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EDITORIAL

A lot has happened in the world of Travel Medicine over
the last few months despite volcanic activity from Iceland.
The new BTHA committee are already working hard and
creatively to increase membership benefits and expand
the Association. Coinciding with Malaria Awareness Week
(10–16 May) the Malaria Awareness Campaign - organised
and funded by GlaxoSmithKline Travel Health - launched an
initiative on ‘You Tube ‘ with naturalist Steve Backshall to show
people how to correctly apply insect repellent and prevent
mosquito bites. It is ideal for nurses to refer travellers to
after their consultation – making the most of the short time
they have with patients to focus on other aspects of malaria
prevention. The successful NECTM 3 Conference [ May 26th29th] was held in the maritime city of Hamburg. Delegates
came from all over Europe to exchange ideas , research
and form new collaborations. The scientific programme
was both entertaining and educational . Hamburg offered
an incredible array of social opportunities for delegates to
partake of. A new edition of Health Information for Overseas
Travel, known as the UK ‘Yellow Book’, has been published
(23rdJune 2010) by the National Travel Health Network &
Centre (NaTHNaC). The Yellow Book is endorsed by the
Health Protection Agency, Department of Health for England,
the Welsh Assembly, Health Protection Scotland and the
Department of Health and Social Care in Northern Ireland.
The last edition was published in 2001.This completely revised
2010 edition gives health professionals access to a wealth of
clinical information that is presented in tables, text and maps.
Finally the very impressive’ Blueprint for Rabies Control’ has
been launched by the Partners for Rabies Control and can be
viewed at www.rabiesblueprint.com . The Blueprint serves as
a guide for countries that want to prevent human rabies by
eliminating canine rabies within their borders.”This documents
aims to provide both Medics and Vets with all the information
they need to know to deal with a Rabies out break.
If you would like to get involved in one of our sub committees,
please contact our Secretary Diane at info@btha.org . Any
articles for publication in Travel Wise should be emailed to the
Editor –julie.gallagher@btha.org

BTHA Secretariat will provide information on how to join.
Contact BTHA at PO Box 336, Sale, M33 3UU. Tel 0845 003 9197,
Fax 0870 005 3521. Email: info@btha.org Website www.btha.org
BTHA Executive committee members and current office holders are
Eric Walker (President) John Davies (Chairman), Iain McIntosh, George
Kassianos (Hon Secretary), Julie Gallagher (Deputy Chairman & Hon
Treasurer), Reggie Cooke, Larry Goodyer, Claire Wong (Deputy Secretary
), Mike Townend (co-opted) Elaine Richardson (co-opted).
BTHA Publications sub committee, Iain McIntosh (Editor in Chief), Larry
Goodyer (Editor Journal) Julie Gallagher (Editor Travel Wise)
Reggie Cooke, Jane Wilson-Howarth, Ray Walker, Elaine Richardson,
Sandra Grieve, Jane Avis.
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 BTHA Journal per year
•
Reduced subscription to Travel Medicine and Infectious Disease
•
Reduced fee for the BTHA Annual Scientific Meeting
•
Free listing for your Travel Clinic on public access part BTHA
website
•
Access to research groups
•
Study days
•
BTHA FTM exam education busery £300
Contact the Secretariat or visit the website for details of these services.
info@btha.org
If you are not yet a member of the BTHA 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 BTHA activities,
please contact the Secretariat or visit the website. BTHA subcommittees
include:
•
Education
•
Research
•
Publications
•
Conference organisation
•
Links with other societies

Q&A

George Kassianos

QUESTION
A member of the BTHA has asked the following question:
A 20yr old girl has had the meningococcal ACWY vaccine for foreign travel a couple of years ago. Now she is going
to university and has been told she needs Men C vaccination. Is what she has already received not sufficient?
ANSWER
The Meningococcal ACWY Vax® is a polysaccharide vaccine. As such, it may not induce adequate antibody levels
that will persist long-term. The manufacturer’s ongoing clinical programme has demonstrated that 100% of subjects
aged 18-25 years had bactericidal antibody titres 1:8 against meningococci of the groups A, W135 and Y, and 96%
for group C two years after vaccination (reference: ACWY Vax® SPC).
This student should now receive a single dose of the conjugate MenC vaccine (without future boostering provided
she is immunocompetent), free on the NHS.
If she was to travel abroad in the future to an endemic area, revaccination with the meningococcal ACWY Vax® can
take place well after 3 years from the previous dose of this vaccine. An alternative, is to consider the new conjugate
ACWY vaccine Menveo®. Immunity is expected to last much longer than the polysaccharide vaccine but at this
stage, the need for, and timing of, a booster dose has not been determined.

