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Editorial
Becky Swadling RN DTM (RCPSG) AMFTM Journal Editor

Welcome to our Autumn 2021 edition of Travelwise: Journal of the 
BGTHA.  

Many of us are starting to see an increase in travellers in our 
clinics, and with the simplifying of travel restrictions this week, 
this increase is likely to accelerate over the coming months.  Our 
travel consultations have had to adapt to incorporate all the new 
travel restrictions and factors affected by COVID-19. Dr Dipti Patel 
(NaTHNaC) has written an excellent summary of the impact of 
COVID-19 on international travellers and discusses important 
considerations for travel health professionals as international travel 
opens up.

With the rise in Chikungunya cases globally over recent months, 
the potential of a new vaccine is welcome news.  Derek Evans has 
submitted a review of the Valneva vaccine currently in Phase 3 
trials – which makes interesting reading.

As always, this publication contains a variety of content which will 
hopefully engage with all members.  We have an interesting case 
study of a HIV traveller, a review of digital software used in a travel 
clinic, some excellent ‘top tips’, Q&A from our president George 
Kassianos, travellers tales and tales from the clinic - all interspersed 
with in the news pieces. For those of you with an interest in 
mountains, then Mike Townend never fails to deliver interesting 
and sometimes a little terrifying material!

For this publication, our chair Tricia Armstrong, has kindly agreed 
to write a guest editorial so I am delighted to hand over to her who 
will update you on what the BGTHA have been and are currently 
working on.
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Tricia Armstrong Chair of BGTHA
This is our first journal since our summer conference, and I hope you enjoy the 
reports on all the presentations. Thank you to the members who took time to 
write these reports. The Executive Committee and I could not be prouder of what 
we achieved by delivering a brilliant conference free of charge to our members.  
Those who paid for the conference were gifted a year’s free membership, I hope 
you enjoy your first edition of our journal. We could not have presented such a 
successful conference without the support of our sponsors- Sanofi Pasteur, GSK, 
Takeda, Valneva, Sequiris and Emergent. We are truly grateful.

Since our conference we have refreshed and relaunched our website, I hope you 
have all received an email requesting you to change your password. If you haven’t, 
please email info@bgtha.org and request the email. We also asked you to provide 
details of your travel clinics as this information is available to the public when they 
are searching for travel health clinics.

The next thing on our agenda is working as part of NECTM8 which will take place 
in Rotterdam on 16-18th March 2022, watch this space and the website for more 
exciting news about NECTM8 as it becomes available.

I’d like to end with an invitation to join our Executive Committee. We are a small 
group of travel health practitioners with a passion for global and travel health 
education. If you are interested in finding out more please email me at 

chair@bgtha.org.

Thank you and happy reading!

Meet the committee
In this Autumn publication, we continue to introduce you to members of the 
BGTHA committee. Please do visit our website if you wish to find out more 
about our committee members, or if you are interested in finding out more 
about become an active member of the committee yourself then please do 
get in contact at: chair@bgtha.org

Daniela Zanni. Honorary Secretary

Daniela is a Pharmacist Independent Prescriber specialised in travel health 
and she also completed a MSc in Economic Evaluation in Healthcare in 2012.

She is currently working for a large community pharmacy business covering 
two roles, as Pharmacist Independent Prescriber and Health Outcomes 
Research Manager. This unique combination gives Daniela the opportunity 
to have a comprehensive view of patients’ healthcare and allows her to 
be exposed to different perspectives. It is a privileged position where she 
can apply her analytical skill as researcher as well as leveraging the clinical 
background to promote wellbeing.

Daniela loves to travel and she is passionate about travel health that why 
she has decided to focus on this topic during her IP degree. Daniela is 
keeping up with the fast-changing sector as well as being informed on the 
latest developments on travel health and she is an affiliate member of RCPS 
Glasgow.

Harnek Chera. Governance Lead

Harnek has been a registered Pharmacist since 1999. Early in his 
career he successfully built a chain of Community Pharmacies with a 
focussed approach of implementing enhanced and additional services in a 
changing primary care environment.

He founded a tech start up and created revolutionary clinical-decision-
support software for vaccinations and associated products;

Travel Vaccination App: A fully integrated and easy to use App 
which integrates extensive clinical information to make “intelligent” 
recommendations for diseases that can be protected against with vaccines 
and antimalarials. 

knowmalaria®: A specific version of the App dedicated to antimalarials and 
the first to pioneer electronic private prescriptions. Launched in the UK in 
2012 as an online antimalarial service and rapidly adopted by a number of 
leading pharmacy chains to enable provision of full in-store antimalarial 
services.

Harnek continues to support a pre-travel health service with both 
clinical and technical solutions for complex scenarios.

