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British Global and Travel Health Association

This is not necessarily my last editorial for Travelwise, but it is the 
last I shall write before my term as Chairman of BGTHA comes to an 
end. At the beginning of my Chairmanship I set out in a BGTHA Action 
Plan a number of aims that I would like to achieve during my three 
years in office, and I am happy to report that substantial progress 
has been made towards achieving those aims. Our financial position 
is now relatively healthy, thanks to the hard work of our Treasurer 
Derek Evans and his predecessor Martin Brown. Our new website 
and membership database are the result of equally hard work by our 
Administrator Roger Morley. Our conferences have continued to be 
a success, and we have been able to co-operate with Global Health 
organisations and with the Faculty of Travel Medicine in organising 
the last two conferences. This year we look forward to hosting the 6th 
Northern European Travel Medicine Conference in London in June 
which I hope many of you will attend. In addition to Travelwise, we 
continue to publish a Journal of which we can feel justly proud. Our 
educational efforts have included very successful regional meetings 
and a new venture, webinars, thanks to a lot of work by Iain McIntosh. 
Another exciting development is our e-learning course, which is in an 
advanced stage of development and which we hope to launch within 
the next few months. I must thank Eric Walker, with whom I have 
co-operated in producing the material for the course with help from 
several other members, and Michael Walker who is writing custom-
made software for the course. I have had the great advantage of an 
enthusiastic and dynamic Executive Committee, and I would like to 
thank every member of the Committee for their help and support 
during these last three years. We must not, of course, become 
complacent, as we need to continue to expand our membership and 
to provide a wider range of services to our members.

In this edition you will find a report on the Asia Pacific Travel 
Medicine Conference in Kathmandu which several members of the 
Committee were able to attend. In addition to gaining new insights 
and ideas, conferences such as these present a useful opportunity 
for us to form networks with our colleagues around the world. We 
were also able to enjoy social events together and the rich cultural 
heritage of Nepal as well as, in some cases, trekking in its outstanding 
mountain scenery. Nepal is highly dependent on visitors from other 
countries as an essential part of its national income, and needs our 
business more than ever after the devastating earthquake last year, 
and this was one of the many reasons why I was anxious to attend 
this conference.

The title of our Association includes the word “Global”. We must 
always bear in mind that travel health is only a small part of the 
overall picture of global health, and that in improving health globally 
we will of necessity improve the health of travellers. I have been 
privileged to assist Eric Walker in teaching Global Health to medical 
students in Glasgow, and I have been constantly impressed with 
the quality of their work, the ease with which they embrace global 
health concepts and their enthusiasm for the subject. It gives me a 
great deal of hope that future generations of doctors will be able 
to think more globally in terms of health and disease rather than 
concentrating on the health of the relatively privileged populations 
in the developed world.

Don’t forget to register for NECTM6 and encourage your friends and 
colleagues to register. You will find a summary of the provisional 
programme in this edition of Travelwise.

Mike Townend

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



Bed bugs (Cimex lectularius)
 

Bed bugs are around 4 – 6mm in length when fully grown and flat, oval in shape and are visible to the naked eye. 
Bed bugs live in cracks and crevices within walls and furniture such as bed frames and mattresses – hence their name! 
Bed bugs are found worldwide and are significant problem for many travellers. They are often found in hostels but 
can also make their way to quality clean hotels and even make it on to planes! Recently it was reported that a British 
airways passenger plane was taken out of service after there was an outbreak of bedbugs on a flight from the US to 
London. Passengers claimed they were bitten and spotted eggs. 
Bed bugs can easily be spread from guest house to hotel. Unknowingly, travellers can easily transport bedbugs from 
one place to another in their clothing and bedding packed in their suitcase or backpack. They can also live for up to 
a year without feeding so can remain in their new found home quite comfortably for some time without a host to feed 
on so they are very difficult to get rid of.
Bed bugs mainly bite at night. It is the combination of body heat and carbon dioxide that attract these tiny bugs to bite 
exposed skin. They usually bite on the face, neck arms and hands and feed on blood whilst the person is sleeping. 
Bed bugs are not dangerous and not known to carry disease but some people develop itchy red bumps which can 
last several days. 

Tips that we can give travellers to manage and prevent bed bugs.

• Plan where to stay, check reviews and recent complaints of bedbugs at hotels.
• Be aware of a musty odour (from bugs scent glands) in the room. This may be a sign of a large infestation.
• Store your suitcase or backpack on a stand far away from the bed
• Look out for black spots on bedding; these will be blood spots from squashed bugs after feeding.
• Bites from Bed bugs are often in straight lines as opposed to mosquito bites which are more random. This  
 can help travellers identify what has caused their bites.
• Pack any dirty clothes that may be infested in tight sealable bag.
• Sleep under an impregnated mosquito net. 
• Sleep in your own sleeping bag liner or sheet preferably  impregnated with insecticide.
• Clean bedding in hot water and dry on the highest dry setting.
•  A mild steroid cream such as hydrocortisone and some antihistamines can help manage to manage any  
 itching. 

