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Travel Medicine and the effects
Contact the Secretariat or visit the website for details of these services.
that travel can have, has been
info@btha.org
If you are not yet a member of the BTHA and would like to join, or you
hitting the headlines this summer.
are a member and would like to take a more active part, for example by
From the tragic plane crash at Madrid
joining one of the subcommittees or helping to organise BTHA activities,
please contact the Secreariat or visit the website. BTHA subcommittees
Airport and the death of 150
include:
passengers to the Scottish Journalist
•
Education
•
Research
who experienced severe heat stroke and
•
Publications
eventually a cardiac arrest when she
•
Conference organisation
accompanied troops on manoeuvres
in Iraq. Thankfully by the time of cardiac
arrest she was in the hands of the extremely competent British Army Field Medical team.Their
prompt action and team work while transporting the journalist in the back of a helicopter saved
her life. Her experience however highlights the importance of preparing our travellers not
just for the diseases they might meet but also the environment they will enter. It is not just for
Altitude and diving, we should be advising acclimatisation. Extremes of temperature are just as
important to discuss.The forth coming BTHA travel health and Tropical MedicineTour will allow
members to learn a lot more about climate and altitude challenges.
Contact Diane at info@tbha.org for more info.
This summer has seen the 60th Anniversary of the NHS and the 10th BTHA Annual
Conference. Travel Medicine is now an established and recognised speciality with our
own Faculty. Today’s traveller should be much better prepared than their 1948 counterpart. However are they ? While provision for Travel Medicine services is provided in the
General Practice global sum, we are all aware of practices that provide little or no clinical
advice and immunisation to their patients travelling overseas. We would be very keen to
hear your views on provision of travel medicine in the U.K. Log onto the members forum
at www.btha.org and share your experiences with us. We can hopefully in liason with the
RCN and the Faculty of Travel Medicine start to address some of these in equalities in
Travel Health Provision across the U.K.
Finally I would like to introduce our new section ‘ World Out Breaks’ by Dr.Kitty.Smith
who has joined us on the Executive Committee. Kitty is the senior medical travel
advisor at Health Protection Scotland and will be providing us with regular updates in
forthcoming editions.
We are keen to involve as many members as possible in the running of the BTHA. If you
have an article or picture you want us to consider for publication or wish to join a sub
committee please get in touch. All articles intended for Travel Wise should be emailed
with the appropriate pictures to nfo@btha.org F.A.O Julie Gallagher, Travelwise Editor
Julie Gallagher

Question

Question and Answer

A BTHA member asked the following question:
A medical student is going to Cameroon and has had two rabies vaccine doses so far. After the second dose, she had flu-like symptoms and then woke in the night with shortness of breath. The next morning she was fine. Can she now go ahead with the third
and last dose?

Answer
This traveller must see a good GP to exclude any other causes. In particular, bronchospasm due asthma. Is there a past history of asthma - ever? There is a need to exclude trigger factors for bronchospasm in the
bedroom and generally the house.Take a history of the kind of food the patient took. Check whether all is negative, no trigger factors
identified, no past history of a similar problem, the patient’s chest is clear, and she has good spirometry, normal heart (no murmurs/
vulvular problems). Did this happen while the patient slept away from home, where other allergens may have contributed to her
bronchospasm.
The next step is to find out exactly which of the two vaccines the patient has had for the first two doses. We assume the same
vaccine was given for each of the first two doses. The two vaccines available in the UK are Rabies Vaccine BP (Sanofi Pasteur MSD),
and Rabipur (Novartis Vaccines). Each of these vaccines has different excipients.
Rabipur contains TRIS-(hydroxymethyl)-aminomethane, Sodium chloride, Disodium edetate (Titriplex III), Potassium-L-glutamate,
Polygeline, Sucrose, Solvent: Water for injections. This vaccine may also contain polygeline, traces of neomycin, chlortetracycline,
amphotericin B, and chick proteins. Powder in a vial (type I glass) with stopper (chlorobutyl). One ml solvent for solution in an
ampoule (type I glass) with or without disposable syringe (polypropylene with polyethylene plunger).
The Rabies Vaccine BP contains Human albumin, Solvent: Water for Injections, traces of neomycin and betapropiolactone. Single
dose (Ph Eur type 1 glass) vial with elastomeric stopper (chlorobutyl) and aluminium overcap. One ml disposable syringe (type I
glass) with a plunger-stopper (elastomer) with attached needle and needle-guard (elastomer).
Both vaccines list bronchospasm as a common (Rabies Vaccine BP) or rare (Rabipur) side effect. A good
history as well as past medical history may help identify any of these excipients as an allergen for the patient to avoid.The usual story
is that nothing is identifiable.
A further dose of the vaccine is contraindicated if a patient has experienced a severe reaction (such as an anaphylactic reaction) to a previous dose of that vaccine to any of the excipients in the vaccine. The clinician advising this patient will need to advise her whether the reaction the patient got was severe (something I
cannot decide upon on the basis of the history given above). If it was considered a severe reaction, then further doses of that vaccine
are contraindicated. If not, one could proceed to re-vaccination with caution.
We do know that two doses of the rabies vaccine provide significant protection for one trip, so this patient can travel but should
be advised to avoid animal contact. For the future, and if this patient will be travelling to areas where rabies immunisation is recommended, some experts advise a test dose of 0.1ml intradermally with observation for anaphylaxis, in order to clarify the dilemma
posed by our Member’s question.
Dr. George Kassianos
ral Outcomes and Future Direction
Looking Ahead

Rabies is a terrible, yet preventable disease
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Help Make Rabies History
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The expected
outcome of cross-agency partnering
activities is to encourage and support
coordinated rabies vaccination of dog
populations, education of humans about
the risk of rabies and when to seek postexposure prophylaxis, and facilitating
access to human rabies biologicals, most
especially post-exposure prophylaxis.
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Course s

ISRAEL
Conference title: 2nd International Conference
on Air Travel and Health
Dates: 20-22 November 2008
Venue: Dead Sea, Israel
Conference website: www.palexconventions.
co.il/ath2008
Further information: ath2008@palex.co.il