Meet the committeeGuest Editorial
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How risky are apparently high-risk activities in the 
mountains?
Mike Townend MB, ChB (Hons), Dip Trav Med, FFTM RCPS (Glasg), Hon Fellow & Past Chairman BGTHA

There is often a misunderstanding of the concept of risk. 
To the man in the street the term “risk” may well mean 
something to be avoided at all costs, or even something 
that is likely to happen, but travel health advisers are, 
or should be, familiar with the concept of hazard, the 
catastrophe that is lying in wait, and risk, the odds, that 
the individual traveller will encounter or succumb to that 
particular hazard. They are usually especially familiar 
with health hazards and are able to advise their travelling 
patients about the level of risk to the individual and the 
measures that can be taken to mitigate the risk, but are the 
levels of risk involved in the traveller’s activities always as 
familiar?

Mountaineering and rock and ice climbing are perceived 
by many to be high-risk activities, but is this perception 
correct? It is difficult to compare their levels of risk with 
those of other sports, or to compare them with everyday 
activities, as it is difficult to be certain how many people 
are involved in the various types of sports and other daily 
activities, but some comparisons are worth attempting. 
According to the UK Department for Transport1 there were 
1,752 reported road deaths in the UK in 2019, with 25,945 
serious injuries and a total of 153,158 casualties of all 
severities in reported road traffic accidents, yet few, if any, 
are deterred from travelling by road by these figures.

It has been estimated2 that in the United States of America 
that there are around 30 deaths per year among rock 
climbers, though it does fluctuate, and that extrapolating 
30 deaths per 5,000,000 North American Climbers to 
the estimated global total of 25,000,000 climbers, there 
would be around 150 climbing-related deaths per year 
throughout the world. If this is correct, there are more 
than ten times the number of road deaths in the UK than 
the total worldwide number of rock-climbing deaths. 

Figure 1: Rock climbing in the Lake District

Another study3 has shown that overall, climbing sports 
had a lower injury incidence and severity score than many 
popular sports, including basketball, sailing or soccer; 
indoor climbing ranked the lowest in terms of injuries of 
all sports assessed. According to figures from the Royal 
Society for the Prevention of Accidents cited by the British 
Mountaineering Council4 rock climbing is four times more 
likely to result in injury than hill walking, but cycling is 
seven times more likely and horse riding ten times more 
likely to result in injury. In other words, cycling is 1.75 
times more likely and horse riding is 2.5 times more likely 
than rock climbing to result in injury. In 2018, 99 cyclists 
were killed on British roads5 with a further 4,106 being 
seriously injured and 13,345 being slightly injured, yet 
cycling is, quite rightly, being promoted as a desirable, 
healthy activity. These figures suggest that rock climbing 
should not be regarded as a particularly high-risk activity. 
Ice climbing is likely to have a higher level of risk as there 
are more potential variables in weather and in snow and 
ice conditions and a different type and level of technical 
expertise is required.

Figure 2: Ice climbing

The situation is a little more complicated when one 
considers high altitude climbing. Once again it is difficult 
to assess the incidence of death or injury precisely as the 
number of participants cannot easily be estimated, but 
there are data available6 concerning the number of those 
successfully ascending the world’s highest mountains 
and the proportion of them who die (Figure 4). There are 
wide variations between different mountains in these 
figures, as technical difficulty and a host of other factors 
contribute to them, and the figures are likely to vary 
within each mountain due to the time of year, changes 
in weather conditions and the ability of the climbers. 
A study7 has compared the mortality in high mountain 
climbing with other mountain activities (Table 1). This 
clearly demonstrates the relatively low mortality in most 
mountain sports compared with the higher mortality in 
high altitude climbing. 

Figure 3: In the Khumbu Icefall on the ascent of Everest

Most of those intending to trek, climb or travel to high 
altitude who attend a travel health clinic prior to travel 
will not be taking part in extreme high altitude climbing 
and their risk of injury or death is likely to be low, but they 
still need to be aware of the potential hazards that await 
them. However high or low the level of risk, it is not for us 
as travel health advisers to attempt to deter them but to 
assist them to live with those risks. Those few who aspire 
to climb the world’s highest mountains are likely to be 
all too familiar with the level of risk that they are taking 
but their love of the mountains and the thrill of danger 
overcome will mean that they are fully prepared to live 
with the risk involved. The world would be a much duller 
place without such individuals.

Figure 4

Table 1. Selected mortality rates during different sport 
activities in the mountains.

