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Without doubt the biggest global health issue in the media at the time 
of writing is the outbreak of Ebola virus infection in West Africa. In this 
edition we are publishing a short account of the Ebola virus, with particular 
reference to this current outbreak. The threat to UK residents is small, 
but the outbreak has caused a major disturbance of both social life and 
healthcare provision in the affected countries. It has proved difficult to 
control the outbreak because of both the relative lack of healthcare 
personnel and infrastructure in those countries and the local attitudes and 
beliefs with regard to illness, healthcare and the spread of infection. The 
West African countries affected by this outbreak are receiving a great deal 
of help from local and outside sources, including volunteer organisations, 
who are putting themselves at risk of infection in order to care for the 
victims of Ebola. Healthcare workers caring for Ebola victims are amongst 
those at highest risk of infection, and deserve our support and admiration 
for their courage and hard work in difficult and demanding circumstances. 
The mortality from Ebola virus infection is high, up to 90%, and in 
situations such as those that exist in West Africa the mortality is higher 
than it is in more developed countries where facilities exist for isolation 
and specialised supportive treatment. This highlights for us once again 
the health inequalities between developed and less developed countries 
that we must seek to address in the global health community, and the 
importance of addressing local attitudes and beliefs when attempting to 
help in situations such as this. 

Closer to home, we are delighted to be able to announce in this edition 
that the next Northern European Conference on Travel Medicine, 
NECTM6, is to be held in London in 2016, and that BGTHA will be the lead 
organisation in organising it, along with NaTHNaC and the Royal College 
of Nursing. This is a great opportunity for us and a great responsibility, 
and we hope that we will have the full support of all our members in this 
venture. It will also be a great opportunity for members to attend a major 
international travel conference without having to travel abroad, and we 
hope that as many as possible of you will come to London in 2016. We 
will do our best to keep members fully informed of the date, venue and 
booking arrangements as soon as the details have been decided.

We must not, of course, forget our own Annual Scientific Meeting next 
year, 2015, which will take the theme of “The Adventurous Traveller” and 
will take place at De Montfort University in Leicester on 28th March. Once 
again we will keep members fully up to date with the details as soon as 
they are available, so we would advise you to watch the website and future 
editions of Travelwise for further details. Because of our involvement in 
NECTM6 we will not hold an Annual Scientific Meeting in 2016, so there 
will be an even greater incentive for members to join us at NECTM6.

Mike Townend
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BGTHA Administrator will provide information on how 
to join. Contact Roger Morley at info@bgtha.org or visit 
our website at www.bgtha.org.

BGTHA Executive Committee members and current 
office holders are George Kassianos (President), 
Mike Townend (Chairman), Larry Goodyer (Deputy 
Chairman), James Moore (Hon Secretary), Derek 
Evans (Hon Treasurer), Julie Gallagher, Tania John, 
Paul Richards, Eric Walker. Coopted members are 
Jessica Cosby, Kit Tse, and Claire Nugent and Laura 
MacDonnell (joint co-optees).

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 BGTHA Journal per year
• Reduced subscription to Travel Medicine and 
 Infectious Disease
• Reduced fee for the BGTHA Annual Scientific 
 Meeting
• Free listing for your Travel Clinic on public access part 
 BGTHA website
• Access to research groups
• Study days
• BGTHA FTM exam education busery £300

Contact the Administrator or visit the website for 
details of these services at info@bgtha.org

If you are not yet a member of the BGTHA 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 BGTHA 
activities, please contact the Secretariat or visit the 
website. BGTHA subcommittees include:
• Education
• Research
• Publications
• Conference organisation
• Links with other societies
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Pre-travel preparation practices among business 
travellers to tropical and subtropical destinations. 
Results from the Athens International Airport Survey. 
Pavli A, Silvestros C, Patrinos S et al. Travel Medicine 
and Infectious Disease. DOI: http:/dx.doi.org/10.1016/j.
tmaid.2013.12.004.

This paper was based on a questionnaire study 
conducted at Athens International Airport over a 6 
month period in 2013. A total of 684 business travellers 
participated, with a mean age of 40 years, travelling to 
various destinations, the most frequent being the Middle 
East (46.8%) and sub-Saharan Africa (16%). Almost a 
quarter (23.5%) were visiting a tropical or sub-tropical 
country for the first time, and only 58.8% of all those 
surveyed sought any travel health advice prior to travel. 
Almost half of those visiting a malaria endemic area did 
not receive any antimalarial drugs, and the numbers of 
travellers receiving hepatitis A and typhoid vaccination 
were lower than expected, at 70% and 35% respectively. 

Comment
This study clearly demonstrates a lack of awareness 
among Greek business travellers of the need for a 
pre-travel consultation and a need for strategies to 
improve their awareness. Experience suggests that a 
similar situation may occur elsewhere, for example in 
the UK, among business travellers. There is clearly a 
need for employers and occupational health services 
to be aware of the potential health problems of their 
travelling employees and to take appropriate action to 
guard against them.