UNITED KINGDOM
Conference title: RCN Travel Health Forum.
‘Footprints Around the World
Dates: 25th September 2008
Venue: Royal College of Physicians, London
Further information: Kathryn.clark@rcn.org.uk

United States of America
Conference title :Rabies in the Americas XIX
,Atlanta,Georgia
Date :September 28th-Oct 3rd
Venue :Atlanta ,
Reg Fee $100.00
Further Information:email - rabiesconference@
cdc.gov.
For more information about registration
and payment, please contact Beverly Fowler
(bfowler@taskforce.org; 404-687-5628).
ZANZIBAR
Conference title: South African Society of
Travel Medicine: SASTM Conference 2008
Dates: 3-7 October 2008
Venue: Ocean Paradise Resort Hotel, Zanzibar
Further information: www.sastm.org.za
UNITED KINGDOM
Conference title: Royal College of Physicians
and Surgeons - Triennial Conference (includes
one day Travel medicine Symposium)
Dates: 6 - 7 Nov 2008
Venue: Royal College of Physicians and Surgeons, Glasgow
Further information: Conference website at
www.rcpsg.ac.uk

Untied Kingdom
Conference Title:’Expedition Medicine Symposium’
Date: Friday 21st November.
Venue:Royal College of Physicians in Edinburgh.
Further details www.rcpe.ac.uk/education/
events/expedition-med-08.php
Open to all Doctors, Nurses, Dentists, Pharmacists and students interested in Expeidition
Medicine.

United Kingdom
Conference Title: Mountain Medicine and High
Altitude Physiology Course
Date: December 5th-7th 2008
Venue:National Mountain Centre, Plas Y Brenin,
Capel Curig,
Gwynedd, North Wales Reg Fee £550 [ including all accomadatioin and meals]
Further information :Mountain Medicine, c/o
Caroline Clay,Department of Child Health,
Robert Kilpatrick, Clinical Sciences
Building,Leicester Royal Infirmary, Leicester LE2
7LX.
Email: cc44@le.ac.uk Telephone 0116 258 6844.
UNITED KINGDOM
Conference title: RCN Travel Health Forum
and The British Travel Health Association Joint
Conference and Exhibition- Malaria:the facts for
determining good practice
Dates: 8th December 2008
Venue: Royal College of Nursing, 20 Cavendish
Square, London.
Further information: Please click here to view
further information. Course flyer (Pdf)
Conference website:http://www.rcn.org.uk/newsevents/events
India and Nepal
Course Title : BTHA Travel Health and Tropical
Medicine Tour
Date: 6-20th March 2009
Venue: Tropical Medicine tour visiting hospitals
and places of interest in Nepal and Northern
India. Evening discussions on Travel Medicine
will take place.Guest lectures include Dr.Prativa
Prandey and Dr.Buddha Basnyat.
Further information :Please contact Diane info@
btha.org
Hungary
Conference Title: 11th Conference of the International Travel Medicine Conference CISTM11
Date:May 24-28, 2009
Venue: ELTE University Conference Centre.
Budapest, Hungary
Further information: www.istm.org

3

Bugs Bites and Bowels
Dr Jane Wilson-Howarth

book review

The author has a wide knowledge and experience of parasitology and travel medicine, gained over

4th edition 2006
many years of living, working and travelling abroad. Readers of her books have come to appreciate
Publisher: Cadogan Guides not only the breadth of her knowledge and experience but also her engaging way of writing about

her subject. Those who have read previous editions of this book will not be disappointed with the
latest edition and those new to her writing will find much to educate, stimulate and amuse them.
The book is aimed at travellers but health care professionals with an interest in travel health will
also find it a valuable source of information. The content of the book is wide-ranging, covering
as it does preparation for travel and what to do on returning home as well as problems, both
physical and psychological, encountered during travel, with sections devoted to women and child
travellers and expatriates. Its scope covers topics as disparate as culture shock and accidents in
addition to the “bugs, bites and bowels” of the title. Additions to this edition include information
on bird flu and new vaccines. The layout is user-friendly, with many useful maps, tables and text
boxes drawing attention to key points in the text, and readers will find the many case studies
and anecdotes in turn entertaining and instructive. What marks this book out from others in the
field is the author’s gift for clarity in explaining travel health topics in language that can be easily understood by the general reader whilst remaining accurate and authoritative. Travel health
advisers will find this a book that they can confidently recommend to their travelling patients as
well as being one that they will wish to keep on the consulting room bookshelf for reference.

Mike Townend
June 2008

BUGS, BITES AND BOWELS NEW HOLLAND PUBLISHER OFFER

Order Bugs, Bites and Bowels today and get 50% off

To order your copy of Bugs, Bites and Bowels at the special price of £4.99, (rrp. £9.99) including free P&P,
simply call 01476 541080 and quote the book title, ISBN: 9781860113321, and offer code: HNCADBBB
before the 31st December 2008.

book review book review book re
Travel Medicine
2nd Edition
Edited by J. Keystone, P. Kozarsky, D. Freeman, H.
Nothdurft, B. Connor.
Mosby Elsevier
Price: £84.99
ISBN: 978-0-323-03453-1
Hardbound, 640 pages, publication date: June 2008