References
1. https://assets.publishing.service.gov.uk/government/

uploads/system/uploads/attachment_data/file/922717/
reported-road-casualties-annual-report-2019.pdf

2. https://scoutorama.com/rock-climbing-deaths
3. Evaluation of Injury and Fatality Risk in Rock and Ice 

Climbing. Schöffl V, Morrison A,  Schwarz U et al. Sports 
Medicine  40, pages657–679 (2010)

4. www.thebmc.co.uk/how-dangerous-are-climbing-and-hill-
walking

5. https://www.rospa.com/road-safety/advice/cyclists-and-
motorcyclists/accident-rates

6. www.himalayandatabase.com
7. Gatterer H, Niedermeier M, Poceoco E et al. Mortality in 
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Education

The BGTHA virtual conference was a huge success. It 
was attended by many of our members and the speakers 
delivered an exceptionally high standard of educational, 
interesting, and diverse talks.  For those of you that missed 
the event, below are summaries of each presentation 
reviewed by members.

Keynote lecture: Emerging Infections, safety 
& personal responsibility along the road less 
travelled

Speaker: Professor David Heymann CBE
Reviewed by: Jan Jones MFRPSII MRPharmS MFTM 
RCPS(Glasg)

Professor Heymann set the scene in a fascinating talk picking 
up the title of the conference – the road less travelled. 
He began by explaining that for our own personal safety, 
we need to learn about emerging infections. During the 
pandemic, governments around the world have up to now 
been undertaking risk assessments for us and directing our 
decisions and behaviours. It is now time for us to take back 
responsibility and learn to do this for ourselves. 

Those of us who are familiar with the Swiss Cheese Model1- 
a series of barriers to prevent harm to humans, understand 
that harm is prevented unless the holes in the cheese all 
line up. When risk factors for disease align, an emerging 
infection results.

BGTHA conference review
BGTHA Annual Conference – The road less travelled June 26th, 2021

Lessons from previous outbreaks such as Rift Valley Fever 
spreading from East Africa to Sudan in 1998, revealed that 
four factors came together which resulted in emergence 
of the disease in a country where it had not been detected 
before. Professor Heymann explained that continuous 
transmission of emerging infections can occur sporadically, 
e.g., Ebola, whilst some have continuous transmission but 
become endemic in a population, e.g., HIV. SARS CoV-2 
is already endemic, and we need to learn to live with it. 
The way we live and adapt our behaviours, comes from a 
principle of equal risk and equal response. We all have a 
personal responsibility to take our own actions to protect 
ourselves and others. Understanding how SARS-CoV-2 is 
transmitted by aerosol and as airborne particles, allows us 
to implement personal protective measures such as PPE, 
handwashing, face coverings as well as the use of diagnostics 
and vaccinations.

Safe travel comes through risk assessment of the individual 
country, incidence of infection and the effectiveness of 
controls in other countries. When considering COVID-19, 
vaccination coverage and the use of digital technology will 
support the traveller of the future.

Reference
Reason J. Human error: models and management. BMJ. 2000; 
320:768–70. Doi: 10.1136/bmj.320.7237.768. 

Travel health update

Speaker: Dipti Patel, Director of NaTHNaC and specialist 
physician for the FCO 
Reviewed by: Alys Bunce, Independent Specialist Travel 
Health Trainer

Dipti introduced her talk by justifying why travel medicine 
is so important. Being exposed to adverse health situations 
outside of one’s home country can lead to importation and 
exportation of diseases at an alarming rate as we have seen 
with COVID-19. No place is more than 24 hours away from 
another location - spread of disease can hence be fast.  

In the last 30 years there have generally been consistent 
international tourist arrivals with dips of a few months 
following SARS, the global economic crisis, and the 911 
attacks. In most cases, after the brief fluctuations travel 
picked up again. But at the beginning of 2020 there was a 
massive reduction in air travel (by 74%) which left rates of 
travel at levels of 30 years ago. Experts are suggesting that 
it will not recover to pre-pandemic levels for another 2-3 
years.  

This new situation post-pandemic presents many challenges. 

Preventative and therapeutic interventions for COVID-19 can 
change quickly. And there is a limited evidence base still. On 
top of this, national and local guidelines differ across 220 
countries, leading to difficulties with interpreting and finding 
data. 

Table 1 illustrates the timeline and evolution of travel advice. 

At the time of the talk there were currently 179.2 million 
cases of COVID-19. Travel restrictions range from total 
border closures to nothing at all or a combination. Dipti 
therefore pointed out a few useful resources: 

1. The FCO www.gov.uk site. 
2. The NaTHNaC COVID-19 travel enquiry service for 

travellers (via email). This has not been publicised 
widely because of the concerns about having too 
high of a demand.  

3. NaTHNaC drop-in sessions for health professionals 
to come and discuss cases and ask questions.

The impact of COVID-19 on travellers is considerable. 
Travellers can test positive abroad and not be able to get 
home. There is lots of misinformation about, and varying 
levels of care available in destination countries. Quarantine 
periods and pre-departure testing is prohibitive, and this will 
inevitably contribute to the reduction in travel footfall.  

