengue, Yellow fever (hepatic), CCHFV, RVFV, KFDV. ALKV.
Encephalitis/chronic encephalitis, with/without paralysis/flaccid paralysis
West Nile virus, California serogroup viruses, Tick-borne encephalitis.
The development and spread of arboviruses can be shown to follow characteristic patterns depending on viral evolution, migration
of both human and avian hosts and movement of insect vectors. They are capable of adapting to specific environments of climate
and vegetation. Insect vectors may be carried from one part of the world to another in a variety of ways including transport of
used tyres (mosquitoes, especially Aedes albopictus, which need only small reservoirs of water in which to breed) and migration
of seabirds (e.g.by transporting feeding ticks).
Yellow fever virus (YFV) is found only in Africa and Latin America. It is now recognized that the virus emerged in Africa about
4000 years ago and was transported across the Atlantic Ocean to the Americas during the period of slave trading. In the wild YFV
circulates naturally amongst non-human primates and their associated mosquito species. In Africa the monkeys carrying the virus
do not show signs of illness. Because humans rarely visit the jungle, human infection in this jungle environment is very uncommon.
However monkeys foraging in the savannah regions next to the jungles may be bitten by the resident mosquito species which may
subsequently transmit the infectious virus to humans, who may then carry the virus into the urban environment, thus potentially
leading to epidemic urban yellow fever. In South America monkeys carrying the virus show signs of illness and frequently die. This
indicate that the virus was introduced relatively recently into these simian species. Humans entering the forest or savannah regions
may become infected when bitten by infected mosquitoes. Disease is rarely seen in urban areas in the Americas but the precise
reasons for this are unknown.
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In the case of dengue fever, which like YFV is primarily transmitted by Aedes aegypti mosquitoes (in the urban environment),
the virus has evolved the ability to be transmitted between humans and therefore epidemics occur in all the tropical regions of
the world (i.e. not just confined to Africa and Latin America). In South East Asia these viruses circulate throughout the year. It is
estimated that at least 50 to 100 million humans are infected per year. Dengue viruses are efficiently dispersed locally between
humans and mosquitoes and also globally, probably via transportation of Aedes albopictus mosquitoes, the secondary vector of
Dengue virus.
In Africa Chikungunya virus (CHIKV) resembles Yellow fever virus. i.e. it has a jungle cycle in monkeys and sylvatic Aedes spp
mosquitoes and an urban cycle in humans and Aedes aegypti mosquitoes. CHIKV also produces epidemics in Asia but a forest
cycle is not recognized. It is possible that CHIKV virus is introduced from time to time into Asian countries from Africa, Madagascar
and Indian Ocean Islands. CHIKV has recently adapted to Aedes albopictus mosquitoes and is dispersing globally,
probably due to the international trade in used tyres which provide perfect breeding grounds for this very successful “Asian Tiger”
mosquito.
In Latin America and southern parts of North America three variants of alphavirus are recognized as being common causes of
equine encephalitis (Venezuelan, Eastern and Western equine encephalitis viruses). In common with many arboviruses, these
viruses have a natural sylvatic existence that involve Aedes and Culex species mosquitoes and either small mammals or birds,
which do not show signs of illness when infected. These viruses occasionally break free of their sylvatic/forest reservoir and cause
major epidemics in wild and domesticated horses. Humans associated with the horses may also become infected.
In addition to mosquitoes, ticks may also be vectors of arboviruses. Many of these viruses cause other forms of encephalitis
in humans. In some cases there is evidence of infected ticks being carried thousands of miles by migratory birds, particularly
seabirds.
Rift Valley fever virus (RVFV) is found in many regions of Africa. The virus reservoir is considered to be mosquito eggs.
Following heavy rainfall, billions of these eggs hatch and the emergent mosquitoes feed on wild animals, which do not become
sick, and on herded animals, which do become sick. The disease in humans is usually confined to people working with the infected
animals but occasionally it spills over into towns and cities where large epidemics have been known to arise. RVFV has recently
caused epidemics in the Arabian peninsula suggesting that this virus could disperse more widely in the future. Crimean/Congo
haemorrhagic fever virus (CCHFV) is a tick-transmitted arbovirus. This virus infects both wild and farm animals and humans may
become infected if they are bitten by ticks that otherwise might have fed on animals. CCHFV appears to have gradually dispersed
into southern Europe.
Factors to consider in identifying the type of human infection
1. Clinical picture;
•
Fever
•
Rash
•
Pain
•
Encephalitis
•
Haemorrhagic features
•
Arthritic features
•
Hepatic involvement
2. Location
•
Where (geographically and locally) was the patient at estimated time of exposure to the virus?
3. Evidence of arthropod bite (exposure)
•
Ask the patient
4. Type of potential vector
•
Mosquito
•
Tick
•
Sandfly
•
Culicoides
•
Etc
5. Preferential feeding pattern of potential vector –
•
Birds
•
Humans
•
Other animals
6. What is the geographical/ecological distribution of potential vectors?
7. Type of habitat
•
Forest
•
Urban
•
Rural
•
Desert
•
Savannah
•
etc.
8. During which season did the infection arise? AND is this logical?
9. Recent and the current weather conditions
10. Are the suspected arboviruses associated with human epidemics?
How to avoid infection
•
Use repellents
•
Wear long-sleeved tops and trousers
•
Be aware of the season for high densities of arthropods
•
Keep away from areas of high arthropod density
•
Avoid travelling to known epidemic areas during summer and early autumn period
•
Ticks – avoid forest floor[ adequate protective footwear] and animals
•
Veterinary vaccines can indirectly reduce the risk to humans by reducing the animal reservoir of infection
•
Immunisation against Yellow fever virus, Tick-borne encephalitis virus and Japanese encephalitis virus probably protect against other
•
flaviviruses such as Dengue virus, West Nile virus, etc. by antigenic cross-reactivity
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Journal Reviews