Royal Society of Tropical Medicine & Hygiene 2010:
New developments in travel medicine
30 June 2010
School of Oriental and African Studies (SOAS),
London
Occupational Health for Business Travellers and
Overseas Workers
9 July 2010
Central London
http://www.atworkpartnership.co.uk/conferences/
OH_businesstravellers/

Royal College of Physicians and Surgeons of Glasgow
Annual Travel Medicine Symposium
5 October 2010
Royal College of Physicians and Surgeons, Glasgow
BTHA Annual Scientific Meeting
30 October 2010
Royal College of Physicians, Edinburgh
http://www.btha.org/conference_2010.asp

c es

Courses and Confe r e n
18th International Travel Insurance Conference
8-11 November 2010
Ritz-Carlton, Istanbul, Turkey
http://www.itic.org.uk/istanbul/

RCN Travel Health Conference
18 September 2010
London
http://www.rcn.org.uk/newsevents/event_details/rcn_
events/rcn_travel_health_conference_and_exhibition
12th Conference of the International Society of Travel
Medicine (CISTM12)
8-12 May 2011
Boston, Massachusetts, USA
The Diploma in Travel Medicine
The Foundation Course in Travel Medicine
http://www.travelcourses.hps.scot.nhs.uk/home.aspx

Malaria Awareness on
You Tube
Robert Kingston [Virgo Health ]

An exciting new You Tube video with celebrity
naturalist Steve Backshall has been developed by the
Malaria Awareness Campaign to educate patients on
bite prevention
Nurses are encouraged to direct patients to the video
after a 9% increase in the number of potentially fatal
malaria cases in UK travellers in the latest Health
Protection Agency (HPA) report
According to the HPA, every year on average there are
1800 cases of malaria in UK travellers which result in

an average of 9 deaths
Nurses are often limited in the amount of time they
have with patients visiting malarious destinations so this
video could help free up time to focus on other travel
health issues.
The video can be viewed at http://www.youtube.com/
watch?v=4QJMyboaspQ and is ideal for nurses to
refer travellers to after their consultation – making the
most of the short time they have with patients to focus
on other aspects of malaria prevention.
The Malaria Awareness Campaign is organised and
funded by GlaxoSmithKline Travel Health in association
with a panel of healthcare professionals, the Foreign
and Commonwealth Office’s ‘Know Before You Go’
programme and ABTA – The Travel Association

Minutes From BTHA
teleconference 19th June, 2010
Julie Gallagher
It was agreed to co opt James Moore to the Exec
Com. James has broad expedition medical/nursing
experience a well as running his own Travel Clinic. He
will be liaising with future sponsors. The co-option is
for one year and renewable.
The Committee thanked Mike Townend for organising
the two splendid BTHA banners that were on display
at the BTHA stall at the NECTM Conference in
Hamburg .
Tania John suggested organising evening and afternoon
local educational meetings in Travel Medicine. . The
Committee members felt this was an excellent idea to
develop further. A pilot evening meeting will be held in
the Bristol area where Tania is based.
A moderator for the BTHA forum is currently being
sought. MT and LG are investigating any legal cover
that may be needed for the forum.
JG and LG had a very constructive meeting with Prof.
Peter .Chiodini, current Dean of the Faculty of Travel
Medicine during the NECTM Conference. -It was
agreed that the BTHA would approach the Faculty
Education Committee [Kitty Smith –Chair] to discuss
the possibility of CPD accredition for the Journal. ] The

Faculty Exam had been cancelled for a second time
due to small numbers of applicants. As a result the
BTHA/Sanofi Bursary scheme will be put on hold. We
stressed the BTHA’S strong support of the FTM..
-Paul Richards represented the BTHA at the launch of
the New Yellow Book in London on the 23rd June. You
can read more about this excellent and very important
addition Travel Medicine literature in the UK on P 3 of
this edition of Travel Wise.
Two nominations have been received for Fellows. They
are Eric Walker and Mike Townend.The sub-committee
will process the applications further. Any other
nominations for BTHA Fellowship for outstanding
services to Travel Medicine should be sent to Diane at
info@btha.org
The Conference organisation is going well. The
programme finalised. The programmes are to be sent
electronically round all members with email addresses
on file. The Committee decided that in view of the
current economic recession and the effect that maybe
having on some members that the Conference fee
should be greatly subsided this year to allow as many
members as possible to attends. There will be a limited
number of free spaces for students.

