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First of all may I apologise for the lateness of this edition of 
Travelwise. During the first week in December I had assembled 
all the articles that you are about to read, but on Saturday 5th 
December my house in Cumbria was severely flooded, depriving 
me not only of many treasured possessions but initially also 
depriving me of most of my means of communication, including 
my telephone land line and access to my wireless network. I am 
now established in a small rented cottage and have not until now 
had access to my main computer on which all the Travelwise files 
were stored. I have at last been able to set up my PC in my new 
home and “get the show back on the road”. I have no mobile 
phone signal here and I am still waiting for BT to install a land line 
and broadband connection (a whole story in itself!) but my new 
neighbours have allowed me to connect to their wifi network. 
This has been a lesson to me in how dependent we have become 
on current methods of communication, as well as enabling me to 
identify and empathise more with those around the world who 
have lost homes and possessions as a result of both natural and 
man-made disasters. I have been dependent on the kindness 
of others, friends, neighbours and complete strangers, who 
turned out to help me to clear out the contents of my house and 
provided food, drink, warmth and support and a warm bed for 
the night when I needed them most. It is my hope and prayer that 
all who are driven from their homes, be they in Cumbria, Syria, 
Iraq or wherever, will find the same kindness and support in their 
hour of need.

At the end of February I will be leaving for Nepal to attend the 
Asia Pacific Travel Medicine Conference in Kathmandu, after 
which I intend to visit my old friend Nima Kitar in his new house, 
rebuilt after the April earthquake with the help of donations from 
friends and colleagues including members of BGTHA. I will be 
away for most of March, which will mean that the next edition of 
Travelwise will also be delayed, but I hope to be able to publish in 
it an account of my visit to Nima with pictures of the new house, 
so that those of you who so kindly contributed to it will be able to 
see what your gifts have achieved.

June 2016 will, of course, see BGTHA hosting the 6th Northern 
European Conference on Travel Medicine at the Queen Elizabeth 
II Conference Centre in London. Registration is now open, and 
I hope that I will see many of you there. You can register and 
keep up to date with what is being planned by going to www.
nectm.com. Meanwhile, a somewhat belated Happy New Year to 
all BGTHA members.

Administrator : Roger Morley
Email: info@bgtha.org
Telephone: 0845 003 9197
Postal address:
British Global and Travel Health Association
13 Burlington Street
Flat 5
Bath BA1 2SA

Patrons: Sir Christian Bonington CBE, Colonel John Blashford-Snell OBE, DSc (Hon),  Baroness Cox



Mutant mosquitoes ‘resist malaria’

According to an item on the BBC News website on 
24th November 2015, US scientists reporting in the 
Proceedings of the National Academy of Sciences 
Journal have bred a genetically modified (GM) mosquito 
that can resist malaria infection. If the technique works in 
the field, it could offer a new way of stopping the insects 
from spreading malaria to humans. The scientists put a 
new “resistance” gene into the mosquito’s own DNA, 
using a gene editing method called Crispr, and when 
the GM mosquitoes mated, their offspring inherited 
the same resistance. In theory, if these mosquitoes bite 
people, they should not be able to pass on the parasite 
that causes malaria.

The University of California team believe their 
GM mosquito could play a pivotal role in malaria 
prevention, breeding resistant offspring to replace 
endemic, malaria-carrying mosquitoes. They chose a 
type of mosquito found in India, Anopheles stephensi , 
pictured  to the right.

 

Dr Anthony James and his team showed that they could give the insect new DNA code to make it a poor 
host for the malaria parasite. The DNA, which codes for antibodies that combat the parasite, was inherited 
by almost 100% of the mosquito offspring and across three generations.

Mosquito larvae, pictured below, can be genetically modified to carry ‘useful’ new genes, such as resistance 
to the Plasmodium parasites that cause malaria. 

 

The researchers say the findings offer hope that the 
same method could also work in other mosquito 
species. Although it would not be a sole solution to 
the malaria problem, it would be a useful additional 
weapon. Prof David Conway, of the London School of 
Hygiene & Tropical Medicine, is reported as saying: 
“It’s not the finished product yet but it certainly looks 
promising. It does look like the genetic editing works.”

Other scientists have been looking at genetically 
modifying mosquitoes to render them infertile, so that 
they die out. But some experts fear that eliminating 

mosquitoes entirely may have unforeseen and unwanted consequences. Replacing disease-carrying 
mosquitoes with harmless breeds is a potential alternative.
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Q&A
Question
A young woman is travelling shortly to South Africa, including the Kruger National Park. She had a 
splenectomy following trauma in 2006, and was subsequently given the following vaccinations by the 
hospital: pneumococcal,  haemophilus influenzae B and  meningococcal.  She has no other significant 
previous medial history or allergies, and is not taking any medication. She is up to date with her 
childhood immunisations.  What vaccination and malaria advice would you give her?