Our thanks to Prof Larry Goodyer and Nomad Travel for this extract from their recent newsletter
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Q&A
Question
We all know all healthcare workers (HCWs) should be vaccinated against influenza. Nothing 
is mentioned about pneumococcal vaccination. Should we all also receive the pneumococcal 
vaccine?

Answer
The Department of Health, through the Green Book, does not make such a recommendation 
for healthy HCW aged under 65 years of age. We all know that influenza viruses spread very 
easily from infected HCWs to their patients and co-workers. Please note that a HCW may be 
asymptomatic and still infected with influenza viruses. Infection in their patients and co-
workers can lead to clinical illness. The Pneumococcus is probably not spread from HCWs to 
their patients as easily as influenza viruses. Further, acquiring the pneumococcus does not 
always lead to clinical illness. For now, we should adhere to Green Book recommendations 
although I can understand very well your point and may be your suggestion is clinically more 
sound than the existing recommendation. 

Dr George Kassianos



11th Asia Pacific Travel 
Medicine Conference, 
Kathmandu
Mike Townend

I was privileged to be able to attend this conference on  2-5 March this year at the wonderfully named Yak 

and Yeti Hotel in Kathmandu, along with Derek Evans, Anne Maclean, Katy Peters and Tania John. It was a 

real pleasure to be back in Kathmandu and to enjoy, in addition to attending the conference sessions, meeting 

old friends from around the world of travel medicine, a short trek in the Khumbu region, a relaxing time by the 

lake in Pokhara and a spectacular mountain flight to Everest.

The conference was opened by welcoming remarks from Karin Leder, the President of the Asia Pacific Travel 

Medicine Society, Eli Schwarz, the Chair of the Organising Committee of the conference and  Prativa Pandey, 

the Chair of the Local Organising Committee, as well as a spectacular traditional Manjushri dance.

                                  
Dr Karin Leder opening the conference                                               The Manjushri dance



In the opening plenary session Dr David Molden outlined some of the effects of climate change on the mountain environment, 
followed by an authoritative account of the effects of altitude by Dr Peter Hackett and an equally authoritative account of venomous 
snakes, spiders, scorpions and insects by Dr David Warrell. This was followed by a symposium on the immediate and long term 
response to last year’s earthquake in Nepal covering health care and relief efforts in the immediate aftermath and the mental 
health impact on those affected by it. There was then a lunchtime symposium on Zika virus after which I attended a workshop on 
challenging cases in extreme travel, with experiences from Nepal and the Indian Himalaya and an informative account of health 
services in Bhutan

The second day opened with a plenary session on the eradication of infectious diseases dedicated to the memory of the late Alan 
Magill, covering vaccination as an eradication tool, progress in eradicating lymphatic filariasis and the eradication of malaria. 
After this I attended a symposium on migrant health which included the receiving country’s perspective and the Nepali perspective. 
The day’s sponsored lunchtime symposium took the topic of travel vaccinations, and I then attended a symposium on tick-borne 
illness, leptospirosis and infectious disease risks at the Rio Olympics. The day ended with another symposium, this time on vulnerable 
travellers and adventure travel, including taking children on adult adventures, immunocompromised adventure travellers and 
managing chronic medical conditions during travel.

By the third day conference fatigue was beginning to set in and I must confess to missing the opening sessions, though I did attend 
the final plenary session entitled Diseases and Disasters – Issues in Globalisation, with contributions on global, regional and personal 
responses to natural disasters from MSF Australia, on respiratory viruses from Asia and on new vectors and new epidemics. The 
conference concluded with a delicious buffet lunch in the hotel’s garden.

Members of the BGTHA Executive committee enjoying lunch at the Yak and Yeti

                  
              

 

                  
Prof Robert Steffen (Switzerland) Dr Buddha Basnyat (Nepal) in pensive mood



NECTM6 1-4 June 2016 
Queen Elizabeth II Conference Centre, Westminster 

The following programme is provisional and subject to changes and/or additions 
 

Wednesday 1st June                                                                                                                                             Location 
 Travel Medicine Essentials Workshop  
12.00 Registration and Speaker Preview Open  
14.00-15.30 Welcome and Opening Ceremony Churchill 
15.30-17.00 Plenary Session 1. Global Travel: The Status Quo and Evolving Challenges Churchill 
15.30-16.00 Travel Epidemiology: Good and Bad News. Professor Robert Steffen  
16.00-16.30 Travel Advisories in an Unpredictable World. Group Captain Andy Green  
17.00-20.00 Opening of Exhibition and Welcome Reception  