Health hazards and medical treatment of volunteers aged 
18-30 years working in international social projects of 
non-governmental organizations (NGO). Kipper T, Rieke 
B, Neppach et al. Travel Medicine and Infectious Disease. 
DOI: http:/dx.doi.org/10.1016/j.tmaid.2013.11.004.

The authors conducted a retrospective questionnaire 
survey of 153 individuals aged 18-30 years who had 
worked in an NGO for more than 6 months, the mean 
duration of stay being 11.2 months. 65.4% worked in 
Latin America, 14.4% in Africa and 9.8% in Asia. 83% 
had received some degree of travel health advice 
prior to travel. The incidence of injury was higher than 
that observed in older travellers, an febrile infections 
occurred more frequently than had been found in 
older studies. 21.2% had dental problems and 50% 
sought medical treatment. The authors concluded that 
there is a higher risk profile of specific health problems, 
including potentially life-threatening conditions, in young 
NGO volunteers compared with their older colleagues 
and other travellers. They recommended that young 
volunteers should receive age specific pre-departure 
training in health and safety, first aid and management 
of common health problems, plus a medical check on 
their return. They also advised the provision of first aid 
kits.

Comment
It will come as no surprise to experienced travel health 
practitioners that younger travellers of whatever type 
experience a higher frequency of injury than do their 
older counterparts. It is important to discuss with 
travellers in the age group addressed by this paper their 
increased risk from all types of injury, including road 
traffic accidents, which may well be more important 
to their wellbeing than most of the other conventional 
travel health advice that they are given. It is to be hoped 
that any responsible NGO would ensure that adequate 
information, advice and equipment is provided for 
all young people being sent abroad into high risk 
environments, but sadly this does not always appear to 
be the case.

From the Journals
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Courses  and      

Conferences

‘A return ticket’ a joint RCN and Travel Health 
Training Ltd conference and exhibition. 

13 September 2014. RCN HQ, 20 Cavendish 
Square, London, W1G 0RN

Further information: www.rcn.org.uk/TH14

Faculty of Travel Medicine AGM and Symposium. 
9 October 2014. Royal College of Physicians and 
Surgeons Glasgow, St Vincent Street, Glasgow

Further information: events@rcpsg.ac.uk              

Conference website:  http://rcp.sg/events

Travel Health Africa: Quo Vadis (South African 
Society of Travel Medicine) 18 - 21 September 
2014. Elangeni Hotel, Durban, South Africa

Further information: admin@sastm.org.za

Conference website: http://www.sastm.org.za/

Travel Health in Nepal, Bhutan and India. 3-19 
November 2014. Kathmandu, Nepal.

Further information: info@jonbainestours.co.uk

Course website: http://www.jonbainestours.co.uk/
tour/medical-professional-tour?tour=28

Asia Pacific Travel Health Conference. March 2015. 
Kathmandu, Nepal.

Date, venue and website to be announced

The 14th Conference of the International Society 
of Travel Medicine. 24-28 May 2015. Quebec City, 
Canada.

Conference website: http://www.istm.org

Advance notice

Northern European Conference on Travel Medicine 
(NECTM6). London June 2016. Date, venue and 
website to be announced

Mike Townend
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The Challenging 
role of  Expedition 
Medical Officer.
Adventure, excitement and professional challenges 
present to expedition medical officers, I have 
accompanied groups to remote parts of the world 
in ventures to inaccessible places and met serious 
medical emergencies.

En route to a climbing expedition to the Lofoten 
Islands within the Arctic Circle, the ship was halfway on 
its crossing to the islands, with good medical facilities 
falling far behind on the mainland. A teenage girl 
developed right-sided abdominal pain and vomiting. 
Was this the result of dietary indiscretion, menstrual 
anomaly or the onset of more serious disorder? 
Examination suggested an acute appendicitis and the 
need for surgery The ship’s captain wanted to know 
whether to turn his ship or proceed to destination 
, still many hours away. The decision was difficult as 
facilities ahead were unknown and  to turn the ship a 
major inconvenience. I opted for a full speed onward 
voyage, then sweated anxiously through the hours as 
her condition deteriorated. An acute appendix was 
removed by the surgeon on arrival .

Hoping the emergency event of the expedition now 
lay behind, I travelled to the outermost island of 
the Lofoten chain near the renowned Maelstrom. 
Expeditioners, hiked the length of the island chain 
living in little rorbuer huts built on stilts over the 
water and relying heavily on fishing and scallop and 
mussel gathering for food. The latter took place at 
midnight in the Arctic twilight. Collectors paddled 
in rock pools, in freezing water feeling for mussel 
shells underfoot. Frozen feet were poorly adapted to 
identify them and I treated many lacerated feet and 
and frost nip.

Vertical, glacier-scored cliffs soared from the water 
to stand as gaunt pinnacles and gigantic buttresses 
a challenge to the climbers. One lad climbing many 
miles away across fiord and a mountain ridge, became 
ill and was difficult to reach . Travelling by small boat, 
and slogging over the ridge, I finally reached the 
remote camp. He had been ill for two days with 
acute abdominal pain and vomiting, was now retching 
repeatedly and needed urgent hospitalisation. This 
was another acute appendicitis, this time a very long 
way from operative intervention. 