Answer
Vaccinations:

Vaccinations:
Pneumococcal: The PPV23 is recommended; a booster is required every 5 years for splenectomy 
patients
Meningococcal: She was probably given only MenC. She needs one dose of MenACWY. The need 
for boosters is not as yet established.
Meningococcal B: She requires two doses of MenB, at least one month apart. The need for boosters is 
not as yet established.
Haemophilus Influenzae B: She has had this, so no further boosters are recommended
Malaria:
As regards the Kruger National Park, the best advice for the splenectomy patient re malaria is “don’t 
go”. If she must go, she will need malaria chemoprophylaxis and strict mosquito bite avoidance (DEET 
50% applied twice daily). 

Other advice

She should avoid dog bites not just to avoid rabies but also to avoid Capnocytophaga canimorsus 
infection (present in dogs’ gingival flora) that can easily prove a problem for a splenectomised patient, 
and may even be lethal. Apart from the vaccines you have mentioned consider also rabies vaccine 
and possibly Dukoral, not so much for protection against cholera but particularly for protection 
against ETEC  travellers’ diarrhoea (an unlicensed indication in the UK). She also needs to have a 
splenectomy card in her documents, a Medic-Alert bracelet and to take penicillin prophylaxis.
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N e p a l : 
before and 
after the 
earthquake
Nick Cowan

In 2010 my wife Caroline and I 
trekked around the Annapurna range 
with our Nepali trekking guide Nabu. 
He was a very knowledgeable and 
personable young man and we 
greatly enjoyed his company. The 
next year we went trekking with 
his brother, Ramesh as  Nabu 
had suffered a Pott’s fracture 
of his ankle and could hardly 
walk. During our trek towards 
Everest Ramesh, knowing that 
I was a doctor and Caroline a 
teacher asked if we would like 
to come next year and live with 
his family in the countryside 
and so that I could work in the 
local clinic and Caroline could teach 
English to the children in the primary 
school. We immediately said yes. 
My main concern was the tropical 
diseases and the nutrition deficiencies 
that I might encounter. My medical 
school training had given me only 
two or three days of education on 
tropical disease. I knew TB was 
common in Nepal and I read widely 
about TB and tropical illnesses in the 
12 weeks before my trip.
In retrospect, I need not have worried 
as much as I did. I’d not stopped to 
think that human beings are the same 
the world over. Everyone gets bad 
backs, bronchitis, sore throats and 
indigestion. TB was indeed common 
in the area I was working in but there 
was is a rigid national protocol that 
all clinicians stick to and it seems to 
work quite well.
 I was working with a young doctor, 
Lal Gurung, who ran the clinic in 

Arughat, in the Gorkha region of 
central Nepal. He was entirely 
responsible for the health of a 
geographical area that extended five 
days walking north and two days 
walking in all other directions. We 
were in the foothills of the Himalayas 
and malaria was not present. Apart 
from the dysenteries and Hepatitis A 
the main tropical illness of concern 
was typhoid. In general practice in 
Britain I’ve learned that if someone 
presents to me with what appears 
to be a flu-like illness, the chances 
are they do have a flu-like illness. In 
Nepal, however, one in four people 
presenting with flu-like illness turns 
out to have typhoid. We had only 
rudimentary serology available and 

I soon learned the local protocol for 
diagnosing and treating typhoid.
Dr Lal Gurung, had enormous medical 
responsibility. The nearest referral 
hospital was about six hours on a 
good day in the bus. More serious 
conditions had to go to Kathmandu, 
a 12 hour’s journey mainly over 
deeply rutted, unsurfaced roads. 
Lal is a very bright young man, but 
of modest background. He gained 
a scholarship to study medicine, 
funded by the Chinese government 
and studied medicine in Beijing, his 
lectures being in Mandarin Chinese, 
which he could not understand for the 
first four years. Apart from his native 
Gurung language, he spoke Nepali 
and English. He tutored himself 
entirely by reading English medical 
textbooks. As he never learned fluent 
Mandarin he was taught only the 
most rudimentary clinical skills and 
examination techniques. I brought 

some basic medical equipment with 
me to donate to the clinic. Dr Lal had 
never handled an ophthalmoscope 
and the clinic did not own an 
auroscope and was quite unable 
to make any accurate eye or ear 
diagnoses. 
While he was very competent in 
dealing with most of the day-to-day 
medicine, we spent a lot of time 
discussing alternative diagnoses, 
protocols for treating common 
illnesses and practising examination 
technique. Even after 12 weeks he 
never really managed to master the 
ophthalmoscope.
The clinic had six beds and was 
open to all comers throughout the 
day. It was very similar to a general 

