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Editorial
A prime objective of the Association is to

improve the knowledge of health professionals and
the travelling public in respect of travel related
health challenges. An enhanced awareness of envi-
ronmental and local health problems, may encourage
the individual to adopt behavioural practices to pro-
tect themselves from their impact or diminish the
risk. Vaccination, prophylaxis, bite prevention and
trauma precautions can ensure that the traveller trav-
erses the globe in good health and returns free from
morbidity. The travel health consultation is crucial to
this process and its value and efficacy is discussed in
an article in this journal.

Our publications endeavour to educate the
reader through case histories, anecdote and review
articles which routinely appear in Travelwise and the
journal. Editors draw upon the experience of mem-
bers and academics, but historically the former have
been loath to add to the columns. We urge nurses,
doctors and pharmacists to publicise cases that have
added to their personal learning and knowledge
base. Take a few minutes to write up the case and
disseminate the information to others. Doing so can
itself prove a useful learning activity.

The education committee of the executive
strives to provide conferences and educative meet-
ings for members, but needs input from members in
their local areas for these initiatives to succeed. The
BGTHA can only continue to thrive if individuals
actively participate and lay claim to ownership of
some of the many initiatives undertaken by the
Association. Membership should mean more than

occasionally reading of Travel Wise or the Journal.
There is a permanent need for ordinary members to
serve on sub-committees. Volunteer and widen
personal horizons.

When the BGTHA was created 20 years ago
there was a great need for travel related medical edu-
cation. Books and literature were limited and courses
few. Over time diploma, degree  courses and local
travel health meetings proliferated and education
standards improved. However, gp and nurses roles
in travel medicine have changed , pharmacists are
taking a leading role in pre travel consultations.
Local meetings are few and attendance variable, with
educational awareness and expertise in decline. 

Our recent regional meetings, funded by 
educational grants, have been well received and
clearly indicate the perceived need of health profes-
sionals for further courses, which cannot be met in
the absence of further funding. We intend to meet
our educational objectives by exploring the use of
webinars and other teaching resources for accessing
the membership and presenting travel related topics
on line. 

We need your support for this venture and
request you let us know your views on its personal
value to you and whether you would participate.
This is an opportunity for you to be an active mem-
ber with some personal return for your involvement.
Their success and the future of BGTHA depends
upon you and your colleagues.

Editor in Chief
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The Humanitarian Response to the 2014 Ebola
Epidemic: a travel health perspective
D Campion
Background
Ebola virus disease (EVD) emerged in southern Guinea
during December 2013. The outbreak was notified to the
World Health Organisation (WHO) in March 2014 and
has since become the largest EVD epidemic in history,
with rapid and sustained transmission throughout
Guinea, Liberia and Sierra Leone.  It was formally
declared a ‘public health emergency of international con-
cern’ by WHO in August 2014. More than 14,000 cases
and 5,000 deaths had been reported by November1,2.
Additional cases have been reported in Nigeria, Senegal,
Mali, Spain and the United States. The epidemic curve for
all affected countries is shown in figure 1.

Figure 1 
Epidemic curve for all affected countries as of 12

November 2014

Based in London and Nairobi, InterHealth is an inter-
national health charity providing holistic medical,
travel health and psychological support for non-gov-
ernmental organisations (NGOs), mission partners
and UK government agencies worldwide. Services
routinely offered to subscribing organisations include
pre- and post-assignment medical consultations,
travel vaccines, risk assessment, remote medical sup-
port, and psychological health services. Using online
resources provided by WHO and ProMED
(www.promedmail.org), InterHealth was aware of
the EVD outbreak from its outset and had been
answering requests for health advice in the affected
areas from early 2014. In particular we advised col-
leagues and contacts of two American missionaries
who were diagnosed with EVD and evacuated in
July 20143.

An enhanced service for Ebola responders.
For the first six months of the epidemic, the interna-
tional contribution to front-line clinical care was pre-
dominantly provided by Médecins Sans Frontières
(MSF) who repeatedly warned that the outbreak was
out of control and beyond their capacity4. In response
to a direct appeal from WHO, the UK government
started planning for military deployment and the
construction of treatment centres in September 2014.
Volunteer health workers were recruited in partner-
ship with Save the Children and other NGOs5.
InterHealth was initially approached to provide post-
deployment debriefing, and was subsequently asked
for a more comprehensive staff support package. At
the time of writing in November 2014, this enhanced
service has been extended to support several organi-
sations responding to the crisis:
• Save the Children
• British Red Cross
• UK-Med International Emergency Medical 

Register 
• Public Health England
• Crown Agents Conflict, Humanitarian and 

Security Operations Team (CHASE OT)
• Plan International
• ActionAid

Basic facts - Ebola virus disease (EVD)

Virus: family Filoviridae, genus Ebolavirus
Current outbreak species is Zaïre ebolavirus EBOV
Natural host is the bat

Person-to-person transmission is by contact with
body fluids from infected symptomatic people:
blood, vomit, faeces, nasal secretions, saliva, sweat,
semen, urine or breast milk. Infectivity increases as
illness progresses and dead bodies are highly
infectious

Symptoms: Sudden onset of fever (>38ºC), Intense
tiredness, weakness & malaise, Severe headache
Muscle & joint pains. Followed by: diarrhoea,
vomiting and abdominal pain, haemorrhage and
shock. Symptoms may appear anywhere from 2 to
21 days after exposure to Ebola, but the average is
8 to 10 days. Case fatality ratio is up to 90%

Diagnosis is by RT-PCR

Treatment: There is no vaccine or specific
treatment. Good supportive care increases the
probability of survival.
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• Samaritan’s Purse
• Africa Governance Initiative
Figure 2 illustrates all the Ebola treatment centres
(ETCs) and diagnostic laboratories currently active in
Sierra Leone, Liberia and Guinea.

Figure 2 
Ebola treatment centres in Sierra Leone, Liberia and

Guinea

Pre-deployment preparation
Travel health
Deployments for front-line ETC staff are generally
short: between 4 and 6 weeks. Extremely rigorous
safety procedures are required to avoid exposure to
the virus. The personal protective equipment (PPE) is
uncomfortable in hot and humid conditions, limiting
the time that clinical staff can safely work in the iso-
lation unit6. Other high-risk roles include laboratory
scientists and those involved in burial teams or sani-
tation. Individuals are also appointed to a variety of
administrative, coordinating and community educa-
tion roles. 
Pre-travel preparation for Ebola responders includes
face-to-face appointments with a doctor and a travel
health nurse. Given the significant demands of
deployment, limited access to healthcare facilities
and a degree of uncertainty over what medical evac-
uation services could deliver in the case of illness, a
robust and comprehensive pre-deployment process
was developed. ‘Fitness for deployment’ decisions
are made on a case-by-case basis, with higher stan-
dards for front-line ETC workers. The objective was
to fulfil the employing organisations’ duty of care
without adopting potentially discriminatory blanket
restrictions. For example, candidates with the follow-
ing pre-existing conditions are assessed thoroughly
before deployment:
• conditions that could cause sudden incapacity or 

be exacerbated in the field, such as inadequately-

controlled epilepsy or type 1 diabetes
• poor physical fitness and mobility, or inability to 

fit into protective clothing
• conditions requiring regular monitoring, such as 

anticoagulant treatment or unstable hypertension 
• inflammatory bowel disease
• renal impairment (which could be exacerbated by 

dehydration)
• migraine, especially if frequent and incapacitating
• immunosuppression
• visual impairment
• postural hypotension
• significant mental health conditions
• pregnancy 
• non-compliance with vaccines or malaria            

prophylaxis
Some conditions might render an applicant tem-
porarily or permanently ineligible for deployment if
the risks to the individual, their colleagues or the
project as a whole are judged to be too high.
However InterHealth’s general approach is to try
wherever possible to accommodate those with health
conditions, making realistic contingency plans and
minimising their risk as far as is practicable. 
InterHealth clinicians participate in the recruits’ pre-
assignment training to answer questions about EVD
transmission and to highlight other health hazards,
employing the most up-to-date and reliable informa-
tion about the progress of the epidemic and the
transmission of the virus7,8.
During nurse-led travel health consultations, Malaria
prophylaxis and a range of vaccinations (table 1) are

The Humanitarian Response to the 2014 Ebola Epidemic continued

Vaccine Course information Duration of 
protection  

Mandatory 
for 
deployment? 

Tetanus, 
Diphtheria & 
Polio 

1 dose every 10 years after 
completing a childhood course 

10 years Yes

Measles (MMR) If no history of illness or 
without immunisation history, 
then two doses, but one dose for 
those who had one vaccination 
in past 

Lifelong No

Hepatitis A 2 doses given 6-12 months apart 25 years Yes
Typhoid Oral or IM 3 years Yes
Hepatitis B Conventional or accelerated 

course 
Blood test to check 
immunity after 
completing a 
primary course 

No

Rabies 3 doses given over a month 
(days 0,7 and 28) 

10 years currently 
but likely to be 
longer 

No

Oral cholera 
(DukoralTM )

2 oral doses given 1 – 6 weeks 
apart 

2 years No

Yellow Fever Single dose - must be given at 
least 10 days prior to travel 

10 years for 
certificate 

Yes

Meningitis 
ACWY

Single dose 3 to 5 years 
(Depending on type 
of ACWY vaccine) 

No

Influenza Single dose Annual seasonal 
northern hemisphere 
vaccine 

No

Table 1 
Vaccination recommendations for EVD outbreak response

personnel
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offered to minimise the risk of febrile illness during
deployment. Cholera vaccine is included as the coun-
tries are at high risk; Sierra Leone had a major epi-
demic in 20129. Influenza vaccination is also offered
as the northern hemisphere moves into the influenza
season. Influenza activity is underreported in sub-
Saharan Africa and transmission can occur through-
out the year10. Meningococcal disease is also a poten-
tial hazard, particularly for community-based work-
ers. Standby treatment kits for malaria and bacterial
diarrhoea are provided, along with a range of other
travel supplies including mosquito nets, insect repel-
lent, hand sanitiser, sun protection, water purifica-
tion and a thermometer for self-monitoring. 
Psychological health
Caring for patients who have contracted EVD can
place significant psychological demands on health
care workers. Alongside exposure to the suffering
and death of their patients, they must also contend
with the fear of becoming infected themselves. This
fear can become overwhelming and is not necessarily
confined to those in high-risk roles6,11.
On recruitment the volunteers complete an online
resilience questionnaire via InterHealth’s online por-
tal, MyHealth. This is designed to help participants
reflect on current levels of resilience and to help
InterHealth advise on areas where further support
might be needed. After submission of the question-
naire, the volunteer has a 30-minute telephone con-
sultation with a psychological health clinician. A
brief report is provided for the employer and if sig-
nificant risk factors are identified, a face-to-face
assessment is arranged. As with the medical assess-
ment, this process may occasionally result in a rec-
ommendation being made against deployment if the
risk of an adverse outcome is high. A psychosocial
briefing for Ebola responders is available on the
InterHealth website11.
Clearance certificate
The final output of the medical, nursing and psycho-
logical assessments is a combined report commenting
on both medical and psychological fitness, taking
into account the complex mix of physical and psy-
chological hazards. Any relevant medical history,
regular medication, blood group and allergies are
listed with the individual’s consent.  InterHealth
nurses complete an additional section stating that the
individual is up-to-date with all recommended vacci-
nations, has been prescribed suitable malaria prophy-
laxis and has other travel health supplies. In this way
all relevant information is made available to the
employing organisation as a single document. 
Support during deployment
During deployment volunteers are encouraged to:
• practise good personal hygiene

• practise environmental hygiene
• practise safe behaviour including limiting      

physical contact
• cultivate good peer support
• ensure they have adequate rest, sleep, hydration, 

nutrition and exercise
All are advised to seek prompt assessment should
they develop symptoms. The local health systems,
already fragile and understaffed, have been devastat-
ed by the EVD outbreak. Medical provision for non-
Ebola health conditions has broken down in many
areas. Provision for NGO staff is evolving; the recent-
ly-opened Ebola treatment centre at Kerry Town in
Sierra Leone houses a separate 12-bed facility for
local and international health workers affected by the
disease5. Save the Children have recruited staff care
managers and primary care physicians to provide
care locally, with remote support from InterHealth.
Responders with some organisations may have
access to military or United Nations health facilities.
All staff are deployed with comprehensive health
insurance and repatriation decisions are made on a
case-by-case basis. Symptomatic aid workers are
advised not to return to the UK on commercial
flights12. Any confirmed EVD cases in the UK would
be taken to the isolation unit at the Royal Free
Hospital in London.
A comprehensive guide to the investigation and
treatment of suspected EVD is available on the BMJ
Best Practice website13. The differential diagnosis is
broad as early symptoms are non-specific. Prompt
diagnosis and treatment of malaria are critical to lim-
iting morbidity and mortality from this treatable
infection. Shigellosis and typhoid fever are other rel-
atively common causes of acute febrile illness in the
region. Rarer diagnoses to be considered include lep-
tospirosis, Lassa fever, viral hepatitis, yellow fever,
typhus, meningococcal septicaemia, chikungunya
and dengue13,14.
For individuals with mental health concerns during
deployment, supportive consultations with the
InterHealth psychological health team are offered by
telephone or SkypeTM.
Post-deployment care and health protection
InterHealth has cooperated closely with Public
Health England (PHE) to develop joint protocols for
returning aid workers. The key step is the Ebola
exposure risk assessment (EERA), a 15-minute con-
sultation with an InterHealth clinician to establish
the risk of exposure to EVD on returning to the UK.
As part of this assessment, the questions used to
establish a person’s risk category are:
• Do you have symptoms?
• Have you had direct contact with Ebola cases?
• Have you had any unprotected exposure            

e.g. incidents where PPE has been breached, or 
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direct contact with suspected cases without PPE?
The exposure categories and procedures for each cat-
egory are listed in table 2. Individuals are advised to
monitor their own health for 21 days after return.
Category 1 (low risk) requires a general awareness of
symptoms, whereas categories 2 and 3 require pro-
gressively more active monitoring including twice-
daily temperature checks12. The requirements are sub-
ject to change and the most recent PHE guidelines
should be used. 
Symptomatic individuals with a history of possible
Ebola exposure need urgent NHS assessment and
would be discouraged from attending our clinic.
However we have developed a local protocol to pre-
pare for that eventuality, again with the input of PHE
and infectious disease specialists. 
Many returners will have had harrowing or stressful
experiences. All are offered a psychological health
review 5-10 days after their return, either face-to-face
or by telephone, with onward referral for therapeutic
support if necessary.
Our aim was to work with PHE to develop a safe, evi-
dence-based and proportionate approach to the
returning Ebola response volunteer, avoiding the
counterproductive quarantine measures taken recent-
ly by some authorities in the United States15.
Unfortunately our experience at InterHealth is that
some returning workers have faced varying degrees
of stigma from anxious or ill-informed friends, rela-
tives and colleagues in the UK. The PHE information
sheet for friends and family and InterHealth’s psy-
chosocial briefing provide information and reassur-
ance11,16. InterHealth has also developed a ‘mythbust-
ing’ poster for NGO offices and other workplaces.
Summary
InterHealth’s response to the Ebola crisis necessitated
the development and implementation of a robust
new approach to rapid pre-travel health clearance
and post-travel risk assessment. This was only made
possible by the dedication and flexibility of
InterHealth clinicians and support staff. While the
fight against EBV is the focus of the deployment –
and adequate preparation for this is paramount – an
important part of our role as travel health advisers is
to draw attention to and mitigate the many other
health hazards in west Africa. 
To quote WHO Director-General Margaret Chan, the
current Ebola crisis “spotlights the dangers of the
world’s growing social and economic inequalities.
The rich get the best care. The poor are left to die17.”
InterHealth will continue to support the global
health community in its efforts to end this epidemic
and to enable the affected countries to build sustain-
able health systems and infrastructure for the future18.

Daniel Campion MPH MRCS DTM&H
Travel Health Physician
InterHealth Worldwide
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Category 1 This person visited an Ebola affected area, but had no
direct contact with an Ebola case (or body fluids) while
they were there; this includes people who have
had casual contact

There are no restrictions on the activities of a person in this category -
individuals can return to usual activities. There is no monitoring or
reporting requirement

Category 2 This person had direct (close) contact with Ebola cases
(or body fluids) while they were in the affected area, 
but wore appropriate protective equipment/
clothing (PPE), and had no known breaches in PPE

Individuals are advised to return to their usual residence with ordinary
family and social contact. However, unprotected sexual intercourse and 
sharing of toothbrushes and razors are not advised. They can return to
work with some restrictions (no exposure-prone procedures if a
healthcare worker), travel by public transport and carry out other daily 
activities. Non-essential medical or dental procedures should be 
avoided, and any treating clinicians should be made aware of the 
exposure status. There is a requirement to check the temperature twice
daily for 21 days after return, and to report any raised temperature (over
38°C) or other suspicious symptoms to a named monitoring team at
PHE.

Category 3 This person had direct (close) contact with Ebola cases
(or body fluids) while they were in the affected area, 
wore appropriate protective equipment/ clothing
(PPE), but are concerned that they may have had a
breach in these protective measures or have had direct
contact with an Ebola patient’s blood, urine or
secretions without being protected

In addition, individuals are required to check their temperature twice
daily for 21 days after return, and to report daily to a named monitoring
team at PHE, even in the absence of a raised temperature (over 38°C)
or other suspicious symptoms. Health care workers should avoid
patient contact until they have occupational health clearance. There are
no restrictions of movement if they remain asymptomatic.

Table 2
PHE risk categories (ref 12)
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Breastfeeding practices in Ghana and the 
United Kingdom
R Shields

It is important when travelling with babies and also for
expatriates who may conceive and give birth to children
while abroad, to be aware of the importance of breastfeeding.
This is not just in terms of nutrition and immune benefits
for the baby, but also the potential risks of bottle feeding
need to be understood, such as infection from using unster-
ile water, unsterile equipment and bottles. Importantly,
good quality human milk substitute powders may not be
available. 

This review looks at breastfeeding rates and practices in the
UK and Ghana and explores the reasons behind the differ-
ences. As well as advice for travellers, there are also lessons
to be learnt from Ghana as to how breast-feeding could
become more widely practiced and acceptable in the UK.

I recently spent one month in rural Ghana volunteer-
ing at a girls’ school and in a rural village hospital.
During my time there, in contrast to the UK, I noted
how breastfeeding was normal practice and it was not
easy to obtain milk formula or even bottled milk. 

The World Health Organisation (WHO) recommends
exclusive breastfeeding for up to six months and then
complemented with appropriate foods up to 2 years
or beyond. ‘Exclusive breastfeeding’ means feeding
babies only with breast milk and no other food, drink
or water.1

WHO estimates that of 6.9 million children under five
who died globally in 2011, approximately 1 million
could still have been alive through simple practices
such as exclusive breastfeeding.1 This is of particular
importance in developing countries where the water
may not be safe and where food is often contaminated.

Advantages of Breastfeeding 
These are numerous and varied. Breastfeeding pro-
vides babies with all the nutrients, energy and water
they require for optimal growth and development
during the first six months of life.2 Breastfed babies
have a reduced risk of gastrointestinal, respiratory,
urinary tract and ear infections; allergies like hay
fever, asthma and eczema, obesity and diabetes melli-
tus.3 Breast Milk is rich in antibodies, tailored to what
the baby needs and reduces the risk of Sudden Infant
Death Syndrome.3

Breastfeeding immediately after delivery causes oxy-
tocin release, contracting the uterus, aiding delivery of
the placenta and reducing the risk of postpartum
haemorrhage. Colostrum has been said to be ‘the most

potent natural immune booster known to science’.  It
is rich in nutrients, antibodies, growth factors and has
muscular-skeletal repair properties - useful after the
trauma of birth.4 Long term benefits to mothers
include a reduced risk of premenopausal breast cancer
further decreasing the longer a woman has breastfed,
ovarian cancer and fractures.3

Lactational amenorrhoea is the delayed recommence-
ment of the menstrual cycle whilst breastfeeding and
the prevention of ovulation. Full or almost full breast-
feeding for up to six months postnatally is considered
to be greater than 98% effective at preventing preg-
nancy5. This is very useful in countries where uptake
of contraception is low (34% of women aged 15-49
years use contraception in Ghana in 2012)6 and allows
healthy spacing between babies. 

An often overlooked and considerable advantage
from breastfeeding over formula feeding is that it is
free. In developing countries the price of formula milk
and the equipment needed are unaffordable for the
majority and, if used, can lead to babies receiving
inadequate milk made up with unsafe water. While
more than 80% of people in cities and major towns in
Ghana are thought to have access to safe water, in
rural regions this is usually not the case. WHO
research has shown that babies not breastfed are
eleven times more likely to die of diarrhoea and fif-
teen times more likely to die from pneumonia than
exclusively breastfed babies.2

Breast Feeding in Ghana
Recent studies show that on average 63% of Ghanaian
mothers exclusively breastfeed for the first six months
of life 8. This is higher in some other African countries,
with Benin and Rwanda having >70% rates.8

In Ghana most institutions allow women three
months maternity leave9 and in rural areas, women
often take their babies with them to work allowing
continuation of breastfeeding. However, in the capital
city Accra and in governmental agencies this is not the
case. Most institutions cannot afford to pay women for
more than three months maternity leave, so this can
make breastfeeding exclusively for six months diffi-
cult or impossible. 

The rates of breastfeeding have not always been as
high in Ghana; in 1993 only 2% of women were exclu-
sively breastfeeding their babies at six months. One
reason was that mothers were supplementing feeds
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with water and a sugary water solution ‘to quench
thirst’, or to keep up traditions to welcome the baby to
the world.10 This supplementation reduces the
appetite and thirst of the baby and increases child
mortality.2

Initiatives to increase exclusive breastfeeding rates
have included the Baby Friendly Hospital Initiative
(BFHI – see below) and the Ghana Breastfeeding
Promotion Regulation 2000 which aimed to reduce
promotion of breast milk substitutes.8 Mothers are
more likely to exclusively breastfeed for up to six
months if they deliver in a government health facility.8

The introduction of BFHI in 1991 lead to participating
hospitals becoming ‘centres of breastfeeding’ and
breastfeeding rates increased from 2% to 63% in 2008.11

This may be due to better training of staff as well as
more support for breastfeeding mothers. 

Community level initiatives and support groups for
mothers have also produced good results. A pro-
gramme to improve breastfeeding practices used
radio, paper media, pre-existing community group
events and support groups to increase exclusive
breastfeeding rates. It also targeted fathers saying,
“wise fathers encourage their partners to exclusively
breastfeed infants so as to produce healthy, strong and
clever children.” This project improved breastfeeding
practices by 18% nationally on a large scale over four
years.11

The training of large numbers of community workers
alongside healthcare staff has also had a significant
effect on breastfeeding initiation and exclusive breast-
feeding rates in the country. The community workers
are given clear and correct information and the skills
to influence mothers on breastfeeding practices.2

The Ghanaian government is currently considering
the implementation of a six-month maternity, leave in
the hope that this would increase the breastfeeding
rates further.

In the past, HIV has been a barrier to breastfeeding in
Africa. 1.5% of the population of Ghana were living
with HIV/AIDS in 20116. The prevalence in young
females is almost three times higher than young
males.12 WHO advice for low to middle income coun-
tries is that HIV-infected mothers with access to anti-
retrovirals (ARV) should exclusively breastfeed their
infants for the first six months of life.13 Mothers with-
out access to ARV should also breastfeed exclusively
for six months unless formula feeding is ‘acceptable,
feasible, affordable, sustainable and safe’.13 Non-
breastfeeding is linked with increased mortality in
both HIV-infected and HIV-uninfected settings.

Breast Feeding in the UK
The rate of initial breastfeeding in the UK was 81% in
201014 however this falls to 69% at one week, and 2%
at six months of age, one of the lowest rates globally.14

The youngest and most disadvantaged mothers are
least likely to start and continue breastfeeding.15 These
statistics show that women in the UK are initiating
breastfeeding but are not continuing with it. 

