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Chronic schistosomiasis is important because a returned traveller (particularly from stays in Africa where they have
swum in lakes or rivers) who is seeking an ‘all-clear’ medical check-up will need to be specifically tested — a sizable
minority of infected cases are asymptomatic.

Diagnosis:

In expatriates/visitors (as opposed to local residents), blood testing by serology is the most accurate method of
diagnosis. This should be performed earliest 3 months after exposure as tests before that time point might come
back false negative. Testing urine or stool samples in expatriates will often leads to false negative results due to the
relatively light parasite load in visitors.

Treatment:

The medication ‘Praziquantel’ given three months or more post-infection has a high cure rate. One day of treatment
1s usually sufficient. Treatment given immediately after infection will not treat the immature form of the parasite.
Waiting until at least three months after the last date of possible infection is important.

In case of acute schistosomiasis, oral steroids are the mainstay of treatment.

Common pitfalls:
Clinicians failing to test or
Patients saying:

“I don’t need to be tested” (I wasn’t in fresh water)
- “The lake I swam in was not infected, according to the locals”
- “Ionly had a shower in fresh water”
- “I have treated myself already” - the pitfalls of this approach include:
>  premature treatment (not waiting until 3 months post-exposure)
> madequate dosing
> fake, expired or sub-potent medication (due to poor storage at high temperatures)

Key messages:

*  Any patient who has been exposed to fresh water, particularly in Africa, 1s at risk of having contracted
Schistosomiasis

*  Many patients are asymptomatic

»  Acute Schistosomiasis, occurring 4 — 8 weeks post-exposure, is often mistaken for other illnesses.
Think of acute schistosomiasis if a patient presents 4 — 8 weeks post-travel with cough and/or
diarrhoea and/or low-grade fever and/or right upper quadrant abdominal pain and/or rash. An FBC
will reveal significant eosinophilia in about 70% of cases

*  The most accurate diagnostic test in expatriates (i.e. tourists, not native populations) is blood serology
(not stool or urine testing). Tests done before the patient has been 3 months home from a risk area
runs the risk of false negative result. Tests done 3 or more months post-travel are relatively reliable.

*  Treatment usually involves the use of oral Praziquantel tablets for one day. Treatment does not cure

the juvenile forms of the parasite and so treatment should not be given until the patient has is three
months or more home from an infected region.

References:
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Thuis article 1s based on an OSKE delivered by the author at the TMSI meeting in Dublin on 10th November 2018.
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MIGRATION HEALTH CONFERENCE REPORT

The first International Conference on Migration Health was held October 1-3 in Rome, Italy. Organised in conjunction
with the International Society of Travel Medicine, it was organised by Prof. Francesco Castelli from Italy and Dr.
Christina Greenaway from Canada. I was invited to chair a conference session on chronic and non-communicable
diseases in migrants and I participated in a round table discussion on migration health. An ISTM executive committee
meeting was held on the Wednesday afternoon and all day on the Thursday.

Day 1 featured a plenary session from Francesco Castelli on promoting and protecting the health of migrants and a
morning symposium on the experiences of receiving countries in North America, including a presentation from Paul
Douglas of the International Organization for Migration. A panel discussion considered challenges and opportunities
in regional migration from the perspectives of North Africa, the Middle East and South Asia. The oral research
session focused on immigrant women and children and workshops were devoted to engagement of migrants in
healthcare and the screening of migrants.

One of the afternoon symposia considered the plight of paediatric migrants, including infectious disease challenges,
traumatic stress and the promotion of resilience. The final symposium from day 1 addressed tuberculosis, HIV and
viral hepatitis in migrants. South-to-South migration was the subject of a second oral research session. The packed
day ended with an open forum which provided compelling first-person accounts of the migration pathways, both from
newly arrived migrants, and from migrants who have integrated fully into their adopted nations.

The second day of the conference featured a plenary which examined the history of the refugee process and the role
of various international organisations as well as the economic and cultural benefits of migration for host countries.
The morning workshop focused on continuing medical education of health care providers in relation to refugee and
migrant health. A parallel symposium reflected on the experiences of receiving countries caught up in the recent
European refugee crisis. Speakers included doctors from Greece who were at the frontline of local efforts to assess
and settle migrants crossing the Mediterranean Sea from North Africa.

The afternoon witnessed a debate on the controversial issue of screening for latent tuberculosis among migrants and
workshops addressing transcultural competences and vaccination issues along the migration pathway. Pregnancy,
female sexual mutilation and violence against migrant women were the subjects for discussion in the first of three
afternoon symposia. The others dealt with mental health among migrants and public health surveillance for refugees
and migrants. The day ended with an oral research session dedicated to infectious diseases among migrants.