practice in Britain without the 
appointment system. The door 
of the consulting room is kept 
open and the patients had no 
real concept of queueing and 
rules of confidentiality are 
never kept.
The Nepalis are well-
known for their physical and 
psychological resilience. They 
are very tough people and 

don’t do emotions. No one would 
ever present complaining of anxiety 
or depression. Instead, in Nepal 
people somatise their anxieties and 
they present with a syndrome locally 
known as ‘jam jam’ with chronic 
headache, a feeling of vibration 
or numbness in hands and feet, 
sometimes extending to the thighs 
and upper arms, and often epigastric 
pain and tiredness. A history will 
often reveal that almost all of these 
people will have other symptoms 
of anxiety or low mood and will 
often have severe domestic or work 
related stresses. There is no attempt at 
treating the underlying problems and 
everyone with jam jam was given 
vitamin B complex tablets for two 
weeks by the doctors.
On the 25th April this year an 
enormous earthquake struck central 
and eastern Nepal. One estimate 
is between 12 and 15,000 people 

Nick and Caroline on trek



were killed and many thousands 
were injured. It was a miracle that the 
earthquake happened at lunchtime 
on a Saturday, the day that schools 
and work are off. The weather was 
good, so most people were outside. 
They estimate that if the earthquake 
had struck at night over half a million 
people would have been crushed in 
their homes.
I was able to return to Nepal about 
four weeks after the earthquake 
as a member of a reconnaissance 
team working for Community Action 
Nepal, Doug Scott’s charity that 
supports clinics and schools in the 
Himalayan foothills. I was travelling 
with a structural engineer whose job 
was to assess the damage to the 
projects supported by the charity and 
to make plans for their rebuild. My 
remit was to check whether the health 
post staff were coping with the work, 
that there were no epidemics and to 
check that their supplies and support 
were adequate.
We spent five days in the Solo 
Khumbu region, south of Everest 
assessing CAN funded schools and 
health posts. Thankfully, nobody 
had been killed in this region by 
the earthquake. At least half of the 
buildings will have to be rebuilt.
In the two health centres I visited the 
staff had not noticed any increase in 
the workload or in the numbers of 
patients attending, but they did say 
there was much more jam jam than 
normal. It appeared that in this region 
the water supplies had not been 
affected as their water is carried 
by tough plastic pipes from clean 
water sources. Many people were 
living in makeshift shelters, some in 
large tents supplied by NGOs or by 
the government, but most in hastily 
constructed lean to buildings that 
used the timber and the corrugated 
iron roofing of their damaged houses.
I was then able to spend a week in 
Arughat, the town in which I had 
worked in 2013. Arughat was only 
about 10 km from the epicentre of 
the earthquake. Just about 100% 

of traditionally built homes and 
buildings had been destroyed. In the 

town there was a small tented village 
where people were living. In the more 
rural areas many people were now 
living in the shelters originally made 
for their goats or their buffalos.

The rice harvest had been gathered 
in December. 
Tradi t iona l l y 
people keep 
their rice 
supplies in very 
large bamboo 
baskets in 
their attics. 
Most people’s 
h o u s e s 
c o l l a p s e d 
during the 
earthquake and 
unfor tunately 
it rained very 
heavily that weekend and many 
people’s rice supply was spoiled. 
After our return home in 2013 my 
wife and I set up a small charity to 
help support the Arughat hospital 
and the village schools. Ramesh, one 
of the family that we stayed with was 
able to source a supply of rice from 
Northern India and with our help 
was able to buy 3 tonnes of rice, one 
hundred kilograms of salt and 200 
L of cooking oil. This was because 
even two weeks after the earthquake 
no food aid had arrived in Arughat 
and people were getting hungry. 
This supply was distributed to 100 

families in the area and was to last 
through the monsoon season until the 
corn harvest was ripe.
The hospital had been completely 
destroyed. During our previous visit 
we had been able to fund the repair 
of the x-ray machine. We also put 
in an in-line water filter to purify the 
hospital water supply and provided 
an inverter which stored electricity 
in batteries during power cuts. We 
supplied lots of simple medical 
equipment. All of this equipment was 
destroyed. 

The week after the earthquake 
Médécins Sans Frontières arrived in 
the town. Their remit was to provide 
surgical aid for those injured. By the 
time I had arrived that work had 
been done and MSF was planning 
its withdrawal. For the first few days 
the Arughat hospital staff were 

working under tarpaulins, but the 
WHO and MSF supplied large tents 
for the hospital to continue its work. 
It continued to be able to supply the 
most basic of laboratory support; 
microscopy of urine and of blood 
smears and manual full blood count 
and some basic serology, but no 
imaging as they had lost their x-ray 
machine.
Unlike the smaller clinic in the Solo 
Khumbu region that I’d seen the 
previous week, the workload in the 
hospital had increased threefold 
over what they would have expected 
at that time of year. Most of it was 