   
Thursday 2nd June 
08.15-08.45 Breakfast Symposium  
09.00-17.30 Medical Transportation Course Henry Moore 
09.00-10.30 Plenary Session 2. Travel in the Age of Antibiotic Resistance Churchill 
09.00-09.30 Antibiotic Resistance: A Global Overview. Professor Neil Woodford  
09.30-10.00 Travel and Antibiotic Resistance. Professor Anu Kantele  
10.00-10.30 The Role of Antibiotics in the Management of Travellers’ Diarrhoea. Dr Ron 

Behrens 
 

10.30-11.00 Tea and Coffee Break: Exhibition and Poster Viewing  
11.00-12.30 Symposium 1. Emerging Diseases: Home and Away Churchill 
11.00-11.30 Ticket to Ride: The Role of the Traveller in Emerging Infections. Dr Tomas 

Jelinek 
 

11.30-12.00 Stopping the Spread: Entry Screening and Other Restrictions Across the Pond. 
Dr Clive Brown and Dr Jenny Harries 

 

12.00-12.30 Rumble in the Jungle: Tracking Disease Outbreaks in Travellers. Professor 
Patricia Schlagenhauf 

 

11.00-12.30 Symposium 2. Traveller Behaviour Abroad Whitttle 
11.00-11.30 Brits Abroad. Mr Richard Bielby  
11.30-12.00 Responsible Tavel. Ms Nikki White  
12.00-12.30 Mad Dogs and Englishmen. Dr Richard Weller  
11.00-12.30 Free Communications-Session 1 Mountbatten 
12.30-13.45 Lunch Break: Exhibition and Poster Viewing  
12.30-13.45 Sponsored Lunchtime Symposium  
13.45-15.30 Symposium 3. Travel VFRs and Migrants Churchill 
13.45-14.15 The VFR Traveller in the 21st Century: Time for a New Definition. Dr Ron 

Behrens 
 

14.15-14.45 Health Challenges on Young Travellers Visiting Friends and Relatives. Dr Mike 
Starr 

 

14.45-15.15 The Impact of Migration on Infectious Diseases in Europe. Dr Teymur Noori  
13.45-15.30 Symposium 4. Medical Tourism Whittle 
13.45-14.15 Globalisation of the Healthcare Marketplace. Dr Neil Lunt  
14.15-14.45 Transplant Tourism and Organ Trafficking. Dr Gerard Flaherty  
14.45-15.15 Standards and Accreditation. Professor Steve Green  
13.45-14.25 Workshop 1. Psychological health and Travel. Dr Mike Jones Mountbatten 
14.30-15.30 Knowledge Bites. Session 1 Mountbatten 
14.30-14.45 Common Travel Related Problems. Carolyn Driver  
15.30-16.00 Tea and Coffee Break: Exhibition and Poster Viewing  
16.00-17.30 Plenary Session 3. Haemorrhagic Fevers Churchill 
16.00-16.30 Ebola: Lessons Learned and Future Directions. Dr Michael Edelstein  
16.30-17.00 Beyond Ebola: Surveillance of Other Viral haemorrhagic Fevers. Dr Nick 

Beeching 
 

17.00-17.30 Dengue Vaccines: Progress and Challenges. Professor Annelies Wilder-Smith  
18.00 Conference Closes  

NECTM6 1-4 June 2016
Queen Elizabeth II Conference Centre, Westminster

The following programme is provisional and subject to changes and/or additions



Friday 3rd June                                                                                                                                                        Location 
08.15-08.45 Breakfast Symposium  
09.00-17.30 Expedition Medicine Course Henry Moore 
09.00-10.30 Plenary Session 4. In Focus: Mass Gatherings, Emergencies and Disasters Churchill 
09.00-09.30 All Together: Risk Mitigation for Mass Gathering Events. Dr Philippe Gautret  
09.30-10.00 The Realities of Responding to Global Disasters: Personal Experience from 

the Field. Mr Richard Villar 
 

10.00-10.30 The Health of Displaced Persons. Dr Ilker Inanc Balkan  
10.30-11.00 Tea and Coffee Break: Exhibition and Poster Viewing  
11.00-12.30 Symposium 5. A Bad Trip: Illness Overseas and on Return Churchill 
11.00-11.30 Epidemiology of Travel Related Diseases in Europe. Dr Heli Siikamaki  
11.30-12.00 Clinical Case Studies. Dr Nick Beeching  
12.00-12.30   
11.00-12.30 Symposium 6. The Media, Communication and News Whittle 
11.00-11.30 What the Journals Say. Dr Helena Hervius Askling  
11.30-12.00 In the News. Dr Richard Dawood  
12.00-12.30 Social Media Use in Travel Medicine. Dr Dipti Patel  
11.00-12.30 Free Communications-Session 2 Mountbatten 
12.30-13.45 Lunch Break: Exhibition and Poster Viewing  
12.30-13.45 Sponsored Lunchtime Symposium  
13.45-15.30 Symposium. 7 Arboviral Disease Churchill 
13.45-14.15 Chikungunya and Zika Virus: “Zik with Chik” in Travel Medicine. Professor 