Challenging cases in migration medicine opened proceedings on the final day of the conference before the final
plenary asked “Where do we go from here?”. A symposium dealt with parasitic infestations in migrants, with a focus
on malaria, Chagas disease, schistosomiasis and strongyloidiasis. A panel discussion chaired by Dr. Kamran Abassi
from the UK discussed how the public and policy discourse on migration health is being shaped by the press and
policy makers. Overall, this was a very stimulating conference which offered much useful information to participants.
Italy provided a very appropriate venue for the discussions.

Prof. Gerard Flaherty
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CANCER PATIENTS ON COMBINATION CHECK-POINT INHIBITORS SHOULD
NOT RECEIVE INFLUENZA VACCINE

Influenza vaccination is strongly recommended for most patients with cancer, ideally 2 weeks before commencing
Chemotherapy. A second dose in the same season would be recommended for patients, who received the vaccine
while on chemotherapy (except where the vaccine is contraindicated). This second dose should be given a ‘minimum
of 4 weeks following a course of chemotherapy, if lymphocyte count is > 1.0 x 10°/L and regardless of whether they
have received influenza vaccines in previous seasons’.

However due to increased risk of immune related adverse reactions, it is now advised that people on combination
check-point inhibitors (e.g. Ipilimumab and Nivolumab) should not receive the seasonal influenza vaccination.

Check-point inhibitors are a type of immunotherapy used to treat cancer including lung cancer. Patients with lung
cancer are at risk of complications from Influenza particularly the people who are not vaccinated against the seasonal
Flu. The Influenza vaccine provides good protection against seasonal Flu but the vaccine may cause exaggerated
immune response in patients on the specific type of cancer immunotherapy: combination check-point inhibitors.
Immune-related adverse events include skin rashes, arthritis, colitis, encephalitis, pneumonitis and neuropathy.

NIAC has revised Chapter 3 of the Irish immunisation Guidelines (Immunisation of Immunocompromised Persons)
to include “those on combination check-point inhibitors should not receive any vaccines”. This recommendation is
now also reflected in the HSE 2018-2019 Influenza Vaccination information leaflet.

Dr Joseph Sim

DOM COLBERT UNDERGRADUATE PRIZE IN TRAVEL MEDICINE

The winning essay by Bryan Chang Wei Lim, a fourth year medical student at NUI Galway, in this

year’s Dom Colbert prize competition has been expanded as a manuscript. It has been published by the
International Journal of Travel Medicine and Global Health which is a free open access journal. Readers
may access the article in full without cost at the following website: http://www.ijtmgh.com/article_69631.
html. Congratulations to Bryan!

The title of this year’s essay competition is “Unwanted Souvenirs: antimicrobial resistance and
international travel”. The closing date for entries by email to Anne Redmond is 14th February 2019.
This competition is open to all registered undergraduate medical students in the Republic of Ireland. The
winner will be announced at the AGM seminar of the TMSI on 6th April 2019.

Reference
Lim BCW, Flaherty GT. Leaving light footprints — the importance of promoting responsible international
travel. Int J Travel Med Glob Health 2018; 6(3):88-91.

12



TMSI Newsletter Taisteal

FREQUENTLY ASKED QUESTIONS ABOUT REPATRIATION OF DECEASED
INTERNATIONAL TRAVELLERS

What are the most common causes of death in international travellers?

Coronary heart disease is the leading cause of death during travel and the risk increases with age. Younger
travellers are more likely to die from accidental and trauma-related deaths, especially road traffic collisions
and drowning.

How expensive is expatriation of human remains?
Expenses vary across the world and depend on transportation distance and cargo weight. Costs range in
Australia from Au$8,000 to Au$16,000 and in the USA from US$6,000 to US$12,000.

Can a travelling companion identify the remains of the deceased?

Rules vary depending on the jurisdiction but in many cases identification may be carried out by a travelling
companion or business partner of the deceased. In some cases, it will be necessary for a family member to
travel to the country of death to identify the deceased, however.

What are the most important initial steps to take?
Travelling companions or family members should contact the nearest national embassy, travel insurance
provider and tour operator, if applicable.

What services can the embassy provide?

Embassies can appoint liaison case workers to contact family members, provide interpreters, mobilise
relevant authorities including an international funeral director, and arrange for money to be transferred
from family for the purposes of repatriation. They will not fund the repatriation of remains, however.

Is there any alternative to repatriation?
Yes. It may be necessary or desirable to bury or cremate the remains in their current location, especially if
the deceased did not have repatriation insurance and the family cannot afford the repatriation costs.

Are there any special requirements for the coffin used to transport the remains?
Yes. Coffins crossing international boundaries must be lined with zinc or lead. This makes them unsuitable
for cremation in the home country and an alternative wooden coffin will have to be used for that purpose.

What documents will be requested by the Coroner in the country receiving the remains?