Arughat after the earthquake

Nick outside the hospital



overtly now related 
to anxiety and 
low mood. Many 
people were still 
hiding behind the 
somatisation of 
their symptoms and 
presenting with 
jam jam, but now 
the problem was 
so widespread that 
many people were 
openly presenting 
with anxiety or 
insomnia, or 
low mood and 
sadness. We must 
bear in mind that 
everyone in the 
area had lost their 
homes and most 
people had also 
lost their place of 
work, including all 
the hospital staff.
Two weeks prior to my visit there 
had been  an NGO led workshop 
in basic counselling skills, and one 
of the hospital staff had gone to one 
of these courses to be able to offer 
some psychological support to those 
that needed it most.
When the earthquake occurred it 
lasted for over a minute. People in 
this area found it almost impossible to 
stand because the ground shook so 
much. For days afterwards there were 
large after-shocks and even when I 
was there, four weeks later there were 
shudders every day. The government 
had labelled houses and buildings in 
red, yellow and green. Red houses 
had been demolished and needed 
rebuilt; yellow houses had been 
damaged, but could probably be 
repaired. Green houses had survived 
unscathed. The government rule was 
that people with a red or yellow 
house were not allowed to live in that 
house, and had to live in temporary 
accommodation until the house was 
either rebuilt or repaired. People 
were so traumatised by the repeated 

earth movements, never knowing 
whether this one was going to be 
another big quake, that there was a 
general air of anxiety and they were 
very frightened of going into their 
houses. I had not been conditioned in 
this way, so I was quite content to lie 
at night in the buffalo shed in which I 
was living while it shook a bit, but the 
rest of the family got up and left to go 
outside.
I was in Arughat in late June, as the 
monsoon was starting. The monsoon 
is a time when waterborne infectious 
diseases become very common and 
clinics and hospitals work very hard 
with these illnesses. This year, many 
people were living outside during 
the monsoon, often with sanitation 
that was much less adequate than 
previously and in some areas the 
water supply was affected. The 
hospital staff were all aware that they 
might have a very difficult monsoon 
season ahead.
The hospital is a secondary referral 
centre from all the small health posts in 
the high mountains north of Arughat. 
The staff were very frustrated that 

apart from basic laboratory tests, 
anything more high-tech could not 
be offered as their equipment was 
lost and had not been replaced. 
At present they are still working in 
much less than adequate conditions 
in a large tent near the centre of the 
town. There is hope the government, 
with help from the WHO, will rebuild 
the hospital, but the staff are aware 
that they are only one of hundreds 
of similar hospitals that have been 
destroyed.

The Nepalis are a very tough and 
resilient race of people and have 
learned to cope with great physical 
hardships but I don’t think anything can 
prepare people for such devastation 
as they have had to endure over the 
last few months. Nepal being such a 
very poor country is going to take a 
long time to rebuild. The quoted figure 
of 12 to 15,000 deaths due to the 
earthquake only refers to those that 
died on the day and the few weeks 
afterwards. It does not take into 
account all those tens of thousands 
I would expect to die due to poor 

Inside Hospital



living conditions and reduced food 
supplies, but more especially all 
the diseases that will be triggered 
by the psychological and physical 
stress of the disaster. These hidden 
deaths will only be seen months or 
years after the event.

Nick is a retired GP from 
Cockermouth, Cumbria. Brought 
up outside Belfast, he trained in 
Bristol and has lived in Cumbria 
since 1985. In 1980 he spent his 
three-month elective period with 
the Save the Children Fund in 

eastern Nepal, working in a TB 
and nutrition clinic in Dhankuta. 
He found the contrast between 
the three day week, grey, bleak, 
bomb-ridden Belfast of the 1970s 
and the beauty of the Himalayas 
and the warmth of the Nepalis 
overwhelming and he has visited 
Nepal many times since.
On return from their time in Arughat 
in 2013, Nick and Caroline 
formed the Arughat Support Fund, 
a charity aimed to support the 
Arughat hospital and the local 
schools. The ASF has managed 

to buy emergency food, sourced 
directly after the earthquake. It has 
paid for a health camp in one of 
the more remote villages aimed to 
off load the pressure on the main 
hospital. It is planning to help 
rebuild Katriswara School, which is 
going to educate the children that 
previously went to 3 local village 
schools that were destroyed. 

For more information see 
arughatsupportfund.com.

Nick’s house



Refugees, migrants and asylum seekers: the G.L.O.B.A.L. Model of Care
Ann McDonald MFTM (Glasg).

Background
Whilst undertaking a Masters in International Health course I was privileged to work as a nurse co-coordinator with 
asylum seekers and refugees. During this time there were many challenges facing healthcare professionals when faced 
with assessing the health and social care needs.  I was keen to encapsulate the knowledge and skills gained from the 
Diploma in Travel Medicine Course that I had undertaken some years previously. Linking the assessment of travellers 
in travel medicine with refugee health issues provided a framework for developing a practical assessment tool. I used 
the acronym G.L.O.B.A.L that became the Global Model of Care. 