Prostrated and in pain, he had to be carried across 
moors and mountainside back to the boat. Once 
across the fiord and rehydrated , he still faced 
hours in a mad dash to catch small ferries and 
negotiate narrow fiord-side roads, and  his condition 
deteriorated . Finally with relief, I handed his care to 
the surgeon who considered immediate surgery too 
dangerous and treated him conservatively. He flew 
back to Britain, and had the offending appendage 
removed later.
On another expedition to the Kashmir Himalayas 
and a mountain close to the disputed Indian Pakistan 
border we stayed overnight in a youth hostel in Srinigar 
and wakened to find lines of throbbing, intensely 
itchy, bedbug bites extending above sleepers ankles. 
The girls’ fleshy calves were particularly attractive 
to the creatures and they suffered most from their 
attentions, with bites leaving tiresome, itchy wheals. 

Provisioning required purchase of chickens, in 
squawking trios tied upside down by feet .Following 
their demise by neck-pulling, a line of girl expeditioners, 
plucked carcasses while lads disemboweled them. All 
were soon liberally covered in red hen mites. Bitten, 
itching and blotched expeditioners on antihistamines 
set off for the high peaks.

The route climbed steadily through forest and steep 
sided gorges. Dehydration problems arose in walkers 
as personal water supplies ran out and thirst was 
accentuated by the sound of running water deep in 
the gorge. Later in the day water cascaded down the 
mountain before us and all sought to quench thirst. 
Satiated, I crossed upstream to discover a waterlogged 
bundle of ragged clothing. Investigation revealed the 
corpse of a young woman who had slipped off the 
track, been ill, attacked or murdered. She created a 
moral and medical dilemma. Did I report this and 
to whom and how would we be treated by officials? 
Would this delay the expedition? Had she died from 
disease or carried infection? The group had being 
drinking water copiously a few yards downstream 
from her body. Were we now infected with some 
contagion? I decided to leave the corpse in situ, 
unreported and trudged on considering how long 
it might be before we all succumbed to infection 
enteritis or worse.

We climbed on to high alpine pastures where herders 
lived in summer sheilings. Sheltered under rock 
overhangs, they lived at 5,000 metres altitude on the 
fringe of civilisation. Barefoot and in rags, children 
mobbed us, many with impetigo and lacerations. I 
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held a surgery session each evening .People came in 
with scars from burns and trauma and some were 
thyroid-deficient and had large goitres.

On reaching the high glacier severe altitude sickness 
affected the assistant medical officer who suddenly 
became delirious and disorientated with signs of acute 
cerebral oedema. He was fortuitously discovered in 
the middle of the night, disappearing at speed across 
the glacier, on the way to Tibet. He had to be forcibly 
restrained before collapsing and top priority was given 
to his speedy return to lower altitude.

Four days away from any resupply, while still at 5000 
metres height, we ran out of conventional food and 
existed on flour and water .We lost the descent route 
in bad weather and had to traverse pathless jungle to 
extricate ourselves Heavily laden, we plunged down the 
steep flank of the mountain into featureless jungle rent 
with ravines and gorges. Sliding and lurching beneath 
trees and through creepers in an almost lightless 
environment of enveloping greenery, the descent was 
dangerous. Each step threatened over-balance and a 
slide into oblivion. Great gullies opened under foot, 
with treacherous water-doused, precipitous sides a 
trap for unwary feet. Grazes, lacerations and bruises 
were testimony to the trauma of the descent.

 One person went missing and apprehensively, we 
gazed upwards at the almost impenetrable wall of 
jungle climbing back up the valley walls. A capable 
mountaineer, we had not seen her since entering the 
jungle hours before. Had she fallen into a gully, been 
knocked unconscious, or lost direction. With the last of 
the day light fast receding, I signalled off the first search 
group just as a barely discernible whistle was heard 
and a fire-fly-like light flitted momentarily between 
trees high above .The missing climber appeared. She 
had fallen into a ravine, become disorientated and with 
bleeding knees and a bashed face was lucky to have 
survived.

On a trip to the Taurus mountains in Central Turkey, a 
climber did not return to base. A prolonged search was 
finally called off and I was descending alone through 

the terminal rock band of distorted boulders, cliffs 
and pinnacles. I thought I heard a momentary sound 
of a whistle. I paused heard nothing and continued to 
uneasily descend. Another pause, nothing a few more 
yards down -hill , then halt and listen- nothing ,forward 
again  then almost inaudible  brief notes of  SOS on a 
whistle,  Laboriously climbing  back through the rock 
jungle and above  a great gash in the cliffs I paused 
for breath. A sideways glance and there forty feet 
below was the lost climber. Knocked out in a fall, he 
had dislocated a shoulder, was very dehydrated and his 
survival seemed miraculous.
The onerous duties of expedition doctor accomplished, 
I relaxed on the final coach trip to Accra. The leader  
complaining  of severe abdominal pain and started 
to vomit and on examination  had   tenderness 
along his right abdominal flank. Assuming a gastro-
intestinal infection, procrastination seemed in order 
and  I was loathe to abort the  trip to the Taj Mahal. 
Uncomplaining, he continued to vomit quietly as we 
sped on. He was pyrexial but no worse on arrival in 
Agra and steadfastly resisted examination at the local 
hospital. All were keen to see the unique edifice, and 
we laid him in a litter facing the Mogul shrine while 
racing off to see the monument. 