Patricia Schlagenhauf 
 

14.15-14.45 Travellers to Europe and Beyond: What Risk is there of Tick-borne Disease. 
Professor Hans Nothdurft 

 

14.45-15.15 Bite Prevention: Novel Ways to Control Athropod Vectors. Dr James Logan  
13.45-15.30 Symposium 8. Travellers Through the Ages Whittle 
13.45-14.15 The Paediatric Traveller. Dr Mike Starr  
14.15-14.45 The Young Adult/Gap Year Traveller. Mrs Jane Chiodini  
14.45-15.15 The Older Traveller. Dr Kitty Smith  
13.45-15.30 Knowledge Bites. Session 1 Mountbatten 
13.45-14.15 Disability and the Traveller. Mrs Cate Riley  
14.15-14.45 The Traveller with Co-morbidities. Dr Vanessa Field  
14.45-15.15 Altitude. Dr Mike Townend  
15.15-15.30 Surveillance of Travel Related Diseases. Ms Jo Freedman  
16.00-17.30 Plenary Session 5. Vaccines and Future Challenges  
16.00-16.30   
16.30-17.00 Vaccines: What’s on the Horizon. Dr Leo Visser  
17.00-17.30 Declining Risks: Putting Evidence into Practice. Dr Gerard Sonder  
18.00 Conference Closes  
21.30 Dinner Cruise (Advanced Ticket Purchases Only)  
Saturday 4th June 
08.15-08.45 Breakfast Symposium  
09.00-10.30 Plenary Session 6. One Health Churchill 
09.00-09.30 Travellers and Zoonoses. Professor Dilys Morgan  
09.30-10.00 One Health: The Animal Perspective. Professor Dominic Mellor  
10.00-10.30 Prediction and Prevention of the Next Pandemic Professor Albert Osterhaus  
11.00-12.30 Symposium 9. Health Beliefs and Travel Churchill 
11.00-11.30 Towards a Culturally Competent Travel Health Consultation. Dr Adrienne 

Willcox 
 

11.30-12.00 The Influence of Traveller and Clinician Health Beliefs on Behaviour. Dr 
Lorraine Noble 

 

12.00-12.30 Medicolegal Casebook. Dr Dipti Patel and Hilary Simons  
11.00-12.30 Symposium 10. Vaccine Dilemmas Whittle 
11.00-11.30 Common Vaccine Administration Challenges. Dr Lisa Ford  
11.30-12.00 Yellow Fever Vaccine. Mrs Sandra Grieve and Lorna Boyne  
12.00-12.30 The Value of a Statistical Life: Is Cost-effectiveness a Useful Tool in Travel  



Medicine. Gunnar Hasle 
11.12.30 Free Communications-Session 3  
12.30-13.30 Lunch Break: Exhibition and Poster Viewing  
12.30-13.30 Sponsored Lunchtime Symposium Churchill 
13.30-15.00 Symposium 11. Let’s Talk about Sex  
13.30-14.00 Pre-exposure Prevention (PEP) for Preventing HIV Infection in Travellers. Dr 

Carsten Schade-Larsen 
 

14.00-14.30 Culture, Religion and Sex. Mrs Fiona Genasi  
13.30-15.00 Symposium 12. Rabies Whittle 
13.30-14.00 Efforts to Control the Global Situation. Professor Sarah Cleaveland  
14.00-14.30 Clinical Management of Rabies. Professor George Varghese  
14.30-15.00 Post-exposure Management of Potential Rabies Exposure. Dr Hilary Kirkbride  
13.30-14.00 Workshop 2. Global Health: What is its Remit and Why the Travel 

Connection. Dr Eric Walker 
 

14.15-15.00 Knowledge Bites. Session 3 Mountbatten 
14.15-14.30 Polio and PHEIC. Hilary Simons  
14.30-14.45 Travel and Influenza Vaccination. Dr George Kasianos  
14.45-15.00 Myths and Misconceptions about Ilnesses that Vaccines Prevent. Dr Eric 

Walker 
 

15.00-15.30 Tea and Coffee Break: Exhibition and Poster Viewing  
15.30-16.30 Plenary Session 7. Malaria: Past, Present and Future Churchill 
 Malaria Past, Present and Future. Professor David Lalloo  
16.30 Conference Closing Ceremony Churcill and 

Whittle 
 

This is an excellent programme, in which we are sure that all of our members will find something of interest. 