Evaluation of Mood Profiles During Malaria Chemoprophylaxis: A Randomized, Double-Blind, Four-Arm Study
Patricia Schlagenhauf, Richard Johnson, Eli Schwartz, Hans D. Nothdurft, Robert Steffen, Journal of Travel Medicine: vol16 Issue
1 2009: pages 42-45 ISTM JTM Ed. Dr Robert Steffen
ABSTRACT
Background.To objectively compare the mood profiles of users of malaria chemoprophylaxis regimens (atovaquone–proguanil,
chloroquine–proguanil, doxycycline, or mefloquine) in a group of nonimmune tourists to sub-Saharan Africa.
Methods. In a randomized, double-blind, four-arm study with placebo run-in phase conducted at travel clinics in Switzerland,
Germany, and Israel, we compared moods and feelings in chemoprophylaxis users (n= 547) by administering the standardized
“Profile of Mood States” (POMS) questionnaire. This is designed to provide data on six categories of feelings: tension,
depression, anger, vigor, fatigue, and confusion. The questionnaire was administered at four time points: recruitment (T1), 13 to
11 days before departure (T2), 6 to 4 days before departure (T3), and 7 to 14 days after return from Africa (T4).
Results. There were no significant differences with respect to overall mood impact between the medication arms. All scores
were in the normal range, and no means were more than 1 SD from the norm. The POMS data were reanalyzed with respect
to sex, age, medication group, and control time points (T1–T4). There were significant interaction effects between sex and
medication group—women in the mefloquine group showed more “fatigue” (p= .011) and “confusion” (p= .011) than men.
Significant effects of age group (below median age 34 y vs median age and above) were noted on the “tension” and “fatigue”
scales in that less “tension” (p= .045) and less “fatigue” (p= .000) were noted in those aged 34 years and older. Younger
participants, aged <34 years, reported more “confusion” (p= .013) at T2 than at T1 and T4.
Conclusions. Although the overall mood profiles were similar for the users of any of the standard malaria chemoprophylaxis
regimens, we found that women using mefloquine showed more fatigue and confusion than men and that younger persons aged
less than 34 years, regardless of chemoprophylaxis used, reported more tension and fatigue than their older counterparts.
Dr Reggie Cooke, GP/Travel Health Adviser, N. Ireland
Global Health for a Globally Minded President
Daulaire Nils, Jan. 16, 2009 Health Affairs magazine, Jan. 16, 2009. Global Health Council
President-elect Obama can make strides toward global health engagement without undoing some
of the work of the previous administration, especially regarding HIV/AIDS and malaria.
Abstract:
Over the past four decades, the United States has been a world leader in advancing the cause of better health among the
world’s poorest people, yet millions continue to die needlessly, and hundreds of millions suffer from preventable and readily
treatable diseases. Illness and death destroy families, destabilize entire societies, and pose global threats to security. Because of
his unique personal history, President-elect Barack Obama is likely to understand the conditions of life and realities of disease
among the global poor in ways that no number of policy briefing papers could match. Global health advocates are enthusiastic
about what his administration could do to expand U.S. engagement in the health and well-being of people living in the world’s
poorest and sickest societies, in ways that are both strategic and responsive to human need.
While in the Senate and during his presidential campaign, Obama was a strong advocate for bolstering U.S. global health
programs. Now comes the task of translating promises into real policies, programs, and investments in a world that looks very
different than it did a few months ago, thanks to the global economic crisis.
The temptation in any new administration, particularly when power has transferred from one political party to another, is to
assume that everything old must be scrapped. Particularly in the arena of global health, where the Bush administration has made
a strong mark, this would be a serious error. Continuity and expansion of some of Bush’s hallmark disease-fighting initiatives