NaTHNaC, publish new

‘Yellow Book’
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NaTHNaC’s Director, Professor David Hill explains:
“The need for excellence in clinical guidance on travel
health has never been greater. Health professionals
need access to tailored and specialist knowledge for
their consultations. The Yellow Book includes a section
on the Special Risk Traveller, as well as covering the
essentials of pre and post travel risk assessment.”
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Government statistics estimate that there were
nearly 70 million overseas trips by UK residents in
2009, compared to just over 30 million 20 years ago.
Increasing numbers of vulnerable travellers, including
older people, pregnant women, young children and
those with complex medical problems, are going to
more adventurous or remote destinations.

The Yellow Book is endorsed by the Health Protection
Agency, Department of Health for England, the
Welsh Assembly, Health Protection Scotland and the
Department of Health and Social Care in Northern
Ireland. The last edition was published in 2001

rmati
alth Info

The book has been endorsed by all UK health authorities
and its influence is expected to extend beyond the UK.
Commenting on the book, Mr. Justin McCracken, Chief
Executive of the Health Protection Agency, said: “The
Yellow Book is an essential travel health resource that
no GP practice or travel clinic should be without.”

The Yellow Book costs £19.95 and can be ordered
from the NaTHNaC website: http://www.nathnac.org/
pro/index.htm

the UK

This completely revised 2010 edition gives health
professionals access to a wealth of clinical information
that is presented in tables, text and maps. Colour
coding and icons signpost the user to key areas. The
book is ideally positioned to be used interactively with
NaTHNaC’s website, which provides country specific
travel health information and daily updates on global
health events.

In addition to the Yellow Book, NaTHNaC provides
comprehensive travel medicine resources for health
professionals: a website with dynamic guidance on
travel health recommendations, a national advice line
for real-time help with complex travel queries, and the
Yellow Book, which offers the rationale and support to
the travel health consultation.
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A new edition of Health Information for Overseas
Travel, known as the UK ‘Yellow Book’, is published
(23rdJune 2010) by the National Travel Health
Network & Centre (NaTHNaC).
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Diploma in
Tropical Medicine
I attended the Diploma course in Tropical Medicine at the Bernhard-Nocht- Institute in Hamburg, Germany, from
April to June 2009. The total fee for the course was 2850 Euros.
The Bernhard-Nocht-Institute in Hamburg, Germany, offers a 3-months Diploma course every year from April to
June.
The Institute is beautifully located next to the busy harbour in the centre of the red light district in Germany’s second
largest city. The institute has a long tradition of treating patients with tropical illnesses, however the in-patient part
has now been moved to the University Hospital in the north of the city and the only patient contact has been the
occasional patient who walks in through the doors of the outpatient clinic.
The entire course is completely lecture based and all but one lecture are in German. Every day there will be 7 hours
of lectures, 5 days a week, only interrupted by some practical microscopic exercises. The lectures are given by ‘in
house’ lecturers as well as external lecturers. Mid term as well as at the end there is an exam. The final exam has a
practical as well as a MCQ-type part. If you do not reach the pass mark in these two parts, there is a further oral
exam.
Overall I am very interested in Tropical Medicine and greatly enjoyed the talks of the external speakers and learning
about the different fields of medicine these doctors work in.
However the motivation of the in-house speakers was very variable and I sometimes felt like the course was an
extra burden in the busy day to day running of the institute. An attitude that vey much reminded me of my time
as a medical student in Germany. I am also not very good at learning just from books; I would have appreciated
different learning styles, like small tutored groups, essays and ward rounds. The quality of the hand-outs, again was
very variable and some simply copied text book knowledge, rather than the latest research in a particular field.
The practical part of the exam was relatively easy; however the phrasing of the MCQ was the real challenge and
could have been a bit clearer.
Further Info under www.bni-hamburg.de or email me: mkfuehr@aol.com