Introduction
It is estimated that by the end of 2014 almost 60 million individuals were forcibly displaced worldwide as a result 
of persecution, wars, conflict, generalized violence or human rights violations.1 Healthcare practitioners today are 
working in a globalised world, and an awareness of global health issues relating to migration are vital. We are being 
asked to respond to the collective health needs of this sizeable population that has reached exceptional levels. The 
increasing numbers of desperate people are unprecedented as they are caught up in the largest humanitarian crisis 
since the Second World War.

Migration
The term “migration”, that is moving from one’s usual place of residence, has for as long as there are records, been 
a normal feature of humans, animals, birds and other wildlife2. Terms and definitions are quoted and sometimes 
misquoted in an effort to describe people on the move. The definition of migrant has recently become the focus of 
discussion in media reports in an effort to differentiate groups of people on the move. There is no universally accepted 
definition for the term migrant at the international level. The United Nations defines a migrant as an individual who 
has resided in a foreign country for more than one year irrespective of cause, voluntary or involuntary3. This can be a 
confusing picture as there is a conflation of terms between different sections of the media  and  some  will use  the  term  
refugees instead of migrants. For the purpose of this article the term those seeking asylum will the  used  throughout to  
describe the population. Today, human mobility is a fact of modern life. Migration appears to be seen as a natural 
reaction to cope with adverse conditions. Current conflicts have resulted in many people hoping to find sanctuary and 
a better life in another country, fleeing violence, danger, persecution and war from their countries of origin. The label 
of asylum seekers and refugees is often misused in the media and can indicate a lack of awareness within the system.

Asylum Seekers and Refugees
The UK operates a system of asylum for those in need of protection that centres on the provision of refuge to those 
meeting the 1951 United Nations  Convention definition.
Article 1, 1951 Convention Relating to the Status of Refugees describes persons  seeking  asylum as follows:
“An asylum seeker is someone who has applied for asylum and is waiting for a decision as to whether or not they are 
a refugee. In other words, in the UK an asylum seeker is someone who has asked the Government for refugee status 
and is waiting to hear the outcome of their application”.
A refugee is defined as a person who:
“owing to a well-founded fear of being persecuted for reasons of race, religion, nationality, membership of a particular 
social group, or political opinion, is outside the country of his nationality, and is unable to or, owing to such fear, is 
unwilling to avail himself of the protection of that country”.
The terms  refugee  and  asylum seeker are  legal  terms, describing  the  stage  of  the  process of  asylum  that  a  person 
has  reached.  It is important   for healthcare professionals to consider that each person is treated as an individual. The 
legal definitions of the terms asylum seekers and refugee   signify a situation rather that an identity. 

Increasing numbers
The World Health Organization in 2014 estimate that there are 1 billion migrants in the world amongst whom are 
214 million international migrants and 740 million internal migrants. Numbers continue to rise and the collective 
health needs and implications of this sizeable population are considerable. In 2014, increasing numbers of refugees, 



asylum-seekers and migrants took to the seas, often in dangerous or unseaworthy vessels. Tragically, loss of life at sea 
increased, with over 4,300 people reported dead or missing, including 3,500 in the Mediterranean Sea4. Asylum-
seekers and refugees use the term “boat of death” to describe the dangerous sea journey, sometimes in vessels that 
are too often unseaworthy, to cross the Mediterranean Sea. There are reports that some have endured beatings, rape, 
torture or been tossed overboard simply for having tried to move in a crowded vessel5.

More than 773,244 migrants are estimated to have arrived by sea so far this year with a sobering 3,423 reported 
to be dead or missing, according to the International Organization 
for Migration (IOM), but exact numbers are unclear, as some 
may have passed through borders undetected IOM6. The conflict 
in Syria continues to be by far the biggest driver of the migration. 
The vast majority of refugees have fled to neighbouring countries 
such as Turkey, Lebanon and Jordan, and the number of Syrians 
there far outweighs those who have made the difficult journey to 
Europe, but the ongoing violence in other parts of the world such as 
Afghanistan, Iraq, Iran, Eritrea, Pakistan and Sudan, continues to 
create people in fear of their lives (see Figure 1).

A travel related  model
The significance of this model highlights the importance of mobility and how this has repercussions that go beyond 
the physical displacement of persons or populations. People travel with their culture, religion, traditions and health 
beliefs7. These are important areas to explore when assessing the needs of both those who plan to travel and those 
who have travelled, and may not have yet reached their final destination as their asylum application maybe rejected. 
There were more than 25,000 asylum applications in the UK in the 12 months up to June 2015. Most applications are 
typically rejected and in 2014, more than 60% of initial decisions on asylum applications were refusals. In the same 
period, 6,788 asylum seekers and their dependents were removed or departed voluntarily from the UK8.