The distribution of vaccines is inequitable too. Lots of 
countries are not as fortunate as the UK and figure 1 shows 
the current world distribution of the 1st dose of vaccine. 

Country recommendations are reviewed by Public Health 
England (PHE) and NaTHNaC on a four-weekly basis which 
covers two full incubation periods for COVID-19, but 
advice can change in the interim if there are unusual or 
dramatic changes. When assessing country risk, PHE and 
PHS do not just go off case numbers alone. They also look 
at trajectories, testing strategies and local health care at 
destination. No single specific indicator determines specific 
COVID-19 risk in a country.

Dipti ended her session by highlighting some other areas. 
She mentioned the new ACMP guidelines are out and 
showing decreases in malaria risk areas, such as EL Salvador 
now being ‘malaria-free’. The WHO have updated their 
Yellow Fever recommendations. Hajj is on this year but not 
allowing international travellers, only locals who should 
have had at least one COVID-19 vaccine. And sadly, Polio 
exportation risks are increasing. 

So, Dipti’s take home message is that for the travel health 
professional, assessing risk and providing advice is more 
complex. The journey risks are demanding increasing focus 
as well as the destination.  COVID-19 is becoming the focus 
of risk assessment, but of course, there are still other 
diseases around which are at risk of being neglected.

Virtual doctors developing a sustainable 
telemedicine service in rural Africa

Speaker: Dr. Daniel Grace. Virtual Doctors Medical Director
Reviewed by: Liz Barker MRPharmS 

A trip to see a doctor in rural Zambia can involve expending 
significant amounts of time and money as two thirds of the 
population live in rural areas, while two thirds of the doctors 
are based in urban locations. This mismatch of medical 
services compared to the population is being addressed by 
the Virtual Doctors charity which has been running alongside 
the Zambian Ministry of Health for ten years and currently 
serves 20% of the population.

Volunteer Medical Director, Dr Daniel Grace, shared a 
presentation describing the innovative telemedicine service 
which links volunteer doctors in the UK with Clinical Officers 
based in rural medical facilities in Zambia. An app has been 
specially developed to empower Clinical Officers, with one 
or two years’ basic medical training, to provide medical 
support to improve health outcomes and prevent hospital 
referrals. Case details shared via the app are reviewed by 
a UK doctor who provides case management advice to 
the Clinical Officer in specialties from dermatology and 
infectious diseases to general medicine and paediatrics. 

Clinical Officers also benefit from collaboration and learning 
opportunities through case discussion which serves to 
educate as well as to ‘virtually’ bring together these remote 
healthcare workers.

Virtual Doctors supported the response to the COVID-19 
pandemic by providing handwashing stations and Dr Grace 
proudly shared a photograph of the president of Zambia 
visiting one of them. 

The charity is clearly having an impact; feedback on the 
service from Clinical Officers found 90% said it helped the 
patient’s symptoms, 76% said it prevented a referral and 
94% said it was educational. An independent monitoring 
and evaluation report found that “patients receive health 
diagnosis as though there was a doctor in the facility. This 
makes the patients recover faster, and then go back to 
attend their livelihood activities which in turn contributes to 
national development”.
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So, what does the future hold for the Virtual Doctors? There 
are plans to expand the service in Zambia and eventually 
hand it over to their Ministry of Health. Opportunities exist 
in other countries and a pilot is running in six clinics in 
Malawi. Currently, the service only uses volunteer doctors 
but in the future the team could become multidisciplinary 
with the addition of nurses and physiotherapists bringing 
their particular skills.

For more information about Virtual Doctors see www.
virtualdoctors.org or email daniel.grace@virtualdoctors.org 

Poliomyelitis - a paralytic disease

Speaker: Katy Peters BN (Hons) PDTN (LSHTM) DipTM 
(RCPSG) MFTM
Reviewed by: George Kassianos CBE, FRCGP, President 
BGTHA, FFTM RCPS Glasg, FISTM

Katy started her presentation by reminding us that polio is a highly 
infectious disease. The virus is an enterovirus, with 3 serotypes, 
it replicates in the gut, transmitted via the faecal-oral route, 
can be asymptomatic but can also cause paralysis, and is 
potentially fatal. The highest incidence we see is in children 
under 5 years of age. We were also reminded about the 
post-polio syndrome, which develops in polio sufferers 15 to 
40 years later.

Polio is an old infectious disease. In fact, there are ancient 
Egyptian images with characteristics of the disease. It was 
first described in 1789 and by 1908 the suggestion that it 
was due to a virus was put forward. Mankind had to wait 
until 1955 when the Salk vaccine was developed, followed 
by the Sabin vaccine 6 years later. 