Miriam Fuher

Healthcare in Rural Nepal: A healthpost in Solukhumbu
In the Solukhumbu district overall, on average, ten
babies are born every day. Nepal however, suffers one
of the highest if not highest maternal death rates in the
world and infant mortality, especially among the newly
born, is still at an unacceptable high level. In addition to
this, even minor ailments are often not treated or left
until they become critical. Many health problems could
be prevented with better education and awareness.
In 2008, the government healthpost at Deusa was
closed and the village had no nurse. The building had
been closed some years before after a Maoist bomb
had been set against the wall of the little village post
office in the adjacent building.
The countryside at least in this area was peaceful again
from
2006
when
the
king stepped
down,
but
despite this,
the healthpost
had remained
closed due to
lack of staff.
Although
Deusa Healthpost, Solukhumbu, Nepal
there
are
hundreds of vacancies across the country waiting to
be filled, no one wants to work in the rural and remote
areas.
Deusa is fairly typical of the problem, where healthcare
and education are very poor. The village is in
Solukhumbu, but is located in the lower area, below and
just to the south of the famous Everest trekking region.
In contrast to the richer Sherpa Khumbu area to the
north, where many projects supported by trekkers and
mountaineers have helped to improve the provision of
health and education there, the lower foothills are very
poor and backward.
A local doctor from a village near Phaplu helped set
up the hospital at Phaplu 25 years ago with Edmund
Hilary’s Himalayan Trust. At this small hospital, there is
now a maternity unit as well as other facilities to treat
patients from the area. Since then, he has also set up
a nursing training college where trainee nurses from

remote districts all over Nepal are trained with a view
to working in the villages. However for most of the
more serious problems, patients invariably have to go
to Kathmandu where there are several hospitals. Nepal
is a very rural country and especially in the Middle Hill
and Mountain districts that make up maybe half of the
country, there are very few towns and hospitals.
In the spring of 2008, a final year medical student from
the UK and an experienced staff nurse from Scotland
visited the healthpost with a view to reopening it.
Now qualified, the doctor is supporting the salary of
a midwife, as for Deusa, it was highlighted that most
serious problem in this region is with maternal and
infant mortality. Plans are being made to address this
by training ANMs at Phaphlu hospital in the use of
ultrasound scanning equipment, to be donated by an
American company. It is hoped to take these out to the
villages and used at the homes of expectant mothers
to alert the nurse to any problems in good time.
Nurses’ training takes 18 to 24 months to qualify as a
Community Medical Assistant (CMA), Auxilary Nurse
Midwife (ANM) or Health Assistant (HA). To run a
healthpost properly, as well as an ANM, a CMA is needed
to run the day-to-day needs of the healthpost. They
usually have more training in administering medicines
and two staff are really needed to back each other up
and ensure the healthpost is open the six days of the
week that it should be. In Deusa, although the local
government health department eventually recruited a
CMA for the vacancy that had been unfilled for several
years, this nurse is rarely there. Currently, there is a
male nurse from the Terai area, the southern lowland
area of Nepal, who most of the time is not there. Life
in the hilly regions is very hard and this is a very typical
problem. Government workers have secure tenure,
but in many places, do not show up for work.
The most common health problems include diarrhoea,
eye infections, pneumonia and other infections.
Arthritus is a very common problem, also high blood
pressure and many other health problems that are
difficult to treat. Many problems however, could be
easily prevented with adequate awareness. Most

homes in the village do not have adequate sanitation
– even the healthpost toilets remain locked as people
‘don’t know how to use them’. Basic knowledge about
primary health care is lacking. Water comes from
springs in the area, so there is a misconception that
it is ‘pure’ – which is far from true and many gastroproblems result as there is little appreciation of the
importance of treating water.
The range of medicines and quantities supplied by the
local health office is inadequate and to supplement this,
a UK charity, HexN has been helping provide additional
supplies. These then have to make their way from
Kathmandu, either flown or portered in.