This book is edited by five experts in the field of travel
medicine. They have solicited chapters in various specialties from experts around the world, including the UK.
Chapter 1 is an introduction to travel medicine while in chapter
2 Robert Steffen gives an excellent overview of epidemiology
of infectious diseases, with meaningful maps, morbidity data but
quite old mortality data in table 2.1 (data up to early 1990s).
Surely the author and editors have access to more recent data
than the data used again in this edition? This was the criticism
we had for the first edition and unfortunately the editors have
allowed very old data to be used again. Further, table 2.5 shows
the worldwide risk of poliomyelitis in 2001! Lack of data is not
the reason as data exists, even in this book on page 114 (figure
10.11). It is the responsibility of the editors to spot inconsistencies in a book written by multiple authors, as this one is.
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In Chapter 3, David Hill gives good advice on how to put
together a Travel Clinic and specifies the elements that providers should have in order to practice travel medicine and
provide such services. Tables 3.4 and 3.5 set some good
standards that BTHA members should aspire to. In table
3.6, the author spells out the absolute requirements of a
Travel Clinic’s demographic and travel information record.
David Freeman in Chapter 4 gives an extensive selection of
sources of travel medicine information. For structure and organisation of the pre-travel consultation and for general advice
to travellers, you will need to refer to Chapter 5, while Chapter
6 gives practical advice on water disinfection and purification.
Chapter 7 deals more with protection from insect bites rather than ‘insect protection’ as in its title. It offers some basic
understanding of the various measures travellers need to
take. For information on travel medical kits, commercial or
otherwise, you will need to look up Chapter 8. Chapter 9
takes the reader through the principles of immunology and
immunisation. The authors recommend the gluteus muscle
for injection of large volumes of immunoglobulin preparations. The co-administration of Hepatitis A vaccine and immunoglobulin is mentioned, a practice abandoned in the
UK but still practiced in some other countries, such as the

USA. In ‘simultaneous administration of different vaccines’ we
get no advice on the distance of the injection sites between
two inactivated vaccines given in the same muscle. Further,
the authors recommend routine post-hepatitis B vaccination
antibody titre testing. This is not universally accepted and differs from the advice of the UK Department of Health given
in the Green Book.
In Chapter 10, the authors provide extensive tables on the
vaccines, their schedules, efficacy, and advisability for pregnant
and lactating mothers. The British reader should apply local
knowledge when reading these excellent tables as regards to
branded names but also the fact that it mainly reflects North
American practise. I found table 10.4 comparing the risks of
infectious diseases and vaccines inadequate.
In Chapter 11 you will find the paediatric vaccinations, with
the USA schedule given prominence. All is not lost for the
British reader as we get a table with the general recommendations for childhood immunisations. In the summary of travel
vaccinations for children, not all vaccines mentioned are available in the UK.
Malaria is the subject of Chapters 12 to 15.They are well written and well presented with good tables and maps. Exercise
caution with the advice given on doxycycline being given to
the over 8-year olds (over 12 in the UK). You will find the
drugs are described in great detail, as expected by such a book
of experts.
Chapters 16 to 18 are dedicated to Travellers’ Diarrhoea and
they are well written with practical advice. Chapters 20 to 27
are devoted to travellers at risk such as pregnant or lactating
mothers, children and adolescents, the elderly, the disabled,
the corporate traveller, those with pre-existing disease, and
the immunocompromised – one section is devoted to the
patient with HIV.
A newish idea for a travel medicine book is Chapter 28 on
international adoption. It offers advice on such sensible things
as a ‘first aid kit’ for international adoption (do not assume
you will be provided with nappies), as well as screening tests
for the adoptees. The author of ‘visiting friends and relatives’ in
Chapter 29 deals with infectious diseases for which data and
research exist on the epidemiology and importation to industrialised countries. It highlights the susceptibility of the young
traveller’s immune system who spends time with the locals, as
well as the lack of knowledge, ignorance and misinformation
held by a number of ethnic travellers. This may partly be related to lack/inadequate advice we give them or to themselves
not seeking advice before travelling.
Problems expatriates face are described in Chapter 30, while
Chapter 31 is devoted to expedition medicine. Chapter 32
takes the reader to more remote destinations, with their distinct problems, offering practical solutions. Chapter 33 is devoted to very specific problems such a health-seeking travellers, and chapter 34 to cruise ship travel. At our review of the
first edition, I wrote that I was surprised such a comprehensive book did not have a section on cruises. The editors have
obliged this time.
Chapters 35 to 38 offer advice for those with aviophobia, psychiatric problems including psychiatric emergencies, cultural
adaptation as well as adaptation back at home after long-term
travel or after living abroad for sometime. Chapter 39 to 46
deal with problems of extreme temperatures, altitude, diving,
solar problems, aircraft cabin environment, jet lag, and motion
sickness. I commend table 46.1 on page 456 in Michael Bagshaw’s and Deborah Nicolls’ section that provides guidelines
for medical clearance to fly.

Bites, stings and food-borne disease are dealt with in Chapters
47 and 48, while problems some travellers are unfortunate
enough to encounter such as injuries and crime are the subject of Chapters 49 and 51. In chapter 50, you will find advice
on health care abroad. The returning traveller’s problems and
post-travel screening are described in Chapters 52 to 57, including information on eosinophilia and its significance in differential diagnosis, fever in the returning traveller, skin disease,
persistent travellers’ diarrhoea, and respiratory disease.
At the end of the book, the reader will find a glossary of tropical diseases for quick reference. It provides short and important information on each of the diseases, including epidemiology, clinical presentation, diagnosis, treatment and prevention.
In an Appendix, Jay Keystone describes the “Body of Knowledge” created by the International Society of Travel Medicine
(ISTM) to guide the professional development of individuals
practicing travel medicine and share the curricula and training programmes in travel medicine. The “Body of Knowledge”
serves as the basis of an examination that was first administered prior to the opening of the ISTM conference in New
York in 2003.
This book is very well presented with colour graphs, maps,
and photographs. A drawback is the lack of reference to which
some maps relate to. I could not figure out whether these
were based on the authors’ experience and data or those of
reputable organisations such as the WHO or the CDC.
In the first edition a CD-ROM was provided. This time, the
publishers have improved their service to the reader by providing the textbook on line (requires special registration for
the individual purchasing the textbook). I found this of immense value, if not for anything else, for the fact that by clicking
on the references I was able to access the abstracts.
A comprehensive book such as this one is not easily put together. It required the expertise of the five eminent co-editors
headed by Jay Keystone, and the collaboration of 83 authors
of international standing. The majority (49) of these authors
come from North America, which explains the weight given
to North American practice.There are eight UK authors listed
and another 26 authors come from various countries such
as Israel, Nepal, France, Austria, Switzerland, Belgium, Sweden,
Italy, and South Africa.