Westernised culture, urbanisation and industrialisa-
tion have led to the fragmentation of families in the
UK. This may have influenced breastfeeding rates, as
women do not receive the same help, support or
advice from extended family members as they have in
the past. Without strong support and advice on how
to breastfeed women often stop and switch to formu-
la feeding. In the UK today it is still rare to see moth-
er’s breastfeeding infants in public. Perceptions that
breastfeeding is unsophisticated and messy may also
lead less women in the UK to breastfeed.

In 1867 Nestle developed the first breast milk substi-
tute and breastfeeding reduced gradually over the
next century following aggressive marketing cam-
paigns by breast milk substitute companies. In 1981
the WHO produced an ‘International Code of
Marketing of Breast Milk Substitutes’ which recom-
mends restrictions on their advertising and promo-
tion. Today in the UK although promotion of breast
milk substitutes is prohibited, the promotion of ‘fol-
low-on milk’ is not and many women are unaware of
any difference between the two.16 The effect of this
loophole in the regulation has had on breastfeeding is
shown by comparing the UK to Norway. Norwegian
law prevents any promotion of breast milk substitutes
and 99% of Norwegian women breastfeed at birth
with 90% still breastfeeding (albeit not exclusively) at
4 months.15 The UK does not fully implement the
WHO code, unlike Ghana.

The Baby-Friendly Hospital Initiative
This is a programme by UNICEF and WHO with the
aim to improve maternity services worldwide in the
provision of breastfeeding promotion and support
and is also conducted in the UK. To become baby-
friendly, accredited hospitals and maternity services
must implement “Ten Steps to Successful
Breastfeeding”, outlined below.

1 Have a written breastfeeding policy that is 
routinely communicated to all healthcare 
staff

2 Train all healthcare staff in skills necessary to 
implement this policy.

3 Inform all pregnant women about the bene
fits and management of breastfeeding.

4 Help mothers initiate breastfeeding within 
one half hour of birth.
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5 Show mothers how to breastfeed and how to 
maintain lactation even if they should be  
separated from their infants.

6 Give newborn infants no food or drink other 
than breast milk, unless medically indicated.

7 Practice rooming-in – allow mothers and 
infants to remain together – 24 hours a day.

8 Encourage breastfeeding on demand.
9 Give no artificial teats or pacifiers (also called

dummies or soothers) to breastfeeding 
infants.

10 Foster the establishment of breastfeeding 
support groups and refer mothers to them on
discharge from the hospital or clinic.

BABY-FRIENDLY HOSPITAL INITIATIVE, TEN
STEPS TO SUCCESSFUL BREASTFEEDING, WHO
and UNICEF17

Step 4 of the Ten Steps to Successful Breastfeeding is
to initiate breastfeeding within one half hour of birth.
This step has been implemented widely in Ghana with
one studying finding that 22% of neonatal deaths
could be prevented if all infants were breastfed with-
in the first hour of life.18 This early initiation of breast-
feeding leads on from immediate skin-to-skin contact
of the mother and newly delivered baby, which pro-
motes milk production and also helps the mother and
baby to bond. Exclusive breastfeeding rates are higher
in women who have had early skin-to-skin contact
with their baby.19

Since the introduction of this programme in 1991 more
than 15,000 hospitals across 134 countries have been
accredited ‘Baby-Friendly’ status. This programme
has been used worldwide with good results in the
west as well as in the developing world. In Scotland
babies born in a Baby-Friendly accredited facility were
28% more likely to be exclusively breastfed at 7 days
old.20

To become accredited as “a Baby-Friendly”, maternity
centres must agree to practice in accordance with the
International Code of Marketing of Breastmilk
Substitutes or better known as the Code. The Code
was introduced by WHO in 1981 to regulate and
restrict promotion of breast milk substitutes and to
protect and promote breastfeeding. The Code requires
individual countries to implement legislation around
the aims of the code to make it legally binding but also
states that companies in this industry should self-
monitor compliance.26

Unfortunately violations of the code still happen 33
years after its introduction. Breast milk substitute
companies use loopholes for promotion of their prod-
ucts, including currently advertising ‘follow-on-milk’
products. 

Breastfeeding practices in Ghana and the UK: continued

Reasons Behind Differing Practices in Ghana & the UK
In Ghana it is very much ‘the norm’ to breastfeed and
women are very comfortable feeding in public and
exposing their breasts while doing so. Whilst in the
UK women are not used to seeing other women
breastfeeding in public or in the media and therefore
bottle-feeding has become the norm. 

Women’s clothing may have an influence on breast-
feeding. In Ghana women tend to wear loose fitting
dresses or clothes that make breastfeeding easy to do,
where as in the UK women often have to expose more
of their body when breastfeeding. 

Many women in the UK switch from breastfeeding to
formula, because of uncertainty of the quantity of
breast milk required by the infant.22 This is an obstacle
which can be overcome through educating the mother
on baby-led feeding. Baby-led feeding, otherwise
known as responsive feeding, is frequent feeding in
response to feeding cues from the baby. It is not dic-
tated by time. Another major factor influencing the
choice of feeding an infant is the father’s attitude to
breastfeeding. One study by Kessler et al found that
71% of women in a group of 133 were mainly influ-
enced by the father, and 29% by the woman’s mother.23

The influence of the father in breastfeeding is impor-
tant in the UK in respect to the sexualisation of
breasts. Both men and women can struggle with the
idea of breasts being anything other than a sexual
asset. This can cause embarrassment during breast-
feeding. The media’s portrayal of women as sexual
objects encourages this attitude.

Issues surrounding breastfeeding in public and nega-
tive perception of the acceptance of breastfeeding in
public can reduce breastfeeding rates. A survey by the
National Childbirth Trust found that 63% of breast-
feeding women had experienced unsupportive com-
ments or behaviour when breastfeeding in public.24

The Equality Act was introduced in 2010 in the UK
and stated that it was unlawful for a business to dis-
criminate a women for breastfeeding her child.25

Scotland has gone one step further than this with the
Breastfeeding Act 2005, which makes it an offence to
prevent or stop a mother breastfeeding a child up to
the age of two years in a public place.26 Even with
these pieces of legislation in place, a recent survey
showed that of the women studied only 39% had
breastfed in public, compared with 67% of women
who bottle fed.27 Difficulty finding somewhere pri-
vate to breastfeed may also discourage breastfeeding
outside their own homes. 

Mother’s in Africa often believe that if the women are
not eating well (e.g. due to low income) her body will
not produce enough breast milk to sustain her baby
and therefore switch to alternative feeding methods.27
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Conclusion
There are big differences between breastfeeding rates
in the United Kingdom and Ghana. Using Ghana as
an example, the use of community-level initiatives,
the use of the media and training of staff in breast-
feeding, shows how breastfeeding rates can be
increased. In the UK one of the biggest challenges is
overcoming the negative perception a lot of women
have of breastfeeding. This will take time but through
education, the use of the media in promoting breast-
feeding and more initiatives like the BFHI improve-
ment could be possible. Tighter controls on the breast
milk substitutes industry also seems to be an essential
step in increasing breastfeeding rates globally.

Rosemary Shields is a medical student at Glasgow University
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To Vaccinate or Not to Vaccinate: Exploring the
Determinants of Immunisation in India’s Urban Slums
C Bolton
Introduction
Immunisation is one of the most successful public health
interventions of our time, saving millions of lives every
year from infectious diseases.5 In 1974 the World Health
Organization (WHO) launched the Expanded Programme
of Immunization (EPI), which focused on the prevention of
six vaccine-preventable diseases (measles, polio, pertussis,
diphtheria, tetanus and tuberculosis).2 Coverage has since
been expanded and new vaccines introduced and this year
the EPI marks its 40th anniversary.3 Despite this, in 2012
around 23 million children globally had not received
immunisation against the six diseases initially covered by
EPI.4 Around one third of these live in India.5 EPI was
introduced in India in 1978, making vaccines available to
all eligible children.6 It aimed to cover 85% of children by
1990 and have universal coverage by 2010.5 However,  It
is believed only around 40-60% of children aged 12-23
months are fully vaccinated.5 ,8

Vaccine-preventable diseases have a high transmission rate
in urban slums9 due to high population density, poor sani-
tation and a continuing influx of infective agents.10 Until
now, government initiatives have focused mainly on rural
areas,11 yet whilst India’s rural population has doubled in
the past fifty years, the urban population has grown nearly
five times larger.12 Of India’s 285 million urban popula-
tion, nearly 170 million are slum-dwellers,7 but due to
this rural poverty bias, many slum areas are left
forgotten.13 Whilst average immunization rates in urban
areas are around 58%, coverage amongst slum-dwellers is
only around 40%,14 though this number may be lower as
many slums are not registered.7

This  paper explores the factors affecting immunisation
rates in slum-dwelling children, and discusses recommen-
dations for increasing vaccination in the urban poor.

Knowledge Deficit
Knowledge deficit appears in the literature as the
most common reason for the incomplete vaccination
of slum children. Studies from Indian slums indicate
a lack of knowledge regarding both the need for mul-
tiple doses, and the required schedule.12,15,17 For exam-
ple, a study in a Bijapur slum found that 65% of
respondents were aware that immunisation prevent-
ed disease, but only 12% knew when the doses had
to be given.16 As a result, vaccines that require multi-
ple doses, see high rates of dropout.7 The weaker
communal structure in some slums hinders social
interaction and prevents the spread of information.18

Since a study in Odisha showed that 95% of respon-
dents considered vaccination to be important for
their children,8 it may be argued that the problem lay
in mothers’ awareness of the need for, and timing of
repeat doses, rather an an overall lack of immunisa-
tion awareness.9

The role of the health worker
Three main points appear in the literature regarding
the role of the health worker. Firstly, there is the
problem of staffing levels in response to urban
growth. One in every four who used to live in rural
areas are now poor urban residents,13 and the urban
population is constantly growing, thereby increasing
demand on services.9 However, the number of health
workers has not increased correspondingly, leading
to increasingly larger catchment areas  for workers.18

This has resulted in declining morale, recruitment
difficulties and increased absences from work.
Consequently, if staff are absent when a mother
comes to get their child vaccinated, then the unrelia-
bility of the service may prevent her from returning
in the future.7 Secondly, significant gaps in health
workers’ knowledge are described. Many refuse to
vaccinate underweight or unwell children,8 for fear
they would be blamed if the child became worse.19

Some refuse to give multiple vaccines, creating the
need for the parents to return and increasing the like-
lihood they would not complete their vaccination
schedule.19 Many parents worry about the side
effects, and dropout rates are likely to be higher if
healthcare workers fail to explain these properly.
Thus poorly trained and misinformed staff weaken
the chances of the success of  immunisation pro-
grammes.20 Thirdly, attitudes of healthcare workers
towards slum-dwellers can be problematic. Favin et
al.19, found that mothers are often discouraged from
having their children vaccinated because the staff
treating them are unfriendly and disrespectful. Some
parents feel that government hospitals are unsympa-
thetic to slum people,21 and blame them for their
child being ill and this deters them from visiting for
vaccination.7 A mother’s experience with the health-
care system in general may well influence her deci-
sion to vaccinate her child.19

Accessibility
For immunisation programmes to be successful, they
need to be accessible to all. Unfortunately, the pri-
mary health care infrastructure in slum areas is often
fragile and disjointed.22 There is often concern from
healthcare providers that serving the illegal settle-
ments is thereby legalising them.9 As slums rapidly
grow and spread, availability of services is likely to
decrease the further you are from the centre.23 Many
slum dwellers do not access health care until it is
absolutely necessary, due to poor proximity of servic-
es.7 As a result someone earning the minimum to sus-
tain their family’s needs is unlikely to be persuaded
of the long term benefit of immunisation, when a
day’s wages will be lost traveling to a clinic.24 Not
surprisingly, Ghei et al, 14 found a much higher level
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of immunisation amongst the slums closest to the
health centres. Unfortunately, a lack of accurate city
maps plotting slums and facilities mean people may
be unaware of where their closest facility is or how to
reach it.18 Even for those whose access is better,
because many slums are located on the edge of  two
health centres, neither will take responsibility for the
health of the slum-dwellers.18

The Pulse Polio Programme and Religious Objection
Some authors have found that the national Pulse
Polio Programme, an immunisation campaign
launched by the Indian Government in 1995 to eradi-
cate poliomyelitis,  had a strong influence on the
uptake of other routine immunisations. Government
workers would go door-to door providing polio vac-
cination, resulting in a much as 96% uptake in some
areas.10 However, studies have shown that because of
this intensive campaign, parents thought the polio
vaccine was the only immunisation needed.10,12,25

Timsi et al,26 found that whilst the majority of parents
were aware of the polio programme, most were
unaware of other routine immunisations. Indeed,
some health workers believed that low rates of rou-
tine immunisation was due to the relative emphasis
on the Pulse Polio Programme.12 But there is also
some strong religious opposition to the polio vaccine,
that has seen many Muslims not vaccinated. Some
believe it will seriously affect their child’s health,27

whilst others consider it a Western plot to sterilise
Muslims.28 As a result, in general, Hindus are better
immunised than Muslims.29,30 As slums consist of
large migrant populations, often with strong reli-
gious or traditional beliefs,7 this may account for
some of the low coverage rates. 

Home births
The first routine childhood  immunisation given (in
India) is the BCG, which is given at birth,7 and is
found to have the highest coverage amongst the six
routine vaccines.31 This is presumably because in a
hospital facility they can start the immunisation
process and the mother does not have to make an
extra trip to a clinic, and  the facility can also provide
information regarding further vaccinations.10

However, for those living in the slums, it is thought
more than 50% of births occur at home,32 and studies
have found that babies born at home have a lower
rate of immunisation than those born in hospital.17,27

Moreover,  the decision to deliver at home may mean
the mother is more likely to be unfamiliar with
health services in general, and therefore more likely
to be unaware of the need for immunisation.12

How can coverage be improved?
Several factors account for low immunisation rates in
urban slums. These range from organizational flaws
to under-informed parents and the varied attitudes
of healthcare workers. Overridingly, there seems to
be poor provision of information. 

Education and communication activities need to be
improved, concentrating on the importance of immu-
nisation.21,26 Access to mass media in urban areas is
more readily available (than in rural areas),13 and
could be exploited better to inform parents. For
example, Agarwal, Bhanot and Goindi,13 suggest
announcements could be made through loudspeak-
ers, regarding the days and venues of clinics. Doctors
play an important role in influencing the use of vac-
cinations.2 If doctors can gain support and provide
training to respected people in the community, such
as religious leaders or a community elder21 they can
spread positive and relevant ideas.15 Religious groups
in particular are a trusted network,33 and if these
influential figures are seen to be supporting vaccina-
tion they may be able to dispel some of the myths
associated with it.28 The use of community halls, wor-
ship areas and schools can help to provide accessible,
acceptable venues, and solve the issue of residents
having to make long journeys to clinics.
Furthermore, slums are densely populated, so unlike
rural areas, this makes outreach projects accessible to
a large number of people.13 Often, many of the urban
poor seek health advice from healers and other
respected locals,13 and these people need to be
utilised better. In order to tackle the immunisation
problem in rural areas, volunteers called ‘Accredited
Social Health Activists’ (ASHA) were trained to
immunise local rural residents, unfortunately in
urban slums this link is less established.8 By training
slum-dwelling women as ASHAs, they can be used
to identify newborns,7 ensure they are registered13

and begin the immunisation process.7 Of the mothers
already using ASHAs in the slums, their children
were more than twice as likely to be immunised.32

This suggests a larger number of ASHAs in slums
would greatly increase immunisation coverage.14

Furthermore, the success of the door to door polio
programme indicates a demand for vaccination at
home.24 Even so, given that children born in hospital
have increased immunisation coverage, hospital
delivery should initially be advocated.10,34

Conclusion
Urban slums see rapid growth and migrating popu-
lations vulnerable to infectious disease. But despite
being one of the first countries to adopt the EPI pro-
gramme,35 India stills sees immunisation coverage in
some urban slum areas as low as 21%.7 Common rea-
sons for not immunising children are lack of informa-
tion, prejudice and inaccessibility.  Awareness of
immunisation schedules in slums is poor, access to
public health facilities is even poorer, and compara-
ble to the rural population;13 the notion of urban
advantage has no significance to slum-dwellers8 and
the statistics mask this disparity.35 The current health
care delivery system is inadequate to meet the needs
of the urban poor.14 Accessibility needs to be
improved, and in turn the overall health system in
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the slums needs to be strengthened35 as the existing
infrastructure cannot cope with rapid urbanisation
and the subsequent increase in urban poverty.23

Slums lack well trained health workers, both in
quantity and quality. By involving community mem-
bers, such as training more local women as ASHA’s
and encouraging the positive influence of respected
community members, immunisation programmes are
more likely to succeed.15 Furthermore, if mothers can
be encouraged to give birth in hospital, they are
more likely to continue their engagement with the
healthcare system.27 Some groups will always refuse
vaccination, and they have often held strong beliefs
for a long time,33 but this is not unique to slums.
Ultimately, better access to health information, serv-
ices and infrastructure will lead to better immunisa-
tion coverage.35

Claire J. Bolton RGN, BA (Hons), PG Dip, Dip Trop Nursing
Infectious Diseases and Specialist Travel Health Nurse
The London Travel Clinic
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Multidrug Resistance in Tuberculosis and Malaria
V Vickers
Two of the world’s most serious infectious diseases, tuber-
culosis (TB) and malaria, share the common problem of
drug resistance. The pace of new drug development has
been slow for both and TB in particular. Development of
resistance to antibiotics is common in bacterial infections
often due to transmission of infrequently-arising resistant
clones, generated through mutation.

Tuberculosis, caused by Mycobacterium tuberculosis
thrives in overcrowded places. It typically attacks the
lungs, but affects other parts of the body and is
spread by air transmission when affected people
cough, sneeze and aspirate through the air. Most
infections remain latent, but about one in ten cases
eventually progresses to active disease. Once the
infection becomes active, if left untreated, the mortal-
ity rate is high with the disease killing half of those
infected.

About one third of the world's population has proba-
bly been infected with M. tuberculosis,1 with an esti-
mate of 9 million new cases and 1.5 million associat-
ed deaths annually, mostly occurring in developing
countries.2 About 80% of the population in many
Asian and African countries test positive in tuber-
culin tests. The absolute number of tuberculosis cases
has been decreasing since 2006.More people in the
developing world contract tuberculosis because of
compromised immunity, largely due to high rates of
HIV infection and the corresponding development of
AIDS.3 A patient who develops active disease with a
drug-resistant TB strain can transmit this form of TB
to others.

Symptoms are chronic cough, blood-tinged sputum,
fever, night sweats, and weight loss.

Diagnosis depends on chest X-rays, and microscopic
examination and examination of body fluids, with
latent TB identified by tuberculin skin test.

Prevention relies on screening programmes and vac-
cination with the bacillus Calmette–Guérin vaccine.

Treatment requires multiple antibiotics over a long
period of time. Cure of an uncomplicated Tb infec-
tion may require at least six months, on up to four
different drugs, allowing bacteria ample opportunity
to develop resistance.

Anti-tuberculosis drug resistance threatens progress
made in TB care and control worldwide. It arises due
to improper use of antibiotics in chemotherapy of

drug-susceptible TB patients from administration of
improper treatment regimens and failure to ensure
that patients complete the treatment course. Drug
resistance arises in areas with weak TB control pro-
grammes.

Multiple drug-resistant tuberculosis Antibiotic
resistance is a growing problem in (MDR-TB) infec-
tions. Poor diagnosis, misuse and mismanagement of
powerful drugs have created strains progressively
harder to combat. When a TB patient is given an inef-
fective prescription or starts but does not complete
the full course of drugs, the bacteria grow stronger
and resist medication. 4% of new TB patients have
MDR strains of TB. Among patients who had been
treated for TB before, about 20% have MDR TB.
Worldwide rates of MDR and extensively drug-resist-
ant (XDR) tuberculosis are probably higher than
reported. Evolution of resistant variants has made
some TB infections virtually untreatable. XDR is
reported by WHO in 84 countries.4 East and
Southeast Asia, Eastern Europe, South Africa, Russia
and India have alarmingly high rates of drug resist-
ance with India, Italy and Iran reporting cases of TB
that do not respond to any drugs.5

Multidrug resistant TB strains (MDR-TB) cause 3.6%
of TB cases and require at least two years of treat-
ment with as many as six potentially toxic drugs).6

Extensively drug resistant strains (XDR-TB), which
may be nearly impossible to cure, have been isolated
in all countries that have adequate diagnostic capa-
bility to recognize them.7

Within a year of the first reports of extensively resist-
ant TB (XDR-TB) in 2006, isolated cases were report-
ed in Italy that had resistance to all first-line anti-TB
drugs (FLD) and second-line anti-TB drugs (SLD)
that were tested. In 2009, a cohort of 15 patients in
Iran was reported which were resistant to all anti-TB
drugs tested. The terms ‘extremely drug resistant’
(‘XXDR-TB’) and ‘totally drug-resistant TB’ (‘TDR-
TB’) are used, but a new definition of resistance
beyond extensively drug-resistant TB (XDR-TB ) is
not recommended by WHO.8,9

Patients from India with ‘totally drug resistant tuber-
culosis (‘TDR-TB’) are described.10 Reports of tuber-
culosis (TB) patients with these severe patterns of
drug resistance are increasing. XDR-TB severely
reduces the options for treatment with possibilities
for XDR-TB patients who have resistance to addition-
al second-line anti-TB drugs even more limited.5 Mass
migrations, overcrowding and increasing global air
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travel ensure the disease is spread rapidly. If TDR
strains take hold in global populations, results could
be difficult for health authorities to contain. Faster
and more accurate diagnostic tools are needed with
GeneXpert, a machine- already in use in India-testing
for drug-resistant TB in hours, rather than days.

Since 2006, India’s government has provided free
TB medication nationwide but this is not always
effective. Patients get free medications but need to
visit a clinic, hospital or government drug dispenser
three times a week to acquire them. For day labour-
ers, this is impracticable and they, take the drugs
intermittently, or discontinue treatment prematurely.
In slum areas a third of TB patients stop taking
drugs before the standard six-month treatment is
complete. New patients are given a combination of
four medications, with two months of intensive treat-
ment followed by four months of continuing care. If
patients do not respond to that treatment, or if they
test positive for drug resistance, they are given other,
more powerful second-line highly toxic drugs, part
of a two year program very demanding on the ability
of poor patients to follow. Early cessation treat-
ment makes the bacterium more resistant to a con-
coction of ever more toxic drugs.