Since
the
healthpost
reopened
in 2008, a
number of
doctors,
nurses and
medical
students have
visited and
spent a few
weeks giving
support to
the
nurse,
sharing their
First aid training at Deusa secondary school
knowledge
with her and helping improve teachers’ and students’
awareness of basic first aid at the large secondary
school thirty minutes down the hillside. In particular
the emphasis should be on preventative healthcare
and this summer, a project is being planned to improve
awareness in the homes of basic hygiene, working
through the schools and teaching about the importance
of handwashing and basic hygiene. The secondary and
lower secondary schools now have good toilets and
running water, which is an important step in the right
direction.

provides fortified ‘Nutrimix’ (flour/porridge mix) to
help alleviate problems of malnutrition in the area and
this is administered from the same building.
Although many problems can often be averted by
prompt treatment and where treatment can not be
given at the healthpost, referral to the hospital at
Phaplu, invariably patients have to come for medical
treatment in Kathmandu – a 35 minute flight from the
airstrip near the little hospital at Phaplu which is several
hours walk away and at a price beyond many of the
poorer families; or a four-day trek to the roadhead at
Jiri and a six-seven hour bus journey to the city. The
primary function a village healthpost therefore, is to
provide first aid and basic treatment, but to also focus
on prevention in the form of heightening awareness
and referring on to the hospital in good time.
Marianne Heredge is a UK/French national living
in Nepal, working at the Mountain Forum (www.
mtnforum.org) running their on-line library. In her spare
time, she is involved in helping the secondary school at
Deusa, in Solukhumbu. As well as the nurse at the
healthpost, friends from several countries are helping
support the salaries of some additional teachers at the
school via the UK registered charity Rural Assistance
Nepal (www.pa-nepal.org/ran/), in a project aimed at
helping to improve the quality of health and education
provided at this very poor rural community. m_
heredge@yahoo.co.uk

The healthpost is open now from 10am until 2pm,
and depending on the time of year, maybe 20 or more
patients visit per day. The World Food Programme
Patients waiting to be seen at the healthpost.

Right to Sight – Saving Sight… Right Now

$20 = 1 Cataract blind person cured

• Tragically one child goes blind every
minute in the world.

• Up to 60% of children in low income
countries are likely to die within one year
of becoming blind.
• 37 million people are blind worldwide.
• There are 9 million in Africa with
preventable blindness.

• Right to Sight is a taskforce of
Ophthalmologists and eye care
management experts driven to adapt
cutting edge technology in order to
eradicate preventable blindness in Africa.
• The Right to Sight model insists on high
quality, high volume cataract surgery in
order to produce rapid training, experience
and minimise costs per blind person cured.

• Over 50% of blindness in the
developing world is due to an age
related condition called cataract.
•A cataract can be removed in just
10 minutes, using the latest
surgical techniques, restoring full
sight immediately.
• The average cost of a cataract
operation is $20.

• Right to Sight could not
continue it’s work without the
great supporters it has, big and
small. Your support goes a long
way and helps many blind
people see again.
•The problem is great but the
solutions are there and
Right to Sight is on the front
line of blindness prevention and
cure.

$1 = Glasses per blind person cured
Visit www.righttosight.com to learn more

NECTM 2010 Hamburg Conference Report
Julie Gallagher

The 3rd NECTM Conference continued the tradition of
very successful travel medicine conferences organised
by the Northern European Nations. The impressive
maritime city of Hamburg was the setting. The scientific
program was varied and well presented. Lectures varied
from transdermal vaccination becoming available in the
near future to hypothermia. We learnt that haematocrit
increases 1-2 % per -1
o C temperature
lost. It is thus
very
important
to re hydrate
hypothermic
patients
with
warm fluids either
I.V or orally in the
field. Hypothermia
damage can be
limited by re
heating slowly and
applying heat to
the trunk only.
Dr.John. Davies our
previous Chairman
presented a very
interesting account
of his work looking
at malaria rates and types in populations in Meghalaya,
Northern India. Dr. Mark .Shaw [New Zealand] spoke
about the success of the 3 dish technique when washing
dishes on expedition to the Gobi desert. The team
avoided any diarrhoea during their month long trip. The
moral and ethical dilemma of treating remote and rural
populations when no follow up review is available was
debated.