The Coroner will require the following documents: medical certificate of cause of death; certification as to
whether a post-mortem examination has been performed; the post-mortem report; authorisation to remove
the body or ashes from the country; embalming or cremation certificate; and a certificate that confirms that
the body is not being conveyed from an area of infectious disease.

Are post-mortem examinations standardised across the European Union?

An effort is currently underway to harmonise medicolegal post-mortem procedures following a Council of
Europe recommendation. Where the Coroner is not satisfied with the quality of the post-mortem report, a
further autopsy may be required in the deceased traveller’s home country.

What happens if a passenger dies aboard a cruise ship in international waters?

Approximately 200 of the 21 million passengers that travel on cruise ships annually die on board the ship.
The majority of deaths on cruise ships are the result of cardiovascular disease. Cruise ships contain a
morgue which can hold bodies for up to one week. Some ports will allow the body to remain on the cruise
ship until it arrives at its destination which could reduce costs of repatriation if conducted within this one
week containment interval.
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What is the protocol if an individual dies on a commercial flight?

Flights are generally not diverted and must continue to their intended destination. The captain is notified
and the deceased passenger is restrained in a passenger seat or corpse cupboard and draped in a dignified
manner. Repatriation procedures are handled at the destination.

What if the deceased had a communicable disease?

Category A infectious substances include Ebola and Lassa viruses, for example, and category B includes
less transmissible agents such as HIV. Sometimes cremation at the site of death may be preferred in the case
of category A scenarios. A special permit must be issued from the aviation authority and from the countries
of transit and final destination. There is a global shortage of flight operators with the appropriate aircraft and
isolation equipment for this scenario.

What if death was the result of a criminal act?

Death as a result of crime will delay the repatriation process. Investigations are conducted by local police
and judiciary and the Irish Department of Foreign Affairs cannot interfere with any investigations. The
Coroner in the country of origin or the deceased traveller’s family may request that a second autopsy be
conducted when the body has been repatriated. In the event of death due to a terrorist attack in the EU,
financial compensation may be available to the deceased’s family. Identification of remains in this setting
can be difficult and families may be asked to provide photographs, fingerprint samples and medical records
from the deceased’s doctors to aid in identifying remains.

If migrants die during passage to the EU are their remains repatriated?

Generally, migrants’ remains are not repatriated in this scenario owing to high costs, safety fears and lack
of political will. No standardised procedure exists to deal with the remains of a migrant’s body at present.
Unfortunately they are often buried locally without formal identification.

How important is travel insurance?

Travel insurance with repatriation cover is the most important safety net for the victim’s family. Independent
trusts (e.g. the Kevin Bell Repatriation Trust in Ireland - https://kevinbellrepatriationtrust.com/) may be
able to provide monetary assistance where an individual was not insured.

Can a traveller who dies in a remote or hostile environment be repatriated?

This may not be possible in order to safeguard remaining expedition members. A decision may have to
be made to leave the remains in situ. Witness the recently reported killing of an American missionary by
the isolated Sentinelese indigenous tribe on the remote Andaman North Sentinel island off the coast of
India. See https://www.bbc.com/news/world-asia-india-46354940 for a discussion of the dangers involved
in attempting to retrieve the victim’s body.

Are there any special precautions if a deceased traveller had an implanted medical device?
Cremation is contraindicated because of the risk of explosion. Prosthetic implants or artificial limbs must
also be removed prior to cremation. This may complicate efforts to repatriate the cremated remains of a
traveller whose death was caused by a highly infectious disease.

Reference
Connolly R, Prendiville R, Cusack D, Flaherty G. Repatriation of human remains following death in international travellers. J
Travel Med 2017, 1-6. doi: 10.1093/jtm/taw082.

Prof. Gerard Flaherty
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NOTICE BOARD

Travel Medicine Society of Ireland Educational Bursary Scheme

The TMSI is launching an Educational Bursary Scheme. Applications for this bursary are open to current
members in good standing of the Travel Medicine Society of Ireland who have been members of the
Society for at least 2 consecutive years. Applicants must be registered healthcare professionals resident
and practising travel medicine in the Republic of Ireland. Bursaries will assist travel health clinicians who
wish to attend a relevant educational event in Ireland or overseas (e.g. courses, conferences, seminars) by
providing partial financial support to defray the costs of attending the event.

TMSI will reimburse successful applicants upon presentation of vouched receipts to a maximum amount of
€500. Two such bursaries will be available for 2019.

Successful applicants are expected to disseminate information acquired to other members of TMSI by
writing an article for the newsletter Taisteal and by presenting an OSKE on an agreed topic at two regional
educational seminars. TMSI will publicise the outcome of the bursary scheme in its newsletter and on its
website.

Members of the Executive Committee are not eligible to apply under this particular scheme.