The return  coach journey was without incident and 
he survived the night flight back to Britain then  flew 
on to Stornoway .That night his condition worsened 
and he was flown to Glasgow in an air ambulance. 
Consultants ultimately discovered a gall bladder full 
of exotic organisms. He remained grateful for my 
returning him NHS care - a decision made with a 
modicum of self-interest.

The expedition medical officer’s role can bring clinical, 
therapeutic and ethical challenge and   should not 
be undertaken lightly. Doctors are dependent upon 
their own resources, skills and competence and 
work far divorced from professional support. Good 
management requires expertise, but a successful 
outcome is dependent upon available medical 
medication, equipment, local resources, terrain, 
weather, altitude and evacuation facilities. Innovation, 
improvisation and good luck may determine success in 
expedition emergency care.

Iain B. McIntosh  Expedition medical officer.
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Interview with 
Dr Vik Mohan at 
Blue Ventures

In a nutshell, what is Blue Ventures?

Blue Ventures is a science led organisation 
developing and scaling innovative models for 
marine conservation within the poorest tropical 
coastal communities. 

How did you get involved?

My initial involvement came through my passion 
for conservation, and marine conservation 
in particular. I met Alasdair Harris, one of 
the founders of Blue Ventures, at the Royal 
Georgraphical Society in London, and was 
inspired by his approach to marine conservation. 
Initially, I volunteered my services as the 
expedition medical officer, and then as their 
medical advisor, to help look after the health and 
the safety of Blue Ventures’ staff and volunteers.

What is your current role?

I’m now the Medical Director, with my 
primary responsibility being to oversee the 
implementation of our community health 
programme, and to oversee its full integration 
into Blue Ventures’ portfolio of projects, to 
form an integrated Population, Health and 
Environment programme.

How did Blue Ventures extend into Community 
Health in Madagascar?

On my first visit in 2005, my main responsibility 
was to look after the Blue Ventures team. 
However, it rapidly became apparent that the 
communities we served that had huge unmet 
health needs. They had very little access to health 
care, and no access to health education. Women 
in particular had no access to reproductive 
health care, or to family planning. If a woman 
wanted to access family planning services, she 
would have to walk 50km through spiny forest 
to the nearest town and hope that the clinic was 

open on that day. This was prohibitively far 
for most people, meaning that women were 
having more children than they wanted, or 
could adequately care for. Women were 
having an average of 7 children, and maternal 
and infant mortality was high. Poor health 
among women limited their ability to engage 
in marine conservation. The population was 
doubling every 10-15 years, and this was 
driving the overfishing that was contributing 
to falling fish stocks and degradation of the 
marine environment. In response to requests 
from the community, and in partnership with 
them, we started to offer community health 
services.

Tell us about the programme...

We serve a population of over 20000 
people along the remote southwest coast 
of Madagascar, providing family planning 
services (within a framework that respects 
their reproductive rights), basic maternal and 
child health care, and water, sanitation and 
hygiene initiatives. As far as possible services 
are delivered by local women whom we train 
and support, and who earn an income for 
the services they provide. What this means 
is that providing services is much cheaper 
(and therefore more sustainable) than if we 
were to employ lots of expensive doctors! It 
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also means we are empowering the community, 
and building capacity at the community level, to 
address their health needs, something of vital 
importance if we’re to address the huge gaps 
in health service provision in remote, resource-
poor parts of the world. Clinical services are 
complemented by a rich and diverse programme 
of community education. Our educational 
programme is designed to raise awareness and 
empower the community to make healthier 
choices, and empower couples to make their 
own reproductive health choices.

Tell us more about the integrated population-
health-environment approach/model?

Our health programme, called Safidy (meaning 
“freedom to choose”), is fully integrated into Blue 
Ventures’ portfolio of programmes: community 
based marine conservation, education, 
aquaculture. Staff work closely together, sharing 
information, resources and opportunities, 
creating all sorts of efficiencies and cost savings. 
Wherever possible, our activities are integrated, 
and this is best illustrated by our educational 
work, where we weave messages about 
health, marine conservation and alternative 
livelihoods into our educational events. What 
this means is that we reach broader audiences 
with our educational messages, and we help to 
strengthen the community’s understanding of 
the relationship between reproductive health, 
family size, population growth and food security. 
Taking this multi-pronged, holistic approach 
creates greater opportunities for engaging the 
community, and crucially, empowers women, 
helping to strengthen their engagement in 
natural resource management and biodiversity 
conservation. The end result of all of this is that 
as a result of working in this integrated way, 
we’re more effective at achieving our health and 
conservation goals than if we’d tried to tackle 
each in isolation.