Today, the wild polio virus is endemic in Pakistan and 
Afghanistan, while the vaccine-derived polio virus, a rare 
complication of the oral polio vaccine, is still causing 
problems in countries that use the oral vaccine in order to 
eradicate the wild polio virus infection. Five countries remain 
that are at risk of polio, mainly due to low vaccination rates 
and surveillance. They are Myanmar, Indonesia, Papua New 
Guinea, Philippines, and Mozambique. For these countries, 
as well as Pakistan and Afghanistan, Katy advised that we 
should always consult the websites of NaTHNaC or TRAVAX 
for up-to-date advice. Five doses of vaccine that contains 
polio is enough to give life-long immunity but for visitors 
to some countries there may be a need for additional 
vaccination. 

Finally, Katy gave these links to useful websites:

Tips to avoid common mistakes in the travel clinic

Speaker: Alys Bunce, Independent Specialist Travel Health 
Trainer
Reviewed by: Tricia Armstrong FFRPS MRPharmS MFTM 
RCPS(Glasg)

Alys began by explaining the first common mistake made 
in a Travel consultation, which often underpins the others; 
letting the consultee run the consultation. This happens 
when the consultee has their own agenda or launches 
into questions. This can cause you to get side-tracked and 
possibly miss critical points.  Ways to avoid this is having an 
overall structure which systematically addresses each part of 
the consultation.

The second mistake is unnecessarily overrunning. 
Sometimes this can’t be avoided, but forward planning 
and anticipating issues can help. Manage the traveller’s 
expectations and set the scene by telling them they may 
need more than one appointment to cover different issues 
each time. Providing information sheets before and after 
the consultation consolidates information and encourages 
travellers to take responsibility for their knowledge about 
health risks abroad. Explain to your patient that you will be 
taking notes during the consultation as this is often helpful 
and reduces the documentation time afterwards.

The next two mistakes are thinking you don’t need to use 
a database and not being familiar with it. It can be easy to 
think you know everything about certain trips, but things 
change, especially in this pandemic era. So not only use your 
database at every consultation but also be familiar with 
finding your way around it. This will instil confidence in your 
consultees rather than make you look like you don’t know 
what you are doing.

The last mistake she explained, is being pressured to make 
vaccine decisions for people rather than allowing them to 
decide for themselves. This can happen when people are 
passive or less prepared, which makes it difficult for them to 
give informed consent. 

If a person does not understand the nature of a disease 
and therefore the reasons behind why they should be 
vaccinated, they may be less likely to practise other 
preventative measures, such as bite avoidance or food and 
drink safety. 

Asking what is making a person unsure about a choice can 
empower the person to articulate their reluctance and this 
can enable a more detailed and focussed discussion.

Also, consultees may ask; ‘what would you do?’ This is 
often simply another way of asking to be told what to do 
and indicates uncertainty in a consultee. In this situation 
it could be an empowering approach to help them to 
understand how you would decide, rather than what 
you might decide. Giving them more information that is 
relevant and tailored to their own individual circumstances 
is a far more individualised way of approaching this kind of 
question.  

Medical kits revisited – Old friends and some new 
faces

Speaker: Jason Gibbs, Head of Medical, Nomad Travel. 
Reviewed by: Alys Bunce, Independent Specialist Travel 
Health Trainer

Jason Gibbs is a very experienced pharmacist with over 
20 years of experience in providing medical supplies to 
travellers for all kinds of reasons and in all kinds of levels of 
sophistication. 

He began his talk by suggesting that everyone should carry a 
medical kit- and not just for first aid. He suggested medical 
kits should be encompassing of standard treatment for 
current medical conditions, as well as standby treatment for 
potential issues whilst away. 

Jason outlined his rationale for carrying a kit. Firstly, 
travellers may be going to areas where there are no local 
resources, or lack of availability or access at the time of 
needing a particular treatment. He also suggested that 
using limited resources locally and not being self-sufficient 
has ethical implications too. If resources are available, he 
queried the quality of those resources, indicating that lots 
of places in the world have variable levels of monitoring and 
regulation. Counterfeit medication is always a possibility. He 
also illustrated that communication of a problem may be 
difficult in another country, and that during COVID-19 times 
it’s certainly advisable in general to be more self-sufficient to 
avoid having to venture out. 

Jason also provided some useful tips around transit with 
medication such as using the Narcotics Control Board1 and 
individual country consulates for information about carrying 
medications into different countries. He said that restrictions 
seem to grow generally after a person starts carrying more 
than a 30-day supply of prescribed medication. It’s therefore 
useful for a traveller to carry a GP letter or prescription to 
prove that their medication is for personal use if they are 
going to be carrying in bulk. 