Of all the books I have reviewed for
Travel Wise, this is the one book I will
have no hesitation in recommending to
all BTHA members. Reader satisfaction
is guaranteed – if only it was offered at
a lower price.

Dr. George Kassianos
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Have wheelchair will travel
by Monica

(Author wishes to withhold her details. Please contact Dr Iain McIntosh at info@BTHA.org F.A.O Dr Iain McIntosh for further details)

Distant travel despite disability.
I was affected by cerebral palsy at birth. Its effects left me with permanent left sided weakness, loss of motor function in the
left leg, poor coordination and disturbed balance. Despite these physical limitations I was functionally mobile by the age of
3 years with the aid of special walking boots, pelvic supports and leg callipers. These mobility aids permitted attendance
at a conventional school although physical activities were obviously restricted.
I have always had a yearning to travel the world and made my first independent air journey, aged 12, from Johannesburg
to Capetown to visit grand-parents. As an unaccompanied minor I was packaged, posted and guarded by airline staff from
airport to airport. The journey was uneventful although the trip took 4 hours in a DC10. At that age I was still small
enough to be carried by some willing airline employee down awkward steps, over tricky transfers. This success encouraged
travel even further afield and boarding school stay in Kimberley meant many flights.
In the early sixties, before airline security came to dominate air travel, passengers boarded the flight as they would a bus
or train with little ceremony and often very haphazardly. Access to aircraft could be problematic with inadequate steps,
an absence of ramps and narrow doorways, but only short distances separated book-in booth to departure stance.
Assistance for disabled passengers was variable and either highly systematised, disorganised or unavailable but flexible staff
organisation surmounted any mobility problems encountered.
International travel is now more fraught for the disabled passenger although most airlines and airports have well publicised
systems to aid the physically disadvantaged. Nowadays, long walkways, a multiplicity of stairs, elevators, escalators and
ramps confront every traveller. The entrances to many planes are 2 floors above the tarmac and domestic, international
and transit airport areas can be a mile apart, linked by train, tram, tunnel and tortuous routes which these obstacles to
access can try the physique of the strongest traveller and are beyond the endurance of the less able.
Requests for in-transit conveyance to, from and between aircraft are always met in large international airports but one
is at the mercy of unknown personnel; systems can and do, breakdown or fail. Wheelchair-bound travellers, like baggage,
can be forgotten and misrouted, or the need for toilet provision and accompanied support may be overlooked. Aircraft
rerouting due to bad weather or labour dispute may mean landings in small airports with scant transit provision for able
passengers far less the disabled. Large airliners flying south over Africa occasionally reroute to Kigali in Rwanda where a
747 is likely to be met by 2 or 3 minibuses for transfer of 350 passengers across a large airfield to the buildings. Air travel
is never without the spice of adventure for the disabled voyager.
Meet and assist procedures for the handicapped provided by many airlines work well most of the time, but there can
be language communication problems with delegated handlers; equipment provisions often leaves much to be desired.
Wheelchairs can be ancient with warped wheels, inadequate braking provision and illusory padding. These may seem
minor gripes but to sit for 3 or 4 hours in the corner of a transit lounge in such a vehicle can interfere with the circulation,
promote pressure sores and leave a permanent travel scar in the novice traveller. Although wheeled from point to point
in the circuit the need to maintain contact with the disabled passenger to permit toilet access is sometimes forgotten and
independence on a personally adapted or electric wheelchair in the home environment does not ensure that the same
measure of independence can be maintained with inadequate apparatus in the controlled frenzy of a vast international
airport. I have been left beyond reasonable bladder comfort periods by thoughtless airline personnel who had wandered
off on other ploys.
Left to one’s own devices accessibility to wide “handicapped” toilets may prove a challenge. They may be poorly signposted,
be locked with no instruction as to the whereabouts of the keys or may be totally absent. In some African and Asian
countries access may be denied by a zealous employee intent on charging for entry to the facilities. Once aboard the
aircraft, toilet use is free and the availability of sky chairs has made reaching the toilet an easier process for the severely
disabled.
Early boarding and the use of access hoists has made aeroplane boarding easier but sometimes the very regulations
designed to help the physically impaired, work to our disadvantage. In the United States federal laws against discrimination
prevent public announcements of early boarding arrangement for those with mobility problems making a mockery of
arrangements to ease the inevitable problems inseparable from the melee of mass boarding times.
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Inter airline transit may mean coach, minibus and train transfer where potential difficulties for the handicapped have
not been anticipated. Train travel often means major challenges in circumventing stairs to reach the departure platform
in places like Britain. Joining and leaving the train at certain stations may be utterly impracticable calling for a degree
of careful preplanning before departure. Access may only be possible via a baggage elevator, permission may not be
granted for insurance reasons or may depend upon some employee responsible for the keys and who is invariably
not immediately available. Wheelchair travellers with British Rail often have to travel in the baggage van and there
may be no communication between the van and the driver or guard. It is all too easy to be carried past the station of
disembarkation. I travelled successfully however on the luxury Blue Train from Capetown to Pretoria and later by steam
train on to Bulawayo to Victoria Falls and the wonderful sight of the Zambezi Falls.
I found that careful preplanning and good organisation could overcome many of these difficulties. Travel routes and
modes had to be carefully checked out long in advance of the proposed trip. With careful cautious preparation and
anticipation, potential problems could often be avoided or the effects lessened. Early requests for handicap transfers
and advance advice to airlines, coach firms, rail and shipping companies and pre-booking of personal transport for transit
points have made journeys to the South Pacific, Antarctica, Australia, South America and Europe possible. I was caught
out once when the ship from Puerta Arenas to Buenos Aires proved to offer no handicap transfer facilities, but willing
crew support and ingenious adaptation on my own part avoided the trip becoming a personal disaster. I ensure that
transit and hotel accommodation is booked well in advance with hotels and rooms carefully checked for good access
to rooms, toilets, public areas and that willing assistance to surmount my walking difficulties will be at hand. Some farsighted hotels now have especially designated paraplegic or disabled person rooms such as the Intercontinental in Perth,
Australia and the same is true of some ships.
Monica
Editorial comment –
readers might also be interested in visiting the attractive and useful site at www.able-travel.com JW-H