Travel medicine risk assessment
Carrying out a thorough risk assessment prior to travel abroad is the initial step in any travel consultation, gathering 
information from the traveler, evaluating and quantifying potential health risks and providing tailored advice. It is also 
one of the most important stages in the consultation with those seeking asylum since it will provide the information on 
which future action will be based.9

As travel health advisors one of the first questions asked during a consultation is “tell me about your travel plans”? 
Gathering detailed information about which country, area and place the traveler plans to go, in addition to where, 
date of departure and duration. This information forms the platform of advice and education that you would offer the 
traveler. The use of accessing internet resources such as TRAVAX or NaTHNaC TravelPro are necessary tools that can 
be used to explore country maps in detail, list the diseases within that area and plot the journey travelled. 

Using the GLOBAL acronym
G -Geography. Those seeking asylum represent many nationalities and understanding the geography, routes travelled, 
and the impact of this journey on their health is important information to start the assessment consultation process. 
Building trust and gathering information from those seeking asylum should be conducted in a sensitive manor, as some 
individuals may not know which countries they may have travelled through or wish to disclose particular information 
for fear of retribution. Lack of disclosure by some individuals who are seeking asylum may not be evident to healthcare 
practitioners at initial consultations.  Issues such as trafficking in woman, Female Genital Mutilation (FGM) torture and 
violence, rape, mental health issues, may not be automatically disclosed. These are some of the very sensitive issues 
that staff are required to be aware when referral to specialist services may be necessary.

L- Language and communication.  Language and communication issues   have been discussed in many papers as 
two of the key themes9. These are pivotal to this whole area of risk assessment. Recording which language or dialect 
is required when booking an interpreter. The use of non-verbal communication skills, although sometimes overlooked 
should not be underestimated. There are lots of useful resources that can be helpful during consultations, such as 



communication tools, picture books and multilingual cards.

O- Orientation. The health problems of those seeking asylum are similar to those of the rest of the population, 
although some groups may have a higher prevalence. The most frequent non-communicable disease health issues of 
newly arrived includes: accidental injuries, hypothermia, and burns10. New patients registering with a G.P. Practice 
for the first time need to be given information in the appropriate form on how the NHS services are delivered, 
such as, how to register with a G.P. list, book an appointment and what to do in an emergency. Often people from 
different parts of the world hold a different perception about health care and how the NHS is arranged. 
Practical issues such as recording a vaccine history are an important part of the assessment. Transmission of vaccine-
preventable diseases to host country populations is just as likely to happen when a resident returns from a holiday in 
an endemic country, as after the arrival of an individual from that country. There are still large gaps in the immunity of 
populations across the region, either because countries decide not to avail themselves of the benefits of vaccination 
or because of limited access to vaccination services. The World Health Organization strongly recommends 
offering and providing health checks to ensure access to health care for all refugees and migrants in need of health 
protection11. 
B- Belief Systems. Belief systems includes considering major feasts and festivals. In order to provide a culturally 
competent service, there needs to be awareness and understanding of different cultures and beliefs in health. 
Understanding other people’s cultures and beliefs is crucial in recognising why your advice or practice may not be 
understood or viewed as unimportant.  It may also reflect the importance of treating each person as an individual, 
never assuming they will hold the same values and beliefs as others from their country or faith groups. Tate12 stressed 
the importance of consultation of discovering and addressing the patient’s agenda, particularly their ideas, concerns 
and expectations.

A-Asylum issues. The Immigration and Asylum law is a complex and a specialist area of expertise. As healthcare 
practitioners, providing care for those seeking asylum, it’s important to have a basic working knowledge about the 
asylum process as how it can impact on an individual’s health. Other key factors identified are the detrimental effects 
of Asylum and Immigration policy on families, in particular, how and why deportations and dawn raids are carried 
out. It is therefore important when planning care to provide individuals with information regarding their ongoing 
personal health protection. If they are required to return home, particularly if they have been travelling for some time 
and may have lost their natural immunity to diseases such as malaria.  

L-Local Communities.  Statutory and voluntary agencies working in partnership can provide support mechanisms 
by helping those seeking asylum to integrate into local communities. There is an opportunity to work in partnership 
within local communities, voluntary agencies, churches and Faith groups who provide services on a practical level 
offering help, assistance and a welcome, as the newly arrived families integrate into the community. 

Conclusion
As this humanitarian crisis deepens and continues to force great numbers of people to flee from wars and danger, 
seeking safety and sanctuary in more peaceful countries. We are witnessing changing patterns of not only routes 
and journeys that individuals have taken over land and sea,  in order to build a new life.  Changing seasonal and 
environmental conditions add complications to the needs of this transient population, bring many challenges to 
members of staff who provide additional care services.