No single drug can act as against Tb. It is essential to
develop new drug combinations for TB, using new
and existing compounds to provide shorter, effective
therapy.9

Drug-resistant malaria Since the first reports of
chloroquine-resistant falciparum malaria in southeast
Asia and South America fifty years ago, drug-resist-
ant malaria has posed a increasing problem in malar-
ia control. By the 1980s, resistance to sulfadoxine-
pyrimethamine and mefloquine was prevalent on the
Thai-Cambodian and Thai-Myanmar borders, who
established them as multidrug-resistant (MDR)
areas.10 Chloroquine resistance spread across Africa
during the 1980s, and severe resistance is found in
east Africa. More than ten African countries have
switched their first-line drug to sulfadoxine-
pyrimethamine. The efficacy of this drug in Africa is
progressively deteriorating, especially in east Africa,
classified as emerging MDR areas. Urgent efforts are
needed to lengthen the lifespan of sulfadoxine-
pyrimethamine and to identify effective, affordable,
alternative antimalarial regimens.6

Valerie Vickers BSc
Social Scientist
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Travel and People with Dementia
I McIntosh
Dementia affects about 82000 people in Britain and esti-

mates suggest an increase to over 1.7 million by 2051!
5,000 sufferers are under the age of 65 years. Government
and professional attention is focusing on people with very
early symptoms of mental confusion and dementia, in the
hope that proactive  intervention may slow a dementing
process. This is  bringing increased awareness that many
people who live in the community have cognitive deficits,
but marginally maintain conventional activities of daily
living in the home environment. In 40% of  early cases
some measure of agitation, sleep disturbance, wandering,
increased irritability and aggression is apparent.
Supported by spouse or companion, many wish to

continue to travel locally and internationally. Many
of their supporters are themselves elderly and suffer
common features of old age, such as indecisiveness,
slower problem solving, inflexibility of intent, tardy
adaptation and mild cognitive decline. The long term
carer of a patient with dementia may themselves be
in need of respite, cruise or coach tour. However
offering a change of scenery, may result in carer and
sufferer being forced by circumstances to spend more
time together, with greater demands upon the carer
than in the home milieu. Contending with a part-
ner’s cognitive impairment problems can be a chal-
lenge and a burden adding to personal stress levels
resulting from relocation.
Pre-existing illness and interruption to routine med-

ication schedules added to memory deficit and
behavioural disturbance, can place people with
dementia (PWD) at additional health risk in unfamil-
iar environments.They are vulnerable in uncontrolled
situations.1,2,3 Environmental, climatic and  terrorist
events have made transportation an anxious experi-
ence for everyone. Transport delays, queuing in
transport hubs and uncertainty of arrival and depar-
ture can adversely affect the cognitively unstable.
Loss of personal control, bureaucracy, and health and
safety regulations add to frustrations felt by mentally
compromised travellers and result in mental and
physical ill health.3

In one study stress levels peaked four times normal
and were sustained at a high level overall in transit
through an airport   Queues at security can signifi-
cantly raise blood pressure levels and pulse rates.
These stresses may impact heavily on mentally com-
promised and disturbed passengers, and there may
be scant empathy, understanding and support from
terminal staff.4

People with early dementia and those with estab-
lished dementia frequently travel on airlines, coaches
and cruise ships without declaring their condition.
Fellow passengers are usually tolerant and support-
ive of individuals idiosyncrasies particularly if they
are travelling on their own. The majority of PWD’s
travel companions are also elderly. Older people find

stressors at airports and protracted delays difficult to
cope with, as there is a slight decline with advancing
age, in reaction speed, new learning ability and flexi-
bility5.They are vulnerable and not well placed to
meet extra demands upon them and the affected
partner.6

The cumulative effect of travel related stressors can
promote tension , with psychological effects resulting
in adverse physiological responses, cardiac stress and
possible heart attack and stroke in the carer.7

Maladaptation results in aggressive behaviour.8

Elderly people  and PWD are not immune to the
behavioural disturbance referred to as air rage. A
build-up of fatigue, frustration and anger can result
in verbal and physically aggressive behaviour to 
fellow travellers and staff. Alcohol consumption”
and routine medication interaction can also result in
behavioural misconduct and make it more likely in
this group. 

Travel health Assessment – 
the pretravel consultation.

People with dementia and their carers are vulnera-
ble travellers. They should be considered at higher
health risk and identified by health professionals as
requiring pretravel consultation, risk assessment and
counselling. An assessment of the degree of mental
impairment and adverse behavioural traits should be
made.
Unaccustomed surroundings and travel-related

stressors can bring deterioration in mild confusional
states and some carers and PWD should be dissuad-
ed from unaccompanied travel  and travel by air.
These include persons with disturbed or unpre-
dictable behaviour that could endanger passengers
and / or crew and  where behaviour is aggressive,
disorganized, disruptive or unsafe. PWD should be
discouraged from participating in holidays with an
ever-changing environment. It is now mandatory
that they travel with a companion on cruise ships.
Provisional emergency plans should be in place for
unwanted illness in the accompanying person.
People with early dementia are particularly likely to

become disorientated in airports. Locational change
tends to increase their mental instability on such as
cruise, coach or train tours. If they do travel, anti-
psychotic medication should be reviewed before
departure.9

Case History
A 78 year old man had travelled previously alone to
Singapore despite a diagnosis of early senile demen-
tia. He was physically fit, played squash regularly
and was quiet and unassuming. His conduct and
behaviour did not attract attention. He travelled
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alone  to visit relatives in Britain on a known bus
route. Recently however he had once or twice
descended early from the bus, but had ultimately
found his way home. With airport and airline
support, he successfully visited the Asian relatives
but developed a chest infection while away. Although
the same support arrangements were in place for the
return, he was ill, tired, dehydrated and confused and
did not make contact with waiting staff. He boarded a
train for London  became disturbed and agitated and
was apprehended by the transport police. He caused
much distress to relatives and with foresight the
journey should have been forbidden.

Management of PWD travellers
Fitness-to-fly should be considered on an individual

basis and travel health professionals should seek
expert consultant physician advice if there is uncer-
tainty. 
Travel health professionals should be aware of the

psychological manifestations which can affect those
with early manifestations of mental disorder and their
carers  Destination, travel route and transportation
mode should be considered and likely problems dis-
cussed. Some PWD and their carers should be
advised that international travel is unwise.

For Carers
They may continue to receive Carer's Allowance. A

total of 4 weeks break can be taken in any 26 week
period for holidays. Be aware it may be very difficult
for the patient to learn the way around a new place
and get used to unfamiliar people 
• a limited choice of where to go 
• there me be a long journey may be difficult, 

especially if the person with dementia tires easily,
or has continence or behavioural problems. 

On the plane
Form Medif should be completed before air travel
The Medif form may also be downloaded from: 
www.britishairways.com/cms/global/ass
ets/pdf/BA_Medif_123.pdf
Some airlines may not let one fly alone, if it is
possible passenger may become distressed while in
the air. PWD has to be able to manage alone or have a
companion/escort . The airline cabin staff cannot
offer special medical, feeding or continence
assistance. British Airways can provide an escort for
someone travelling alone, however the person
travelling would have to pay for the escort’s fare.
They may need to complete a form called an
Incapacitated Passengers Handling Advice (INCAD).
Check with travel agent or the airline if this will be
necessary. British Airways advises contact with their
Passenger Medical Clearances Unit (PMCU) before
booking, as they would can advise whether they
would allow a person with dementia on the flight.

The PMCU offers a free advisory service to doctors,
other healthcare professionals and passengers in rela-
tion to flying on all British Airways mainline, fran-
chise and alliance flights. Final clearance can often be
provided over the phone, but if further information
is needed, family doctor will be asked to complete a
"Medif" form, available through travel agent, British
Airways reservations or the 
PMCU. Tel: 020 8738 5444, fax: 020 8738
Heathrow Travel Care (an airport-based charity) 0208
745 7495. offers advice on travel arrangements. 
There is also a Travel Care service at Gatwick
Airport, Gatwick Travel Care - 01293 504283.

By Rail
All rail companies provide assistance for passengers.
Contact the company in advance and they will make
sure that you are met at the departure station and
escorted onto the appropriate train. If you need to
change trains they will also take you to the
connecting train
Telephone the National Rail Enquiries line on 08457
48 49 50
Eurostar provides a complimentary assistance service
for passengers with special needs who are travelling
to continental Europe. Assistance is arranged in
person on the day of departure at the assistance
desk. 

This charity provides advice and leaflets for people
with dementia and their carers who wish to travel.10

Advice for carer and health professional
• Recognise travel-related anxieties and talk to the 

person about what would work best for them.
• In cars the affected person with dementia should 

sit directly behind the driver so he/ she cannot 
see the road ahead to reduce anxiety reactions to 
forward travel. Some mentally impaired people 
prefer to lie down on the back seat, or even cover 
up so they cannot see where they are going. A
contrasting colour blanket on the seat of the car 

Travel and People with Dementia continued
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will help mark out where the seat begins and help
with balance

• Taxi and coach drivers should be apprised about 
the  dementia 

• Air travel. Medif information form should be 
completed prior to travel by air and given to      
airline. Person and carer should plan  journey 
well in advance , allow plenty of time for         
transport check- in and transfers and request 
assisted transportation by wheelchair or electric 
car travel in airports on booking.

Traveller should  use alternatives to air transport
when possible or:
• Use direct, day time flights
• Book into airline courtesy lounges
• Travel in best affordable class
• Book into local hotel accommodation, the night 

prior to departure.
• Assume delay and take emergency food and 

water. 
• Avoid air travel in winter, the strike season and 

round public holidays.
• Use relaxation techniques or distraction, such as 

reading or listening to music
• The cruise line should be advised of impaired 

mental status on booking and the traveller 
• Must have a companion. Staff have special        

training on how to deal with people with mild 
degress of mental impairment. Personal assistance
on day of travel should be sought at stations,      
airports and shipping terminals.

Travel health Insurance
Some policies do not cover claims arising from a
‘pre-existing medical condition or defect’, 
which could mean that any illness or accident linked
to dementia may not be covered. See Travel and
Holidays, Alzheimer Scotland Action on Dementia.
World First Insurance understand how beneficial for-
eign travel can be to people with Alzheimer's or
other kinds of dementia. It certainly shouldn't stop
the family enjoying a well earned break. And neither
should your travel insurance!
Insure people up to the age of 100 and can provide
affordable cover for people who are receiving treat-
ment for, or living with Alzheimer's and other, less
common types of dementia, such as vascular demen-
tia and dementia with Lewy Bodies. Also cover 
illnesses relating to the condition and can provide
cover for the whole family, including carers.
0845 90 80 161

Summary
Many people with early dementia are travelling the
world. They should travel with a companion with
good preplanning to anticipate problems, and use of
support services where available. 

Iain B. McIntosh, former lecturer 
and trustee, Dementia Service Developement, 
University of Stirling
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The Travel Health Consultation
I Mackay

International travel has increased exponentially over
recent decades. Health problems among travellers are fre-
quent1.Although the evidence base is not conclusive, it
seems likely that people with an awareness of travel-related
diseases will take protective measures to avoid illness or
injury while abroad and thus be less susceptible to their ill
effects, than those lacking such knowledge. Knowing about
transmission routes, preventive and therapeutic measures
might be expected to reduce the possibility of travel-associ-
ated morbidity. Providing appropriate pre-travel advice
appears important, but good studies, evaluating travel
health knowledge and recall of pre-travel clinic attendees
following travel health consultation, remain limited.
Pretravel health consultation is time-consuming for

the health professional and can be expensive for the
traveller, legitimate considerations when their value
is open to dispute. Unfortunately, many travellers do
not present for pre-travel advice and may fail to
appreciate the potential health risks they face during
travel.2,3,4 Risk perception amongst travellers is also
variable and false beliefs and misunderstandings
exist3,5,6 Studies indicate that while most travellers
seek some form of pre-travel health advice, less than
60% see a doctor prior to travel, and many travellers
have poor knowledge of infectious risks, poor uptake
of preventative health measures such as vaccinations
and malaria prophylaxis, and poor adherence to
health recommendations.7 Studies have demonstrat-
ed the benefit of health education. Travellers attend-
ing pretravel clinics appear to have a better percep-
tion of disease risk and prevention than those who
do not seek travel advice prior to travel. Following
participation in a disease prevention educative pro-
gramme participant’s knowledge increased and their
intent to modify risky behaviours also increased.8,9

sound reasons for informed professional pretravel
educational effort.

A prime objective of the pre-travel consultation is to
improve the traveller’s' understanding of travel-relat-
ed health risk diseases and hazards, but the educa-
tive efficacy of this face to face professional
encounter remains poorly researched. Travel health
education is complex and aimed at improving travel-
related health knowledge and encouraging potential
travellers to adopt good health practices while
abroad. Much information however is often dissemi-
nated in a short time covering disease, vaccinations,
prophylaxis and trauma risk. Information overload
may result and may inhibit recall of advice and pre-
ventive behaviour. Advice has to be absorbed, under-
stood ,processed at the pre-travel visit, recalled when
appropriate during travel, and preventive behaviour-
al responses generated. An important adjunct to the
advice is provision of supplementary information
(e.g. written and/or electronic resources) to accom-
pany pre-travel consultations.

Genton and Behrens assessed the knowledge, atti-
tudes and preventive practices of travellers attending
a travel clinic either before or after the travel medi-
cine consultation.10 Comparison of entry and exit
scores showed a significantly improved overall
knowledge of malaria and travellers’ diarrhoea in the
exit (post-consultation) group.Pre-and post-travel
perception of nine travel-associated health risks
amongst travellers attending a pre-travel health clinic
was compared, with risk perception ratings by travel
health experts. Travellers’risk perception appeared to
be accurate for most risks, and accidents were the
only risk perceived higher after travel Pre-and post-
travel surveys of travel clinic attendees planning to
travel to malaria-endemic destinations demonstrated
that adherence to malaria prophylaxis regimens
could be predicted by intent-to-adhere with compli-
ance reinforced by reiterated advice.11

Travel health advice is an important and difficult to
evaluate part of a pre-travel consultation.12,13 One
study sought to determine whether the travel health
advice given is followed by the traveller and whether
it affects disease and injury experienced during trav-
el.A prospective survey it included 1277 individuals
in the study; (83%) responded to the post-travel
questionnaire. Most visitors (88%) remembered hav-
ing received travel health advice; among these, 95%
found some of the health advice useful. Two-thirds
(67%) claimed to have followed the advice, but fell ill
during travel to the same extent as those who did
not. Younger travellers (< 31 y) found travel health
advice less beneficial, were less compliant, took more
risks during travel, and fell ill abroad to a greater
extent than older travellers.9

In a study of health risks, travel preparation, and
illness among public health professionals(PHPs)-
deemed to more cognisant of health problems- dur-
ing international travel. PHP travellers reported par-
ticipation in at least one planned health risk activity,
half reported exposure to unanticipated health risks,
and one-quarter of travellers to malarious areas
reported inconsistent or no use of malaria chemopro-
phylaxis.  Communication and education outreach
for PHPs and other global travellers to prevent trav-
el-associated illnesses must be improved.14

Conclusion
Helping travellers stay healthy during travel is a
prime aim of travel medicine. Travellers find travel
health advice useful, but it does not necessarily pro-
tect them from travel-related illness. Factors not easi-
ly influenced by the traveller can play a role. The
efficacy of the consultation depends on a customised,
accurate risk assessment which includes the trav-
eller’s health status, route and mode of travel and an
awareness of the environmental hazards at the desti-
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nation. An individualised realistic education advice
response is required from health professionals to
decrease information overload and this should be
reinforced by other adjunctive means of information
such as leaflet or electronic of communication.

Ian Mackay is a retired travel health consultant
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The Health Care of Child Travellers               
M Biggs, I McIntosh 
Travelling children present a challenge to Travel Health
professionals. Specific advice is needed to ensure children
and parents remain both physically and psychologically
healthy while abroad. Knowledge is needed of environmen-
tal risk, childhood vaccination schedules and paediatric
doses of drugs potentially required for the global travelling
infant and small child. It is estimated that 4% of overseas
travellers are infants and children, however this cohort
accounts for 25%% of travel related hospitalisations in the
United Kingdom. "Imported" infection is responsible for
2% of paediatric admissions.1,2

General Preparation Advice
The consulting doctor or nurse has a valuable in role
preparing families for international travel in assess-
ing health risk, advising potential hazards and offer-
ing preventive measures tailored to children’s needs
and travel itinerary. Many young and new parents
are poorly prepared for a sojourn abroad with infant
or toddler. Relatively simple advice can profoundly
affect the success of the familial journey and vaca-
tion. Pre-departure and en route, there is disruption
of daily routine, which may lead to behavioural
problems in children, also to be anticipated in new
and unfamiliar foreign locations. Parents should be
advised to plan well in advance, and expect travel
delays, disrupted feeding and napping schedules,
and be prepared to entertain the child in tight quar-
ters and difficult public circumstances during travels.
Children should be encouraged to participate in the
planning process and explore cultural and social dif-
ferences at the destination, with the help of videos,
books, pictures. It is consoling for the youngster to
take a familiar object such as a blanket or a toy with
them. One parent families in particular should
ensure that identification will be carried on the
child’s person in case of separation.

Air Travel
The majority of children travel abroad by air from
the UK and are subjected to a very unfamiliar envi-
ronment which can be stressful and a health risk.
International airlines may not allow a single parent
accompanying a child to depart from certain coun-
tries without a legal document noting the  parent has
legal custody. Where a single adult is transporting a
child over international boundaries a notarised per-
mission letter written by the unaccompanied parent
should be carried.3

Air travel is not considered safe for children less
than 2 weeks of age because of the theoretical risk of
surfactant deficiency, predisposing them to perfu-
sion-ventilation mismatch, alveolar collapse, and
pneumothorax.4,5 The recommendation is that chil-
dren less than 6 weeks of age should avoid air
travel.6 However, there are few case-control or

prospective studies to support these safety precau-
tions for young infants.
Several otolaryngological conditions in children are
considered contraindications to flying.7 Blocked ostea
may cause pain and perforation of the tympanic
membrane during air travel. Therefore, middle ear
infections/effusions  and certain recent surgical pro-
cedures (i.e., tympanomastoidectomy, stapedectomy,
labyrinthectomy and/or acoustic neurectomy)  are
included. Otolaryngologists recommend that air trav-
el  be avoided for 2 weeks after surgery.
Most barotitis and barotrauma occurs during descent
and ear pain is experienced by about 15% of children
during descent. The process of swallowing decom-
presses the Eustachian tubes. In infants this can be
achieved by bottle or breast-feeding. Older children
can chew gum, blow up a balloon or, if old enough,
be instructed to perform decompressing manoeuvres
such as plugging the nose and blowing.
Pseudoephedrine has been used for preventing baro-
trauma with inconclusive results.8 Acute otitis media
(AOM) with effusion may be a risk factor for baroti-
tis and a 2 week wait before flying may be a wise
precaution. Decongestants and antihistamines have a
limited therapeutic role in the management of AOM.
Problematic children with ear disease could be given
an antihistamine or decongestant medication at
check-in before take-off when its sedative effect may
be useful.9 Pneumonostomy tubes protect against
middle ear barotrauma by minimising pressure
changes, and are not contraindications to flying. A
pre-travel health check-up within a week of travel-
ling can check for middle ear problems.

Jet lag
Jet lag may be less of an issue in children because of
their adherence to natural circadian rhythms.
However they may have difficulty adapting to a new
sleeping cycle and it may be helpful to begin shifting
an infant’s sleep schedule for 2 or 3 days prior to
travel.3 Melatonin has altered pharmacodynamics in
children and may affect sexual maturation and is not
recommended for jet lag.

Motion Sickness
Children are often affected by motion sickness in
cars, coaches, aircraft and ships and either cannot
communicate or fail to indicate how unwell they feel
until violently sick.   The most common presenting
symptom of motion sickness in children under 5
years age is ataxia and nausea in over 12 years.
Diphenhydramine and dymenhydrinate are used as
preventives.10 Scopalamine should not be used in
children under 12 years due to increased risk of side
effects.
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Heat and cold injury
Unaware of the risks of overexposure to intense sun-
light and very dry environmental conditions, the
young can easily become sunburnt and dehydrated.
Children are more prone to heat and cold injury  for
physiological and metabolic reasons.11 The avoidance
of lengthy direct sunlight exposure  in the tropics,
wearing of light coloured loose fitting and enveloping
clothing is important, as is maintaining hydration and
limiting physically demanding midday activities in
high sun.

High altitude illness
The incidence of acute mountain sickness (AMS) is
reported to be similar in children as in adults12.
Acetazolamide may be contemplated as a prophylac-
tic in a dose 5mg/kh/day in divided doses tid.13,14

Infection
Malaria
Parents should be warned of the risks to young chil-
dren when taken into malarial endemic areas. WHO
states that it is advisable not to take babies and young
children to endemic malarious areas, where there is
transmission of chloroquine resistant P' falciparum.
Children under 8 years of age can be offered only a
limited number of antimalarials for chemoprophylax-
is Chloroquine,proguanil, and primaquine  have been
shown to be safe for children, as long as the recom-
mended dose is not exceeded.9

Doxycycline is contraindicated in children less than 8
years as it yellows permanent teeth. Quinine may be
carried as "standby" treatment where there is expo-
sure to multidrug-resistant malaria. Parents and
guardians should be advised that no chemoprophy-
laxis is 100% effective Personal protection and the use
of bed nets impregnated with permethrin and insect
repellents with less than 35% DEET should be used,
as well as long-sleeved pyjamas and other protective
loose-fitting clothing.
Small children expose themselves to more pathogens
than adults through poor hygiene habits.
They tend to transfer  handled  agents into the
mouth, and their behaviour may place them in risky
situations, e.g., trauma, rabid animals, mosquitos.
They may not have the immunity of adults. Certain
pathogens are more liable to produce severe disease
in children than in adults, e.g., Neisseria meningi-
tides, malaria, giardia, and Cryptosporidium .
Common illnesses experienced by children while
travelling may include ear infections, diarrhoea, com-
mon colds, chest infections, skin rashes, and conjunc-
tivitis. Standby first aid treatment should be carried
by the parent in anticipation.

Diarrhoea
Anti-diarrhoeal chemoprophylaxis is not recom-
mended for young children. Quinolones are not used
in growing children for treatment because of the risk
of joint damage.9 Extreme care should be taken with
food and drinks given to infants and small children
while abroad and hygiene standards should be 
rigorously applied by parents.
If diarrhoea occurs, oral rehydration solution (ORS)
is needed. Commercially available ORS should be
included in the medical kits of those traveling with
children. The need for children to drink adequate
amounts of sterile fluids in very hot countries should
be a major parental consideration. A doctor should
be sought for more severe forms of diarrhoea before
recourse to OTC antibiotics freely available in many
countries.

Trauma
In unfamiliar surroundings, small and older children
are at high risk from minor and major trauma, Play
activities and road traffic accident are common caus-
es of injury to young people and the rabies risk is
higher as they like to fondle animals. Local emer-
gency facilities may also be short on resources, dis-
tant or delayed in time of need. The travel health
advisor should draw attention to the potential limita-
tions in urgent health care if their children are
injured when abroad. They should travel with a first
aid kit to hand or in personal accompanied luggage.

Medical Kit
Some additional items will be required in the con-
ventional medical kit for child travellers, such as
infant/child paracetamol, decongestant, antiseptic,
high SPF sunscreen, oral rehydration solution.
Surgical wipes, adhesive plasters and bandages.

Travel Health Insurance
Travel health insurance should include infants, tod-
dlers and children separately and the relevant EHIC
card should be carried while travelling in EC coun-
tries and where the card brings reciprocal health care.

Travel Vaccines
What Immunisations Do Children Need?
The childhood vaccination schedule should be up to
date for the child’s age at time of  travel. If not, vacci-
nation should be should be offered to ensure the
child has the best immunological protection. The cur-
rent schedule can be found on the Department of
Health or Scottish Government website. and includes
current advice regarding influenza vaccination for
children.Travel vaccinations should be advised
appropriately for the country of travel, using infor-
mation from Travax, Foreign and Commonwealth
Office or NathNac and offered to the child via
parents. 
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The Health Care of Child Travellers continued
Vaccinations  include:-
Hepatitis A can be given from 1 year old. In young
children this disease is thought to be mild.
Vaccination can prevent the spread of the disease in
schools and nurseries
Typhoid, Inactivated Polysaccharide Vaccine from 2
years old .  The highest case-fatality rates are report-
ed in children <4 years of age. Around 2–5% of those
who contract typhoid fever become chronic carriers,
especially  females  and those with biliary tract.
Abnormality.15 Oral Typhoid vaccine from 6 years
age. The oral vaccine can be used for two years old
children. These vaccinations plus Cholera vaccina-
tion can be provided through the NHS. The oral
cholera vaccine can be used for two years old chil-
dren. Some Health Boards allow combined Hepatitis
A and Hepatitis B vaccine to be given within NHS
provision. Other vaccinations which may be required
will need to prescribed and administered privately
and paid for by the patient.                                             
Hepatitis B may be required for children entering
nursery schools in some countries, if there is no
record of them having had the disease.                          
Varricella vaccination. Immunological status can also
be requested by some states of the USA. All children
going to areas where rabies is endemic may require
Pre Exposure Rabies vaccination. 
Rabies vaccination can be given from birth. Children
are at more risk of being bitten by animals than
adults through their behaviour and interaction with
animals. Advice regarding rabies risk and manage-
ment of animal bites must always be discussed with
parents pre travel and if pre exposure vaccination is
declined, contemporaneous recording in the patient’s
notes (electronic or written) should be made in line
with good practice.16

Japanese B Encephalitis (JBE) Vaccination can be
given from the age of 2 months and is recommended
for long term travel to East Asia and parts of north-
ern Australia.                                                
Tick Borne Encephalitis (TBE) for long term travel
to areas in  Eastern Europe, Siberia, Finland, China
and Japan. Tico-vac Junior can be used from 3years
but can be given “off license” in UK from age of 1
years as used in Austria from 18 months.)17

MeningitisACW135Y vaccination needs to be offered
to children travelling to Meningitis Belt in Africa or
for Religious Pilgrimages (Haj/Umra) the quadriva-
lent meningitis ACW135Y Vaccination can be given
from the age 1 year depending on vaccine used.
ACWY Vax -Capsular Polysaccharide vaccine against
serogroups A, C, W-135Yis NOT recommended by
the JCVI for use in children under 5 years. This vac-
cine is currently being phased out.
MENVEO- Polysaccharide/ProteinConjugate vac-
cine against serogroups A, C, W-135 and Y. from 2
years or over. Recommended 'off license' from 2

months to under 2 years.
NIMENRIX- Polysaccharide/Protein  Conjugate
vaccine against serogroups A, C, W-135 and Y.   One
year and over.