Accommodation Abroad
Be completely honest in stating your disability
and its effects.
e.g.
mobility
impairment,
incontinence,
problems with eating etc.
Point out the facilities you are looking for at
the destination e.g.
Ramped or level access to accommodation
Ground floor room or suitable access to lift,
should be large enough to accommodate a
wheelchair user and companion.
There should be suitable access to bedroom and
bathroom, with enough space for wheelchair
manoeuvre.
Doors wide enough to allow
access.
.If no ground floor bedrooms;, a lift, medium
size 3’10” deep, 2’6” wide, must be available to
reach rooms.
Maximum 2 steps to an entrance. A ramp is
acceptable although in some cases it can be
portable.
A public or private lavatory must be available
with minimum dimensions of 5’4” x 3’7” to
enable a wheelchair to be manoeuvred.
Entrance doors should be at least 2’6” wide,
as should doors to bedrooms, bathrooms and
public rooms.
If the dining room can’t be reached easily then
room service must be available.
Seek level surroundings with access to local
beach, shops, amenities etc

ADVICE FOR
DISABLED
TRAVELLERS

Iain McIntosh
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From the Journals

Dr Reggie Cooke

Imported Malaria in the UK : BMJ Editorial
Zuckerman JN; BMJ,2008,337:a135; 3July 2008. Editorial.
Is rising because of failure to comply with prophylaxis or to seek travel health advice.
The increase in cases of imported malaria
is not unexpected. It reflects the increase in the number of visits abroad by UK residents – 70.5 million in 2007 – together with a 150%.
increase in UK residents travelling to malaria endemic areas during the past decade.....with improved vector control in Asia, most cases
are now acquired in Africa.
SARS demonstrated that 21st century threats to global public health and travel are inextricably interlinked, and they present ready
opportunities for the rapid spread of infectious disease.
During 2007, business and holiday travel accounted for 19% malaria cases reported in UK travellers, while, 72% of  imported  malaria
cases were in people visiting friends and relatives.Failure to comply with prophylaxis or to seek travel health advice mostly explains the
increased risk of exposure and cases of malaria in travellers. Substantial improvements in malaria prophylaxis have aided compliance
greatly. HPA figures and prescription data over a four year period suggests that travellers prescribed atovaquone plus proguanil are less
likely to contract malaria than those given mefloquine or doxycyline.
Recognition and Treatment of malaria in travellers
Chiodini Peter, in “ Thinking Ahead for Asia” Issue
One. August 2008 : Oral Presentation at NICTM 2008, Helsinki, Finland, May 2008. PL2-2 Extract
Malaria caused by Plasmodium knowlesi is commonly mistaken for the more benign Plasmodium Malariae malaria. It is important to get
an accurate diagnosis of the infective parasite as P.knowlesi multiplies quickly and can be fatal. It is found in S.East Asia, and particularly
in Borneo. Reassuringly it responds to treatment with chloroquine, and hypnozoites have not been observed. Prof Chiodini reminds
us that the most important question in travel medicine when consulting an ill returning traveller is:- “ Where have you been?”
Travel Medicine and HIV infection,
Igreja Ricardo, International Journal of STD and AIDS,Vol 19,
Number 9 Pp 577-580, 2008,The Royal Society of Medicine Press.
The number of HIV-infected persons who travel is increasing.This increase arises from those who have benefited from advances in antiretroviral therapy. The key to successful travel is careful pre-trip planning although many patients do not obtain advice before travelling.
Travel advice for HIV patients is becoming increasingly specialized, and includes travel vaccination and highly active antiretroviral therapy
related issues. A closer collaboration between HIV and travel health clinics could provide better care for HIV-infected individuals.
Acute Respiratory Infections in a Recently Arrived traveller to Your Part of the World,
Gluckman Stephen J, Chest. 2008, 134:163-171
Many acute infectious pulmonary diseases have incubation periods that are long enough for travellers to have symptoms after returning
home to a health-care system that is not familiar with “foreign” infections. Respiratory infections have a fairly limited repertoire of clinical manifestations, so that there is often nothing characteristic enough about a specific infection to make the diagnosis obvious. Thus,
the pathway to the diagnosis of infections that are not endemic in a region, relies heavily on taking a thorough history of both itinerary
and of specific exposures.   One important caveat is that on occasion, the history of a recent trip creates an element of “tunnel vision”
in the evaluating health care provider. It is tempting to relate a person’s problem to that recent trip; however, when evaluating recent
returnees, it is always important to remember that the travel may have nothing to do with the patient’s representation. Recent travel
may add diagnostic consideration to the list of possibilities, but an astute clinician must not disregard the possibility that the patient’s
illness has nothing to with the recent trip.
Imported malaria and high risk groups : observational study using UK surveillance data 1987-2006
Smith AD; Bradley DJ; Smyth Valerie: Blaze Marie: Behrens RH; Chiodini Peter L;Whitty CJM.
BMJ 2008,337:a120 3 July 2008. Research.
Objective. To examine temporal, geographic, and sociodemographic trends in case reporting and case fatality of malaria in the United
Kingdom.
Setting. National malaria reference laboratory surveillance data in the UK. Design. Observational study using prospectively gathered surveillance data and data on destinations from the international passenger survey. Results. Reported cases of imported malaria
increased significantly over the 20 years of the study; an increasing proportion was attributable to Plasmodium falciparum.:- (P.falciparum
/ P.vivax reporting ration 1.3:1 in 1987-91 and 5.4:1 in 2002-6).P.vivax reports declined from 3954 in 1987-91 to 1244 in 2002-06. Case
fatality of reported P.falciparum malaria did not change over this period (7.4 deaths per 1000 reported cases).
Travellers visiting friends and relatives, usually in a country in Africa or Asia from which members of their families migrated, accounted
for 64.5% of all malaria reported, and were less likely to report the use of any chemoprophylaxis.     Conclusions. The preventable
burden from falciparum malaria has steadily increased in the UK. Vivax malaria has decreased. Provision of targeted and appropriately
delivered preventative measures and services for travellers from migrant families visiting friends and relatives should be a priority.
Critical Evaluation of chemoprophylaxis for P.Vivax
Schwartz E; in “ Thinking Ahead for Asia” Issue One: August 2008:
Oral Presentation. ASTMH, Nov 2007.
Falciparum malaria is well known for its potential deadliness. However, outside of Africa, Plasmodium Vivax accounts for more than 50%
of malaria cases. Caution against complacency is recommended. It can have severe complications in 1-2% of travellers, including anaemia,
cerebral malaria, acute renal failure, and splenic rupture. Vivax malaria is characterised by relapse due to the persistence of hypnozoites
in the liver. Most commonly used antimalarials do not act on these, so do not prevent relapses, and often can mask symptoms of the
initial infection. More than one third of all cases in Israeli travellers had late onset malaria – (greater than two months after return),
which occurred despite chemoprophylaxis.
Chloroquine and primaquine have a synergic effect in treating vivax malaria; however the dose of primaquine required for hynozoite
eradication is in question. The CDC recently changed its recommendations to 30mg /day for 14 days.