He also advised that medication should be kept with the 
original packaging but can be made more compact by taking 
it out of the box and flattening the box. Sterile equipment 
should go in the hold and if it needs to be carried on the 
plane, then the airline should be notified well in advance. 

Jason went on to run through some standard base medical 
kit items and explained each item in detail. He suggested 
a kit should be modular, starting with a core base which 
everyone might take and then making additions according to 
need and specific risks of a trip. 

Jason then went on to discuss antibiotics and he outlined 
azithromycin, rifaximin, and clarithromycin. He also 
discussed the off-licence use of Dukoral for certain forms of 
travellers’ diarrhoea prevention. 

Jason finished his talk on the topic of ‘new and unusual’ 
medical kit additions. He spoke about acetazolamide for 
altitude sickness prevention, dexamethasone for acute 
mountain sickness and resulting oedema, standby malaria 
treatment, Frio cool wallets, and types of haemorrhage 

control devices and dressing- which are increasing in use 
amongst small expedition groups. 

Jason’s key message was that everyone should take a 
medical kit suitable for their individual needs and there 
is increasing availability to purchase items that may have 
seemed unusual not so long ago. 

Reference
https://www.incb.org/

Complex air retrievals during the pandemic

Speaker: Kerryn McGowran, Director of Nursing EMEA, RCN 
Chair- Critical care and flight nurse forum
Reviewed by: Daniela Zanni, MRSPharmS, MSc HlthEc, Ipresc

Kerryn started by explaining how International SOS is 
organised. They have 26 assistance centres (hubs) across the 
world and are present in 85 different countries. They have 
doctors and nurses that work across different centres with 
a global mindset, able to think critically, work as a team and 
make important decisions quickly.

Their normal activities are:

- provide pre-trip travel advice usually for high-risk 
locations

- give medical advice whilst abroad
- assuring high quality of medical referrals and acting 

if it is not good enough
- coordinating medical care in expatriate locations or 

destination countries
- coordinating evacuation/repatriation, either via 

commercial carriers or air ambulance

Activities during the pandemic decreased after April 
2020, although the complexity of the cases increased. The 
requests at the beginning of the pandemic were more about 
information and education, then the pressure became 
different in terms of delivering care (e.g., PCR, vaccinations) 
and is still evolving.

The challenges faced during the pandemic involved 
managing varying healthcare systems as the responses 
differed. There was difficulty accessing routine care in 
locations with high standards of medical care, and for that 
reason earlier intervention, extra vigilance and psychological 
support was required for expatriates that were still abroad 
but also homeworkers. 

The difficulty in moving patients was also increased by the 
lack of commercial airline flights, the travel restrictions for 
Covid-19 positive patients, use of portable medical isolation 
units (limited availability- patient needed to consent to 
travel in the PMIU for a long period of time), restrictions 
and quarantine requirements for the flight crew; ground 
ambulance limitations in destination country and challenges 
in accessing receiving care.

In the last 12 months (Jan- Dec 2020) International SOS 
completed over 900 repatriations from 133 countries and 
almost 3000 passengers (not Covid+) that worked abroad 
and returned home to be with their families and pets.
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How do authorised COVID-19 vaccines work & 
how do they compare?

Speaker: George Kassianos CBE, FRCGP, President BGTHA, 
FFTM RCPS Glasg, FISTM
Reviewed by: Tricia Armstrong FFRPS MRPharmS MFTM 
RCPS(Glasg)

George opened by explaining how the SARS-Cov-2 virus 
infects us and how it gains access to our cells, which it then 
instructs to produce copies of itself, thus multiplies. The 
main COVID-19 type of vaccines are:
• mRNA
• Viral vector vaccines – that use Adenoviruses
• Protein subunit
• Whole-cell virus, Inactivated or live attenuated

Collaboration between manufacturers, governments, and 
others as well as the urgent need for vaccines enabled 
high speed vaccine development and production to be 
undertaken whilst the clinical trials were being executed. 
The aim of the vaccine programmes was to contain the 
virus and if possible, achieve herd immunity.

How do COVID-19 vaccines compare?
The different types of vaccines have different technologies, 
different antigens, dosage regimes, storage requirements 
and initial studies demonstrated varying overall efficacies 
between vaccines and between different populations.

Additional vaccines and more evidence became available 
resulting in more vaccines being authorised. At the time of 
this presentation, a good number of Phase 3 trial results 
were being published demonstrating high efficacy.

George addressed the rationale for the UK’s prioritisation 
for COVID-19 vaccination. He showed the number of cases 
by age, the number of deaths by age, and the evidence 
demonstrated that the oldest people had the highest 
risk of death. That was the reason the oldest and most 
vulnerable were vaccinated as a priority. He went on to 
explain the decision between whether to double vaccinate 
some people according to the trial schedules or give many 
people one dose to spread the protection. The decision 
was based on the overall efficacy of the viral-vector vaccine 
used in the UK as of January 2021, 12 weeks after a single 
dose being higher than after four weeks and more than 
two-fold higher binding antibody responses at 12+ weeks 
when compared to an interval of less than six weeks.