need to be coupled with key policy modifications and a new, more comprehensive commitment to improving the health of
families everywhere. Through these actions, President Obama could, by the end of his term in office, achieve the remarkable
goal of saving more than six million lives each year among the world’s poorest societies and could build the foundation for a
truly healthier, more secure world.
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The next Northern European Conference on Travel Medicine will be held in
Hamburg from 26-29th May 2010
This follows on from the very successful NECTM conferences in Edinburgh in 2006 and Helsinki in 2008 which
many of you will have attended.
NECTM arose out of an informal agreement by the National Travel Medicine Societies and Organisations from the
Nordic countries, UK and Ireland to hold a joint conference in alternate years with support from the ISTM.The conferences are managed by a group of enthusiasts nominated by the participating Travel Medicine organizations who
first decide which country is going to act as host and then provide active support through organising and scientific
committees made up of both doctors and nurses.
The aim is to hold high quality friendly regional conferences where the scientific content reflects, although not
exclusively, Northern European travel health issues of importance both as sending and host countries. We aim also
to encourage participation from other countries in the region where travel medicine services are less
developed (e.g. other Baltic states). Experience has shown that the conferences also attract participants from many
other parts of the world.
Preparations are already underway for NECTM 2010 and the Scientific Committee meets in February 2009 to
determine the programme for plenary sessions, symposia, workshops etc.
Individual Members of all the participating organisations are asked to provide suggestions for topics they would like
to see included. You can look at the previous programme for Helsinki at http://www.nectm.com/ to see what was
included last time.
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Malaria: The facts for determining good practice
RCN Travel Health Forum and the British Travel Health Association
Joint Conference and Exhibition
Monday 8 December 2008
Conference Summary By Jane Powell, GlaxoSmithKline (GSK) Travel Health
Jane joined GSK in 2004 and graduated with a BSc Hons in Health Science and Clinical Evaluation from the University of York.
• Malaria in travellers: Continuing public education is key to prevention
• VFRs are key targets in the fight against malaria
• Fifth malaria variation emerging in European travellers
• ABCD: Still at the heart of malaria education
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In early December, the Royal College of Nursing Travel Health Forum (THF) and the British Travel Health Association (BTHA)
held a joint conference dedicated to the prevention and management of malaria. On a cold winter morning in central London,
140 delegates from around the country filled the room to listen to the latest developments from experts in the field.
Opening address
Following the THF Chair Sandra Grieve’s opening remarks, Dr Peter Carter OBE, Chief Executive and General Secretary of the
RCN, welcomed delegates to the study day and spoke about the current period of change the THF was experiencing. This was
mainly due to the merger with the RCN’s Public Health Forum and also the ever-changing global threat of infectious diseases,
exemplified by the recent cholera outbreak in Zimbabwe. Dr Carter highlighted that there was a clear need for educational
initiatives and further study days to support nurses during this challenging period.
Information and resources on malaria
The first speaker of the day was Jane Chiodini, travel health specialist nurse, who had succumbed to a winter cold and had
effectively lost her voice. She proceeded stoically and came prepared, presenting her slides with speech bubbles against the
background music of The Tremeloes hit Silence is Golden. However, what her presentation lacked in volume, it certainly made up
for in content. She provided attendees with a valuable overview of the available resources on malaria prevention, including:
•
•
•
•
•
•