8

‘It Started with a Leg-wax…..’
‘Part 3’

Sarah Buckley

‘It Started with a Leg-wax…..’ - Ruminations on keeping a sense of humour whilst
setting up an independent travel clinic.

‘Wadi Rum’ Julie Gallagher

Readers of my previous ruminations will remember that I had just passed my
Healthcare Commission inspection. What a feeling of relief that was. I felt as
though I had climbed a paperwork and administrative mountain, but I had to wait
to open the clinic for some weeks more…

The Healthcare Commission will not actually allow a clinic to open until they have seen a signed lease, and that could not
be completed until I had received planning permission from the City Council for a change of use for my premises. I had
previously sought advice from a well-known government organisation, set up to advise new businesses. Their very pleasant
advisor had assured me I would not require this, but a few weeks later I thought I would just check. It transpired that I did
need planning permission, as the council had no ‘case history’ for travel clinics, therefore mine would be a test case. If only
the pleasant gentleman had just said ‘Do check just to make sure’. Council wheels of course do grind exceedingly slowly, and
once the permission was granted I could then have the lease completed. This turned out to be a long-winded nightmare,
as my landlord was a sub-landlord with a stack of landlords above him, who all had to be involved. Unbelievably one of the
landlords above him was himself! Apparently this is all done to save tax, and is very complicated, with one person subletting
to someone else, who sublets back to him and so on.
In short it all took longer than anticipated, and meanwhile there I was, unable to get open my clinic. On many occasions I
asked myself why the Healthcare Commission actually needed to see a signed lease. It has after all, very little to do with the
care that the general public will receive from the clinic, but hey ho, who am I to argue? All I have to do is jump through the
hoops and pay them a large sum of money.
At last the great day dawned, and the door was unlocked to a public breathless with anticipation – well I did have two
clients on my first day which I thought was astoundingly good. Both clients found the clinic through yell.com – this cost me
absolutely nothing – RESULT! Other advertising followed with various outcomes: local paper, cost £460, results disappointing;
entry in yellow pages, cost massive, but brings in a steady flow of clients; mail shot to local surgeries, cost minimal, results excellent. It seemed that as soon as I opened, every advertiser in the world wanted me to spend money with them. I lived and
learned the hard way, and wasted lots of money, but gradually more clients came to the clinic. I have been sensible enough to
track all the ways my clients have found me, and that has paid off, now I really know what works and what doesn’t, but the
learning curve has been steep and the monetary cost – well best not to think about it and just learn from experience.
Every day I speak to clients who are off to amazing parts of the world, and where is the furthest I have been since opening
my clinic? - Helsinki for the Northern European Travel Medicine Conference. That has been the extent of my wanderings in
the last year, although I have just had a three day break in Rotherham visiting my dearly beloved child. Just having three days
off in a row is having a holiday, but I can think of better resorts…
I now have year under my belt, and I’m still open, which is cause for celebration in these financially stringent times. I have
had some good feedback from local nurses, and am beginning to see referrals from previous clients, which is great. I am no
longer a radio virgin, and have even been asked back to do some more slots on the local BBC radio station. Is this my five
minutes of fame?
I have joined a local business networking group which meets every Friday at 6.45 in the morning, an ungodly hour to be sure.
The groups are called ‘Chapters’, and that made me suspicious, I felt it must either be the Hell’s Angels or a secret evangelical sect, but it turned out to be a perfectly normal group of local business people, who I find are tremendously supportive
to each other. Nowadays I feel like a real businesswoman, which is both gratifying and amazing. In the first few months I just
felt isolated, a nurse who had somehow strayed out of her proper place. Networking, something I previously viewed with
suspicion, has turned out to be nothing worse than making new friends…
Joining the local businesswomen’s network involves a monthly lunch: such hardship. Sometimes I sit there, enjoying a lovely
meal and a glass of wine, and remind myself that this also is work – and work has never been such fun.
I hope my ruminations have made some of you laugh, but I also hope I have not in any way put off those enterprising readers who might be considering setting up an independent travel clinic. At an age when many are counting the days off until
retirement, I have changed my life, and I am certainly happier in my work than I have been for very many years.