If you have not already done so, register now at www.nectm.com and encourage your friends and 

colleagues to register as well. 



Introduction

Whilst Sierra Leone is still recovering from the devastation 
caused by Ebola, the country is now faced with another 
epidemic, that of the non-communicable diseases (NCDs) - 
which include type 2 diabetes.
The epidemic in diabetes is global but Sub-Saharan Africa 
(SSA) is set to experience the biggest projected increase in 
the prevalence of diabetes worldwide. Moreover, SSA is the 
hardest hit region in terms of greatest loss of life from premature 
death among persons with diabetes due to cardiovascular 
disease, kidney failure, blindness and amputation. Limited 
economic resources, poor health care systems and a lack 
of diabetes education means that most diabetic patients are 
diagnosed in the advanced stages of their condition when 
complications are almost inevitable. 
With regard to type 1 diabetes, the prognosis of young 
people with diabetes is scarcely better than it was before the 
discovery of insulin – the average life expectancy for a young 
person diagnosed with type 1 diabetes can be as little as 
6 months (average life expectancy in the UK is 68 years) 
Premature death due to coma constitutes a day-to-day threat to 
the majority who depend upon insulin to survive.
Essential insulin and other medications remain widely out of 
reach, due either to their excessive cost or the unreliable and 
insecure supply chains that make these life-saving supplies 
unobtainable. The Ministry of Health in Sierra Leone has no 
specific policy, programme or action plan that is currently 
operational for the prevention and control of diabetes so for 
someone living with diabetes in Sierra Leone, access to care 
is extremely difficult indeed.

The diabetes facility:
The Holy Spirit Hospital, Makeni, Bombali District
History

I qualified as a doctor in 1982 and I am a General Practitioner 
in Gloucestershire. I did my DTMH in London in 2010. Like 
so many others, I feel passionately about global health care 
inequalities and I have always wanted to do my bit to make 
world a fairer place. I have been working as a medical 
volunteer in Sierra Leone since 2008 and I am co-founder of 
a charity called Help Madina (www.helpmadina.org.uk).
An enduring memory from my first visit to Sierra Leone is of a 
young man on the male ward of the Kambia District Hospital. 
He was in diabetic ketoacidosis and had an IV infusion in 
place. I approached him to look at his clinical management 
chart - to my horror and disbelief he was not receiving any 
life - saving insulin. I felt there had to be some mistake and 
I immediately contacted the Community Medical Officer in 
charge. I was told that no, there wasn’t a mistake and yes, he 
did need insulin. The problem was that there was no insulin in 
the hospital. In fact, there was no insulin to be found anywhere 
at all. 

 

An opportunity to make a difference
Five years ago, I had the privilege of sitting in on medical 
clinics with Dr Patrick Turay, Medical Director of the Holy 
Spirit Hospital (HSH), Makeni . The vast majority of patients 
attending outpatients presented with infectious diseases but 
a significant number were being followed up for chronic 
conditions such as hypertension and diabetes. Most of the 
patients with diabetes knew very little about their condition 
and there was no educational material available to provide 
information and assistance. I suggested to Dr Turay, that I 
create some patient leaflets on healthy foods in diabetes after 
which, the idea of developing a diabetes service from the 
Holy Spirit Hospital began to emerge.

Preparation required to provide a diabetes facility.
Firstly, a diabetes clinic protocol centred on structured care 
was created. A vital part of this protocol was the setting 
up of a diabetes register. This was then followed by period 
of intense nurse training and the formation of a dedicated 
diabetes team. Individual diabetes medical records and 
patient information leaflets were developed – these included 
written information on diet, foot care and healthy lifestyle. 
Finally, a suitable consulting room was equipped with the 
basic equipment required for a diabetes facility. The financial 
input was minimal 

SETTING UP A DIABETES 
FACILITY IN SIERRA LEONE
Veronica Sawicki

Figure 1. A young man with Type I diabetes

Figure 2. The clinic room



Launching the clinic

The diabetes clinic was launched in 2013 by Dr Patrick Turay, 
Medical Director of HSH with the assistance of Help Madina. 
There was little publicity initially but patients heard about the 
clinic through word of mouth. 