What have been the biggest challenges, and 
greatest successes?

There have been so many challenges along the 
way! Securing sufficient funding to keep the 
programme going and expanding is a continual 
challenge. Trying to provide continuity of health 
services during and after the political coup of 
2009 in Madagascar was quite hard work, and 
that was a difficult time for us. Ensuring that our 
community health workers provide high quality, 
safe care, despite the fact that they have had 
little education and fairly basic health training, 
and continuing to motivate them to do so, is 
perhaps our biggest ongoing challenge. The 
biggest success has been the impact we have 
had on the lives of the people we work with. 
Women and couples are now able to choose 
freely the timing and spacing of their children. 
Women and children are healthier. And as 
I’ve mentioned we are witnessing women 
becoming more empowered as a result, and 
taking a greater interest in conservation. Our 
PHE programme is now regarded as one of the 
best of its kind in the world.

How do you think the programme will develop in 
the future?

Having developed a model that works really 
well, integrating health and conservation, we’re 
keen to see it replicated as much as possible. 
We’ve already expanded into a new site, 
now reaching a population of 20000 people, 
and hope to have doubled this within a year. 
We’re setting up a network of organisations 
within Madagascar who are all interested in 
replicating this approach, so hopefully that will 
lead to adoption of this model in lots of remote, 
biodiverse areas across the island. If that goes 
well, the sky’s the limit!  

Tania John

7



P r o f i l e s

Derek Evans

 
Derek is our new Hon Treasurer, replacing Martin Brown 
who has had to step down from the post for personal 
reasons. He  is a pharmacist independent prescriber 
specialising in Travel Health. Having been involved in the 
supply of travel health to patients he was thrust into practice 
when being the only clinician on a long haul flight dealing 
with a  passenger suffering from cardiac failure who had not 
sought any travel advice.
Derek has over over 20 years of  retail practice with 
multinational groups and brings to the association a 
commercial focus with skills in business management 
and marketing. A senior manager position allowed him 
to establish the first network of pharmacist travel health 
clinics in a single company which addressed the challenge 
of writing  and delivering an advanced training accreditation 
for the company pharmacists. Working in a large national 
company provided him with a large experience of dealing 
with corporate travellers to which he regularly advises.
As a founding member of the Royal Pharmaceutical Society 
he was involved in establishing the Faculty that allows 
pharmacists to be accredited to advanced levels of practice 
by ongoing development and peer review.
He now has his own private consultancy and is interested 
in developing specialist training and accredited Travel Health 
qualifications for pharmacists with a vision on future research 
in developing the total holistic service. His focus is around 
the need to critically review and improve the consultation 
styles of practitioners when undertaking risk assessments 
for pretravel, this was the subject of his article in the Journal 
of the BGTHA.
As a keen traveller and a PADI qualified diver he is able enjoy 
the benefits of allowing him the opportunity to combine 
both work and hobby.

Dr Tania John
BM, MRCGP, DTM&H, DTM, PGD OccHealth

Tania recently joined the team at the National Travel Health 
Network and Centre - NaTHNaC. She also works in 
International Medical Repatriation, NHS Urgent Care, and 
is a Medical Facilitator for VSO. Tania is currently the chair 
of the local organising committee for the 6th Northern 
European Conference of Travel Medicine (NECTM6) which 
will be held in London in 2016.

She has worked in Emergency Medicine, General Practice and 
International Medical Assistance in Australia, New Zealand, 
Uganda and Russia, developing particular experience in the 
care of expatriates, business travellers and tourists.

Tania’s roles have also included being an Expedition Doctor 
on projects in Africa, Asia and South America, and a lecturer 
in Family and Community Medicine at Makerere University 
in Uganda. She completed the Glasgow Diploma in Travel 
Medicine in 2006. She is also a member of the ISTM. A 
particular area of interest is the ‘One Health’ concept - the 
interdependent relationship between human health, animal 
health and the environment

P R O F I L E S
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NECTM6
comes to London

  
Advance notice
The Northern European Conference on Travel Medicine will take place in London in 2016, and we are delighted 

to announce that BGTHA will be the lead organisation in hosting it. A Local Organising Committee has been 

formed chaired by Tania John, with Eric Walker and Mike Townend representing BGTHA, Dipti Patel representing 

NaTHNaC and Sandra Grieve representing the RCN. 

The conference will be held in June 2016 at a central London venue, the exact dates and venue to be announced 

as soon as possible. As a result of our commitment to NECTM6 there will be no BGTHA Annual Scientific 

Meeting in 2016, so we hope that as many BGTHA members as possible will avail themselves of this opportunity 

to attend a major travel medicine conference in their own country.
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Q: 

One of our patients delivered a month ago a baby girl. The family are due to visit their native 
country, Kenya, in 2 weeks. Mum received the Repevax® vaccine at 29 weeks gestation, as part of 
the National campaign to protect newborn babies against pertussis infection.

Mum is asking whether her baby will be protected during their 2-week stay with relatives in Mombassa. 