Hans Rosling , Professor of International Health at the
Karolinska Institute, Stockholm delighted and educated
his audience with his presentation using his gapminder
technology. www.gapminder.org .He demonstrated
using the sophisticated computer programs that he has
developed along with his son that there are no longer
two types of countries in the world. The old division
into industrialized and
developing countries
has been replaced
by 192 countries
on a continuum of
socio-economic
development,
with
many Asian countries
developing twice as
fast Europe ever did.
The average number
of children per family is
now 2. This challenged
many in the audience
who readily admitted
to holding onto the
10 children family of
previous decades.
The time needed to
wait after completing an anti-malarial course, before
getting pregnant was nicely summarised by Dr.Patrica.
Schlagenhauf from Switzerland in her very informative
talk on ‘The pregnant traveller.’ Mefloquine-wait 3
months, Atovaquone/progaunil- wait 2 weeks and
doxycyline- wait 1 week.
The BTHA ran a very successful stall in the Exhibition
area of the Conference. It allowed BTHA members a
meeting point and provided a focus for much networking
and idea swapping. We were conveniently place next
to the Irish Travel Medicine Society and were able to
be among the first to congratulate our colleagues from
Ireland on their successful bid to host NECTM 4 in
Dublin in 2012.

Earthquake
on the Haitian Border
Rhonda Martin

Rhonda is a nurse based in Boston, Massachusetts. She
holds the Glasgow Diploma in Travel Medicine and has
a wide experience of working in many different parts of
the world as well as in the USA. Her areas of expertise
include Travel Health and Accident and Emergency work.
The question that we constantly confront is: can a
cataclysmic event act as an agent for transformational
change? Or put another way: are we really informed
by pain and trauma? Can we in destruction’s aftermath
learn to better mitigate its effects and speed recovery?
Are we able as healthcare professionals to work in
tandem with policy development officials in order to
establish effective sustainable models that would obviate
problems ipso facto, or, will we remain forever taunted
by Santayana’s tired admonition that “Those who don’t
learn from history are condemned to repeat it”?
So, it was by chance that on the humid evening of January
12, 2010 that I found myself on the island of Hispaniola.
It was 5:58 p.m., and I had already completed a busy
day’s work with Intercultural Nursing* in the remote
Dominican Republic town of Las Matas de Farfan, a
mere ten miles from the Haitian border. Relaxing in my
bunk reading, I was in a state of unsuspecting ignorance
of the Krakatoa-like earthquake poised to strike. Then
the unimaginable unfolded in reality. My bed started
vibrating, then rocking like a cradle. The water bottle on
the table next to me was jiggling toward the edge, and
the water inside was sloshing about like waves on the
ocean.
I instinctively knew this was an earthquake. I jumped
out of bed to leave the building when simultaneously
I heard shouts from outside “Get out, get out of the
building now!” Most of my nursing colleagues were
resting outside the building when the earthquake struck.
They watched as the cement on the outside corridors
rippled and supporting struts started to shake. They
feared the building was about to collapse. One of the
nurses dashed out of the shower proving that modesty
is a casualty of crisis. We gathered outside and made
sure all were present and accounted for.
In anticipation of aftershocks, our concern quickly turned

to planning for our safety over the next days. One of our
team members who works in construction was able to
help evaluate the building. There was only one bunk bed
collapse. As we braced for a potentially harrowing night,
I slept with my passport, money, flashlight, and jacket
close at hand in case a speedy evacuation was required.
We had escaped the earthquake unscathed, however
that was not the case only 60 miles down the road.
As a result of minimal communications with the outside
world, we were living in a surreal situation where our
family and friends at home were more aware of the
situation on the ground than we were. Just as Steve Jobs
was introducing the new IPAD, we remained without TV,
newspapers, limited cell phone contact, and one radio
broadcasting in Spanish. The information highway had
stopped before it reached our small part of the world.
The following day, instead of running our clinics, we
went to town to assess damage and see if there were
needs that we could meet. Surprisingly, damage was
minimal. There was a small internet cafe in town with
long lines and frequent power outages. When we were
able to gain access we began to learn of the extensive
damage in Port-Au-Prince. The reports of rising death
tolls, reaching to hundreds of thousands and possibly
millions left homeless, were sobering. Many of us started
to feel survivor’s guilt, especially as we heard that United
Nations staff and other relief workers in Port-Au-Prince
were killed when their buildings collapsed. At this point,
our group discussed what our response should be to
this humanitarian crisis. As we talked, it became clear
that we were not set up to respond in an adequate
way. Our mission was to provide basic triage, health
screening, and simple treatments to poor villagers on
the Haitian border, and refer them on when necessary.
Unless you have a specific plan with a place to stay, and
a solution to obtaining your food, water, and shelter, you
are more in the way than helpful. We also discussed the
potential for an influx of refugees and decided that we
would endeavor to assist in any way that we could.
Initially, there was only a trickle of refugees, which
perhaps was to be expected as road conditions are
treacherous and those leaving Port-au-Prince needed to
make a plan, bury their dead, and gather their belongings
before setting off. As the week progressed, we had