For further details and application form please contact Anne Redmond at anne.redmond@tmsi.1e
Closing date for receipt of 2019 applications: 28th February 2019

TRAVEL MEDICINE SOCIETY OF IRELAND
EXECUTIVE COMMITTEE AND OFFICERS
PRESIDENT: SmioN CoLLINS
PRESIDENT-ELECT: ASTRID WEIDENHAMMER
HoN. SECRETARY / HON.TREASURER: ANNE REDMOND
NEWSLETTER EDITOR: ASTRID WEIDENHAMMER
N.E.C.T.M. ScientiFic COMMITTEE GERARD FLAHERTY
OFFICERS: CoNOR MAGUIRE
GERARD FLAHERTY
S10BHAN GREHAN
PatrICIA BRADY
JosepH StM

Items for the newsletter can be
forwarded to:

taisteal @tmsi ie
or

anne redmond @tmsi ie
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growing up in a conservative time in Irish history, and graduating as a medical doctor from UCD in 1957.
It was more than a passing rumour, although he will not admit to it, that Dom Colbert was one of the most
brilliant medical minds ever to graduate from UCD. Instead of pursuing a high-flying clinical or academic
career in a prestigious institution, Dom chose instead to devote much of his working life to providing
medical care to ‘the forgotten poor’ in Africa and beyond. The loving support of his late wife, Doreen, and
his university colleagues at University College Galway (now NUI Galway) were instrumental in enabling
Dom to travel as a missionary doctor to war-torn and disease-ravaged parts of Africa for long periods at a
time, often at short notice.

Dom’s surgical training was put to good use in Africa, where he also learned about how to diagnose and
manage patients with tropical infectious diseases. His memoirs contain vivid accounts of patients with a
wide variety of tropical infections, including cerebral malaria, schistosomiasis, filariasis, dysentery, loa loa
(‘eye worm’) and cholera. You will read about his encounters with trachoma and typhus in Ethiopia, with
guinea worm and gas gangrene in South Sudan and, unusually, with Chagas’ disease achalasia in Uganda of
all places. One of the problems with modern medical practice 1s the lack of generalist training in hospitals.
Dom and his contemporaries were true all-rounders. You will read about the horror of having to perform a
post-mortem Caesarean Section in Africa or an amputation without anaesthesia in Sudan. You will witness
the reality of practising improvised medicine under the most deprived conditions, where mosquito nets
were used as mesh for hernia repairs and clothes hangers were fashioned into internal fixation devices for
the treatment of long bone fractures.

The two books should be read as a unit and are divided into short, readable chapters, which flow easily in
Dom’s inimitable but most engaging teaching style. The descriptions are beautifully vivid and the author has
the memorable turn of phrase of a storyteller, one of the qualities perhaps of a great teacher. The grave and
surreal are juxtaposed with the comical and light-hearted. Dom’s appreciation for human nature permeates
each chapter. His observant accounts of the personalities of colleagues in the missionary hospitals in Africa
are wonderfully rendered. His kindness, respect for local customs and for his hard-working missionary sister
colleagues — the ‘unnoticed Cinderellas’ — will impress the reader. Dom’s spirituality and religious devotion
are echoed throughout both books but there is no attempt to proselytise. The books serve as a reminder of
the outstanding service to humankind provided by missionary priests and nuns in developing countries
down through the years. Dom is not afraid to be critical of NGOs, however, and we gain fascinating insights
into the challenges they faced together.

For the medical or nursing student, the pages are peppered with many gems of instruction, such as ‘examine
the patient not the notes’. How true that is in investigation-obsessed modern medical practice! For the travel
writing enthusiast, you will be transported to the sights and sounds of tropical Africa, and you will learn of
the dangers of providing medical relief in dangerous settings, be that among the land mines of Sudan, during
the Rwandan genocide, or surviving passage through ‘sniper alley’ in Sarajevo. It is just as well that Dom
was a “young and brash” tropical doctor! These memoirs are a unique and compelling account of a doctor’s
life well lived, and a salutary reminder of the sense of duty and vocation which society deserves from its
medical professionals, and of the importance of spirituality to patients and their carers. I recommend these
books to all medical and nursing students, healthcare professionals, healthcare managers and members of
the lay public, especially members of NGOs and those with an interest in humanitarian and disaster relief.
You cannot but be moved by the honest, self-effacing recollections of Dom Colbert and I hope you will
appreciate this unsung hero as much as I do. As Dom says himself in From Biafra to Bosnia, ... worldly
honours mean little for truly fine people”. Dom is healthy and active in his retirement and continues to be
an example to us all. We thank him for his contribution to medicine and to the dissemination of medical

knowledge. He will always be my most cherished teacher.
Prof. Gerard Flaherty
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