Don’t just dream about it – do it!
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Conference Reports

10th BTHA Conference REPORT [2008]

Larry Goodyer

The annual conference was held this year in the very pleasant surroundings of the Burlington Hotel in the centre
of Birmingham. Delegates were represented by nursing, medicine and pharmacy as well students of these three
professions. The speakers were of national and international reputation in a variety of specialities and the day was
themed in three major areas; insect borne diseases, travel to environmental extremes and developments in travel
medicine practice. The last session of the conference was a wide ranging discussion lead by an expert panel on
the adequacy of education in travel medicine, which involved a lively debate with delegates that also ranged into
the future delivery of travel medicine services. As usual the day ended with the BTHA annual general meeting.The
conference was covered in the Pharmaceutical Journal (12th July) and a full report will be published in the next
edition of the BTHA Journal

NECTM 2 Conference report [2008]

Julie Gallagher

Both Education and fun was had in large amounts at the excellent NECTM held in Helsinki in May. Here we see
members from both the British and Irish Travel Medicine Associations enjoying some traditional post sauna beer
and sausages on the street. The sauna was attended by over 40 delegates. The BTHA had a very successful stall at
the Conference which attracted a lot of interest from conference delegates from all over Northern Europe. The
Conference covered a wide range of topics, with emphasis on global and environmental issues. Sessions were held
on surveillance of travel related diseases, travel medicine education, and travellers with special needs. Lively debate
occurred around the issue of vaccination and declining malarial risk in some areas. The Scientific Organising Committee had arranged for lectures on Finnish history, architecture and most memorably music to be interspersed
through the programme. All of which were extremely enjoyable and definitely added value to the Conference
and time in Helsinki.
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Case studies on post-travel diarrhoea
Up to 50% of travellers to developing countries develop diarrhoea during or after their trip. The following two case studies
illustrate some of the diagnostic pitfalls awaiting the GP consulted
by returning travellers.
CASE 1
The traveller with diarrhoea and fever
Christine is aged 55. She returned from a two week holiday in Kenya with her husband several days ago and complains of diarrhoea
and feeling hot. She is producing a large number of liquid stools
per day but has not noticed any blood in her stools. She spent part
of her holiday at a beach resort near Mombasa and also spent
several days on a game safari. She had typhoid, hepatitis A and yellow fever vaccinations as advised by her GP and took chloroquine
and proguanil for malaria prophylaxis. She refused to take mefloquine (Lariam) as she was afraid of possible side effects, rejected
Malarone as too expensive and did not want to take doxycycline
as she wanted to sunbathe and was afraid of photosensitivity. She
ate in her four star hotel restaurant and at the relatively luxurious
game lodge while on safari, which also provided packed lunches to
eat on safari, and did not eat in any local restaurants, though she
did occasionally eat ice cream on the beach.
What is the most important possible diagnosis?
Malaria is the most significant possible diagnosis and must be excluded first. Christine has travelled to an area where there is chloroquine resistant P falciparum malaria and has not taken the most
effective prophylactic drugs. Chloroquine and proguanil are only
about 50% effective against chloroquine resistant P falciparum
malaria in this part of Africa while the other drugs mentioned
are over 90% effective. If this type of malaria is not diagnosed
and treated promptly it will cause severe illness and could be
fatal. One of the principal presenting symptoms of malaria is fever, which Christine has, but P falciparum malaria may also cause
diarrhoea or other symptoms such as jaundice, as it can produce
severe multi-organ disease.
What are the most significant differential diagnoses?
Travellers’ diarrhoea is commonly experienced in developing
countries. Its causative organisms may include strains of E coli,
Salmonella, Shigella and Campylobacter, and some of these infections may be associated with fever. It may also be caused by
viral infection, though this is less frequent than bacterial infection.
While some of the organisms referred to may on occasions cause
the appearance of blood in the stools this is not always the case.
Infection is transmitted by faecal-oral transmission by ingestion
of contaminated water or food. Four star hotels are not devoid
of risk as even relatively high standards in the kitchen can be let
down by careless personal hygiene of food handlers, buffets may
breed bacteria by being kept warm and packed lunches may easily become contaminated. Ice cream is also a frequent source of
infection, and Christine recalls eating it on several occasions.
Christine may possibly be suffering from a combination of problems and her fever and diarrhoea may have different causes. For
example she may have malaria and a gastrointestinal infection or
a gastrointestinal infection accompanied by, for example, a respiratory viral infection.
What are the less likely diagnoses?
Typhoid is unlikely as it presents initially with a fever; diarrhoea, if it
occurs, is a later symptom. Although Africa is a relatively high risk
area Christine had typhoid vaccination which offers a high level of
protection. Protozoal infections such as amoebiasis and giardiasis
are also less likely as they tend to produce less acute diarrhoea,
but may need to be considered.
How would you deal with her in your practice?
Blood should be taken immediately and sent without delay for
examination of thick and thin films for malaria. At the same time
blood may be taken for a differential white cell count, which may
give a clue to the presence of bacterial or viral infection. Stool
microscopy & culture are also important in this case in order to
identify any pathogenic organisms present, and blood should be
sent to the laboratory for serological tests for enteric organisms.