The progress of the diabetes facility so far
The diabetes clinic is rapidly expanding with 225 patients 
registered to date (November 2015). The vast majority of 
patients have type 2 diabetes but we 
have an important group of young 
patients with type 1 diabetes for 
whom insulin is essential. There 
are also some patients where it is 
not clear if the patient has type 1 
or type 2 diabetes.
To accommodate for the 
increasing numbers, the diabetes 
clinic has moved premises to a 
larger room with more facilities. 
There are 2 members of the 
nursing staff who run the clinics 
which are held every Wednesday. 
These are Matron Ann Marie 
Koroma and staff nurse Michael. 
They are working extremely hard 
with approximately 30 patients 
attending the clinic each week.
The number of patients being 
admitted to the wards with 
diabetes complications is 
increasing. Protocols have been 
created for the management 
of diabetes ketoacidosis and 
hypoglycaemia.

Diabetes awareness in the 
communities
Posters and billboards depicting 
diabetes symptoms (appropriate to 
the local culture) have been displayed 
in Makeni to increase public awareness of the condition. There 
have been live radio broadcasts on diabetes with questions 
posed by the audience. They have included questions such as 
“Is diabetes sexually transmitted?”
A diabetes association, The Holy Spirit Diabetes Association 
Sierra Leone (HSHDA - SL) has been launched. The executive 
committee of HSHDA - SL meet regularly and clearly aim to be 
a powerful lobby group campaigning for improved diabetes 
services throughout the country. A march was organised 
in Makeni for World diabetes Day 14 November 2015. 
Local dignitaries were invited and there was extensive media 
coverage including the Sierra Leone Broadcasting Company. 
The Makeni Men, Women, Boys, Girls group have launched 
diabetes awareness campaigns in the local schools.
Access to insulin remains a major problem and Help Madina 
is assisting in the provision of insulin for the patients with type 1 
diabetes. We provide the insulin free of charge - I bring out 12 
months’ supply of insulin with me each time I visit Sierra Leone. 
This clearly is not a long term solution but it is the only option 
at present. 

 

We also offer free blood glucose testing for diagnosis of 
diabetes and also for follow up in the clinic.

The Challenges for access to diabetes care in Sierra Leone
There are many problems needing to be addressed. There 
needs to be organisation of the health system, public education 
and information about prevention of diabetes, accurate data 

collection, drug procurement and 
supply, affordability of medicines 
and care, training and availability 
of health care workers, patient 
education and empowerment 
with community involvement and, 
above all, strong political will. 
Until such time when there is 
National diabetes programme in 
place for Sierra Leone, the HSH 
Diabetes Facility is working hard 
to provide affordable and best 
possible medical care and support 
for those with diabetes.
We have recently held a 2 day 
workshop on diabetes at the 
HSH. All interested healthcare 
professionals were invited and it 
was hoped that a representative 
from the Ministry of Health would 
attend, but no response was 
obtained. The meeting brought 
together health care professionals 
from different parts of the country 
with an interest in diabetes, 
and provided education about 
diabetes and a helpful exchange 
of experiences. The most important 
outcome was the formation of a 
National Association for Diabetes 
Care in Sierra Leone which will 

collect vital diabetes health statistics 
to assist with future planning of diabetic services.

Case Histories.
Peter is 17 years old. He was diagnosed with diabetes about 
24 months ago and lives at home with his family. He attends 
school when he is well enough and he would like to be an 
accountant.
During the last 12 months, Peter has had insulin regularly 
provided by Help Madina. Before this for much of the time 
insulin was unavailable and Peter was very ill. His mother 
brought him to the HSH repeatedly for admission, carrying him 
on her back when he was semi-comatosed. The extended family 
felt his mother should abandon hope of treatment and let him 
go. She refused to give up. Both she and Peter are now so 
incredibly relieved to have sufficient supplies of insulin provided 
by our charity.

Frank is 12 year old. He was diagnosed with diabetes at the 
age of 10. When we first saw Frank in the diabetes clinic, his 
mother brought with her his insulin which had been prescribed 
by another hospital facility. The insulin was out of date (and 

Figure 3. Self-administration of insulin



infact no longer manufactured). His family were paying 
one million Leones (approx. £140.00) a month for the 
treatment which meant that they could no longer afford 
to build their home. At our clinic, Frank was shown how 
to inject himself with the insulin we had brought and his 
mother cried with happiness at knowing that her son 
would receive continuing supplies brought over from the 
UK. 

Mohammed is about 14 years old. He lives in Makeni 
with his grandfather. Mohammed has diabetes and 
injects daily with insulin brought out by help Madina. 
There have been times when he has appeared not to 
need insulin at all and for many months his diabetes 
was well controlled with glibenclamide only.