Maps showing areas where Rabies, JBE,
TBE,Meningitis ACWY are endemic can be found on
the Travax and World Health Organisation web sites.

Briggs M, RMN RGN BSc DTM MFTM RCPS (Glasgow) 
McIntosh I, BA (Hons) MBChB. FFTMRCPS(Glas) 
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Health, Illness and Cultural Beliefs
M Townend
In Western medicine we have a system of knowl-
edge, beliefs and practices based largely, though not
always entirely, on our scientific concepts of the cau-
sation and treatment of diseases. In other cultures
there are systems of knowledge, beliefs and practices
based on different belief systems, to which popula-
tions adhere as strongly as we do to ours. This paper
will compare and contrast some of these belief sys-
tems with their Western counterparts and will exam-
ine how the two differ, how in some instances they
are remarkable similar, and how Western medicine
can both conflict with and work alongside other
belief systems.

South American shamans
Although Catholicism was introduced into South
America by the Spanish Conquistadores in the 16th
century, it did not entirely displace the local animistic
beliefs of indigenous peoples such as the Aymara
and Quechua. The two belief systems continued to
co-exist and became closely intermingled, with
shamanistic practices taking place in the same com-
munities as Christian worship. The author has per-
sonal experience of South American shamans, having
travelled extensively in South America and having
visited shamans and witnessed them at work on
many occasions. Shamans often enter a trance state
in order to communicate with the spirits. This may
be brought about in a number of ways such as rhyth-
mic drumming, chanting, dancing or drugs including
alcohol, tobacco or hallucinogens such as ayahuasca.
Many of their ceremonies involve the use of tobacco
smoke, alcohol and/or flower petals. 

The shaman frequently blows tobacco smoke over the
patient’s body, especially at the start of a ceremony.
Tobacco is believed to have a special power that 
protects against enemies and evil.
He (or occasionally she) may take a mouthful of alco-
holic liquor and spit it on to the patient, usually
through a candle flame that ignites it and envelopes
the subject in a flame which is thought to cleanse the
body of its impurities. He may spit flower petals or
herbs over the patient, mixed with a mouthful of
alcohol and chewed. This is thought to transfer the
spirit of the plant to the patient to bring cleansing
and healing.

What are the beliefs behind these ceremonies? The
shamans believe that illnesses do not exist in reality
but thatwe create them with our minds. A person’s
feelings or attitudes influence the working of the
body by disturbing its equilibrium and producing
negativity.This affects the ñawi (in the Aymara 
language) or naira (in the Quechua language), the
energy centre of the body, a concept similar to that of

the chakra in Hinduism.

Is the shaman then really a psychologist or
psychotherapist? Essentially, the answer must be yes.
The shaman believes that our problems are created in
our minds and sees his job as counteracting the nega-
tivity that has overcome his patient and replacing it
with positive feelings. He accepts that his ceremonies
do not necessarily produce an effect in themselves
but affect the state of mind of his patient. Given these
beliefs, does what the shaman do really differ very
much from our beliefs and practices? Michael Balint
was a Hungarian-born psychotherapist who pio-
neered discussion groups for medical practitioners to
discuss psychodynamic factors involved in the cau-
sation of symptoms. His  book1 “The Doctor, His
Patient and the Illness” became the standard work on
the doctor/patient relationship and illuminated the
training of many aspiring GPs. Balint is credited with
the saying that “The most important drug a doctor
can prescribe is himself”. Later, Skrabanek and
McCormick2 wrote that "The physician's belief in the
treatment and the patient's faith in the physician
exert a mutually reinforcing effect; the result is a
powerful remedy that is almost guaranteed to pro-
duce an improvement and sometimes a cure." Just as
the shaman has his rituals, we too in Western medi-
cine have our own rituals in the consulting room,
including the tools of our trade displayed around the
room, the ritual laying-on of hands and so on. We too
recognise the importance of the patient’s state of
mind in causing symptoms, and how many of our
prescriptions are likely to have no more curative
effect on our patients’ self-limiting conditions than
the shaman’s tobacco smoke and flower petals?

We may, however, differ rather more in our diagnos-
tic methods. Many South American shamans rely on
divination by coca leaves in the diagnosis of their
patients’ physical, psychological or social problems.
The shaman begins with incantations to the Apus,
the spirits that inhabit the summits of the Andes, and
in at least one case in the author’s experience to God
the Father, the Son and the Holy Spirit as well, surely
a case of hedging one’s bets! He makes a pact
with the spirit of the plant and does not so much
“read” the leaves but “listens” to them. The spirit of
the plant then shows him the origin of the problem.
Divination by guinea pig is often called the “Andean
X-ray”. The shaman asks the spirit of a guinea pig to
take on the illness of his patient and then passes it
over the patient’s affected area. The guinea pig is
killed and its internal organs examined to show the
origin of the illness. Divination by the egg is another
diagnostic procedure. The egg is considered to be the
sacred fusion of male and female and to possess the
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energy or spirit of both these elements. The shaman
passes the egg over the affected part and asks the
spirit to take on the illness of his patient. He then
breaks the egg into a glass of water and observes
the resulting pattern to determine the origin of the
illness.

The Nepalese dharmi-jankhri
What is a dharmi-jankhri? Dharmi and jankhri are
virtually interchangeable names for shamans in
Nepal. Hinduism is the majority religion in
Nepal,with Buddhism as the largest minority reli-
gion, practised especially in the more mountainous
regions of the country, but many people of both cul-
tures retain faith in the animistic beliefs and powers
of the dharmi-jankhris that preceded both the major
religions. The jankhri’s beliefs are that the five essen-
tial elements or life forces are earth, water, fire, air
and the ether, which are also represented in the five
colours of Buddhist prayer flags. These five elements
make up the whole of the universe, including human
bodies. Earth relates to the physical body, water to
the emotions and fire to the vital body force

When the jankhri conducts a ceremony for a person
afflicted by illness he first constructs an altar with a
variety of ritual objects placed on it. He puts on a
costume and head-dress and calls on the spirits and
deities and may gather them in a mirror on the altar.
He may then perform a dance in which he becomes
inhabited by a deity, when he is able to discover the
way in which the life forces have become imbal-
anced.

Having made a diagnosis in this way he has access to
a variety of treatment methods, one of which is to
suck the illness out of the body. He may follow this
by spitting out some concrete physical object to show
that the illness has left the body. If he concludes that
the problem is caused by the spirit of a deceased per-
son that has become “stuck” during its progress into
the afterlife he carries out a ceremony to assist the
soul’s progress. There is also a ritual to remove the
misfortune in a family whose child has died.

Do the jankhri’s treatments work?In many cases,
apparently they do. If we accept the principles pro-
posed by Balint1 and by Skrabanek and McCormick2

this is hardly surprising. An example from Bhutan
may be of interest. The author was acting as guide to
a group of doctors and nurses visiting Bhutan and
was asked by a local resident to see a neighbour who
appeared to be very mentally disturbed. Several
members of the group accompanied him to see the
patient. The most likely diagnosis appeared to be
either a state of delirium due to some physical illness
or an acute psychotic episode, but there were as
many diagnoses as there were doctors present! The

group then went on its way and the next day the
local shaman was summoned. He performed a ritual,
and the woman recovered promptly and completely,
news which was relayed to the author with great 
relish on his next visit to Bhutan.

Can we work with shamans and other traditional
health workers? Some years ago the author worked
for a time in a mother and child health clinic in
Western Nepal with a United Kingdom charity. Many
infants were brought to the clinic with diarrhoeal 
llness; they were often seen late in the illness and
were usually extremely dehydrated. They had often
been carried long distances to the clinic and most of
them had been treated by the jankhri first, as other
medical facilities such as village health posts were
non-existent or had no supplies, hence the delay in
presenting to the clinic. The jankhris had carried out
their rituals and sometimes remedies had been 
prescribed, but part of their belief was that “if it’s all
running out from the bottom, stop pouring it in at
the top”. This advice greatly exacerbated the 
dehydration. How would it be possible to solve this
problem? The charity arranged for Nepalese staff to
hold meetings with the jankhris, where it was 
conceded that they were making a valuable 
contribution to the health of their local communities.
They were asked if they would like to learn 
techniques that would improve their results. They
were then taught about oral rehydration and incor-
porated it into their practices, with benefit both to
the children and to the jankhris’ reputation.

A comparison of traditional and Western health
beliefs: malaria as an example
Although residual indoor spraying and insecticide
treated bed nets are known to be of proven value in
controlling malaria, programmes to roll out these
measures are often less than successful. Local health
beliefs about the causation of malaria are not neces-
sarily the same as those of Western doctors.  Local
beliefs about the causation of malaria3 in India and
Africa include drinking dirty water, wading in dirty
water, overwork, excessive exposure to sun, irregular
meals, spirits or witchcraft. Some had no knowledge
of its causation. 

In Tanzania malaria is not seen as one disease3.
“Normal” malaria is known as homa, but cerebral
malaria is thought to be a different condition,
degedege, which is often thought to be caused by
witchcraft. Anaemia and splenomegaly due to malar-
ia are thought to be yet another different condition,
bandama, which is also often thought to be caused
by witchcraft. Degedege and bandama would there-
fore need to be treated by a traditional healer rather
than using antimalarial drugs.

Health, Illness and Cultural Beliefs continued



Health, Illness and Cultural Beliefs 27

The Western belief about the causation of malaria is
that it is caused by Plasmodium parasites in the
blood and that mosquito bites are responsible for
transmission of malaria. Parasites are not always
easy to detect due to sequestration in small blood
vessels or prior use of antimalarial medication and
more than one test may be needed to find them. The
local belief in Tanzania4 is that malaria symptoms
may be caused by Plasmodium parasites in the blood
and that mosquitoes may be sent to bite an 
individual by supernatural means. Malaria symp-
toms without parasites being seen in the blood is
considered to be “false malaria”, caused by spirits or
witchcraft, and the traditional healer is the person to
treat this. In “true malaria”, spirits or witchcraft can
cause parasites to become invisible. The traditional
healer can perform a ceremony to make the parasites
visible; this may delay presentation for diagnosis and
treatment

Traditional malaria medicines have a bitter taste, as
do Western antimalarial drugs.This may lead to the
substitution of local bitter-tasting remedies for anti-
malarial drugs or even to the substitution of other
bitter-tasting Western drugs that have no anti-malari-
al effect.Treatment failure or recurrence of malaria
may then suggest a supernatural cause for the symp-
toms, requiring treatment from a traditional healer.
Whereas the priority of the Western doctor is to find
malaria parasites in the blood and give antimalarial
drugs to eliminate them, the traditional healer’s pri-
ority is to defend the body against the spirits that
cause the disease, spirits that can also render Western
medicines ineffective.

However strange some of these beliefs may appear to
Western eyes, they are deeply rooted in the culture of
the individuals who hold them. Tate5 stressed the
importance in the GP consultation of discovering and
addressing the patient’s agenda, particularly their
ideas, concerns and expectations. Unless this is done,
there has been no real communication, and even
though a correct diagnosis has been established and
appropriate treatment prescribed, patients will leave
the consulting room dissatisfied if the agenda that
they brought into the consulting room has not been
addressed, making them unlikely to follow the pre-
scribed treatment. By the same token, if in a different
cultural setting we do not address the cultural 
agenda of the patient we are unlikely to satisfy the
patient or to achieve adherence to the recommended
treatment regime. This is equally true of Western
medical staff working abroad and of staff in Western
countries dealing with patients from a different 
culture.

Conclusions 
1. In many communities traditional healers
(shamans, jankhris, traditional midwives etc) are the
only resource available or affordable. 
2. When Western medicine is available, the tradition-
al healers may still be the point of first contact.
3. There are many similarities between the practices
or effects of traditional healers and Western doctors.
4. It is not possible to address medical needs without
taking into account local health beliefs.
6. It is possible for Western medicine to co-operate
with traditional healers, preserving the best tradi-
tional practices and combining them with knowledge
of Western methods

Mike Townend, Chair, BGTHA Executive Committee
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Healthcare Coverage for Indonesians (Balinese),
Expatriates and Foreigners in Bali
IAOP Wati

Healthcare is a basic human needs and right. Evereybody
has the right to get the best possible health services. The
problem as we are all aware, ‘health is expensive’. The
medical equipments, the human resources, the medicines
and everything involved in the health industry are
extremely expensive, especially for Indonesians, a develop-
ing country. High taxes imposed on medical equipments,
implants and medecines make the cost of healthcare in
Indonesia very high, especially with 86 million people liv-
ing in poverty out of 247 million population.

Indonesia is planning to phase-in the world’s
largest single-payer health care insurance program
between now and 2019. This universal health cover-
age  is based on State Regulation No. 42 /2004 on
National Social Security System and Regulation No.
24 / 2011 on the Social Governing Body (BPJS).
Under the new system, the government is committed
to providing universal health care to its 247 million
citizens, though employers and wealthier citizens are
obliged to pay their own premiums. In January
2014, Indonesian government initiated  the Universal
Healthcare coverage especially for government offi-
cer, Military as well as police officers (former mem-
ber of ASKES and JAMSOSTEK – old scheme of
National health coverage)  and enhances medical
coverage to reach the poor. Around 65 percent of the
country’s population, including 86 million catego-
rized as poor, are covered by some form of regional
or national health programme and are automatically
entitled to comprehensive coverage under the JKN
(Jaminan Kesehatan Nasional), which has replaced
the previous health schemes. 

By 2015, all employers should include  their
employees in this programme and by 2019 it is tar-
geted that all Indonesian people are covered by
Universal coverage.  Before that, each region in
Indonesia has their own healthcare programme
which apply regionally, such as Kartu Sehat Jakarta
(for people in Jakarta), Bali Mandara (for Bali) and
many more. They were all aimed to help Indonesians
to get health coverage and better health services,
especially for those who live under poverty and do
not have a private insurance.

Indonesian Health Coverage programme named
JKN (Jaminan Kesehatan Nasional/ National Health
Coverage) and the governing body is BPJS (Badan
Peyelenggara Jaminan Kesehatan). The funding are
collected from taxes paid by the people, contribu-
tions from the government, employers and employ-
ees. In 2014, the fund allocated for this programme is
nearly 20 trillion rupiah (US$1.6 billion) targeted to
cover premiums for the poor. Indonesia extended
free health insurance to 48 percent of its population
on January the 1st. By the time the system is fully

implemented in 2019 it will cover the whole country
at an estimated cost of $15 billion a year – about $60
per Indonesian citizen and 15 percent of the central
government’s budget. This is very close to the projec-
tion made by the World Bank that the  estimation
cost for this programme is  $13-$16 billion each year
once fully implemented.  

The National Insurance Program (JKN) differs from
the US approach in one important way: choice.  JKN
doesn’t have any. Organizers here are betting its
stripped-down, no frills policies will satisfy popular
demand as we need coverage, not choice.

To support this programme, the evaluation of
Indonesia's hospital capacity is very important, espe-
cially in managing the demands of its population. In
2012, the country was serviced by 2,083 hospitals
(comprising 1,608 general hospitals and 475 spe-
cialised hospitals). More state-funded community
clinics (Puskesmas) have also been established in a
bid to extend a greater outreach to the poor commu-
nities across Indonesia. As of 2012, there were 9,510
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public health centres across Indonesia (comprising
3,152 treatment and 6,358 non-treatment centres). 

However, the low overall average wages raise
doubts as to whether the administration may realisti-
cally fund the national insurance scheme through
employee contributions. As of 2014, Indonesia's
monthly average wages stood at approximately
IDR1.65 million (approximately USD 137.50) month-
ly, contrasting with Japan average monthly cash
earnings of USD 4,080 and South Korea's USD 3,230;
Japan and South Korea both offer universal health-
care.

The JKN covers comprehensive benefits, from infec-
tious diseases such as influenza to expensive medical
intervention such as open-heart surgery, dialysis and
cancer therapies. The members of the former
Jamkesmas, whose premiums are paid entirely by the
government, are entitled to third-class room and
board at either state or private hospitals. Those who
pay higher premiums are entitled to first-class and
second-class room and board. To keep down costs
and extend care, the government is looking to
advances in information technology. Remote health
clinics lacking a doctor can request online consulta-
tions. In terms of drugs, in order to lower costs, doc-
tors participating in the JKN will have to adhere to a
government formulary, which consists of 92% gener-
ics and 2.5% innovator drugs. The rest is accounted
for by dental materials and diagnostics.

However, the challange of the programme is to 
provide a coverage for extensive diseases such as
HIV/AIDS as numbers of patients highly increased
almost all over Indonesia. Besides that the govern-
ment has to enhance the health providers not only on
the government /public health services such as
Puskesmas and state hospitals, but also enganging
with private clinics and private hospitals. Another
challange is that  the low reimbursements are eventu-
ally likely to dampen the interest of private clinics
and hospitals, leading to overcrowding in state facili-
ties. They will also limit the quality of health care
and force those who can afford to do so to seek 
higher quality care elsewhere, most likely from 
private insurance providers. Health experts also
warn that inadequate funding could lower down the
quality of care. 

Another challenge is concern about the cost of the
program. The government will shoulder the premi-
ums of the 86.4 million  erstwhile Jamkesmas mem-
bers and has allocated Rp19.3 trillion  (US$1.6 billion)
for this purpose in the 2014 budget or equal to $2 per
person per month to provide medically necessary
treatment for the poor. The earning wages from 
formal employment, either state or private sector,
will pay a premium equivalent to 5% of their salary
(4% payable by employers and 1% by employees).

All other members, including informal workers,  self-
employed and investors, will pay monthly premiums
of between IDR 25,500 and IDR 59,500 each and can
opt to increase their coverage with private insurance.

The next two years will be “bumpy” as doctors and
patients learn the rules, in addition to the system that
is badly underfunded. Premiums start at $2 a month,
about one third of what they should. And, as
Indonesians grow wealthier and live longer, health
care costs will inevitably rise sharply. Indonesia also
needs more medical professionals. Compared to
neighboring Malaysia, it has only a fifth of doctors
per capita. But by creating a single-payer system for
247 million people, it has the potential to improve
care and deliver inexpensive medicines.

While the upcoming universal insurance policy cre-
ates obvious demand for affordable health care, the
higher-end market also opens the door for attractive
business opportunities. An estimated 1.2 million
Indonesians fly to Singapore, Malaysia and else-
where every year for high-quality health care
(Ministry of Tourism & Creative Economy data).
Many private players are starting to focus on this
lucrative market.

In Bali, before any health insurance programme
launched by the government, employees are insur-
anced by their employers. The rest have their private
insurance and the poor have to pay on their own.
However, since 2010 the local government has
launched Bali Mandara Health Coverage named
Jaminan Kesehatan Bali Mandara (JKBM) - for all
people in Bali. Everybody, especially the poor, can
enjoy free health services  and all fees are covered by
the governemnt of Bali through taxes. 

Based on statistic, there were IDR 100 billion allo-
cated for this programme in 2010 and 2011. While in
in 2012, the fund for JKBM was IDR 236,930 billion.

Rural bali



30 Journal of BGTHA, Volume XXIV, 2014

Healthcare Coverage for Indonesian (Balinese), Expatriate and
Foreigners in Bali: continued
Seems that this programmed was well responded as
the datas showed that in 2010,  2.5 million people
had made used of this programme.  In 2011 even
more than 2,9 million people participated.  The ques-
tion now is whether this programme will sustainably
implemented as there is a tendency in Indonesia that
the change of government leader ‘normally’ followed
by the change of programmes.

Expatriates living in Bali, before the national health-
care coverage normally use their private insurance or
cash, but some of them that hold KITAS (temporary
staying permit) may get special price offered by
some hospitals in Bali. However, in 2015 expatriates
that have been staying for at least 6 months in
Indonesia (Bali), may enrol in this programme and

may enjoy the same benefit as the locals  -  covered
by the universal health coverage.

As for tourists coming to Bali for holidays/leisure
falling sick, there are some private hospitals in the
island that offer health services for foreigners. Some
even have a special unit to cater fort their needs.
They can help patients with ambulance pick-up and
drop off services, on call, homecare, ticketing, visa,
immigration, insurance to medical evacuation if
required. This unit is specially designed to make
them feel like home. As Bali is wellknown as a
tourism destination, and people are coming from all
over the world, medical translators are also available
to help doctors and nurses in giving more compre-
hensive services. These hospitals are also working
with International insurance to ease the companies
payment procedures.

IDA AYU OKA PURNAMA WATI, SS,MM
Director, Business Development
Bali Royal Hospital
JALAN TANTULAR NO. 6 
DENPASAR – BALI 
INDONESIA
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Community Health Care in China                  
T Blackwood

Community health care in China has deteriorated in
recent years with rural Chinese having difficulty accessing
health facilities. Peasants and city dwellers are unable to
afford family doctor consultations or prescribed drugs.
Although China's 2009 health-care reform has made
impressive progress in expansion of insurance coverage,
much work remains to improve its wasteful health-care
delivery.

The Chinese health-care system faces substantial
challenges to transform it from a profit-driven public
hospital-centred system, to an integrated primary
care-based delivery system. This has to be cost effec-
tive and of better quality to respond to the changing
population needs. The reform plan of 2009, aimed to
provide affordable medical care for the country’s
entire population by 2020. It attempted a complete
overhaul of China’s healthcare system1.
Five major programmes were outlined to achieve
healthcare reform :-

• Broaden basic healthcare coverage;
• Establish a national essential drug system;
• Expand infrastructure for grassroots medical    

networks;
• Provide equal access to basic public healthcare 

services
• Implement pilot reform of public hospitals

Because of China’s urban-rural healthcare disparity
in coverage and provision, reforms focused on grass-
roots medical networks, to penetrate lower-tier and
remote regions. The PRC government committed to
constructing new and updating existing infrastruc-
ture and facilities to transform grassroots medical
networks, including healthcare facilities and services
in rural areas and urban communities. The reform
listed specific targets for 2009-11:

• To build 2,000 county hospitals and 29,000      
township centres; 

• Upgrade or expand 5,000 township health centres;  
• Build or upgrade 3,700 urban health service       

centres and 11,000 community health service       
stations.  

Many community centres especially in rural areas
remain dilapidated and short on resources, doctors
and nurses. 24% of the Chinese population will be
over 60 years by 2013 The care system struggles to
meet geriatric demands when the traditional care of
the elderly by the extended family has disappeared,
as a result of the one child per couple, population
containment policy and urbanisation of rural peas-
ants. The thousands of “barefoot doctors “and com-
munity health care workers who once carried some
of this burden have vanished from the scene. 