PHE COVID-19 vaccine surveillance reports showed that 
14,000 deaths have been prevented until end of May 2021 
and 42,000 hospitalisations among the over 65s.

George discussed anaphylaxis, thrombosis, and myocarditis 
side effects of COVID-19 vaccines. Anaphylaxis to Pfizer 
vaccine has most commonly been due to severe sensitivity 
to polyethylene glycol (PEG). This has led to a 15-minute 
observation period following this vaccine. Anyone with a 
PEG allergy should be offered the Astra Zeneca vaccine.

Although extremely rare, thrombosis following the Astra 
Zeneca vaccine has been detected more frequently in 
vaccinees under 40. This has resulted in under 40s no 
longer being offered this vaccine unless they have already 
had their first dose with it.

In April 2021, myocarditis cases were reported in the USA 
following mRNA vaccines, predominantly in young males. In 
general, the presentation has been milder than usual and 
responds to medication and rest, according to information 
from the USA.

Timings between COVID-19 vaccines and other vaccines 
varies in different countries. In the UK, a seven-day gap 
before and after COVID-19 is advised to avoid incorrect 
attribution of potential adverse events. Currently Phase 3 
trials of co-administration with flu vaccines are in progress. 
One study did publish its result. It showed co-administration 
led to a small increase of adverse effects. 

The effect on travel is still changing rapidly. USA allows fully 
vaccinated people to travel. The current recommendation by 
the ECDC reflects the USA recommendation but testing and 
quarantine is recommended for those arriving from areas 
where variants of concern are increasingly circulating. 

George’s take home messages are
 ⇒ This Pandemic virus is becoming endemic – 

resurgences will occur
 ⇒ We need to learn to live with SARS-Cov-2
 ⇒ Government responsibility should now be transferred 

to each & every one of us as we are offered the vaccine, 
and we open up

 ⇒ The population have a responsibility to ensure they have 
a healthy immune system (he gave the points that boost 
the immune system)

 ⇒ VACCINATE VACCINATE VACCINATE

The Penguins of Zavodovski: Delivering travel 
healthcare on a BBC production

Speaker: James Moore MSc FFTM RCPS (Glasg) FRGS, 
Director of Exeter and Barnstaple Travel Clinics.
Reviewed by: Harnek Chera MRPharmS

James articulated his memories of a trip as a clinical 
support for a BBC documentary in the Antarctic.

Some stunning photography gave us an insight into the 
geography of the region; in-depth recollection of the 
nauseating smells endured and tales of difficulties of tide 
and weather conditions to reach the location and multiple 
bouts of sea sickness gave an almost four-dimensional 
experience of what was endured.

The takeaway message from the talk was when providing 
travel health advice and, in this case, accompanying 
travellers to adventurous locations, one needs to be aware 
of the mental health of the individuals as well as more 
obvious travel health risks. This applies equally to both the 
clinician and the travellers! Isolation, inclement conditions 
and just being away from everyday norms can all weigh 
heavily on our well-being during travel.

This non-promotional educational programme is for UK healthcare professionals.

HELPING YOU PROTECT  
YOUR PATIENTS AGAINST  
VACCINE-PREVENTABLE DISEASES

This educational programme has been produced and funded by Sanofi Pasteur. 

Date of preparation: August 2021  |  Job code: MAT-GB-2103646 (v1.0)

Copyright © Sanofi Pasteur Ltd. All rights reserved.

Sanofi has a well-established heritage of over 130 years in developing vaccines to 
help prevent travel-related diseases. Through these challenging times, Sanofi remains 
committed to public health, striving to lead in vaccine development and supporting health 
care professionals in providing the best care possible. To this end, we have developed a 
dedicated medical education platform, Lumiere, to support health professionals in their 
pursuit of knowledge in vaccines and immunology.

For more information on supporting your educational needs, please visit Lumiere

Bookmark a  
module today

It includes both face-to-face 
and online education along 
with downloadable resources, 
allowing you to build on your 
existing skills and knowledge.

To access exclusive Lumiere content visit  
www.lumiere.sanofipasteur.co.uk
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Try teaching fun songs or poems to sing while washing 
hands (such as ‘happy birthday’). This will ensure they wash 
for a good amount of time. Use colourful hand soaps (even 
better if they have their favourite superhero or princess on 
the dispenser) and make the water bubbly. Have the water 
at a nice temperature and if the child has a favourite doll, 
perhaps the child can help the doll to wash their hands too. 