As travel medicine practitioners we base our practice on the most current and up to date information. All risk 
assessments are carried out to consider the needs of individuals.  Health risks are changing all the time and we can 
expect to see greater numbers of people seeking asylum arriving in our areas. We are ideally educated with the 
knowledge and skills to provide culturally sensitive migrant care for our travellers and share best practice. As travel 
medicine grows as a discipline, we are in a unique position to share education resources and our travel medicine 
knowledge with our colleagues.
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Readers of Travelwise will be aware that 
Baroness Cox is one of the Patrons of BGTHA. 
She is also the CEO of the Humanitarian Aid 
Relief Trust (HART). In her own words, “HART 
is not just ‘another aid organisation’. We 
are distinctive in that we combine aid with 
advocacy, working for peoples suffering from 
oppression, exploitation and persecution 
who are generally not served by major aid 
organisations and are off the radar screen of 
international media.” 
HART is a charitable organisation working 
with communities in active conflict zones 
(such as Burma, Nigeria, South Sudan and 
Sudan); post-conflict areas still devastated by 
war (such as Nagorno Karabakh, northern 
Uganda and Timor-Leste); or areas where 
people are marginalised, oppressed and 
exploited for cultural, political, ideological 
and economic reasons (such as the Dalits and 
Temple Prostitutes in India). 

HART maintains a distinctive objective to 
partner with people who are trapped behind 
closed borders or unreached by major aid 
organisations. Such situations occur because 

many international organisations cannot work 
in locations where the sovereign government 
denies entry. If a government is blocking 
humanitarian access to a region as part of 
ongoing persecution of minorities within their 
own population, or if security risks are deemed 
‘too high’ for an international organisation 
to send their staff, then people can remain 
unreached. In addition to supporting local 
partners to provide resources for humanitarian 
aid and development, HART advocates for 
systemic change, highlighting injustices and 
pressing for an end to persecution.
For further information about HART and how 
to contribute to its work in these troubled 
areas of the world, go to 
www.hart-uk.org
For every pound donated to HART in 2014, 
86 pence was spent directly on charitable 
activities benefiting their partners, 13 pence 
was spent trying to raise more money for 
overseas partners and 3 pence was spent 
ensuring proper governance.

The Humanitarian Aid Relief Trust

Baroness Cox of Queensbury, BGTHA Patron



Travax Anniversary Seminar, 10 September, Glasgow
 

What a  brilliant day we had for the TRAVAX 30th birthday bash this September. The sun shone on Glasgow (not 
as rare an event as some might have you believe) and the 130 delegates enjoyed a
day packed with stimulating and entertaining presentations. If you couldn’t make it, here’s a quick rundown of 
what you missed. 
 
After a welcome to all by Dr Eric Walker, Professor Robert Steffen of the University of Zurich Centre for Travel 
Medicine, set the scene for the day by describing the 
evolution of travel medicine. He reminded us that it was a 
Scottish physician, James Lind (1716-94) who conducted 
the first clinical trial and developed the theory that citrus 
fruits cured scurvy. He then took us from nineteenth century 
military expeditions, where more people died of illness 
than enemy action, through the advent of the package 
holiday and the jumbo jet (complete with vaccinations for 
paratyphoid, cholera and plague) to the present day and 
how travel epidemiology is changing - travellers themselves, 
reasons  for travel and destinations visited, illness acquired and preventive options – and the new challenges and 
opportunities these present for those working in travel medicine. 
 
Robert was a hard act to follow but Professor Eric Caumes of the Faculté 
de Médecine Pitié-Salpêtrière in Paris was the man to do it. Travellers’ 
skin diseases seemed an unlikely topic for fun, but making the most of 
his dry Gallic humour, Eric entertained and educated the audience 
with his vast knowledge and, sometimes frankly disturbing, selection of 
slides depicting various dermatoses, rashes and abscesses. One tale in 
particular ensured that the audience will never again be able to look at 
Paco Rabanne aftershave in the same light. 
 

A quick coffee break gave everyone the chance to meet friends and colleagues and do some  networking 
before local star Sheila Hall gave us a challenging and thoughtful presentation on Voluntourism. Sheila described 
the industry which has emerged around this, both in the sending and receiving countries and urged us to think 
carefully about the impact it has. Volunteering may be done with the best of intentions but those going overseas 
need to research carefully and ask many questions before committing to a project. Are we really helping or are 
vulnerable children and adults
just being used as tourist attractions.   
 
Are you a digital-native or an analog-native? That was the question posed by Jane Chiodini, Travel Health Nurse 
Specialist from Bedford. Jane gave us her perspective on 21st century travel health communication, technology 
and social media and how these have changed travel health practice. If you’re still wondering, Jane put forward 



the definition that those born after 1970, grew up using digital 
technologies and are the digitally-native, while those born pre-1970 
grew up before the internet and are thus analog-native. Discuss. 