Doctors are scarce, poorly paid and overworked
facing large queues in health centres and hospitals.
Chinese physicians support the majority of the fun-
damental principles and responsibilities of medical
professionalism such as dedication, altruism, social
justice, self-regulation, and informed consent.2

However, their support for the primacy of patients'
welfare as a general principle, and the physician's
responsibility to report medical errors and incompe-
tent colleagues, is relatively low. In many centres
patients are still offered traditional medicine proce-
dures in lieu of more expensive modern medical
techniques. However expensive drugs to be paid for
by the patient are often prescribed, when cheaper
ones would be effective. Chinese physicians, driven
by financial incentives, tend to prescribe high-priced
drugs.  2000-2008 drug data in the Yangtze River
Basin Hospitals' Drug Use Analysis System were
analysed to examine prescription patterns of peni-
cillins and cephalosporins in Shanghai. Among the
top-100 drugs (by volume), cephalosporins cost as
much as 1.1- 2.3 times as penicillins and their volume
was 1.7-18.2 times. Revenues generated from
cephalosporins were 3.4-24.2 times those from pre-
scribing penicillins. Furthermore, high-priced drugs
remained on the top-100 list with increasing vol-
umes, while some lower-priced drugs exited from
the list due to decreases in volumes. The Chinese
government needs to implement a new financially
rewarding system in which hospitals and physicians
are able to achieve financial gains in a cost-effective
way including prescribing similar drugs with lower
prices.3

Though access to drugs increased significantly
when China opened its economy, the steady decrease
of government subsidies has left hospitals reliant on
drug sales as a main source of income. As a result,
hospitals have over-priced and over-prescribed phar-
maceuticals to increase revenue, making drugs unaf-
fordable for much of the population. In 2009 China
created the National Essential Drug System
(NEDS).Under NEDS, a list was created- National

Orthopoedic Ward, Yunnan,
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Essential Drugs List (NEDL), a catalogue of drugs
with capped prices that government-funded hospi-
tals, grassroots clinics, and other health institutions
must use and keep fully in stock theoretically
enabling patients to pay relatively small personal
drug charges.

95% of Chinese are now insured. Health insurance
coverage expanded considerably from 27.7% in 2003
to 96.4% in 2011 among respondents aged 15 years or
older.4 The state now reimburses more of each treat-
ment — up to 70% for some serious illnesses. Patients
complain however that the scope of the insurance is
spotty and costs are too high. In less than 10 years,
health spending has jumped from 3% to 5% of GDP
—still less, by GDP, than Afghanistan. Doctors are
exhausted and disillusioned and the general public

still finds it difficult and expensive to receive care.
Case History

In a well-publicised case farmer Zheng had long suffered
severe leg pain When his local hospital couldn’t treat it, he
went to the city hospital .Admission was refused as he did
not have the required financial fee deposit. If he had been
able to afford the deposit, he would have been admitted and
the rural insurance scheme would have  reimbursed some
of the costs of his care .In despair he amputated the leg
with a hacksaw and fruit knife risking his life.

One of the current Five Year Plans’s major policy
goals will be to improve basic public services, includ-
ing social insurance and healthcare services, and the
plan will include new targets for healthcare spending
and more funding for grassroots medical facilities
and traditional Chinese medicines.5,6

China has made rapid progress in key domains of
global health. China's health aid deploys medical
teams, constructs facilities, donates drugs and equip-
ment, trains personnel, and supports malaria control
mainly in Africa and Asia yet it fails to meet the
needs of its domestic populace.

Conclusions: 
In China universal health insurance coverage has

been continually expanding and health service utilisa-
tion has substantially improved. Hospitalisation rate

has increased The urban-rural disparity in hospital
admissions has significantly narrowed. However
patient dissatisfaction with treatment and the system
leads to many physical attacks on nursing and med-
ical staff. The China Hospital Management
Association reported from 2002 to 2012 attacks on
staff jumped on average 23% per year. Without prop-
er malpractice insurance there is scant protection for
doctors and patients if treatment goes wrong or the
practitioner is incompetent. The PLC has still a long
way to go to bring Western standards of medical care
to its citizens.

Thomas Blackwood is a retired gp with a special interest in
travel medicine.
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Cupping Treatment

UK Health Tourism
David Cameron’s campaign to tackle health
tourism has been criticised. Earlier this year, Mr
Cameron promised tighter controls to limit immi-
grants access, saying “what we have is a free
National Health Service not a free International
Health Service”.Jeremy Hunt, the Health Secretary,
subsequently claimed that health tourism was
costing the health service £200 million a year.
However, figures released by the Department of
Health showed that the NHS had written off bills
worth only £11 million from foreign patients. A
spokesman for the Department of Health said that
the £11.5 million figure represented the “tip of the
iceberg” because many overseas patients are using
the NHS without being properly registered

Under current rules, non-resident foreigners can
use the NHS and their governments are supposed
to repay the cost of care.  However ministers say
that poor enforcement has led to a surge in health
tourism.
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Mental Health Care in Argentina
P M Bruno Gabay, M D Fernández
Paucity of long term Mental health care for the
Argentine population

The Basic Package Mandatory Medical Services
(PMO), dictates that social work organisations pro-
vide only 30 days annual psychiatric hospitalisation,
placing those who need longer or chronic hospitalisa-
tions at a disadvantage. This is counterproductive to
the patient, passing the burden of treatment to the
families and generating “revolving door “syndrome
with short treatment blocks.Only INSSJP-PAMI (
companies pre-paid medicine) and public sector hos-
pitals provide for prolonged psychiatric hospitalisa-
tion.

Other social work organisations are forced to do so
by a national law governing the care and protection
of persons with disabilities (Integral Protection of
Disabled Persons, 1981 Act), but often affected or
family / caregivers are forced into court action to get
it. In order to obtain the coverage provided by this
Act, persons with a disability must obtain a
Certificate of Disability, which is awarded by the
state. The involves the treating physician completing
a form and recording details related to disability,
depending on the disease in question (x-rays, tests,
etc..). Then the affected attends an interview with
medical professionals who evaluate the percentage of
disability and award the certificate. This certificate
has two to ten years of validity and must be renewed
at that time through a similar process, regardless of
the reason for which it was awarded. Many times it
is an absurdity, as many of these conditions
(eg.amputations,) will not alter with the passage of
time.

While the National Disability Law applies to per-
sons with other disabilities, their application is more
difficult in regard to individuals suffering from psy-
chosis. The law says that people with disabilities
should receive 100% coverage for free. To accomplish
this, those with serious mental illness (other than
mental retardation, which itself is covered) often
have to resort to court justice (injunctions, judg-
ments) for systems of social work and pre-payments
to take over expenses. If living alone and unsupport-
ed , or caregivers do not have the money or willing-
ness to initiate these demands, they often fail get
the services to meet their mental health needs.
There are two laws governing the provision of men-
tal health of the local population. These have restrict-
ed the actions of psychiatrists on behalf of their
patients and the ability of patients to have a proper
hospital treatment. One law was proposed by a legis-
lator in the Province of Tierra del the southernmost
region of the country, which has very few psychia-
trists and hospitals do not have specialists in psy-
chiatry and mental health (monovalent). The enact-

ment of this law occurred, despite countless protests
from two national associations of psychiatrists, the
Argentina Medical Association and many universi-
ties and health professionals under an alleged human
rights of patients’ consideration. Its basis is more ide-
ological than scientific, a biased denial of mental ill-
ness and that there are patients who suffer long term
mental illness.

Buenos Aires has four hospitals specialising in psy-
chiatric and mental health. There are also mental
health services in general hospitals (emergency and
outpatient care and some day hospitals), but very
few have inpatient beds. While new mental health
laws (national and city) attend to the creation of
intermediate institutions in the community (halfway
houses, inns, workshops), the same city government
has not established the characteristics needed by
these institutions for their empowerment. There are a
few hostels and halfway houses privately and many
hospitals give a partial day provision. In hospitals,
specialised in psychiatry and mental health, in gener-
al state hospitals and private clinics and institutions
there is no mental health day hospital and outpatient
mental health care.
For many years the catalogue of benefits covered by
health systems excluded the possibility of using elec-
troconvulsive therapy (ECT), leaving only the private
access. This was due to problems of ideological
nature and had no scientific basis to support its 
eradication.

Paul M Bruno Gabay,  Mónica D Fernández, 
Consultant Psychiatrists. Buenos Aires.
E-mail: pablogabay@gmail.com
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Medical care for Roman Travellers
A Melrose

The Romans were early global travellers and on jour-
neys to the furthest outposts of their empire could call
upon civilian and military emergency medical services.
They travelled extensively across Europe and the
Middle East and were exposed to the infections and
trauma which can befall the modern traveller.
Couriers, administrators and intellectuals traversed
the length and breadth of the empire.In the cities they
took advantage of private health care where physi-
cians had a religious, but fundamental understanding
of medicine, deriving knowledge from medical trea-
tises and treatments of earlier Greek, Etruscan,
Egyptian and Persian civilisations. In the rural scene
first aid could be rendered by the military established
in forts and marching camps under imperial control.1,2

The Romans developed one of the most sophisticated
medical systems of the Ancient World. Roman medi-
cine was a combination of physical techniques utilis-
ing various instruments and holistic medicine using
rituals and religious beliefs. The first doctors to
appear in Rome were Greek prisoners of war. After
conquering Alexandria, the Romans had access to its
libraries and universities holding countless volumes
of medical information. Doctors in this metropolis
were allowed to carry out anatomical human dissec-
tions, which lead to important medical advances in
learning. Roman armies began marching with physi-
cians and setting up emergency care stations during
the time of Galen (c. 129-216), a Greek physician who
wrote extensively on medical arts and the care of
wounds. Augustus Caesar assigned four doctors with
a supervising legionary physician to each cohort. In
addition, the soldiers themselves were well versed in
first aid.3

The  Roman medical officer –medicus- was a fully
trained doctor who directed medical personnel. Many
medici were Greek or Greek-trained. Army surgeons
were given the rank of magister or "master." Medical

supplies and carriages for bearing the wounded were
placed in the middle of marching columns. Hospitals
were originally built for the military. Under Gaius
Marius, the Roman Army became the world's best
trained and disciplined force. Medical professionals
were required to train at the Army Medical School and
could not practise unless they passed examinations
which increased success rates in treatment.

Greek Medicine revolved heavily around the
Hippocratic theory of the Four Humours and these
ideas were incorporated into Roman medicine. The
proto-psychological theory suggested four fundamen-
tal personality types, sanguine (pleasure-seeking and
sociable), choleric (ambitious and leader-like), melan-
cholic (analytical and quiet), and phlegmatic (relaxed
and peaceful). These four temperaments were the
basis for the medical concept of humourism and the
belief that four bodily fluids affect human personality
traits and behaviours and were related to disease and
illness.

Galen accepted the Greek theory of the four humours
as the cause of disease. However, the Romans did not
continue  Greek investigations, so Roman knowledge
of disease did not progress. Their ideas about disease
were muddled. E.g. Crinas of Massilia thought illness
was caused by the stars. Varro came close to the 
disease source when he blamed creatures too tiny to
be seen. Columella accused poisonous vapours in the
swamps. These concepts survived in Europe until the
19th century.

Roman doctors were not allowed to dissect cadavers
but they learned much about the human body tending
gladiators wounded in contests in amphitheatres.
Galen did manage to work with the human body
using a hanged criminal. He acquired a good knowl-
edge of bone structure, muscles, heart and blood and
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the nervous system and  realised how the nervous sys-
tem takes messages from brain to  muscles.

Roman doctors used herbal medications.
Archaeologists have found the remains of five medici-
nal plants at Roman fort excavations. St. John's wort,
used for blood ailments such as fenugreek for poul-
tices, figs for treating wounds, and plantain for dysen-
tery .
• Fennel was thought to have calming properties.
• Elecampane: was used to help with digestion.
• Sage, of little medicinal value, had religious       

significance.
• Garlic: was considered beneficial for the heart.
• Fenugreek was valuable  in treatment of          

pneumonia.
• Silphium: had a wide variety of ailment uses.
• Willow was valued as an antiseptic

As in modern medical practice, Roman medicine was
split among different specialties, such as internists,
ophthalmologists, and urologists. Surgical tasks were
only performed by appropriate specialists. Surgeons
used practically the same tools as were used till the
end of the 19th Century. An Ancient Roman doctor’s
tool kit would include forceps, scalpels, catheters, and
arrow-extractors. Roman surgeons had a wide range of
painkillers and sedatives to help in surgery, including
extracts of opium poppies (morphine) and of henbane
seeds (scopolamine). Folk remedies used throughout
the Roman Empire were tested in battle by physicians
on wounded and ailing soldiers, and treatments and
effective methods established.It was common knowl-
edge that arteries and veins carried blood and  sur-
geons knew how to use tourniquets, arterial clamps,
and ligatures to stem blood flow. They also used
amputation to prevent deadly gangrene and a variety
of surgical procedures.5

The Romans did not really understand how germs
related to disease, but they did use many of the tech-
niques that killed them , techniques that were not rein-
vented until much later in history. They boiled their
instruments before use and would not reuse the same
tool on a patient before reboiling. Roman doctors did
not have anaesthetics, and had only herbal antiseptics.
Wounds were washed with acetum, -a better antiseptic

than Joseph Lister's carbolic acid .There is no evidence
that surgeons successfully operated inside the body.
Roman war doctors learned how to prevent battlefield
epidemics by placing forts away from insect- infested
swamps installing drains and sewers. Hospitals in
ancient Rome were generally limited to military
camps and appeared the very late part of the empire,
after the establishment of Christianity. The valetudi-
narium was a military hospital built within castra and
represented the Roman  answer to the issue of sickbay
isolation. In  places where the sick or the wounded
could not be transported to a city, here they could be
treated properly in convalescent areas where the sol-
dier could be rehabilitated.  

While legionary medical facilities were quite exten-
sive, the  hospitals, were unlike modern ones. The
concept of the modern hospital (care, 'hospitality' and
treatment) for the civilian population in Europe didn't
appear until the post Constantine period and the rise
of Christianity. While these early Christian hospitals
were grossly under resourced regarding medical capa-
bility (they were essentially hospices for the dying or
quarantine centres), the concept of providing care to
the public was established. They were accessible in
extremis for the self-reliant traveller far distanced
from home and exposed to travel trauma and dis-
ease.6,7

The Roman courier or traveller journeying between
population centres and fallen upon by footpads or
infected with malaria, or enteritis, had recourse to
urgent medical aid. They had access to limited civilian
resources and could be rendered first aid by a soldier,
treated in emergency and recuperate, within a health
care network established for the legionnaire. 

Alan Melrose is a retired academic and historian.
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Health professionals should advise patients to use antivetor
measures when travelling to regions with chikungunya
transmission and  should consider chikungunya in the 
differential diagnosis of febrile travellers with arthralgia
and rash after visiting regions such  as  the Caribbean and
Central and South America."

Chikungunya ("that which bends up" or "to be con-
torted")causes high fevers, rash, and incapacitating
joint pains. In 2013, chikungunya emerged in the
Caribbean, where it quickly spread to almost every
island, with many cases found in the Dominican
Republic and Haiti. In 2014, Travellers introduced the
virus to Central and South America, where it became
endemic. As of September 5, 2014, the Pan American
Health Organization confirmed 8210 cases and 37
deaths from chikungunya. Several strains virus exist.
The current epidemic is caused by the Asian strain,
spread most efficiently by the Aedes aegypti mos-
quito (which also spreads dengue and yellow fever)
and less efficiently by the Aedes albopictus mosqui-
to which occurs farther north, with  possibility the
virus could spread more widely. The potential for
worldwide spread of Chikungunya virus is much
higher than the risk of dissemination of Middle East
respiratory syndrome coronavirus or Ebola virus,
and the number of cases expected from the introduc-
tion of Chikungunya virus into the Americas,
Europe, or both is immeasurably higher.1

Most symptoms clear up within 7 to 10 days,
although they can persist for months or years in
some people. Severe disease and complications are
rare. Symptoms overlap with dengue virus, and coin-
fection can occur. Severity and persistence of joint
pains aid in differential diagnosis, polymerase chain
reaction, immunoglobulin M, and immunoglobulin G
tests for differentiation also confirm diagnosis..

No vaccines exist and  treatment depends upon anti-
inflammatory agents. Attention  should focus on
identifying infected travellers and interrupting the
transmission cycle, using insect repellents.
Chikungunya was first described in the 1950s in
Tanzania. It has spread globally, to West Africa, the
Indian Ocean, India, and Southeast Asia..

Differential diagnosis; Dengue and Chikungunya.
Both chikungunya and dengue should be considered

in the differential diagnosis if the patient travelled to
any region of the tropics, particularly the Caribbean
and Americas, in the 14 days before the illness began.

Both are  acute febrile illnesses characterized by

fever, myalgia, and lethargy. Some patients may also
have maculopapular rash, nausea, vomiting, and
headache. Distinguishing features of chikungunya
include potentially debilitating bilateral polyarthral-
gia and, in some cases, arthritis. patients should also
be evaluated for other serious conditions, such as
malaria, leptospirosis, and other bacterial infections
From late to September 2014, more than 650,000 clini-
cal cases of chikungunya have been reported
throughout the Caribbean and Americas. This
includes more than 750 travel-associated cases of
individuals who were infected while abroad and
became ill after returning home.

Because dengue is endemic in all areas of the
Caribbean and Americas that have ongoing chikun-
gunya outbreaks, both dengue and chikungunya
should be included on the differential diagnosis of
patients returning from these areas with acute febrile
illness. Chikungunya is rarely fatal.

Diagnostic Tests for Suspected Chikungunya and
Dengue
During the first five days of illness, RT-PCR to direct-
ly detect CHIKV or DENV nucleic acid should be
performed on serum from suspected cases. Serum
specimens collected five or more days after onset of
symptoms should be evaluated for anti-CHIKV and
anti-DENV IgM antibodies by immunoassay. If initial
results are negative and dengue or chikungunya is
still suspected, convalescent serum should be collect-
ed seven days or more after illness onset and retested
to detect IgM antibodies.

Management of Suspected Dengue and
Chikungunya
Early identification and proper clinical management
for hospitalised dengue cases can reduce the case-
fatality rate from 10% to less than 0.1%. Therefore,
patients suspected of having dengue or chikungunya
should be managed as having dengue until dengue
can be ruled out. Patients should be evaluated for the
presence of warning signs of severe dengue (eg, per-
sistent vomiting, severe abdominal pain). If present,
patients should be hospitalised for close monitoring
and management. If no warning signs are present,
patients can be discharged home with anticipatory
guidance that if such warning signs develop, they
should return immediately for medical care. 
Most patients who develop severe dengue do so in
the 24-48 hours after defervescence, and this can
occur rapidly and while the patient is lucid. Use of
isotonic intravenous fluids, is the central component
of dengue patient management.Pain and fever in

UPDATE

Chikungunya and Dengue Infection
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patients with suspected dengue or chikungunya
should be managed with acetaminophen. Aspirin and
other NSAIDs should not be given to such patients
because of the increased risk for bleeding manifesta-
tions if the patient has dengue. If patients have been
afebrile for at least 48 hours, have no warning signs
of severe dengue, and still complain of joint pain,
NSAIDs may be considered. Physical therapy may
also be beneficial.

Clinical Considerations
Differentiating chikungunya from dengue can be
challenging during the first week of symptoms. Thus,
both chikungunya and dengue should be considered
in patients returning from the tropics with acute
febrile illness. Diagnostic testing by RT-PCR and/or

IgM immunoassay should be requested for such
cases and the results reported to public health
authorit. 
Advice for travellers
The dengue and chikungunya viruses are both trans-
mitted by Aedes species mosquitoes.Vaccines to pre-
vent dengue and chikungunya are not available
reduce the risk for infection by avoiding  mosquito
bites and by using insect repellents and wearing long
sleeves and pants when outdoors
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Antimalarials in children
According to the World Health Organization (WHO)
2012 statistics, prevalence of malaria estimated to be
207 million cases globally, and 627,000 deaths world-
wide., 80% of deaths occur in Africa, particularly in
sub-Saharan Africa. P. falciparum in children is
responsible for 85% of these deaths, particularly chil-
dren under the age of 5 years.
In the management of children, the 3 Ts are empha-
sized; these are testing, treating, and tracking of
patients. In testing patients, light microscopy and
rapid diagnostic tests are used to identify and con-
firm the presence of parasites in the blood. Treatment
only of patients with confirmed diagnosis is recom-
mended

The second T is treat. The objective of treating
uncomplicated P. falciparum malaria is to cure the
infection as rapidly as possible. Cure is defined as
the elimination from the body of the parasite that

causes the illness. This prevents progression to severe
disease, as well additional morbidity associated with
treatment failure. This can be fatal, especially in chil-
dren.

The third T is track. In treatment evaluations, it is
necessary to follow patients for a sufficient time to
appropriately assess complete cure.
The guidelines recommend the use of artemisinin-
based combination therapy, and not an artemisinin
monotherapy. Use of drugs approved by stringent
regulatory authorities is recommended, and this is to
avoid use of fake drugs. Correct dosage and ensuring
the retention of medication is important in children,
and the use of high-quality pediatric formulations is
recommended. It is important that full treatment is
administered in children, and that monitoring for
response, reinfection, and resistance is appropriately
done.

Insect Repellents for Children
Centre for Disease Control (CDC) recommends
repellents containing one of the following active
ingredients:

• DEET
• Oil of lemon eucalyptus (OLE) or PMD.
These repellents have been scientifically tested. They
are safe for young children and are effective against
mosquitoes, ticks, fleas, but are not effective against
bees, wasps and hornets.
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Pre-flight Health Evaluation

Pre-flight evaluation should consider the passenger’s 
medical condition regarding acute and chronic illness,
possible infectivity, medications and need for special 
assistance. Passengers should be reminded to hand carry
medication and have travel health insurance.
Conditions requiring particular evaluation include:-

cardiovascular disease, recent deep vein thrombosis
and pulmonary embolism, upper and lower respirato-
ry tract disease (e.g. sinusitis, asthma, chronic obstruc-
tive airways disease, emphysema), recent surgery,
cerebro-vascular disease, unstable psychiatric illness,
diabetes and infectious diseases.
Assessment

The passenger’s exercise tolerance can be a useful
indication of fitness to fly. If someone is unable to
walk a distanc greater than 50 metres without devel-
oping dyspnoea, there is a risk that they will be unable
to tolerate the relative hypoxia of the pressurised
cabin. More specific information can be gained from
blood gas levels and oxygen saturation. The risk of
otic barotrauma occurs from flying with an upper res-
piratory tract infection, or hay fever. It is unwise to
travel by air with otitis media unless appropriate
antibiotics have been administered for at least 36
hours and Eustachian tubes are patent.

Medication for in-flight use should be avoided
unless the traveller has used it before, is familiar with
its primary effects and has no undue side effects.
Medical Criteria for Fitness to Fly
There are a number of contraindications to flying .
The following guidelines are based on those issued by
IATA (the International Air Transport Association).
Medical Conditions Requiring Pre-Flight Medical
Evaluation: Cardio-Vascular Disease, Recent myocar-
dial infarction, coronary artery bypass grafting , angi-
na pectoris and congestive cardiac failure.

Most cardiac patients on medication can tolerate
cabin air if stable, with the use of supplementary oxy-
gen in some cases. Following an uncomplicated
myocardial infarction, passengers should not fly for at
least 7 days. Angina, if stable is not usually a problem.
Coronary artery bypass grafting and other chest sur-
gery should pose no risk providing the passenger has
made a normal uncomplicated recovery. Air travel can
be contemplated, 10 days post-surgery, post angio-
plasty (with or without stent) but the situation is less
clear because of the risk of early re-occlusion. Travel
can usually be considered within 3 to 5 days of the
procedure. Respiratory Disease, passengers with asth-
ma and chronic lung disease (including chronic
obstructive pulmonary disease and pulmonary fibro-
sis) are usually able to travel safely if the condition is
stable

Management
Dyspnoea. Check whether the passenger can walk 50

metres on the flat or up one flight of stairs without
becoming severely dyspnoeic. If the answer is “yes”
then the passenger is likely to be fit to fly; if “no” most
may be transported safely and without incident pro-
viding that supplemental oxygen is available during
the flight as standby or for continuous use.
Individuals who are markedly breathless at rest
should be advised not to fly. There is no specific risk
to passengers with asthma in the aircraft cabin,
Pneumonia should be resolved, with no residual infec-
tion and satisfactory exercise toleranceas above. If the
passenger also has existing pathology (such as COPD)
it is often prudent to delay travel for a few weeks.
Pneumothorax. It should be safe to travel by air two
weeks after successful drainage.