A: 

Mother would have boosted her own immunity against pertussis with the Repevax® vaccine she 
received at 29 weeks gestation, which is very important in reducing the risk of infection in baby’s 
home environment. The main reason for giving this vaccination was for mother to pass her antibodies 
against pertussis to her foetus, thus allowing the bay to form immunity until she receives her own 
vaccinations, with the first dose scheduled at the age of 2 months. 

This baby travelling to Africa at 6 weeks of age will be at high risk of contracting infectious diseases, 
including pertussis. In this case, you should consider and recommend to parents commencing 
vaccinations, according to the UK schedule, at 6 weeks of age; just before the baby is due to travel.

Readers should note Repevax® for pregnant women has now been replaced with Boostrix®-IPV.

George Kassianos

Q:

A:
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Ebola virus disease
 
Figure 1: The Ebola virus

Ebola virus belongs to the  Filoviridae group of viruses 
which also includes the Marburg virus, and has five 
distinct strains, the Zaire strain being responsible 
for the current outbreak in West Africa. Since its 
emergence in Sudan and the Democratic Republic of 
Congo in 1976 the virus has been responsible for over 
20 outbreaks in Central and West Africa. The natural 
host of the virus is the fruit bat, though it is capable 
of infecting other mammals including primates such as 
monkeys, chimpanzees and gorillas, and also antelopes. 
It is transmissible from animals to humans by contact 
with blood or body fluids of infected animals by the 
handling of infected carcasses, most likely during 
hunting and trading in so-called bush meat, or by the 
consumption of raw or undercooked bush meat.

Human to human transmission is possible only by 
contact with the blood or any other body fluids of 
an infected person. Those most at risk of infection 
are, therefore, health care professionals dealing with 
infected patients and family, friends and others in close 
contact in the community with infected persons. After-
death rituals such as washing and otherwise preparing 
the bodies of those dying from Ebola infection, and 
subsequent funeral ceremonies may transmit infection 
to those carrying out such procedures, and exchange 
of body fluids during sexual activity can also transmit 
the virus.

Clinical features
The incubation period following infection may last 
from 2 days to 3 weeks, after which fever occurs, with 
muscle pains, severe muscular weakness, headache, 
sore throat and a rash. The gastrointestinal tract 
may become involved, with diarrhoea, vomiting and 

abdominal pain. Other organs including the liver, 
pancreas and kidneys may become involved, leading 
to hepatic and/or renal failure. Eventually, there is a 
stage of shock, with hypovolaemia, tachycardia and 
haemorrhagic features. Recovery occurs in a small 
number of cases but there is an overall mortality of 
around 90%. The virus may be found in the body fluids 
for some weeks after death, during which time the 
body remains a source of infection.

Diagnosis
Infection with the Ebola virus presents initially with 
a fever, and in the early stages may be confused with 
other febrile diseases present in many communities in 
Africa such as tuberculosis and malaria. It is therefore 
important to have a high level of suspicion at this 
stage in situations in which an outbreak of Ebola is 
occurring. A thorough history of potential contact 
with infected animals or persons, or contact with 
febrile individuals or those who are known to have 
subsequently become ill and febrile, must be obtained, 
both in local communities and in travellers returning 
from countries known to be involved in an outbreak.
Blood tests will show reduced white cell and platelet 
counts and may show abnormal liver function tests. The 
presence of the virus may be identified by serological 
testing or by demonstrating its presence by electron 
microscopy or tissue culture.

Treatment
Treatment is entirely supportive, including fluid and 
electrolyte replacement. Although there is no specific 
treatment that has been proven to be effective 
against the Ebola virus, a very small number of 
infected individuals have been given an experimental 
treatment, known as ZMapp, a mixture of three 
monoclonal antibodies against the Ebola virus with 
some encouraging results and at least one known 
failure.  There are only very small supplies of this drug, 
and there is little immediate prospect of large scale 
production. Another experimental drug, designed to 
target virus RNA, is also under investigation.

Prevention and control
There is currently no vaccine available against Ebola 
virus, but according to the Director of the US National 
Institute of Allergy and Infectious Diseases, clinical 
trials are due to start in September on a vaccine that 
has shown “promising results” during tests on animals. 
Several other vaccines are also in the process of 
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development or evaluation. 

Avoiding the handling or consumption of bush meat 
would greatly diminish animal to human transmission, 
but in many communities such meat is greatly prized 
and it may well prove impossible to control the trade 
in it. Not consuming bush meat raw or undercooked 
and wearing  gloves while handling animal carcasses 
would reduce transmission. These precautions should 
also apply to those slaughtering, handling or consuming 
the carcasses of farm animals or sick animals, especially 
pigs, which can be infected with one of the strains of 
Ebola virus. Meat from these animals must also be 
thoroughly cooked before being eaten.