Would she need referral and if so, to whom?
If Christine is severely ill or dehydrated, or if malaria is strongly
suspected she should be admitted as an emergency, preferably to
an Infectious Diseases unit where the medical, nursing and laboratory staff are familiar with the types of infections from which she
may be suffering.
CASE 2
The traveller with diarrhoea and blood in the stools
Louise is aged 27. She returned from a two week holiday in Morocco 2 days ago with diarrhoea. She and her partner stayed in a
4 star hotel at a beach resort but visited several small restaurants
in the nearby old town in order to sample local food. Her diarrhoea began just before leaving Morocco and she attributed it
to “something she had eaten”, but she is worried because she
has just begun to notice the presence of blood in her stools. She
has no previous history of bowel disease or passing blood in the
stools. She was given typhoid and hepatitis A vaccinations prior to
travel. She was advised that Morocco is a low risk area for malaria
and did not take any antimalarial medication though she used an
insect repellent combined with a sun block cream. She did not
swim in the sea as the waves were too big, but she did swim in
the hotel’s swimming pool most days.
What is the most important possible diagnosis?
The most likely diagnosis is that Louise has acquired a gastrointestinal infection with one of the types of organism capable of
invading the wall of the intestine causing bleeding. Such organisms include invasive strains of E coli, Campylobacter, Shigella, or
Salmonella. Infection is transmitted by faecal-oral transmission by
ingestion of contaminated food or water. Four star hotels are not
devoid of risk as even relatively high standards in the kitchen can
be let down by careless personal hygiene of food handlers, and
food hygiene in small local restaurants is likely to be of a lower
standard. Infection may also be acquired via the water in inadequately treated swimming pools.
What are the most significant differential diagnoses?
She may be developing inflammatory bowel disease unrelated to
travel. She is in an age group in which such problems often begin
to arise and the history of travel may be completely misleading.
She may also have simple diarrhoea complicated by bleeding from
piles, which may or may not have been diagnosed previously.
What are the less likely diagnoses?
Protozoal infection such as amoebiasis is less likely as it tends to
produce less acute diarrhoea over a longer time scale, but needs
to be considered.
Although there are some pockets of schistosomiasis (bilharzia)
in North Africa this is not a likely diagnosis, as the development
of diarrhoea and blood in the stools would occur over a much
longer time scale. Although schistosomiasis is acquired by contact with water it is unlikely to be acquired from a chlorinated
swimming pool which does not have a population of snails as the
intermediate host.
Malaria is an unlikely cause of diarrhoea in this case. Louise was
correctly advised that Morocco, especially in the tourist areas, is
a low risk area and although malaria can cause diarrhoea it does
not usually produce blood in the stools.
How would you deal with her in your practice?
Louise should be asked to provide stool specimens for microscopy and culture in order to identify the infecting organism. In
addition to the usual physical examination she should also have
a rectal examination to exclude the possibility of bleeding from
piles.
Would she need referral and if so, to whom?
If no causative organism is found on repeated stool examination
or if the presence of blood in the stools persists in spite of treatment she should be referred to a gastroenterologist for endoscopy as she may be developing inflammatory bowel disease.

Mike Townend
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Recent disease outbreaks

of Interest to Travellers from the UK.

The purpose of this article is to alert travel health advisors to recent disease outbreaks likely to be of interest to travellers from the UK. Detailed
pre-travel travel health advice should be sought from reliable sources
such as fitfortravel, NathNac and TRAVAX. These will also explain any
changes in advice regarding risk reduction measures arising as a result
of disease outbreaks.
Outbreaks may arise in countries where the disease is endemic or may
occur where the disease has never been reported or cases have not
been seen for many years.
Yellow Fever
Yellow fever is transmitted by the Aedes aegypti mosquito. There is a
risk of transmission in parts of Africa, Central and South America and
the Caribbean.
There have been recent outbreaks of yellow fever in Argentina, Brazil,
Ecuador, Paraguay and Peru, including cases in areas where the disease
has not been previously reported or has not been reported for many
years.
Advice for Travellers
Advice to travellers regarding recommendations for yellow fever vaccine
has been updated for these areas. Please refer to one of the websites
listed above for further details.Travellers are advised to practice rigorous
bite avoidance measures in all areas where there is a risk of insect-borne
diseases.

Afghanistan
To date, 14 cases of poliomyelitis have been reported in Afghanistan.
The most recent case reported was from Nangarhar and had onset of
paralysis on 21 July 2008.
Advice for travellers
All adults and children living in the UK should be vaccinated against
poliomyelitis. Immunisation against poliomyelitis is part of the routine
schedule for children living in the UK.
A booster dose is recommended before travel to endemic areas, if the
traveller has not been vaccinated against poliomyelitis within the previous ten years.
Adults and children who are unimmunised against poliomyelitis require
a full course of vaccine before travel.
Crimean-Congo haemorrhagic fever
Outbreaks of Crimean – Congo haemorrhagic fever have been reported recently in Russia, Turkey, Bulgaria, Kazakhstan, and South Africa. It is
endemic in many countries in eastern Europe, the Middle East, Africa,
and Asia. The first human case in northern Greece was reported in
June 2008.

Measles in Europe

This disease is spread to humans by the bite of an infected tick. It is
more commonly found in rural areas and those working with livestock
are more at risk. Travellers on package holidays to coastal resorts are at
low risk from this infection.

Following an increase in measles cases in several European countries, the
European Centre for Disease Control (ECDC) has issued a warning that
Europe may be about to experience a significant outbreak. Cases have
been reported in Switzerland, UK, France, Denmark, Germany, Austria,
Spain, Gibraltar and Norway. In Europe, very few countries have reached
the target of 95% measles vaccination coverage which is necessary to
prevent outbreaks and eliminate the disease.

Avoidance of tick bites is the main preventive measure, especially during spring/summer months when they are most active. Use clothing to
cover the skin and insect repellent. Inspect the body following possible
exposure and remove ticks immediately. Individuals who have travelled
to endemic areas and develop symptoms following a tick bite must
contact their doctor.

Advice for travellers
Measles is a highly infectious viral disease that is spread through direct
contact with throat or nasal secretions or respiratory droplets from an
infected person.

Dengue Fever

Measles vaccination (MMR) is part of the UK national schedule for children. Parents should ensure that their children have the two doses necessary (before school entry) to give long term protection.
Adults who have not had measles infection (which provides lifelong immunity) and have not been immunised should be vaccinated if they are
considered to be at risk. Vaccination should be considered in susceptible
travellers, especially if they are likely to be in close contact with local
people while travelling.
Poliomyelitis
Nigeria
Since the beginning of 2008, Nigeria has reported a dramatic increase
in the numbers of cases of poliomyelitis within the country. Other
countries that have been affected by this outbreak include Niger, Benin,
Burkina Faso and Chad as they lie close to the border of Nigeria. Mass
vaccination campaigns within the affected areas are due to commence
in August/September 2008.

Dengue is endemic in many countries including parts of South East Asia,
the Indian subcontinent, the Caribbean, South and Central America, Africa, northern Australia and the South Pacific.
An increase in the number of cases of dengue fever compared to previous years has been reported from Australia (Queensland), Brazil, Peru,
Mexico, Thailand, Singapore and the Philippines.
Advice to Travellers
Dengue fever is a disease that is spread by the day biting mosquito,
Aedes aegypti.
There are no specific drugs or vaccines available to prevent or treat
dengue fever. Travellers must ensure that they use bite avoidance measures including insect repellents when visiting risk areas.

KITTY SMITH