Blood Disorders. Anaemia-special consideration
should be given to anyone with a haemoglobin below
7.5gm/dl as it reduces the tolerance to hypoxia.
Those with chronic renal failure and other conditions
predisposing to anaemia, usually tolerate a lower
haemoglobin level at cabin cruising altitude.
Those with sickle cell anaemia should travel with sup-
plemental oxygen and should defer travel for 10 days
following a sickling crisis. 
Central Nervous System Disorders. Following a stroke

or cerebrovascular accident, passengers can usually
consider travel after 3 days if stable or recovering.
Formal medical clearance should be sought if travel is
required within 10 days. For those with cerebral artery
insufficiency, hypoxia may lead to problems and sup-
plementary oxygen may be advisable. 
Grand mal seizure. Travel should be delayed for 24

hours after a seizure Epilepsy The passenger with sta-
ble epilepsy may be more prone to seizures during a
long flight; mild hypoxia and hyperventilation are
known precipitating factors, in addition to the aggra-
vation of fatigue, anxiety and irregular medication.
Consideration should be given to providing extra
anti-convulsant medication.

IBM
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CASE STUDIES

Pre-Conception Malaria Prevention
J Mandizha

This case study examines pre-conception malaria 
prevention advice given to a 37 year-old, female, UK 
traveller, presenting to a travel clinic to discuss a proposed
three-week trip to Cambodia.

A female patient presented to the travel clinic with a
proposed itinerary of a three-week trip to Cambodia,
leaving in six weeks.  On further questioning, a more
detailed trip plan was not available, but she was
travelling with her husband, accommodation was
likely to be basic, and they hoped to cover a large
area of the country. 

The patient, aged 37 years, declared no significant
medical history, no current medication and no
known allergies.  However, she stated that her and
her husband had recently decided to start a family.
She had stopped taking the oral contraceptive pill
and was keen to make one last trip before a young
family would potentially kerb their travelling.

After a brief discussion regarding possible vaccines,
we focussed on examining the risks of malaria in
Cambodia.  In view of her plans, this was a priority,
as episodes of malaria are more common amongst
pregnant women, are harder to diagnose, are more
likely to be serious and have been associated with
miscarriage, stillbirth and low birth weight (RCOG,
2010).

NaTHNaC, citing Public Health England's Advisory
Committee on Malaria Prevention guidelines, states
that there is a 'high risk of malaria in Cambodia'
(NATHNAC, 2014).  Geographically, there is consid-
ered to be a very low risk of the disease in the tourist
areas of Angkor Wat, Siem Reap and around Lake
Tonle Sap and no risk of the disease in the capital
city of Phnom Penh.  CDC information differs slight-
ly from this, stating that malaria is present in Siem
Reap; there are rare cases in Phnom Penh and no
malaria at Angkor Wat or around Lake Tonle Sap.
Estimated relative risk for US travellers is considered
to be low (CDC, 2014).  An under-reporting of cases
should be considered, however, as travellers may
undergo diagnosis and treatment in country, or at an
onward destination, such as Australia.

The WHO reports that an average of 56% of malaria
cases in Cambodia are due to the plasmodium
species P.falciparum and the remaining 44% due to
P.vivax (WHO, 2013).  CDC attributes 86% of cases to
P.falciparum, 12% to P.vivax and 2% to P.malariae.
Clinically, P.falciparium is more dangerous, being
responsible for the majority of malaria deaths world-
wide.  Interestingly, however, although congenital
malaria is rare, it is more common in cases of P.vivax.
There is well documented, widespread resistance to
chloroquine in Cambodia.  Resistance to mefloquine

has also been observed in western areas
(Wongsrichanalai and Meshnick, 2008).

A wealth of international information is available
online to professionals and lay persons alike, and it is
likely that patients will present to travel clinics fore-
armed with information from various sources.  It is
important that health professionals are aware of the
variation in global guidelines and it is reasonable to
use data from reliable sources to inform opinion.
However, it is good practice for UK health profes-
sionals to use the guidelines specific to the country in
which they are practicing. 

We discussed the options available.  These included
the favoured option of cancelling or postponing the
trip, designing an itinerary which included only very
low risk areas, choosing another destination entirely,
delaying conception until return or maintaining the
proposed itinerary and taking malaria chemoprophy-
laxis. 

Options for prophylaxis would include mefloquine,
atovaquone/proguanil or doxycycline.  Alongside
the normal considerations of cost, convenience, toler-
ability and effectiveness, in view of the patient's
intentions, potential teratogenicity must also be
examined.

Mefloquine is an anti-protozoal agent which is
effective against the four main plasmodium species.
The weekly formulation makes this medication con-
venient and relatively inexpensive.  However, meflo-
quine has been linked with significant neuropsychi-
atric side effects, and has associated contraindica-
tions.  Although animal studies demonstrated terato-
genicity and embryotoxicity, limited data shows no
adverse events in pregnancy.  Mefloquine should be
used with caution in the first trimester, but can be
used in all trimesters for travellers to high-risk areas,
after a careful risk-benefit analysis (PHE, 2014).
However, resistance makes this drug ineffective in
the west of the country, and our traveller could not
rule out visiting this area.   

Atovaquone/proguanil acts as a blood schizonticide
and is also active against hepatic schizonts in P.falci-
parum malaria.  The course is relatively short and
the drug is generally well-tolerated.  It is especially
useful in areas like Cambodia, which have docu-
mented resistance to alternative therapies.  Animal
studies have demonstrated no teratogenic effects,
however, unexplained maternal toxicity has been
observed (GlaxoWellcome, 2005).  Pregnancy is not a
contraindication, however, safety has not been estab-
lished.  After thorough risk assessment, if no other
options exist, atovaquone/proguanil can be consid-
ered in the second and third trimester of pregnancy



40 Journal of BGTHA, Volume XXIV, 2014

(PHE, 2014).  If used during pregnancy, a folate sup-
plement is recommended, due to the potential risk
proguanil poses to foetal development.

Doxycycline is a tetracycline antibiotic, which is
also effective in preventing malaria.  Again, it is espe-
cially useful in resistant areas.  Despite gastric side
effects and the potential for photosensitivity, doxycy-
cline has the benefit of being readily available and
cost effective.  The UK Teratology Service states that
exposure to doxycycline in early pregnancy has not
been firmly associated with any specific malforma-
tions, but its use in the second or third trimester can
cause discolouration of the teeth.  For these reasons,
it is best avoided in pregnancy (UKTIS, 2012).
Current Royal College of Obstetricians and
Gynaecologists guidelines, published in 2010, sup-
port this.  However, according to new Public Health
England guidelines, doxycycline can now be consid-
ered in early pregnancy, in special circumstances,
where prophylaxis is necessary and other options are
unsuitable.  The entire course must be completed
before 15 weeks gestation (PHE, 2014).  Using the
proposed dates for the patient's journey, we were
able to establish that this was an option if the patient
made the decision to travel as planned.  

With the above information and guidance, the
patient was left to make an important decision about
her future plans.  This included considering the
safest, but least attractive, options of cancelling the
trip or delaying conception.  If the patient chose to
delay conception, advice is available within the
ACMP guidelines regarding appropriate timeframes
for this, in order to minimise the presence of medica-
tion within the system.  However, the option was
considered by the patient to be unacceptable, owing
to her age.  A risk-benefit analysis was made more
complex by the hypothetical nature of the conversa-
tion.  After leaving the clinic to discuss options with
her husband and taking time to consider them, the
patient returned to collect doxycycline.  

As with all patients visiting malarious areas, bite

avoidance methods were thoroughly discussed.  This
included the use of repellents containing 50% DEET,
minimising exposed skin by covering up or staying
indoors from dusk until dawn, using an impregnated
mosquito net and considering the use of knock-down
sprays and insecticide-treated clothing.  This advice
is especially important for pregnant women, who are
more susceptible to mosquito bites.  As with all
patients, it was reiterated that no prophylaxis is 100%
effective, and prompt medical attention must be
sought in the event of a feverish illness, even after
return to the UK.

Jess Mandizha RN, MSc, Dip TN
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ANECDOTES

Lessons learned from travel: a personal view
It was late afternoon and I was sitting in a small tent at our

advance base camp on a Himalayan glacier, looking anxiously at
my watch. The rest of the group should have been back long ago,
descending fixed ropes after a reconnaissance of our proposed
route up the mountain. As darkness fell I lit the stove, as the
returning climbers would need a hot drink and a meal, and
began melting snow in pans ready for their return. When they
had still not returned I decided that action was needed. After
swallowing a hasty meal I put on all my bad weather gear, as it
had now started to snow, and set off up the glacier to look for the
team.
Soon all that I could see was the narrow cone of light

from my head torch, full of swirling snowflakes. Suddenly
the snow beneath my feet slipped away and I felt myself
falling into the darkness. Quickly I drove the pick of my
ice axe into the snow, putting all my weight over it, and
managed to stop my fall. Disorientated by the fall, I was
no longer sure exactly where I was. I could no longer see
the light that I had left burning inside the tent, nor was
there any trace of the missing climbers. My only hope was
to resume my upward route in the hope of seeing either
my friends or the orange glow from the tent, but neither
appeared. I was close to panic, when an overwhelming
feeling of peace came over me and for some unknown rea-
son, I knew that all would be well. Then the snow stopped
and I heard a faint shout in the distance. Soon I could see a
tiny speck of light moving like a firefly and then another
appeared. Within minutes my missing friends appeared in
the light of my head torch. I am not sure who was the
more relieved, myself or them. By now we were back on
familiar ground, and in spite of the darkness were able to
find our way back to the tent, where we swapped stories,
me of my wanderings on the glacier and my friends of
their epic descent of iced-up ropes. We had all been in dif-
ficult and dangerous situations but somehow had man-
aged to find our way out of them.
Another day, another mountain and another advance

base camp. This time the mountain had already been
climbed and we were gradually removing our equipment
down to base camp ready for our departure when our
team of porters finally arrived. Camps 1 and 2 had already
been evacuated and four of us were coming down with
our loads, intending to reach base camp. Once again it
began to snow heavily, and by the time we reached the one
remaining tent at advance base, it was clear that we would
not reach base camp that day. Wet with sweat from our
exertions and from snow that somehow found its way into
every gap in our clothing, the four of us piled into a small
two man tent. With an inadequate supply of food and fuel,
how long could we hold out at advance base if the storm
continued? Getting into sleeping bags that themselves
were in various states of dampness, in clothes that were
somewhat more than damp, and trying to fit ourselves
somehow into the limited space in the tent; we passed an
extremely uncomfortable and sleepless night. How long
we could put up with these conditions we did not know,

but when the morning light filtered into the tent we looked
out on a world covered with new snow that sparkled in
the sunlight. The discomfort of the night was forgotten as
we made our way back to base camp where food and dry
clothes awaited us.
In the Tengboche Monastery the Buddhist monks had fin-

ished their late afternoon ritual. I had sat on their hard
floor almost mesmerised by their repetitive chanting,
doing my best to adopt the appropriate cross-legged posi-
tion in spite of stiff and painful knees, the legacy of many
years of climbing, trekking and long distance running.
Only a few months earlier two of my sons had been tragi-
cally killed by a bus whilst out training for a cycling event,
a sport at which they both excelled. The gap that they had
left behind in the lives of all who knew and loved them
was immense It had felt as if the wound would never heal.
At the end of the monks’ ceremony the high lama took me
into the inner area of the prayer hall where he intoned a
prayer for my sons while I lit butter lamps. Traditionally
one can offer lamps for the 49 days after someone's death,
or every 7th day during the 49 days, or just on the first or
last day. Even though more time than this had passed
since my sons’ death it seemed an appropriate thing to do
in the setting in which I found myself. Even if the
deceased had no particular religious affiliation, we can
make light offerings to ease their passage after death, with
the wish that they make a positive future connection with
a true spiritual path. This was an overwhelmingly power-
ful experience, after which, surrounded by the snow-cov-
ered Himalayan peaks, I began to feel at least the begin-
nings of some kind of inner peace.
I have spent a great deal of time travelling in many coun-

tries, most of which would be considered to be much less
advanced in their development than we are in our country.
I have seen confined and unhygienic living conditions, the
lack of clean drinking water and sanitation, disease and
the lack of infrastructure to cope with it and the absence of
most if not all of the comforts and conveniences that for us
make up the commonplace of everyday life. I have seen
unrepresentative and repressive governments, corruption,
social division and employment conditions bordering on
slavery. But I have also seen other things. I have seen joy
and happiness, singing and dancing. I have seen children
content to play with whatever comes to hand as an impro-
vised toy and old people and the mentally ill or impaired
treated with respect and kept within the circle of family
and community. I have been accepted into homes as a
stranger and offered food and drink when there was little
enough for the family’s own needs. When I admired a rug
on which I was invited to sit in a remote Himalayan village,
I was offered it as a gift. I have often compared these expe-
riences with the comfort and cleanliness of our homes, the
way in which our children are showered with toys and
gadgets, our protectiveness towards our many possessions
and our tendency to have our older relatives and the men-
tally impaired segregated from society in order to “care”
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for them. In spite of our relative affluence, there is much
discontent and unhappiness in our society.
What lessons have I learned from these experiences? I

have learned that however impossible the situation may
appear, there will probably be a way out of it; I have
learned that danger and discomfort are temporary phe-
nomena that can be endured and will not last forever; but
I have learned perhaps more important lessons than these.
My experiences have taught me that there are other ways

than those with which we are culturally familiar of looking
at the world, our existence in it and our exit from it. We
have much to learn from other cultures and faiths and
should respect and honour them. Above all, they have
taught me that while we may consider that we have much
to teach those who are less privileged than we are and do
not have our level of education or scientific knowledge, we
have much, perhaps more, that we can learn from them.

Mike Townend

Anecdotes continued

Therapy by Default - a general practice anecdote.

It was the end of a long day and even longer surgery consulta-
tion list. By 8pm, I was longing for dinner and relaxation by the
fireside. 
“It's another extra,” announced the receptionist and my heart
sank. 
“She is not one of ours. Do you want to see her?” and I cheered
up. I did not contractually have to see this patient.
“She is emigrating tomorrow and needs a note to say she is unfit
to travel.”
Intrigued and aware that a note would only take a moment to
write, I hesitated. 
“She really is in a bad state doctor. You will have to see her.” I
was trapped, so unwillingly, she was added to the waiting list.
In due course an attractive, 30 year old women came into
see me. She was smartly-dressed but her face was streaked
with tears, make-up was running and she was very agitat-
ed. She introduced herself, and told me her story hesitant-
ly with much prompting. She was a very successful busi-
nesswoman locally, had prospered financially, met a man
and was going to Malawi to marry him and set up busi-
ness there. She had sold her shops in Britain, disposed of
her home and assets and had tickets for a flight out of the
UK the next day. She had however become ever more emo-
tionally and mentally disturbed in the previous few days.
“The thought of boarding a plane and leaving the ground
terrifies me and I can't sleep for thinking about it, “she
said, in tears She had apparently always had a slight pho-
bia of flying, but now it had become entrenched. 
“I would like an insurance note stating I am unfit for trav-
el.” This was an easy option for me and she would have
been gone from the office in minutes if I complied. I could
be en route for dinner and fireside in minutes. I was sorely
tempted, but to qualm my conscience I offered,
“Perhaps a tranquilliser would help?”
“No I do not want to be sedated”, as she spurned the offer.
I knew their use merely treated the symptoms of her mala-
dy and not the cause and was not curative. Gradually she
calmed down as we talked. I realised that she was normal-
ly a very self-possessed woman with good control of her
life and perhaps I could help her. Joan was facing a rare
crisis in her life which she could not control.
“Hypnotherapy could help you get to Africa,” I put to her.
She was surprised but admitted that a friend had an expe-

rience of medical therapy which had been beneficial.
“Will it cure me?” she wanted to know. I temporised, 
“It often works and I have had many patients overcome a
fear of flying when they have had hypnotherapy.
“Okay. I'll have it, she said decisively,
I went through the usual informative procedures and then
trance-induction, with suggestions that she would be able
to travel calmly the next day and that she could overcome
the fears she had of her new partnership and change in
location. In half an hour she was gone and I could thank-
fully get home to my family.
Six weeks later she telephoned to say she had an unevent-
ful flight. A year later a Christmas card advised that her
marriage and business were thriving and I forgot about the
incident. Six years later, at the end of another long day, I
saw another name had been added to the list, one which I
did not recognise.
“It's a temp.” said the receptionist. “She says you knew her
years ago. “Temporary patients were always a nuisance for
there were no accompanying notes and it took extra time
to deal with them. The name eluded my memory.
“She says you treated her some time ago.”
Grudgingly I acceded to the request. The door opened to
reveal the Malawi immigrant. She looked  very glamorous
and was dressed in an elegant costume with a matching
expensive hand-bag.  
“I was hoping to see you doctor. I have brought you some
wine, “as she dumped a box on the floor beside me.
“I have been doing well and business is good but I need
another miracle cure.
“Why what has happened?” and her features darkened.
“I was subjected to an attempted rape in a shopping centre
in Blantyre. I got away and am physically okay but my
fear of flying has returned. I have had to come back by sea
to see you!”
We chatted about her life abroad, then I once again repeat-
ed the procedure of six years previously and off she went.
Once again some weeks later there was a call to say all was
well and she was flying again and she never returned.
Hypnosis seemed an effective emergency way of treating

the very common fear of flying .
Retired gp.
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The Northern European Conferences on Travel
Medicine(NECTM)

There have now been five very successful confer-
ences. The first was held in 2006 in Edinburgh fol-
lowed by Helsinki, Hamburg, Dublin and this year
(2014) in Bergen. The next conference (NECTM6) will
be in the QE11 conference centre in London in 2016.
The local organising committee comprises committee
members of the BGTHA in collaboration with
NaTHNaC, the Royal College of Nursing and an
honorary representative from the ISTM.  

The emergence of the NECTM conferences arose
from a realisation that there are similarities in the
ways Travel Medicine is practiced in the Nordic
countries (Finland, Sweden, Norway and Denmark)
and the British Isles - in particular the involvement of
nurses in counselling travellers on health risks and
making risk assessments for their particular journeys.
This is not usual practice in mainland and southern
European countries where nurses may sometimes
administer vaccines but are not normally involved in
giving advice, making recommendations or prescrib-
ing. Also in many of these countries the specialty of
tropical medicine sees travel medicine as coming
within their remit rather than within the remit of
general practice.   

The Nordic countries had been holding regular joint
travel medicine conferences for some time and I
attended one in Stockholm and then Copenhagen in
2002 where there was a symposium on education
that led to discussion about whether these northern
European countries, the UK and Ireland could for-
mally collaborate their educational efforts. 

Prior to this, very successful and friendly ‘Scottish-
Scandinavian (Scot/Scan) Conferences on Infectious
Disease’ were already being held and included pre-
sentations on travel health issues. I remember pre-
senting at one of these on malaria imported into
Scotland and a colleague also from Glasgow showed
a short film of microfilaria, taken from a patient’s
earlobe, wriggling around on a slide and this was
before the days of micro-electronic cameras. 

The next step was that the interested parties met in
2003 and prepared for the first NECTM to be held in
Edinburgh in 2006. The International Society of
Travel Medicine was represented and gave advice
and assistance in line with their policy to support the
growth of national travel medicine societies and
organisations. This began a process whereby repre-
sentatives from each participating country’s travel
medicine associations would be involved in deciding
programme content while the host country’s organi-
zation creates a local organising committee and iden-
tifies a professional conference organizer (PCO) with
whom local and financial arrangements are put in
place. The next venue is decided before the end of

each conference so that this can be announced and
promoted at the closing ceremony. 

The number attending each conference has varied
between around 500 and 1000 which puts it into the
category of a medium sized event, larger than local
national meetings and smaller than the global confer-
ences run by the International Society of Travel
Medicine. This moderate size allows good network-
ing but also retains a family atmosphere, which helps
to prevent the exhaustion and sometimes loneliness
often experienced, particularly, by new attendees at
larger events. 

It is important to understand that ‘NECTM’ is not a
society or organization like the ISTM. Its role is sim-
ply to support TM education in the participating
countries through arranging biennial conferences.
Those from other countries have always been wel-
come to attend as participants. The programmes aim
to focus on issues relevant to how travel medicine is
practiced in the northern European region and also
reflect particular travel health interests within the
host country.

Recently a constitution has been drawn up to facili-
tate the administrative aspects of making conference
arrangements. There is now a formal steering group
with a Chair and Co-chair rotating between different
northern European geographical areas elected by
consensus. These persons act as points of reference
for keeping records, receiving enquiries and coordi-
nating the transition of responsibilities from one local
national organising committee to another. One repre-
sentative from each participating organization makes
up the steering group, and after consultation with
their own society’s committee members, this group is
able to decide on issues such any proposals for
changes in NECTM conference’s remit as described
above. It also has an overall supervisory role, for
example, in relation to the work of the local organis-
ing and programme committees and NECTM’s finan-
cial status. The Netherlands and Germany have
recently joined and have representation on the steer-
ing group making the total number of countries par-
ticipating being 8 involving 12 organisations.

We hope that as many BGTHA members as possible
will be able to attend and support the NECTM6 in
London which is being held from 1st - 4th June 2016.
Preparations are already well underway and around
1000 participants are anticipated, which was the
number attending the first NECTM in Edinburgh 8
years ago. Further details will appear regularly in the
BGTHA’s Travelwise newsletter and its Journal and
details will also appear on the NECTM6 website at
www.nectm.com.

E Walker
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In the News

Chinese Birth Management
When the Chinese government announced a signifi-

cant change to its one child policy last November –
allowing couples to have two children if either par-
ent was an only child – it expected a baby boom.
11 million couples became eligible for a second

child and officials hoped for two million extra births
this year. But latest figures show just 700,000 cou-
ples applied for the new dispensation, and only
620,000 were given a permit. The new policy mainly
affects families living in cities.
After more than three decades of the one child poli-

cy, China is now a rapidly ageing society. Families do
not want to have more children. People are making
their decisions not because of government policy but
because of the economy and current society.

Malaria Vaccine
The world’s first malaria vaccine is on track for a

2016 launch after British drug maker Glaxo Smith
Kline submitted its treatment to EU regulators.The
World Health Organisation has already indicated
that a policy recommendation for the vaccine, the
most advanced treatment anywhere in the world by
at least 10 years, could be made by 2015 if it clears
regulatory hurdles.If approved the vaccine could be
widely available by 2016.
Trial results unveiled last year showed that the vac-

cine nearly halves the number of malaria cases in
children between five and 17 months old, for at least
18 months following the initial shot.
Effectiveness of the vaccine wanes over time, protect-
ing only 16.8pc of children for as long as four
years.GSK is running its malaria programme as a
non-profit operation, but has not yet disclosed how
much it will cost to make the vaccine.

Ebola Infection
In April of this year an outbreak of Ebola was iden-

tified in a remote Guinean village and spread from
Guinea and Liberia to Sierra Leone. It wasn’t until
August, after one American aid worker and an
American doctor working in Liberia had contracted
the virus, that the CDC sent its first “surge” of epi-
demic specialists to the region and WHO declared
Ebola a public health emergency. It took 1,000
deaths and five months before this happened. The
Word Health Organisation (WHO) classified the out-
break as a public health emergency of international
concern, only the third time the global body has
made such a declaration since 2005.
In March Liberia reported its first case of the virus.