Reducing human to human transmission is a more 
complex problem. Known or suspected cases of Ebola 
virus infection should, wherever possible, be isolated 
in hospital or in a specially designed facility such as 
those being used by Médecins sans Frontières in 
Guinea. Health care workers in contact with known 
or suspected cases must wear gloves, masks and 
protective clothing to protect them from accidental 
contact with blood or other body fluids, including 
goggles to protect against splashing of body fluids into 
the eyes. They must adopt safe injection practices and 
safe disposal of sharps and other material in contact 
with infected patients, and be careful to avoid needle 
stick injuries. Laboratory workers handling specimens 
from known or suspected cases must be specially 
trained to handle such materials.

Some communities are resistant to the removal of 
suspected cases to hospital, in which case those around 
them must be encouraged to avoid close physical 
contact, and to wear gloves and protective clothing 
when caring for them or visiting them. Hand hygiene 
must be scrupulously observed by both carers and 
visitors. Similar precautions must be observed when 
disposing of the bodies of those who have died from 
the infection. It is important that cultural sensitivities 
about the disposal of bodies should be respected. 
Bodies of those dying from the infection may be 
safely handed back to their communities in sealed and 
disinfected body bags in order that the appropriate 
rituals can be carried out.

The current outbreak in West Africa
The current outbreak of Ebola virus began in Guinea 
in March 2014 and has since spread to involve 
Liberia, Nigeria and Sierra Leone. The World Health 
Organisation has stated that by 6th August the total 

of cases in the four countries had reached 1779 with 
961 deaths, and on, 6th and 7th  August an Emergency 
Committee decided that this outbreak constitutes a 
Public Health Emergency of International Concern. 
The Committee stated that “ the Ebola outbreak in 
West Africa constitutes an ‘extraordinary event’ and a 
public health risk to other States”; that “the possible 
consequences of further international spread are 
particularly serious in view of the virulence of the 
virus, the intensive community and health facility 
transmission patterns, and the weak health systems in 
the currently affected and most at-risk countries”; and 
that “a coordinated international response is deemed 
essential to stop and reverse the international spread 
of Ebola”. At the time of writing the number of deaths 
is over 1400 and still rising

It is very unlikely that an infected person entering 
the UK would lead to an outbreak of infection in this 
country. Vigilance with regard to any person entering 
the country from an infected area with a fever, or 
developing a fever soon after returning, is necessary, 
and facilities are available in the UK to isolate and 
investigate them, greatly reducing the possibility 
of further transmission. At the time of writing the 
first case of Ebola in a UK national has occurred. 
The patient was flown back to the UK in a specially 
adapted RAF Hercules aircraft and transferred in an 
isolation ambulance to the specialised isolation unit at 
the Royal Free Hospital, from which he has now been 
discharged and appears to have made a full recovery.

Figure 2: The British Ebola patient being transferred 
from the RAF Hercules aircraft into the waiting 
ambulance with police escort.
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Figure 3: The Ebola isolation unit

The Foreign and Commonwealth Office is not 
currently advising a ban on travel to the countries 
concerned, though it would probably be wise not to 
travel there unless absolutely necessary. Anyone who 
finds it necessary to travel to Guinea, Liberia, Nigeria 
or Sierra Leone should be advised to follow all the 
precautions outlined above to avoid infection via 
animal carcasses or meat and via human to human 
transmission.

Summary
Ebola virus disease is a severe and frequently fatal 
illness in humans with a case fatality rate of up to 90%. 
It occurs mainly in rural areas of Central and West 
Africa. The virus is initially transmitted to people from 
animals and spreads by human to human transmission 
by contact with blood and other body fluids. There 
is currently no readily available specific treatment 
and no preventive vaccine; strict isolation to prevent 
the spread of infection and supportive treatment are 

the only available measures. The risk of Ebola virus 
infection in the UK is low. 

Information sources
 
World Health Organisation.
http://www.who.int/mediacentre/factsheets/fs103/en/
Mapp Biopharmaceutical Inc.
http://www.mappbio.com/zmapinfo.pdf

BBC News.
http://www.bbc.co.uk/news/health-28656079

World HealthOrganisation
http://www.afro.who.int/en/clusters-a-programmes/
dpc/epidemic-a-pandemic-alert-and-response/
outbreak-news/4241-ebola-virus-disease-west-africa-
8-august-2014.html

Foreign and Commonwealth Office.
https : / /www.gov.uk/government/news/ebola-
government-response

Postscript
At the time of going to press the number of deaths has 
risen to over 4000 and the Foreign and Commonwealth 
Office has advised against all but essential travel to the 
affected countries.

Mike Townend
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PROTECTING EXPEDITION 
AND TREKKING STAFF
There is a common misconception that the word 
“sherpa” is a generic term for porters and guides, 
whereas the term “Sherpa”, used correctly, refers to 
a specific ethnic group of people living mainly in the 
Solu Khumbu region of Nepal. This ethnic group, which 
appears to have originated in Tibet, lives at and is 
physiologically adapted to high altitude. Many Sherpas 
are expert professional mountaineers, in great demand 
to accompany climbing expeditions and trekking groups 
in the mountains of Nepal. Such groups generally acquire 
a great love and respect for the Sherpas for their hard 
work, good humour and loyalty as well as for their 
mountaineering prowess, and they form an invaluable 
part of any high altitude expedition.                               