unconfirmed reports that the local hospitals were filled
with Haitian refugees. We did indeed see an increasing
number of Haitian patients as they resourcefully found
their way to our clinics. The language barrier proved
to be a significant problem. Haitian Creole is different
from French, and my language skills were frustratingly
inadequate. Fortunately, their malady was often selfevident, such as the patient pointing to his mouth
where I found a large dental abscess. On my last day
of clinic, our team journeyed three hours on a goat
path masquerading as a road to a remote village in the
mountains. On our way, we saw a line of Haitian refugees
crossing over this mountainous area with sacks on their
heads. We assumed that this influx would continue and
pick up speed during the weeks ahead.
Despite the tectonic shift that occurred on the fourth
day of our mission, we continued with our program
as originally planned. Our two week mission to the
Dominican Republic was organized so that we would
visit two different campos (villages) each day on the
Haitian border, where the most under-served are
located. Divided into two groups, each group would see
100 patients who had previously bought tickets for 10
pesos, about 30 cents.The community leaders organized
the tickets and made sure all those in need were able
to be seen. We were up at 6:30 a.m. each day loading
our supply bins, which we prepared the night before,
onto the truck which would carry both us and our gear.
For those accustomed to high-tech medicine, it was a
humbling experience to deal with very limited supplies,
medicines, and no diagnostic equipment.
As we began our daily routine, I was struck by the
intersection of Global Health and Travel Medicine.
At our pre-trip orientation, we were admonished to
schedule a Travel Clinic appointment, and as a Travel
Health Nurse myself, I was able to review with the team
the needed vaccinations, recommended medications,
malaria prevention strategies, as well as the myriad of
preventive health measures needed for a successful
global health mission. We included nursing students on
this trip as part of a global health elective, and being
there to mentor them on food and water safety, insect
bite prevention, and sun protection was invaluable.
Most patients came to see us with upper respiratory
infections, stomach problems, muscle and joint pains,
parasites, wounds, and occasional significant trauma
such as one patient who accidently macheted his fingers
off. Almost everyone had a skin ailment such as scabies,
lice, or ringworm. Those requiring further treatment
or diagnostics were referred to hospitals through the
community leaders. Interestingly, despite the plethora

of health problems commonly associated with poor
communities, we also saw severe hypertension, high
blood sugars, and obesity. Strokes and cardiac disease
were not uncommon. Their diet is extremely high in salt,
sugar, and fried foods.
While waiting to board my flight home, I ruminated on
the events of the last two weeks.
So many questions remain about an event so horrific as
to make the world want to avert its collective eyes. How
will the nation of Haiti live within the tension of despair
and hope, pain and progress, relief and renewal? How
will a nation shackled to a past of slavery, burdened with
generational corruption, beset with failed government,
rise Phoenix like from it’s own ashes? Daunting questions
all!
First and foremost, when a nation is in the grips of
destruction and dysfunction and convulsed by grief,
whether from an earthquake, tsunami, sectarian
strife, or famine, we must never weary in doing good.
However, my decades of experience in these theaters
of human suffering have taught me that merely doing
good is insufficient in and of itself. We must harness
our charitable humanitarian impulses to established
institutions. Even the most generous charitable effort in
isolation, absent permanent sustainable structure, will do
little to effect change. Until our efforts reach institutional
embodiment in these nations, our humanitarian public
health initiatives will remain a response, not a resolution.
*Footnote
For 25 years, Intercultural Nursing has been coming
yearly, and often twice yearly, to the Dominican
Republic, and previously to Haiti. They have well
established relationships with community leaders and
the Catholic parish staff who live and work in the local
villages, and know best their community’s needs. As the
organization grew, they began bringing student nurses
as part of a community health/global nursing elective.
Many past participants have gone on to other global
health missions serving with such organizations such
as Doctors Without Borders as well as returning with
Intercultural Nursing year after year. Lasting friendships
have been made through the group as well as a heartfelt
commitment for service to the poor.
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