Now the capital, Monrovia, is one centre of the out-
break. Ebola is zoonotic disease. It originated in ani-
mals before spreading to human beings. A likely can-
didate would be one or more species of fruit bat,
which can carry the Ebola virus without showing
any signs of illness. This particular strain of Ebola is
fatal in 70% of all known cases. Patients are conta-
gious only when they are suffering symptoms: fever,
muscle aches, vomiting and so on. The virus cannot
be transmitted through the air. Direct contact with
infected bodily fluids like blood, urine, saliva and
faeces is how the virus hops from one person to the
next.
For all the chaos and suffering the virus is causing

in West Africa, Ebola is unlikely to pose a serious
health threat to the UK or other developed nations.
It is too difficult to transmit, provided the infected
are identified and isolated and health care workers
are given proper protective equipment. Fighting
Ebola involves isolating the symptomatic patient and
confirming diagnosis. Step two is contact tracing –
an effort to identify and locate people who have been
close to the patient. Step three is keeping tabs on
those contacts for symptoms. Ebola’s incubation
period is three weeks.The “isolate and observe” pro-
tocol has been a successful strategy in Nigeria and
Senegal, where outbreaks of Ebola .
There is a tipping point in all epidemics, when the

number of infected patients becomes so large that no
army of health care workers is big enough to draw
protective rings around every cluster of patients,
friends and family. If the tipping point is reached,
this virus will be everyone’s problem.
Some 130 nations have pledged support for the

U.N.’s Ebola effort, but, at time of writing only $346
million has actually been donated or legally commit-
ted and only a few countries, including the U.K.,
China and Cuba have sent doctors to the region.
Ebola’s toll in Liberia is compounded by a second,
less obvious crisis – the utter collapse of a national
health care system. Before the crisis, Liberia had less
than one doctor per 100,000 residents, compared with
77 in South Africa and 245 in the U.S. Health clinics
and hospitals across the country have closed for fear
of infection, and as a result, once manageable illness-
es – such as diarrhoea, hypertension and diabetes –
have become death sentences.
The outbreak may have long-term consequences. It

is argued in a recent paper published in the New
England Journal of Medicine, that Ebola is in the
region to stay. Even if the numbers of infections and
deaths start to fall, Ebola will continue to smoulder
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in the places where it can’t be tracked, ready to burst
into flame the next time conditions are right.
Two vaccines are being tested .A vaccine made by

the U.S. National Institutes of Health and
GlaxoSmithKline is currently undergoing human
safety trials at the University of Oxford. Effective
rollout will still require a functioning and robust
health care system. WHO is also making available to
those affected plasma from survivors which contains
Ebola-fighting antibodies.An expensive polymerase
chain reaction diagnostic test is used which takes 8
hours to process in a top laboratory and much longer
in West Africa where poor communications and road
networks and unreliable power supplies make it a
lengthy process . Medical personnel have to draw
blood to obtain the sample, a very hazardous process
and patients have to wait in holding centres for the
result. 30 to 50% of those coming to clinics will test
negative, but the period of wait with affected others,
increases the risk
The Ebola protocol
Once a patient is diagnosed with Ebola he or she is

put in isolation in a hospital and kept away from vis-
itors and other patients.
After the patient is isolated, health officials locate all

people who came into contact with the patient and
monitor them for 21 days.
Contact tracers spend three weeks conducting daily

checkups on the patient’s contacts. If someone
develops symptoms, the whole process begins again.

Disabled travellers
There are more than 11 million people in the UK

with limiting long-term illness, impairment or dis-
ability Disabled air passengers should be given a seat
by airlines while they are waiting for flights, the
Court of Appeal has ruled, as it upheld the awarding
of damages to an arthritis sufferer.The case was taken
to the appeal court to clarify the law for travellers
with disabilities who travel to countries outside the
European Union, under the 2010 Equality Act.
The UK tourism industry has been criticised for

poor care of disabled travellers.. A recent survey
commissioned by the Department for Work and
Pensions, found that nearly two thirds of Britain’s
top attractions were not fully usable for wheelchair
users. Tourism businesses have obligations under the
Equality Act 2010, which require that service
providers must think ahead and take “reasonable”
steps to address barriers that impede disabled people.

French Health Care
The French are leaving their country’s debt-ridden

national health service in tlarge numbers and taking
out private insurance with British companies after
losing faith in their “sick” welfare state. Growing
numbers of French professionals, business owners
and self-employed workers are refusing to pay
expensive health service contributions, which the
government says are compulsory.
They are embroiled in a prolonged legal battle with

the authorities, arguing that European agreements
bar the French state from enforcing a “monopoly” on
health insurance.Liberte Sociale estimates that at
least 60,000people have quit the national system.
About 30,000 people have taken out policies with a
company, which is based in Bristol.
Health service contributions in France are usually

deducted from the pay of salaried employees but the
self-employed, including GPs and lawyers receive
quarterly or annual bills. They are calculated as a
percentage of their previous year’s income on a com-
plex sliding scale.It is cheaper and better to take for-
eign insurance.

Health care in Spain
New regulations mean that many expatriate Britons

may not be able to access free local health services in
Spain. Those who have taken early retirement and
used the services under the reciprocal agreement
with the UK used to sign a residual S1 form (former-
ly E106) which confirmed that expats. had paid UK
national insurance for the last 3 years. The British
Government would then cover the medical costs
incurred overseas. These forms are being withdrawn
in July 2015. Protection will only continue for those
who have already signed until the form expires at a
maximum of 30 months.

EU rules state that if living abroad, one can get
medical treatment in the country of current resi-
dence. Retired expats get caught out however, having
paid national insurance only in a country in which
they no longer reside. Hospitals abroad are now
requesting documentary evidence that residents have
either paid into the local system via tax or national
insurance, or have private health insurance in place
before they authorise treatment.

According to IHC Employee Benefits If people live
abroad for more than 3 months they do not automati-
cally qualify for NHS treatment on return. They can-
not return for a holiday or visit to relatives and use
the NHS for non-emergency treatment. Those who
return to the UK need to live here for 6 months
before they can legitimately access NHS services.
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Travel insurance for people affected by cancer
Most companies use a medical screening service

which will ask whether the person has a terminal
diagnosis, and the extent and spread of the disease.
People with advanced disease, or who are currently
undergoing treatment may find it more difficult to
get cover. Insurance to USA, Canada and Australia
can be more difficult to obtain. Some companies may
not cover for cancellations.
Travellers should ask for a letter from the doctor

stating that they are well enough to travel. All should
be advised to obtain an EHIC Form. 

European travel
Insure Cancer (www.insurecancer.com) specialise in

covering people with cancer diagnosis; active,
metastatic, relapsed, terminal. Will consider all desti-
nations including the USA (www.allcleartravel.co.uk)
offer cover if prognosis of 6 months or more, after
the end of holiday.
JD (Consultants) Insurance and Medical Brokers

www.jdtravelinsurance.co.uk offer cover for a termi-
nal diagnosis, if the prognosis is longer than 4
months. However there must be must be 3 months
clear of any chemotherapy treatment.

Medicover (www.medi-cover.co.uk) offers single
trips cover up to 180 days, with a prognosis of over
four months after the holiday.
Pulse Insurance (www.pulse-insurance.co.uk)

specialise in providing travel insurance for people
who are considered “high risk”.
Insure (www.insurepink.co.uk) specialise in people

living with breast cancer. They will cover European
and worldwide destinations. Travellers need to be
four weeks post chemotherapy or radiotherapy.

Claims on travel Insurance
4,300 Britons claim for medical care each week.

The average cost of a travel health claim to the com-
pany is £930. £3323 is the highest paid out clalim on
file with the ABI to cover a cardiac bypass operation
and care in USA. Gov.uk/foreigntravelinsurance

Morbidity and mortality in UK travellers
Over 6,000 Britons die abroad each year.The bodies
of 9 out of 10 people who die abroad are brought
back to the UK for funerals. The cost can be up to
£17,1000 per repatriation Many insurers restrict 
repatriation costs to £1000 or less. According to
Rowlands Brothers International, one in ten claims
for cover in these circumstances is rejected by the
insurer, often as a result of an undeclared pre-exist-
ing condition in the insured. Some insurers will not
cover older travellers for repatriation at all. Poorly
worded insurance ‘e’ contracts which are ambiguous
can encourage insurers to avoid paying out on claims.
Every global traveller should scrutinise the small
print of health insurance contract.

UK practising doctors below the European average
A report by the Organisation for Economic
Cooperation and Development states that UK has
just 2.8 practising doctors per 1000 people, well
below the European average of 3.4.
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Journal Watch
Edited by M Townend & J Moore
The Great Mosquito Hunt
Sohn, E, Nature, 10.7.2014

In this article the author describes her visit to Mali
and unorthodox ways to find out where malaria 
vectors hide during a long dry season. As surface
waters disappear, mosquitoes can no longer repro-
duce, because their eggs and larvae must remain wet
to survive. The number of mosquitoes buzzing
around crashes to near zero. But when the rains
come, adult bloodsuckers appear in explosive num-
bers in as little as three days — a timeline that is
hard to square with the fact that it takes at least eight
days for these mosquitoes to grow from egg to
adult.The pattern suggests that adult mosquitoes
hide somewhere to wait out the dry season, and that
possibility points to a tantalizing plan of attack.
Every year, malaria makes hundreds of millions of
people ill and kills more than half a million, mostly
children in Africa. If scientists could figure out where
the mosquitoes go when conditions become inhos-
pitable during dry seasons, they might be able to
wipe out the insects — and with them the disease
they carry — at a point when they are likely to be
easy targets.
The leading researcher is Tovi Lehmann, a research
entomologist at the US National Institute of Health’s
Laboratory of Malaria and Vector Research in
Rockville, Maryland. Along with Martin Donnelly at
the Liverpool School of Tropical Medicine, UK, he
and his colleagues have been comparing the
genomes of Anopheles mosquitoes from across
Africa. If genomes remain consistent from one set of
rains to the next, that would show even more strong-
ly that many mosquitoes endure the dry season, as
opposed to being replaced each year by a population
of migrants. 

Comment
The researchers are trying a variety of tactics from
trained sniffer dogs to identify marked mosquitoes,
to helium balloons equipped to trap any mosquitoes
travelling in by wind. Preliminary studies during the
wet season have located a few A. gambiae flying as
high as 160 metres above the ground, even though
there is nothing for them to eat up there. “It is now
starting to look as though one of the three species of
mosquito that transmit malaria in the region aesti-
vates, and the other two migrate,” says Lehmann.

Vaccination in Elite Athletes
Tim Meyer, Barbara C. Gartner, Saarland University,

Germany; Sports Medicine, published online 2nd  July 14.
Public health vaccination guidelines cannot be easily
transferred to elite athletes. An enhanced benefit
from preventing even mild diseases is obvious but
stronger interference from otherwise minor side-
effects has to be considered as well. Thus, special
vaccination guidelines for adult elite athletes are
required. In most of them, protection should be
strived for against tetanus, diphtheria, pertussis,
in?uenza, hepatitis A, hepatitis B, measles, mumps
and varicella. When living or traveling to endemic
areas, the athletes should be immune against tick-
borne encephalitis, yellow fever, Japanese encephali-
tis, poliomyelitis, typhoid fever, and meningococcal
disease. Vaccination against pneumococci and
Haemophilus influenzae type b is only relevant in
athletes with certain underlying disorders. Rubella
and papillomavirus vaccination might be considered
after an individual risk–benefit analysis. Other vacci-
nations such as cholera, rabies, herpes zoster, and
Bacille Calmette–Guerin (BCG) cannot be universally
recommended for athletes at present. Only for a very
few diseases, a determination of antibody titres is
reasonable to avoid unnecessary vaccinations or to
control efficacy of an individual’s vaccination (espe-
cially for measles, mumps, rubella, varicella, hepati-
tis B and, partly, hepatitis A). Vaccinations should be
scheduled in a way that possible side-effects are least
likely to occur in periods of competition. Typically,
vaccinations are well tolerated by elite athletes and
resulting antibody titres are not different from the
general population. Side effects might be reduced by
an optimal selection of vaccines and an appropriate
technique of administration. Very few discipline -
specific considerations apply to an athlete’s vaccina-
tion schedule mainly from the competition and train-
ing pattern as well as from the typical geographical
distribution of competitive sites.

Comment
Risk–benefit analysis of vaccination in elite athletes
differs significantly from that of the general popula-
tion, providing the rationale for specific vaccination
guidelines. Risk of infection is higher in athletes due
to worldwide travelling and close contact with team-
mates or opponents. Moreover, consequences of
infection are more serious, since even mild infections
might be relevant for individual performance.
Adverse reactions could be reduced by selecting the
optimal vaccine, the optimal time point for vaccina-
tion and the correct vaccination technique.
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Update on human rabies in a dog- and fox-rabies-
free country
Stahl J-P, et al. Update on human rabies in a dog- and fox-
rabies-free country. Med Mal Infect (2014)

Rabies is responsible for 50,000 deaths per year
worldwide. Mainland France has been officially freed
from rabies in non-flying animals since 2001. The
authors wanted to provide an update on the French
situation, using published data, and describe possi-
ble options since official guidelines are lacking.
Rabies in non-flying mammal is no longer present in
France, except in imported cases, and does not justify
using anti-rabies PEP systematically for all bitten
patients. PEP is indicated when there is a risk accord-
ing to the epidemiology (travelling or importation),
or clinical symptoms suggesting rabies in a cat or a
dog, except when animal observation is possible. It
may be justified to wait for monitoring results in
some cases before initiating PEP or not. PEP may be
debated in 2 cases: 
• should any person be treated systematically after
having been bitten by a dog or a cat not available for
monitoring? The circumstances of the bite can be
used to decide only when the animal has a suspi-
cious behaviour. A normal behaviour at the time of
the bite does not rule out the risk. The risk is mini-
mal,but not null;
• in case of a confirmed indication for treatment,
should immunoglobulin be systematically associated
to vaccinal injections? This association is known to be
the most effective, compared to vaccination alone,
and why restrict it to some patients, with the risk of
decreasing the chances for a favourable outcome for
the other patients?

For the time being, the decision must be made by the
physician managing the bitten patient, since there are
no official recommendations in France; and he must
deal with the risk that an always lethal disease could
occur in his patient.

Comment
The article attempts to balance the need to use PEP
routinely for suspected infected  bites citing that
recently none have come from bats. The only infected
dogs have been imported from another country. The
onus upon the physician to decide leads to another
question of the level of understanding of general
practitioners and the ability to diagnose and propose
a treatment plan for any suspected condition. Further
research work could be continued to establish the
degree of understanding that primary physicians
have of the WHO protocol and to triage the degree of

risk following any bite.
Viral Haemorrhagic Fever algorithm (v2 July 2014)

Public Health England has produced an updated
guide to its risk assessment on identifying and treat-
ing presented cases of viral hemorrhagic fever. The
algorithm has reference to malaria and VHF indicat-
ing within the to entail risks to staff and recommend-
ing the necessary set of tests required at the relevant
stages. This can be found on page 13 of the publica-
tion Management of Hazard Group 4 viral haemor-
rhagic fever and similar human infectious diseases of
high consequence, published by the Health
Protection Agency.
A copy of the algorithm can be downloaded from
http://www.hpa.org.uk/webc/HPAwebFile/HPAwe
b_C/1194947382005 

Comment
Many practitioners will come across travellers with
associated fevers, but the true diagnosis is dependent
on the correct set of tests and relevant results. This
algorithm provides a standardised method of evalu-
ating a traveller presenting with a fever and is in a
format that can be carried electronically if working in
the field. From the recent notifications of Ebola and
Crimean- Congo disease to the management of
Dengue fever patients this is a useful diagnostic tool.

Serious altitude problems in travellers who visited
a pre-travel clinic
Croughs M, van Gompel A, Rameckers S, van der Ende J.
Journal of Travel Medicine. DOI: 10.1111/jtm.12160

401 Travellers to high altitude, who had visited 6
travel clinics were included in this study. They kept a
diary from the first day at 2000m, to 3 days after
reaching their maximum sleeping altitude. Serious
illness was defined as symptoms of serious acute
mountain sickness (AMS score of 6 or over) and/or
cerebral or pulmonary oedema.

90% of travellers reached an altitude of 400m or more
and 35% developed serious symptoms. 23% had seri-
ous AMS, 25% had symptoms of cerebral oedema
and 13% had symptoms of pulmonary oedema. The
investigators reported independent predictors of the
development of serious symptoms as a young age,
passing dark urine and travel in Africa or South
America. 77% of travellers carried acetazolaminde
and 41% took at least one dose. Of those with serious
symptoms 51% had taken acetazolamide at least
once, 20% descended to below 2500m, when symp-
toms occurred and 11% consulted a physician.

Journal Watch continued
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Comment
This study highlights the need for pre-travel advice
for travellers to high altitude and the need to rein-
force the need for descent and consulting a physician
if serious symptoms occur, precautions which few of
these travellers observed. It also points out some of
the potential predictors of serious altitude problems.

Pyonephrosis caused by Salmonella Typhi: a case
report
Batista da Costa J, Cornu J, Levgraverend D et al. Urol
Int. Aug 2014

The authors report a case of pyonephrosis in the
presence of a renal stone associated with bacter-
aemia, following acute obstructive pyelonephritis,
caused by infection with Salmonella typhi. 

Comment
Although typhoid is a systemic infection and not
simply an infection of the gastrointestinal tract, infec-
tion of the urinary tract is, as the authors state,
uncommon. They suggest that the presence of stones
in the urinary tract could explain chronic urinary car-
riage of Styphias well as contributing to the causa-
tion of severe urinary tract infections such as they
report. This paper points out that infection with
Styphishould be considered as a potential cause of
severe or life-threatening urinary tract infection,
especially in the presence of stones in the urinary
tract.

Antimalarial resistance: is vivax left behind?
Ariey F, Paul RE.
The authors point out that while the major focus has
been on the problem of the increasing artemisinin
resistance of P falciparum, the greatest malaria bur-
den outside Africa is caused by P vivax. They point
out the essential difference in the life cycles of the
two parasites, which should theoretically cause less
selection pressure on  P vivax, in other words a lesser
tendency to develop drug resistance. When chloro-
quine was a first line treatment for P falciparum
malaria, they suggest that P vivax may have been
exposed to sub-lethal doses of chloroquine in cases of
co-infection with both parasites, and point out that in
Thailand treatment of P falciparum malaria was
often followed by a clinical attack of P vivax  malar-
ia. Although chloroquine is no longer a first line
agent for the treatment of P falciparum malaria,
which should lead to a lower rate of spread of
chloroquine resistance, the spread of resistance must
still be taken into account when formulating policies

to control malaria, with P falciparum and P vivax
malaria being regarded as distinct and different dis-
eases.

Comment
The authors, quite rightly, point out that malaria
elimination will no longer be able to ignore P vivax,
which they state should no longer be the least of our
worries

Global extent of chloroquine-resistant Plasmodium
vivax: a systematic review and meta-analysis 
Price RN, von Seidlein L, Valecha N, et al.

In view of the fact that chloroquine is the first line
treatment for P vivax  malaria and the increasing
resistance to this drug, the authors conducted a sys-
tematic review of P vivax  malaria treatment efficacy
studies, identifying 129 eligible clinical trials on
21694 patients from 179 study sites and 26 case
reports on 54 patients. They found evidence of
chloroquine resistance in 58% of 113 study sites
spread across most of the countries with endemic
vivax  malaria.

Comment
This systematic review has shown a worryingly large
degree of chloroquine resistance in P vivax  malaria.
Although P vivax  malaria is often considered to be
of relatively little consequence when compared with
P falciparum malaria, we know that P vivax  is capa-
ble of producing severe malaria. There is a need for
new policies for the prevention and treatment of P
vivax  malaria and for its control in endemic coun-
tries.
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Book Reviews

Minor Injury and Minor Illness at a Glance
Ed Morris. F WardropeJ  Ramlakhan S

Wiley Blackwell, Chichester £25.99

This book is part of the At a Glance series recognised
by their concise, succinct presentations of content and
excellent illustrations. The large format ensures that
the many pictures which support the text are clear and
add value to script which covers the most common
presentations encountered in gpsurgeries , pharma-
cies and minor injury units. The material provides a
valuable aid for the inexperienced health professional
in identifying and managing conditions and separat-
ing wheat from chaff in seriousness. Double page
spreads provide quick, access to information with
important diagnoses flagged for special attention.
Short answer questions test the readers learning with
access to on-line flash cards for review. This is a useful
support tool for students, gp trainees, pharmacists
and inexperienced health professionals.

Lecture Notes on Tropical Medicine
N. Beeching

Wiley-Blackwell, Paperback £25.99

A revised addition to the well regarded Lecture note
series, this multi-authored 7th edition on tropical
medicine has been thoroughly revised and updated,
with increased coverage on malaria and HIV/AIDS
still prominent in this field. It provides a very com-
prehensive introduction to the discipline with good
quality illustrations and flow charts. It is well if con-
ventionally laid out and the end of chapter summaries
give useful brief notes on key elements in the previous
section. The book is now supported by a companion
website, a very useful additional facility for student
and experienced practitioner. It provides access to
interactive multiple choice questions which can ease
the learning process and guide management. The new
chapter on eye conditions with its many coloured
photographs is a useful addition. A book long
favoured by student and expert, it deserves a place in
every travel health clinic.

IBM

Journal review (Sub) Reanalyses of Randomized
Clinical Trial Data JAMA September 10, 2014, Vol
312, No. 1
Shanil Ebrahim, Zahra N. Sohani

When researchers reanalyse patient-level data from
randomized controlled trials (RCTs), the trial out-
comes change in approximately 1 of 3 cases,. The
authors searched MEDLINE for published studies

that were reanalyses of trial data. Specifically, the
group aimed to find studies that retested the same
hypothesis as the original RCT. Overall, they identi-
fied 37 such publications.
Of those, 35% of the reanalyses produced results that
were significantly different from the initial analysis. In
3 (8%) instances, the newer analysis changed which
patients should be treated, in 1 (3%) instance it
reduced the proportion of patients that should be
treated, and in 9 (24%) instances it increased the pro-
portion of patients who should be treated.
Two reanalyses changed the magnitude of the treat-
ment effect initially reported, 4 led to a change in sta-
tistical significance, and 4 actually changed the direc-
tion of the effect. It is difficult to assess whether these
changes in trial conclusions led eventually to major
changes in clinical practice and, if so, how large these
changes were. The results certainly provide food for
thought in regard to the quality of the  evidence base
often accepted as support for the adoption of medica-
tions and treatments.  

IBM

Medical Tourism and
Singapore
Singapore is one of the top medical tourist destina-
tions in the world. With modern medical technolo-
gy highly trained doctors and private hospitals
offering good health care services. Patients visit to
for treatment because of the high standard of pri-
vate medical expertise. Singapore Tourism Board
(STB) works closely with private healthcare
providers by facilitating industry development
capabilities to create and deliver value-added
tourist packages for greater patient satisfaction It
works with healthcare and travel agents to provide
hassle-free and comprehensive medical tourism
packages for medical travellers and  family mem-
bers.
Singapore attracts an increasing number of medical
professionals and multi-national healthcare-related
companies from various parts of the world to share
and exchange expertise, conduct healthcare-related
research and training as well as to host internation-
al conferences and events. As prices have risen in
Singapore, US and Western European business has
been turning to cheaper countries such as Thailand,
Malaysia and India.



Difficulties in protecting against Hepatitis B in English General Practice 51

RESEARCH

Difficulties in protecting against Hepatitis B in
English General Practice
T Mangham, J Holden
Abstract
We sought to discover how a general practice could improve
its rate of hepatitis B protection, and specifically how effec-
tive reminder letters were in achieving this. We searched the
practice computer system for patients with any record of
hepatitis B immunity or vaccination. Those who were over-
due for either their second or third doses of vaccine (21)
were sent up to three letters asking them to arrange to have
their next dose. We sent a single letter to patients who were
overdue hepatitis B serology testing (34) asking them to
have this done by the practice. A year later we re-checked
vaccination or immune status on all patients. 21 patients
had been overdue for their second (10) or third (11) vacci-
nation, and had been sent up to three reminder letters. One
year after the start of the mailings; 12 people (57%) were
either immune, or on course to be immune and 9 (43%)
were still overdue a vaccination.In the group of patients
who were simply overdue immunity testing and sent only
sent one letter each, after one year:

20 people had been tested (58%), of whom 17 (85%)
were immune

14 had not responded to the letter (42%). 
Protecting people against hepatitis B involves general prac-
tices in considerable work. Only a single reminder letter is
worthwhile when patients are overdue vaccination or serol-
ogy testing.