Health Protection Agency (HPA) Malaria Reference Laboratory, guidelines and regular updates on malaria epidemiology,
reporting for example, recent increased incidence of malaria in Gambia
The World Health Organisation (WHO) website and its new Malaria Report (available at www.who.int/malaria)
Other websites such as the US Centre for Disease Control and Prevention (www.cdc.gov), Travax, NaTHNaC (including
Fit for Travel) and Malaria Hotspots
Educational materials:
The third edition of the Wellcome Trust’s CD available from malaria.wellcome.ac.uk
A new malaria educational resource called Malaria Matters: Best Practice in Malaria Prevention. It is an RCN-accredited
training initiative, developed by Jane Chiodini and produced and funded by GSK. It includes a number of features such
as animations, case studies and best practice consultation video clips. For more information or for a copy call the Virgo
HEALTH press office on 020 8939 2479

Jane also underlined the importance of referring to these and similar resources regularly, in order to stay abreast of travel
health developments, such as the new malaria strain called Plasmodium knowlesi.
Knowledge, attitudes and practices of African Visiting Friends and Relatives (VFRs)
Penny Neave, Health Protection Specialist from the HPA, explored the challenges associated with offering travel health advice
to VFRs – a notoriously difficult to treat population who:
•
•
•
•

are mostly based in London, in areas such as Southwark,
may not present for malaria advice believing they already have immunity,
typically do not adhere to the ‘ABCD’ of protection,
may not take their antimalarials for a number of reasons, including a belief that prophylactics challenge their African
heritage,
• perceive malaria as being less serious than typhoid. Malaria is viewed as a flu-like illness and it is also confused with a
simple fever,
• may not present for treatment as they fear being isolated in hospital,
• accounted for approximately two thirds of imported malaria cases last year (the majority of which came from West Africa,
with other cases from countries such as Uganda and Sierra Leone).
Penny explained that reluctance to take antimalarials has led to VFR men being twice as likely to die from malaria infection as
women and reiterated the importance of recommending chemoprophylaxis: about half of the fatal cases of imported malaria
occur in travellers who had taken no chemoprophylaxis. Ultimately, it is important to remember when working with Africans
or African VFRs that this group is not homogenous. Indeed wide-ranging cultural preferences and socioeconomic factors will
shape behaviour for each traveller.
Grappling with mosquitoes!
In the next session, Dr Nigel Hill assessed bite prevention methods available for travellers. He emphasised that they should be
evaluated in terms of suitability in different circumstances and efficacy, recommending:
•
•
•
•
•

Insect repellent sprays (containing DEET)
Coils – cheap and relatively effective
Vapourisers – can be highly effective
Sprays – which interfere with mosquitoes’ navigational sensors
Nets – an article in the BMJ showed an 80% reduction in malaria in patients using nets1

Dr Hill then briefly discussed the methods that he wouldn’t recommend to travellers because they have been shown to be
ineffective, including:
•
•
•

Buzzers
Vitamin B1 supplements
Foods such as chilli or garlic

Malaria in returning travellers
In the final morning session, Dr Nick Beeching, Senior Lecturer and Clinical Lead from the Liverpool School of Tropical
Medicine, reviewed the latest trends in imported malaria rates. In particular, he highlighted that although initially it was thought
that incidence would decline from the 1950s onwards, malaria is currently resurgent.

10

Dr Beeching explained that the biggest problems preventing the successful treatment of malaria cases are delays in presentation
and delays in diagnosis and treatment. For instance, he recalled three deaths from malaria in Liverpool that were caused by
delays in diagnosis.
With regards to the treatment of malaria infection, Dr Beeching urged delegates to:
•
•
•

identify what stage the disease is at: blood stage or liver stage,
remember malaria can still be present one to two years after travel,
refer to the one-pager available from britishinfectionsociety.org for further information.

One of the most recent and important developments Dr Beeching discussed was the identification of Plasmodium knowlesi, a
new form of malaria originally based in monkey hosts but which has now transferred to humans. It is prevalent in Thailand and
Malaysia and is now emerging in travellers returning from these areas to Europe.
Case scenarios and Q&A session
Following lunch and an opportunity to visit the exhibition where various resources available to the delegates were demonstrated,
Dr Nick Beeching chaired a panel discussion with Diane Parsons from the THF and Claire Wong from the BTHA. They considered
case studies of travellers visiting four at-risk areas (Goa, Guinea, the Caribbean and South America), which illustrated that:
•
•
•
•

the prevalence of malaria can vary within a given geographical area. Therefore travel health professionals need to maintain
an up
to date knowledge of at-risk areas,
it is important to highlight the additional risks malaria poses to women who are pregnant or breastfeeding. It is also
advisable for them find out about health provisions available at their destination
not all areas of at-risk countries require prophylaxis so it is important to determine exactly where travellers are visiting,
different antimalarials are recommended for different areas and an appropriate drug must be selected that will protect the
patient for the entire trip, ie one that will not require them to switch halfway through their travels.