Professor Green from Royal Hallamshire Hospital, Sheffield, filled 
the slot before lunch with a highly entertaining talk on infection and 
the great composers. Steve used film clips and sound-bites of famous 
compositions to illustrate his session, asking the audience to “name 
that tune”. From what we heard, there seemed to be a tendency 
for very talented composers and musicians to die from either TB or 
syphilis, or if they were very unlucky, both. 

The afternoon sessions took the audience on a trip around the world, opening with Professor Sara Bhattacharji 
of Vellore in India. Sara gave an emotionally stirring talk describing her country and her experience there 
spent working in community outreach. What Sara and her team 
have achieved over the years, with minimal resourcing and huge 
obstacles to overcome, is truly amazing and very humbling. The 
audience were left in no doubt that we can learn much from our 
colleagues in India
> > about successfully delivering care in the community.

Dr Sharon Irvine (University of Glasgow) then gave a gripping 
depiction of her time spent in Sierra Leone treating victims of the 
recent Ebola outbreak. Sharon worked hands-on in the “red zone” in 
facilities in both Freetown and Kerrytown, including survivor clinics. 
Her vivid description of working in tropical conditions while wearing 
personal protective equipment and the empathy and concern she showed for victims had the audience sitting 
in rapt silence. Everyone was touched by the stories of individuals she shared, stories that were both tragic 
and inspiring. 

Dr Alisdair MacConnachie from Gartnavel Hospital, Glasgow was the penultimate speaker, with the topic 
of travel medicine in Scotland. Alisdair is the Infectious Diseases Consultant in charge of the Travel Clinic at 
Gartnavel and chairs the Scottish Malaria Advisory Group, providing specialist clinical input to Travax. He 
was therefore the ideal person to describe what has been achieved in travel medicine over the years by those 
working in Scotland. Special mention was made (of course!) to the huge success and influence of Travax and 
fitfortravel, and the major part played in developing travel medicine education and the “Glasgow” Diploma 
courses. 

Dr Lisa Ranford-Cartwright (University of Glasgow) closed the day with a thought-provoking talk on global 
malaria eradication – dream or reality? Lisa described the history of malaria control, from the use of DDT 
insecticide and treatment with chloroquine in the 1950’s through to current day treatment with artemisinine 
combination therapy (ACT), vaccine development and new, rapid tests for diagnosing the disease. She 
flagged that many challenges remain if our target is global eradication, not least financial, but including drug 

and insecticide resistance, and increased mobility of people. 
Lisa left us with the message that malaria is still responsible for 
more than 450 000
child deaths in Africa each year – and that is simply  
unacceptable. 

Finally, to all who attended and contributed to the event, 
particularly to our brilliant speakers, many thanks from  
 



The TRAVAX Travel Quiz
One of the bits of fun that we had at the Travax seminar was a picture quiz put together by James Munro. At the 

seminar, tables of 10 were able to confer but why don’t you have a go on your own? No conferring and certainly 
no googling!

Q1:
These houses are on the Tonle Sap Lake.

 
Which country are they in?

A. Thailand
B. Vietnam

C. Cambodia 

Q2:
Austrian physician Karl Landsteiner described 

the ABO blood grouping system. 
 

He is also credited with identifying something 
in 1908 that eventually made a large 

contribution to vaccine development. What 
was it?

A. Polio virus
B. Rabies virus

C. West Nile virus 
 

Q4:
Why is Scottish haggis not allowed to be 

imported into the USA?
 

A. The saturated fat content exceeds safe 
levels

B. Sheep lung is not a permitted ingredient in 
the USA

C. Oat intolerance is common in the 
American population 

Q3:
Injera (Ethiopia), hefekranze (Germany) and 

pide (Turkey) are all kinds of
 

A. Beer
B. Bread

C. Fish stew 



Q5:
This is the tallest mountain in the Americas.

 
What is its name?

A. Popocatépetl (Mexico)
B. Mount McKinley/Denali (USA)

C. Aconcagua (Argentina) 

 Q6:
Not a food question. 

 
Which of these strong-smelling substances has 

been used as bait in mosquito traps?

A. Ammonia
B. Limburger cheese

C. Lemon oil

Q7:
This handsome animal lives in the human 

duodenum and feeds on blood.
 

What is it?

A. Beef tapeworm
B. Giardia

C. Hookworm 

Q8:
Where is this Roman bridge?

 
A. Greece
B. France
C. Algeria 

Q9:
This was once an essential food for travellers in polar climates.
 
What is it?

A. Whale blubber
B. Shark liver
C. Finnish bacon

Send your entries to info@bgtha.org to win a 
BGTHA memory stick