 

Figure 4. Frank, Peter &Mohammed



Some useful information
Travel health websites
Travax: http://www.travax.nhs.uk. Operated by Health Protection Scotland, a comprehensive database of travel health 
information for health care professionals
Fit for Travel: (http://www.fitfortravel.nhs.uk. The public access version of Travax
Travelhealthpro: http://travelhealthpro.org.uk. Operated by the National Travel Health Network and Centre (NaTHNaC) for the 
use of health care professionals
Other useful resources
HIV drug interactions: www.hiv-druginteractions.org
British HIV Association: www.bhivaguidelines.org. For a wide range of information on HIV, including vaccinations
Global Dialysis: www.globaldialysis.com. For information on global availability of renal dialysis
International Society of Travel Medicine: www.istm.org/
International Narcotics Control Board: www.incb.org/incb/en/publications/Guidelines.html. For information on travelling with 
controlled drugs

PDFs to save on the desktop
PHE Guidelines for malaria prevention in travellers from the UK 2015:
www.gov.uk/government/uploads/system/uploads/attachment_data/file/461295/2015.09.16_ACMP_guidelines_FINAL.
pdf

Revised recommendations for the administration of more than one live vaccine:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/422798/PHE_recommendations_for_
administering_more_than_one_live_vaccine_April_2015FINAL_.pdf

Recommendations on the use of vaccines in HIV-positive adults:
http://www.bhiva.org/documents/Guidelines/Vaccination/2015-Vaccination-Guidelines.pdf
http://www.bhiva.org/vaccination-guidelines.aspx

Some interesting reports
World Malaria report 2015
• The number of malaria cases globally fell from an estimated 262 million to 214 million in 2015. This is a decline of 
18%. Most cases of malaria in 2015 are estimated to have occurred in the WHO African Region (88%), followed by the WHO 
South-East Asia Region (10%) and the WHO Eastern Mediterranean Region (2%).

• The number of malaria deaths globally fell from an estimated 839 000 in 2000 to 438 000 in 2015 a decline of 48%. 
Most deaths in 2015, (90%) were in the WHO African Region.

• In 2014, 16 countries reported zero malarial indigenous cases. These were: Argentina, Armenia, Azerbaijan, Costa 
Rica, Iraq, Georgia, Kyrgyzstan, Morocco, Oman, Paraguay, Sri Lanka, Tajikistan, Turkey, Turkmenistan, United Arab Emirates 
and Uzbekistan).

• The global burden of malaria mortality is seen in countries in sub-Saharan Africa. Together the Democratic Republic of the 
Congo and Nigeria account for more than 35% of the global total of estimated malaria deaths.
Summary. There has been  a decline in malaria cases globally as well as malaria deaths however most cases of malaria and 
deaths are still occurring in Africa with Sub- Saharan Africa been the most affected countries. Interesting and great to see that Sri 
Lanka has reported zero indigenous cases in 2014.
http://apps.who.int/iris/bitstream/10665/200018/1/9789241565158_eng.pdf?ua=1
PHE Enteric Fever 2014 (Typhoid and Paratyphoid)
• In 2014, nearly half of enteric fever cases were in adults aged between 20 and 39 years. Overall, these cases were 
seen slightly more in males than females.
• London continues to report the largest proportion of cases of enteric fever in England.
• Increases of travel associated cases of enteric fever are reported in the South West and Yorkshire and Humber with no 
obvious explanation for the increases. 
• Where reason for travel was known, the most common reason for travel for cases that travelled abroad from the UK was 
to visit friends and relatives (VFR) and mostly to countries in the Indian sub-continent.
Summary. Cases of enteric fever continue to be diagnosed in the UK. Most cases are seen in the VFR travellers having visiting the 
Indian sub continent. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/488395/Enteric_fever_annual_
report_2014_FINAL_.pdf
Based on information circulated to Nomad clinics, with acknowledgements and thanks to Nomad and Professor Larry Goodyer



Zika Virus
Katy Peters

 

The Zika virus

Epidemiology 

Zika, a mosquito borne virus was first identified in Uganda in 1947 in the Rhesus monkey. Outbreaks have been reported throughout 
Africa, the Pacific, Americas and Asia. In 2007 an outbreak in the Pacific Yap Islands resulted in 49 confirmed cases, the first 
outbreak of its kind, proving transmission of Zika outside Africa and Asia. Previously only 14 cases had been documented since 
1947 (WHO, 2016). 

In April 2015, reports of the virus emerged from Northeast Brazil, by October 2015, 56,318 cases of suspected Zika virus was 
reported from one Northwest State alone. The Brazilian authorities estimate between 500,000 and 1,482,701 cases since the 
outbreak began (WHO, 2016). The disease has now spread across 26 countries in the Americas and more recently Cape Verde 
off the coast of Africa, Thailand and islands in the Pacific have reported cases (HPS, 2016).