Introduction
Hepatitis B remains a significant global public health
problem with over 350 million carriers in the world,
especially in poorer countries, despite an effective
vaccine being available for over 30 years1. Travel from
Britain to tropical countries has grown rapidly by 28%
between 2003-072. Depending on destination, 6-11% of
travellers are at high risk of hepatitis B, with a minor-
ity vaccinated3. Heterosexual exposure is the com-
monest reported risk factor in cases of acute hepatitis
B infection4, and many travellers do not consider
themselves at risk5. 

Most travellers look to their general practice for trav-
el advice and necessary vaccinations, for example 94%
of yellow fever vaccination centres are part of general
practices6. We sought to discover how a general prac-
tice could improve its rate of hepatitis B protection,
and specifically how effective reminder letters were in
achieving this.

Method
We initially searched the practice computer system for
patients with any record of hepatitis B immunity or

vaccination. Those who were overdue for either their
second or third doses of vaccine were sent up to three
letters asking them to arrange to have their next dose.
We sent out a single letter to patients who were over-
due serology for hepatitis B immunity asking them to
have this done by the practice. After one year we re-
checked vaccination or immune status on all patients.

Results
The initial computer search revealed that 113 [4.7%]
people out of 2380 aged 16-65 years in the practice had
started or completed a non-accelerated course of hep-
atitis B vaccination. Of the patients who had started a
hepatitis B vaccination course, 61% of these patients
had done so for travel purposes, 17% had done so for
occupational purposes. Table 1 shows the patients’
stage in the vaccination process at the initial comput-
er search. 

TABLE 1
Stage at initial computer search

Patients were classed as having “completed vaccina-
tion course”, either by having a serology test with
the result of an Anti-HBs level of greater than 100
IU/ml, or, by having a serology test with the result of
an Anti-HBs level between 10-100 IU/ml and having
since received a booster, therefore not requiring fur-

Patient hepatitis B Numbers of
vaccination status Patients

On schedule to complete 
a course 13

Had received first dose; 
overdue second dose 10

Had received second dose; 
overdue third dose 11

Had received third dose; 
overdue immunity testing 34

Had received third dose; 
test and non-immune 3

Completed vaccination 
course 42
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ther doses. (We were still testing and the British Liver
Trust does not readily distinguish which groups
should have serology7). The Green Book does not rec-
ommend serology testing for non-occupational risk
and we have ceased such testing since this study was
undertaken.  Current recommendations for anti-HBs
testing is only for patients at risk of occupational
exposure (1-4 months after completion of course) and
those with renal failure (annually).

The three patients who were ‘non-immune’ had an
Anti-HBs level of between 10-100IU/ml but had not
had a booster to increase levels to above 100IU/ml,
they were therefore not immune by UK standards8. 

One year after the start of the mailings, of 21 patients
who were overdue for either their second (10
patients) or third doses (11 patients) of vaccine, and
sent up to three letter reminders each:

12 people (57%) were either immune, or on course
to be immune (i.e. not overdue for a vaccination)

9 (43%) were still overdue a vaccination. 
In the second group of 34 patients who had complet-
ed a course of vaccination and were overdue immu-
nity testing, and sent only sent one letter each, after
one year:

20 people had been tested (58%), of whom 17
(85%) were immune

14 had not responded to the letter (42%). 
Less than 10% of people were estimated to have
moved or left the practice.

Discussion At the start of the audit only 49% of those
who had started a course of vaccination were
immune or on target to be immunised. Most had fall-
en behind and were overdue vaccination or testing
despite verbal reminders at the time of vaccination,
and opportunistic vaccination or testing, and com-
puter recalls. Unfortunately further effort by this sys-
tem of additional letters to patients only improved
protection to 57% and 58%.

Our results suggest that second or subsequent
reminders are not worth the extra effort, as targeting
the group with up to three reminders was only
slightly [1%] more successful than one letter.
However the letter to patients used the phrase, ‘Non-
urgent appointment’, which implies that the vaccina-
tions/blood tests are not vital, when in hindsight it
should have been described as ‘important.’ 

We showed in 1998 that the proportion of patients at
occupational risk of hepatitis B had risen in six years
to 5%, but considerable effort was required then to
ensure those simply at occupational risk were pro-
tected9. Although it is employers, not GPs, who are
responsible for delivering hepatitis B protection, GPs
may feel they should offer vaccination after enquir-

ing about it. For example, an informal survey of local
GPs recently showed that 85% still offer free hepatitis
B immunisation to both travellers to high-risk coun-
tries and those at occupational risk in the UK. This
reflects the ambiguity for GPs of charging patients
for Hepatitis B vaccinations for travel.10

It remains the case that it is it is failure to vaccinate,
rather than vaccine failure, that poses the greatest
risk of hepatitis B infection11. The continuing fall in
the incidence of acute hepatitis B infections in Britain
should not make us complacent: the incidence of
acute hepatitis B fell by 36% in 2008-1312.
Nevertheless, the frequency of chronic hepatitis B
infection is increasing in the UK because of migration
from high prevalence areas of the world13.

Unless travellers perceive pre-travel health advice as
relevant and achievable in their situation they are
unlikely to follow it14. 

Tom Mangham, medical student
John Holden, general practioner
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A Survey of Travel related Medicines available
through e-prescribing services in the UK
L Goodyer, V Devgi
Abstract
There has been little formal evaluation of legitimate UK
based websites that offer to prescribe and supply prescrip-
tion only medicines, for which travel related medicines are
a growing category for this type of service. This study eval-
uates the extent to which such supply is available in the UK
and the range of on-line questions asked by the prescribing
services for atovaquone/proguanil. 23 websites were identi-
fied using common search terms and all of these supplied
atovaquone/proguanil, 91% offered doxycycline and 77%
mefloquine. Other medications included antibiotics for
travellers diarrhoea, acetazolamide and melatonin. It was
found that a range of important questions of relevance when
prescribing atovaquone/proguanil were not addressed by
many of the on-line questionnaires. A standardised list of
questions for the on-line prescribing of antimalarial agents
could usefully be explored.

Background
In recent years there has been a growing trend for
obtaining prescription medication via the internet.
This can be conducted legally and legitimately in the
UK through either the Care Quality Commissioned
(CQC) clinics operating an ‘e-doctor’ service or
through ‘e-pharmacies’ that have been registered with
the General Pharmaceutical Council (GPhC)1. The lat-
ter will also use prescribing health professionals to
provide prescriptions for any medicine dispensed
though such pharmacies. In general only those medi-
cine to treat certain acute conditions are supplied in
this way, and a variety of those medications associat-
ed with travel medicine fall into this category.
Foremost amongst these are the three prescribed anti-
malarials; atovaquone/proguanil, doxycycline and
mefloquine.
There have been a number of studies that have
assessed the extent and quality internationally of
those sites providing medicines online.  One study
identified that many such sites did not ask for pre-
scriptions and also did not require an online question-
naire to be completed2. Many international sites have
been found to cease operating after a four year peri-
od3.  The risks of obtaining medication from unap-
proved sites is also well recognised4. However, there
appears to have been little formal evaluation of legiti-
mate e-prescribing sites based in the UK. 
Before any prescription medicine can be prescribed
clients must complete a questionnaire on line to check
appropriateness and screen out any potential con-
traindications for supply. It is important that the ques-
tions are specific to the medication so that the pre-
scriber can potential contact the client if there are any 
issues to be discussed.

One objective of this study is to attempt to quantify
the extent to which e-prescribing of medicines associ-
ated with travel health is available, A second objective
is to assess to whether  appropriate questions are
included in the on-line assessment form used by the
various providers when prescribing atovaquone/
proguanil.

Method
The entry criteria for inclusion into the study were UK
based websites that offered Prescription Only
Medicines (POMs) of any type without the need to
provide a prescription via post.  For pharmacies those
sites which carried the GPhC e-pharmacy logo only
were included. Sites that only offered General Sales
List (GSL) or Pharmacy only (P) medicines were
excluded.

In order to identify these e-pharmacies and e-doctor
services based in the UK the Google and Yahoo search
engines were employed using the UK location setting.
The following search terms were used :

Internet pharmacy UK
Online pharmacy UK
Buy Malaria tablets UK
Buy Malarone UK

Each page of the results produced was used to identi-
fy those websites that fulfilled the entry criteria until
pages were reached where no further sites could be
found. 
Those POM medicines that could be employed specif-
ically for uses related to travel were noted for each
site. For those that offered Malarone© (ato-
vaquone/proguanil) the medical questionnaire was
interrogated to identify which questions were asked
in order for the e-prescriber to approve supply. No
actual responses to the questions were submitted to
the site. 
Table 1 indicates the range and extent of travel related
POMs that were offered by the websites. Table 2 sum-
marises a range of questions which were asked
regarding supply of atovaquone/proguanil.

Results
Limitations of this study include that it is likely that a
range of providers were not identified by the search
terms, however it is felt that those identified are the
ones most likely to be accessed by users. In particular
the four multiple e-pharmacies do represent the mar-
ket leaders in community pharmacy provision in the
UK. We did not explore the quality of service offered
by e-prescribers regarding the extent to which they
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responded to potential contraindication or unneces-
sary requests to the chosen prophylaxis. This would
have entailed submitting false data to the sites, which
might have had ethical implications.
A total of 23 sites meeting the criteria were identified,
which are catagorised as pharmacy multiple chains,
independent pharmacies and e-doctor services. The
definition of e-doctor services means that they were
not registered pharmacies but prescribed and sup-
plied POM medicines. The actual identity of the pre-
scriber was identified on 21 of the sites. For one of the
e-pharmacy sites payment was required before com-
pleting the questionnaire and therefore this was not
accessed.
Regarding the range of travel medicines available
antimalarials are by far the most common. This can be
argued as a useful mechanism to improve accessibili-
ty to these agents. That mefloquine tends to be less
widely available could be related to a perceived
greater incidence of adverse drug reactions compared
to the other two agents. The treatment of travellers
diarrhoea with short course antibiotics is now well
accepted, with ciprofloxacin having been used in this
context for the past twenty years5. Azithromycin has
seen increased popularity recently due to the presence
of quinolone resistant campylobacter more common
in South and SE Asia6, although use to treat travellers
diarrhoea would be off-label i.e not covered in the
licensed Summary of Product Characteristics.
Rifaximin (Xifaxanata ©)is a more recent introduction
to the UK market and as a non-absorbed antibiotic
with a favourable side effect profile7,  may be a useful
alternative to be obtained via e-prescribing.
Acetazolamide for altitude sickness and melatonin for
treating the symptoms of jet lag are both not widely
available and are also off-label medicines for these
indications
The Advisory Committee for Malaria Chemoprophylaxis
(ACMP) does recognise the importance of a full risk
assessment in the supply of malaria chemoprophy-
lactic agents8, so any questionnaire should address all
of the items expected in a face to face consultation.
Table 2 indicates that providers do appear to not
include a range of questions that could be considered
of importance when prescribing
atovaquone/proguanil. Weight may not be consid-
ered particularly relevant in adults though even here
extremes of weight should be considered. On many
sites travellers are referred to the Scottish Public
health information web pages ‘Fit for travel’ in order
to identify the most appropriate agent. None the less
it could be argued that a prescriber would still need
to check the appropriateness for the region visited,
but this was not asked in 41% of cases. Checking any
previous reaction to a prescribed medicine is a key
question yet over half did not appear to address this.
Most did enquire directly concerning any other med-
ical conditions though 18% still failed to ascertain

even this basic information.  It could be argued that
liver or kidney disease might be picked up in that
general question. A further minority did not ask
regarding concurrent medication to identify potential
drug-drug interactions.  The other key area not
addressed by many of the sites was ensuring that the
individual was aware of the importance of bite
avoidance measures, given that prophylaxis cannot
be relied to give complete protection.

Conclusion
In the light of the findings it would appear that a wide
range of travel medicine related prescription medi-
cines can be obtained by e-prescribing mechanisms
and that this trend may grow. There is a wide varia-
tion in the questionnaires employed by e-prescribers
for antimalarials and perhaps standard questionnaires
for each of the agents could usefully be constructed.

Larry Goodyer, Vinanti Devgi
School of Pharmacy, De Montfort University, Leicester
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Table 1: Online availability of travel related POM medication

Table 2: Potential questions not addressed on on-line questionnaire for Atovaquone/proguanil
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Rabies Treatment Model, Social Costs Comparison for
Post Exposure Treatment between Pre-vaccinated
and Non-vaccinated Patients
D Evans
Background

In a paper by Rossi et al1 the study concluded that the
difference in activities between pre-travel history and post
travel return indicated that the risks associated with
changes to the pre-travel history were only significant
with regard to rabies prophylaxis.

In a study from Thailand5 only 14.3% of travellers had
received pre exposure vaccination and 75% of these were
assessed as WHO category 3 status.

The pre-travel prophylactic treatment ranges from avoid-
ance advice of animals through to a course of rabies vacci-
nations. This advice is often supported with the explana-
tion of the post exposure treatment regime, but is declined
by the patient. This model looks to explore one of the possi-
ble reasons for patients to decline and that is the perceived
cost to the inconvenience of additional attendance for
treatment.

The CDC website2 indicates a study that suggests the
cost of treating a post-exposed traveller with Rabies
Immunoglogulin and 5 doses of vaccine exceeds $1000
(£645). However as all practitioners are aware the true
treatment cost needs to include an element of the social
and additional hours required to receive treatment.
Method

Using UK guidelines6 for pre travel prophylaxis and
post exposure treatment the courses of vaccination
and RIG were reviewed. A scenario model was used
based on a recently reported case of rabies exposure
to an adult including clinic attendance patterns.
Costs are defined as:
• Rabies vaccine per unit £31.903 [Clinic 

values range between £30-60, depending on 
route and formulation]

• Human rabies immunoglobulin (HRI) £305.28 (4)
• Traveller hourly rate £10 (arbitrary value)
The Scenario Model

Traveller A is on holiday with his family in an at risk
country for rabies. He is a male aged 45, with no other
medication or patient history of underlying conditions. On
day 5 of a 14 day holiday they visit a local village where he
is bitten by a dog who exits the area and is unable to be
traced. The wound is characterised by a deep puncture,
that has broken the skin with traces of saliva around the
margin. Traveller telephones his health insurance company
for advice and is told to immediately wash the wound with
water, deeper cleansing with antiseptic or alcohol and to
seek local medical advice.

Results
1. Estimated costs if he were vaccinated pretravel:

Pre travel UK guidelines 3 injections at 0,7,21 days
cost £95.70
Post exposure treatment costs 2 injections at 0,3
days cost £63.80
Total costs £159.50

2. Estimated costs if he was NOT pre travel 
vaccinated
Pre travel £0
Post exposure costs 5 injections at 0,3,7,14,28 days
cost £159.50
Plus HRI cost 305.28
Total costs £464.78

Considering other revenue streams e.g. operational,
social, then the added costs inflate the total treatment
costs. Listed below are the breakdown additional
steps required by this traveller in seeking treatment.

• Cost of telephone call from abroad to insurer
• Time to call insurer and receive advice
•  Time to find local clinic/ hospital
•  Travel time to local clinic/hospital
•  Additional time to travel another hospital 

to gain HRI
•  Cost of consultation with clinician
•  Cost of treatment
•  Return time to family
•  Repeat trips to clinic for further follow up 

treatment.
•  Returning home, trips to GP for follow up 

treatment and costs (see attached sheet for break
down) total additional cost £167

Total cost estimates for treating a post exposure trav-
eller A for rabies would range between £326.50 and 2
restricted holiday days for pre vaccinated traveller
through to £631.78 with 3 holiday and 2 work
restricted days for the non vaccinated traveller.

Social exclusion , family concern for wellbeing
should also be considered. The value of this is both
emotional and psychological and remains unmeasur-
able in terms of monetary value. However the restric-
tions to the family plans occurred on a minimum of 3
occasions where attendance was required at the local
clinic.
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Discussion
The social and psychological value of the restricted

days is traveller specific however between extremes
this could lead to changes in travel plans or itinerary.
The complexity of rabies is different to other vacci-
nated travel related diseases and therefore cannot be
compared as similar to these, something that is not
necessarily understood by travellers when making
decisions on vaccination.

Pre vaccination treatment is often not understood
by the traveller as necessary, as post exposure treat-
ment is usually required after infection. Health care
professionals understand the high priority to be
given to this disease. The interface between patient
and health care professional needs to be utilised to
raise the dangers and costs of not completing a pre
travel course by using patient focused literature.

Costs comparison as above due to the unique
nature of this disease treatment, this study uses the
UK guidelines which relate only to the intramuscular
use. However discussion abounds regarding the cost
effectiveness of the intradermal use with lower vol-
ume, costs and also efficacy.

Consideration needs to be give to the timing of 
payments, as pre travel costs are normally the

responsibility of the traveller or support organisa-
tion, whereas treatment costs are more likely to be
covered by travel insurance or NHS. Further ques-
tions need to be asked if this is a significant reason
for travellers to risk not having preventative treat-
ment before travelling to a high risk area?
Conclusion

The CDC figure is accurate to within the variations
of the daily exchange rate between UK pound and
UD dollar (calculated at 1.55), however it does not
make any allowance for the number of restricted
days for each of the treatment periods.

Derek Evans MRPharms, BGTHA Exec. Council Member
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Clinical Diagnosis and Treatment of the Fried-
Pungent-Beancurd Allergy
JG Qian, XS Guan, JH Zhang, ZX Gu, LX Gao, KH Zhang
Abstract

February 2, 2012 to July 30, 2013, 15 patients from our
hospital were reported to have a suspected food allergy.
They were tourists who had the same local snack food: the
Fried Pungent Beancurd (FPB). All of them exhibited
early symptoms of acute urticaria, cardiovascular 
compromise, dizziness, gastrointestinal symptoms, 
respiratory compromise and shock, within 1 hour of the
FPB ingestion. Incident rates are: 10 (66.7%), 4 (26.7%),
10 (66.7%), 3 (20.0%), 5 (33.3%), 5 (33.3%) patients,
respectively. 26.7% of them were given epinephrine 
injection.

Food allergy (FA) has a tendency to increase in
industrialized countries. The most common foods
that can cause allergies include eggs, walnuts, peach-
es, milk, peanuts, and fish. Food allergy can occur at
any age after exposure to triggering factors.
Epinephrine is first-line drugs for the treatment of
anaphylactic shock. Anaphylaxis is a potentially life-
threatening acute allergic reaction that must be diag-
nosed and treated promptly[1].
In a retrospective review of the 15 suspected cases of
Fried-Pungent-Beancurd (FPB) allergy, we have the
following study report.
Cases and Methods

In this study, all cases met the clinical criteria for
anaphylaxis. They were patients from our emergency
department who were diagnosed with a food allergy
from February 2, 2012 to July 30, 2013. The diagnosis
of the 15 patients with food allergy met the diagnos-
tic criteria published in 2006 by the National Institute
of Allergy and Infectious Disease (NIAID) and the
Food allergy and Anaphylaxis Network (FAAN).
Patients who meet 1 of the 3 diagnostic criteria pub-
lished in 2006 by the National Institute of Allergy
and Infectious Disease (NIAID) and the Food allergy
and Anaphylaxis Network (FAAN) are diagnosed as
having anaphylaxis.[2]

The following variables were assessed in our study:
age, sex, history of allergy, time of early symptoms,
suspected food, clinical symptoms and consultation
results.
Results
All the cases had no history of soy allergies (one of
the patients had a history of penicillin allergy and
another had a history of crab allergy). All the patients
had ingested the same snack food: the Fried Pungent
Beancurd (FPB). Among them, 7 patients just had the
snack 4 hours before the appearance of early symp-
toms, 6 patients had it with drinking water, 2
patients with fruit juice. All patients exhibited early
symptoms within 1 hour of the food ingestion. Table
1 provides the patient characteristics and clinical
symptoms. The average standard deviation age as a

reference was 28±9.1 years, (range: 18 to 50). Of the
15 patients, 13 (86.7%) were female. The average age
of the female patients was 28 (range: 18 to 50), and
the male to female sex ratio was 2:13. The average
time for the appearance of first symptoms was with-
in 26 minutes (range: 15min to 1h). Incidence rate of
acute urticaria and dizziness was 66.7% (N=10), res-
piratory compromise was 33.3% (N=5), cardiovascu-
lar compromise was 26.7% (N=4). Five (26.7%) of the
patients were diagnosed with anaphylactic shock.
Among them, 1 did not have acute urticaria, the
other 4 all did. The 4 anaphylaxis cases were treated
with epinephrine, the others with corticosteroids. All
patients recovered within 24 hours.
Discussion

This study makes an analysis of the clinical diagno-
sis and therapy on this food allergy, based on a
review of research on 15 tourists who were diag-
nosed with a food allergy, which was caused by a
local specialty snack food: the Fried Pungent
Beancurd.

The diagnosis of FA is based on clinical history and
different in vivo and in vitro diagnostic tests. The
former is the first approach to obtain information
about the presumed source of the culprit allergen,
the type of reaction according to the time elapsed
between the intake and the appearance of symptoms,
and to elucidate whether other cofactors such as alco-
hol consumption or exercise could be involved. In
this report, we were unable to do tests to provide
evidence to differentiate between mediated reactions
(IgE-mediated or not IgE)[1].

Our hospital is the only facility in the whole area
that is capable of providing emergency medical serv-
ices. All emergency patients have to come to our hos-
pital for emergency care. The Fried Pungent
Beancurd (FPB) is a local specialty snack food with
hundreds of years of history. It is made of soybeans
which are then fermented and deep-fried. With the
development of tourism, FPB has become one of the
most popular local specialties in the area. We never
received any reports about this food allergy in the
past.

Despite the small amount of cases and evaluated
patients, this study is to the best of our knowledge
the first one to report travel-associated food allergy.
However, it may have some selection biases. In addi-
tion, there was no control or comparator group of
patients for comparison research.

However, we found all these patients had ingested
the same food: the Fried Pungent Beancurd (FPB).
According to history and clinical manifestations, the
Fried Pungent Beancurd (FPB) was the only food
they all had, so it was considered to be the allergen



Clinical Diagnosis and Treatment of the Fried-Pungent-Beancurd Allergy 59

of the allergic reactions, and also the food that had
triggered the allergic reactions. All these patients
exhibited early symptoms within 1 hour of the FPB
ingestion. Incidence rates of acute urticaria, cardio-
vascular compromise, dizziness, gastrointestinal
symptoms, respiratory compromise and shock were
10 (66.7%), 4 (26.7%), 10 (66.7%), 3 (20.0%), 5 (33.3%),
5 (33.3%) patients, respectively.

Interestingly, none of the patients in this report is
from foreign countries. All of them are Chinese.
Obviously, Chinese people like this food much better.
It has a very special taste and a stinky smell. Many
people do not like this food, especially foreign
tourists. In this study, the male to female patient ratio
was 2:13. Asli Gelincik etal[3] reported a similar
result in. Female significantly outnumbered male.
Obviously, women have a bigger preference for
snacks than men.

Most of the patients were young, with an average
age of 28. Only one of them was relatively old (aged
50). Obviously, young people like snacks better than
the older generation.

Epinephrine injection rate was 26.7%, which was
higher than what was reported by Asli Gelincik
etal[3].

It remains a concern that skin test and in vivo and
in vitro test may not be the most reliable diagnostic
methods. And due to the limitation of our hospital
conditions and inadequate laboratory resources, we
had no blood samples and other tests (skin test and
in vitro test) available to follow up diagnostic analy-
sis. Meanwhile, no analysis was done on food, water,
or food processing either. But in this report, we have
provided new clinical data and a beneficial study on
travel-related food allergies.
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Table 1 patient characteristics and clinical symptoms
Patient characteristics

Patient characteristics                N (%)

Age ( ±SD)                28" 9.1

Sex  
   male                2 (13.3)
   female               13 (86.7)
Acute urticaria               10 (66.7)
Cardiovascular compromise                4 (26.7)
Dizziness               10 (66.7)
Diarrhea/vomiting, abdominal pain                3 (20.0)
Respiratory compromise                5 (33.3)
Shock                5 (33.3)
Epinephrine injection                4 (26.7)

Donation on behalf of British Global Travel
Health Association

The sum of £60, raised from the sale of books
at our meetings and conferences has been

donated to the Beryl Thyer Memorial Africa
Trust which endows curative operations on
African children with Burkitt’s Lymphoma.
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