I’ll never get malaria
Tim Beacon, Director of The Outdoor Experience, reiterated the importance of:
• communicating effectively with adventure travellers to advise them on malaria prophylaxis,
• following the four key steps for malaria prevention:
o Awareness
o Bite prevention
o Chemoprophylaxis
o Diagnosis.
The role of pharmacists in malaria advice
In the following session, Professor Larry Goodyer, Head of the School of Pharmacy at De Montfort University, explored the role
pharmacists can play in advising travellers on malaria prevention, including:
•
•

the changing role of pharmacy as a provider of services within the NHS. For example, they currently provide advice on
bite prevention and antimalarial prophylaxis, either supplying chloroquine and proguanil or referring for prescription only
products,
the scope for establishing travel clinics in community pharmacies, led either by pharmacists or nurses.

Malaria: advice for children and young people
The final session of the day saw Dr Delane Shingadia, a consultant at Great Ormond Street Hospital, discussing the challenges
faced in the prevention of malaria in children and young people. In particular, he focused on the following points:
•
•
•
•

most malaria in children occurs in VFRs, who often consume local produce or water and stay in rural areas without equipment for bite prevention,
VFRs should be targeted by health care professionals to ensure that they receive accurate information and use preventative
measures,
many parents may wrongly believe they have ‘natural immunity’ and also that this immunity is transferred to their children,
the importance of prescribing appropriately in children: less than half take prophylaxis, and only a third of this treatment is
appropriate for the areas to which they are travelling.

Dr Shingadia went on to acknowledge the source of pre-travel advice in VFR populations is often not clear, with risk factors
associated with this group different to the general population. Often VFRs will travel to at-risk areas while pregnant, with children or
while unwell with multiple other illnesses. They also frequently arrange travel at the last minute with little time to seek professional
advice – and many simply don’t ask for advice at all.
At the close of the meeting Dr John Davies, Chair of the BTHA, and Sandra Grieve underlined that malaria is a preventable disease
that should be at the forefront of travel health advice for people visiting endemic regions of the world. The high turnout for the
event illustrated the desire for up-to-date knowledge, as well as the importance of continuing education and sharing best practice
in travel health.
1. Hill N, Lenglet A et al. Plant based insect repellent and insecticide treated bed nets to protect against malaria in areas of early evening
biting vectors: double blind randomised placebo controlled clinical trial in the Bolivian Amazon. BMJ 2007;335(7628):1023
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Recent disease outbreaks
of interest to travellers from UK
February 2009

Advice to travellers

The purpose of this article is to alert travel health
advisors to recent disease outbreaks likely to be of
interest to travellers from the UK. Detailed pre-travel
travel health advice should be sought from reliable
sources such as FitForTravel, NathNac and TRAVAX.
These will also explain any changes in advice regarding
risk reduction measures arising as a result of disease
outbreaks.

Malawi is a very popular destination for groups of
school, university and medical elective students.
These groups often undertake charity work, including
working in hospitals and orphanages, and building
projects in remote villages. Living and working closely
with local people, especially in relatively remote areas,
may increase their risk of cholera, and cholera vaccine
may be advised.

Outbreaks may arise in countries where the disease
is endemic or may occur where the disease has
never been reported or cases have not been seen
for many years.

Rabies

Cholera in Zimbabwe
A major outbreak of cholera started in Harare
townships in September 2008 and continues, now
involving all ten provinces in Zimbabwe. Health
officials in Zimbabwe report that the outbreak is not
contained and as of the 27th January 2009, a total
of 57 702 cholera cases and 3058 cholera- related
deaths have been reported.
Advice to travellers.
All travellers to Zimbabwe should consider cholera
vaccine prior to travel, especially those who will be
living or working closely with the local population
and who are unable to ensure a clean water supply.
Cholera in Malawi
An outbreak of cholera in Malawi was reported in
December 2008 and over 2,000 cases have been
documented to date with 67 deaths. Lilongwe has
been most affected.

The recent sad case of a young woman who died
from rabies in Northern Ireland highlights the need
for travellers to be aware of the risk of rabies, the
correct procedure for post exposure wound
treatment and prophylaxis and the value of
pre-travel rabies vaccine. This is particularly important
for travellers, like this one, who are planning to work
with animals.
Dengue Fever
New outbreaks of dengue fever continue to occur in
many regions, notably Central and South America and
several countries have seen an increased incidence
of dengue in 2008/9 compared to 2007. There are
ongoing outbreaks in Brazil, Bolivia, Paraguay and
Peru and Vietnam has seen a 60% increase in cases
compared to 2007.
Outbreaks have been reported from a number of
Caribbean islands, including St. Martins, St. Lucia,
Netherland Antilles, Trinidad and Tobago and St. Kitts,
all popular destinations for winter sun and cruise
travel. An outbreak has also been reported from the
Dominican Republic, also a popular destination at this
time of year.

Kitty Smith