In response to this unprecedented outbreak the World Health Organization convened an emergency committee to respond to the 
crisis. The spread of Zika virus is now a Public Health emergency of International concern, a global strategic response framework 
has been initiated to co-ordinate, manage and assist in the outbreak ( WHO, 2016).

About Zika

Zika is transmitted by the daytime bite of the Aedes mosquito. Symptoms present similarly to other arbovirus infections with mild fever, 
rash, conjunctivitis, myalgia, arthralgia, malaise and headache. Symptoms can last up to a week. A suspected complication seen 
in South America is microcephaly in newborns, and more recently Guillain - Barré syndrome, however until the link has been proven 
this is only circumstantial. 



 

Advice for travellers 
There is no vaccine available for Zika virus and no specific treatment. The vast majority of cases are mild and self limiting. 
Travellers should be advised on bite avoidance.

 • Deet 50% ( can be used in babies over 2 months) 
 • Loose covering clothing ( preferably light coloured)
 • Insecticide impregnated bed nets and air conditioning in bedrooms.
 • Physical barriers, windows screens, closed doors and windows.
 • Treat clothing with permethrin.
 • Cover children’s crib or pram with a protective net. 
 • Empty any containers used to store water to prevent mosquitos breeding.
 • Use condoms to prevent the risk of sexually transmitted infection of Zika (rare) (WHO 2016)

  Pregnant travellers

 • Seek specialist travel advice before traveling
 • Take bite avoidance measures 
 • Use Deet 50% ( save in pregnancy) 
 • Take travel insurance
 • Consider consulting a health professional after travel.
  (HPA  2016, CDC 2016)

Diagnosis
Zika should be considered in travellers with symptoms returning from outbreak regions in the last 14 days. Testing for those with 
current symptoms includes:

 • Excluding pregnancy in female travelers. 
 • PCR testing of blood or urine
 • Complete a Rare and Imported Pathogens Lab form ( RIPL request form) include travel details, clinical details and  
  history.
 • Report results to Public Health England
  (HPA 2016)

In conclusion
The recent Zika Virus outbreak is now a Public Health Emergency of International Concern, although the effects of the disease on 
our travellers is most likely mild and self-limiting, the possible association between the Zika virus outbreak and a rise in Guillain-Barre 
syndrome and infant microcephaly cases being seen in the Americas adds concern. Travelers need to take precautions both from a 
personal and global health perspective.
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Update on Nima’s house
Readers of Travelwise will recall that in a previous edition I appealed for help with rebuilding the home of my old Sherpa friend 
Nima Kitar following the Nepal earthquake. I am delighted to report that Nima is now installed in his new home in Chaumrikharka 
which is a short walk away from the spectacular mountain airstrip at Lukla, to which I flew to begin a short trek. Before starting the 
trek I was able to visit Nima and his family in their new home.

                                

I travelled with my friend Isobel Madden, enjoying her first ever trek in Nepal, another old Sherpa friend Mingma Gyelzen, and 
a young guide from Sikkim, Peter Chettri who was my contact in Nepal through whom I was able to send the money we raised to 
rebuild Nima’s house. We were saddened to see so much destruction both in the Kathmandu valley and in Chaumrikharka, but it 
was a delight to be welcomed into Nima’s new house and given tea

We were all deeply moved by Nima’s expressions of gratitude for the help we had been able to give him and felt humbled by 
the generous hospitality that we received from him and from his family. Before we left we were each presented with a khata the 
ceremonial scarf place around our necks, and we left to begin our trek with a fresh spring in our step and the satisfaction that we had 
been able to help at least one family in Nepal to overcome the devastating effects of this horrendous natural disaster. My heartfelt 
thanks and those of Nima and his family to all those who so generously helped by their contributions to the appeal.

Meanwhile the efforts to rebuild Nepal go on. Nepal still needs our help, and one way in which we can help is to visit this wonderful 
country, which depends so heavily on tourism for its financial survival. If you have not yet experienced the beauty of Nepal, its 
architectural treasures and the incomparable hospitality of its people, I urge you to go and see for yourselves. The fact that I have 
returned there so many times, as so many of its visitors do, speaks for itself. 

A ruined house in Bhaktapur, Kathmandu valley    
 

A damaged house in Chaumrikharka

Lukla airport Lukla airport



Another way in which you can help is to buy a copy of my book, Recipes from the Roof of the World, containing recipes from 
Nepal, Bhutan and Tibet, illustrated by a collection of photographs from all three countries, available for only £5 from http://www.
peacethroughfolk.org/page66.html, All proceeds will go to Community Action Nepal, a charity run by the well-known climber 
Doug Scott, which provides schools, clinics, clean water supplies etc.

 

Mike Townend

Nima’s new house

The new kitchen

Inside the house with Nima, his wife and Mingma

 Making tea