While the average income in Nepal is US$700 per 
annum, a high altitude Sherpa can earn up to $5000 in 
a climbing season, with those working at lower altitudes 
with trekking groups earning much less. Many are able 
to supplement this income, or replace it when they 
no longer climb, by owning trekking lodges and other 
businesses which profit from tourism. Set against this 
level of income are the risks of injury or death, with a risk 
of dying which has been estimated at 0.8% per climbing 
season. High altitude Sherpas are usually well equipped 
with clothing, footwear and climbing equipment to 
similar standards to those of the other climbers and are 
often more expert in the use of the equipment than 
some of the less experienced climbers.

Fig 1: A Sherpa climber crossing a crevasse

Porters, on the other hand, may be Sherpas but many of 
them come from other ethnic groups including lowland 
dwellers, who are not physiologically adapted to high 
altitude but who are unlikely to ascend to extreme 

altitudes. The rates of pay for porters are very much 
lower, though they are still among the better paid 
jobs available to many Nepalese people. In the past 
expeditions and trekking groups have not paid much 
attention to the welfare and equipment of their porters. 
Porters have had to endure inadequate clothing, 
footwear and shelter. Although there have been 
arbitrary limits on the weight of porter loads, many have 
carried greatly overweight loads, sometimes induced by 
the offer of additional pay. Medical care for porters has 
been scanty or absent, and in many instances porters 
becoming ill at higher altitudes have simply been paid 
off and left to find their own way back, sometimes with 
fatal results in the case of, for example, high altitude 
cerebral oedema.

Fig 2: A heavily laden porter

In recent years there has been progress towards 
improving the lot of porters. Organisations such as the 
International Porter Protection Group (IPPG), Porters’ 
Progress UK (PPUK) and Community Action Nepal 
(CAN) have made considerable progress. IPPG ( http://
www.ippg.net/) recommends the following guidelines, 
though there is no legal obligation to follow them:

1. Clothing appropriate to season and altitude must be 
provided to porters for protection from cold, rain and 
snow. This may mean: windproof jacket and trousers, 
fleece jacket, long johns, suitable footwear (leather 
boots in snow), socks, hat, gloves and sunglasses.
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2. They should be provided with food and warm drinks, 
or cooking equipment and fuel.

3. Porters should be provided with the same standard 
of medical care as you would expect for yourself, and 
life insurance.

4. Porters should not be paid off because of illness/
injury without the leader or the trekkers assessing 
their condition carefully. The person in charge of 
the porters (sirdar) must let their trek leader know 
if a sick porter is about to be paid off. Failure to 
do this has resulted in many deaths. Sick or injured 
porters should never be sent down alone, but with 
someone who speaks their language and understands 
their problem, along with a letter describing their 
complaint. Sufficient funds should be provided to 
cover cost of rescue and treatment.

5. No porter should be asked to carry a load that is too 
heavy for their physical abilities (maximum: 20 kg 
on Kilimanjaro, 25 kg in Peru and Pakistan, 30 kg in 
Nepal). Weight limits may need to be adjusted for 
altitude, trail and weather conditions; experience is 
needed to make this decision.

In conjunction with CAN, the Everest National Park 
and local representatives IPPG has also organised the 
Porter Shelter and Rescue Post at 4400m in Machermo 
Village in the Solu Khumbu, and another in Gokyo 
Village (4750m), intended to provide shelter for porters 
who were previously expected to sleep anywhere 
where they could find cover. A nominal fee is charged 
for a dormitory with meals and cooking facilities. It also 
operates as a rescue post to provide immediate care. 
Porters are treated free of charge, while local people 
pay a nominal charge for care and tourists pay the full 
cost of their care. 

Fig 3: Porters on the Inca Trail in Peru

It is not only in Nepal that porter welfare is beginning to 
be taken more seriously. Many trekkers each year take 
the Inca Trail in Peru to Machu Picchu. The Peruvian 
government introduced the Porter Law in 2003 that set 
standards that porters should carry a load weighing no 
more than 44 pounds (20 kg)and receive a minimum 
wage of S/. 45 (US$16) per day, though not all trekking 
companies are necessarily adhering to these standards.

In Tanzania the Kilimanjaro Porters Assistance Project 
(http://www,kiliporters.org) is attempting to ensure that 
tour operators pay the agreed minimum rate per day 
to porters on Kilimanjaro, though not all of them do 
so. The project is also seeking to improve conditions 
generally for porters.

What conclusion can be drawn from all this? For anyone 
hiring porters directly, it is the responsibility of the hirers 
to ensure that they pay a fair rate of pay and ensure 
that their employees have adequate food, clothing, 
footwear and shelter at night, and that they are insured 
against injury or death. For those using the services 
of a commercial expedition or trekking company, 
they should ensure before booking that the company 
adheres to best practice as outlined in this article. This 
may mean paying a little more, but the cost to a much 
less privileged family from the death, illness or injury of a 
father, brother or son is far more costly to them.

Mike Townend
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