Make it easy for them to access soap and water (or alcogel, 
the magic germ-juice) and prompt them regularly or 
after key activities like going to the toilet to wash those 
lovely little hands. While travelling it’s handy to invest in a 
retracting key chain connected to a small bottle of alcogel 
that is permanently attached to them or their backpack. 
Certain age groups will find this a fascinating gadget to have 
and will be very proud of it! 

Coughing and sneezing: Kids can be fascinated to know 
how far a sneeze or a cough can go. Show them on You 
Tube in slow motion to illustrate. Teach them to cough ‘like 
a vampire’ by bringing their arm across their face like they 
are wearing a cape and coughing into the elbow. 

Have tissues available all around the environment and place 
waste bins in prime positions. Make it as easy as possible 
to use and discard tissues, and again, if you can buy visually 
pleasing ones this can help a lot. I have resorted to offering 
out children’s serviettes with princesses on when good old 
Andrex man-size has been snubbed. Kids evidently would 
much rather blow their nose on Cinderella than a boring old 
white piece of tissue. 

Vaccinations: Injections do not always go down well with 
kids but if sufficiently explained, this can be an easier 
task. A favourite of mine is to tell them they are going for 
a ‘power up’ and empower them to be like their favourite 
superhero. 

Which leads us to the final tip: 

If in doubt, use superheroes 
for any other unanticipated 
questions or illustrations. 
Spiderman is of course, fully 
vaccinated and always washes 
his hands when he’s touched 
a lot of buildings and baddies.  
Spiderman also follows COVID-19 
restrictions, goes to work only 
when essential, and hasn’t been 
able to visit Superman for a while. And he ALWAYS wears a 
mask. 

Maybe we all need to be a little more like Spiderman. 

Children love to get messy and rarely notice (or care) when 
they are due for a hand-wash or sanitise. In today’s times, 
infection prevention is more essential than ever, especially 
while travelling outside of the home. But how do you explain 
this to children? 

Firstly, it always helps to know WHY one should do 
something before trying to explain WHAT one should do. 
Your approach to this should be tailored to the age group 
you are dealing with, but one of the most important things 
to do is to use age-appropriate language. For example, 
when explaining about why we need to take preventative 
measures, use simple words such as ‘germs’ instead 
of ‘infection’, ‘belly ache’ instead of ‘gastrointestinal 
discomfort’, and ‘invisible’ instead of ‘microscopic’. 

And instead of long convoluted descriptions, try to explain 
in very simple understandable terms such as: “Once the 
tiny germs are inside us, they snuggle up and get cosy. 
They eat all the food we eat and grow bigger. Then they 
have babies, and the germs start to take over. Then the 
germs can jump onto other people”. This will be received 
much more effectively than something like; “once we are 
infected, bacteria can multiply and then the body becomes 
overcome with infection leaving us susceptible to spreading 
the infection to other people”. Avoid boring the child or 
confusing them. Keep explanations simple and fun. Embrace 
the barrage of inevitable questions that comes from it. My 
favourite was, “is the cat a germ?”.  I don’t think I explained 
exactly how small, ‘tiny’ actually is on that occasion. 

Once they are on board with the rationale for reducing 
the spread of infections, next comes the task of explaining 
the measures to be taken. Emphasise that infection 
prevention tasks can be ‘fun’. Here are some tips for various 
precautions:

Hand washing: 
Getting a child to 
wash their hands can 
be a bit of a struggle 
at times. Afterall, 
there are so many 
more exciting things 
to do when you are a 
child. However, once 
you have explained 
germs and where 
they lurk, and the child is sufficiently primed to dislike ‘bad’ 
germs, explain that germs are afraid of soap and water. They 
will soon be running to the tap. 

How to explain infection prevention measures 
to children
Alys Bunce Independent Specialist Travel Health Trainer

Top Tips

Answer
This is a genuine mistake, which should be explained to the parents or guardian, and reported to 
the head of Nursing in the GP practice as well as the Practice Manager. This is because the MenB 
vaccine (we use Bexero) is licensed for use from the age of 8 weeks. You have administered the 
MenB vaccine earlier than it is licensed for, therefore, it was an “off-label” use of the vaccine that 
required a Patient Specific Direction (PSD) if it was to have been used for an infant that was not as 
yet 8 weeks of age. 

This specific dose, the first of 3 doses for this infant, should not be repeated. It should count as this 
infant’s first MenB dose. The reason why you should consider this as a valid dose is the fact that 
the infant is over 6 weeks of age. A dose of MenB vaccine given inadvertently prior to 8 weeks of 
age but to an infant that is over 6 weeks of age, should count as a valid dose. 

Had the infant been less than 6 weeks of age, you would have had to discount that dose that was 
given inadvertently so early, and the scheduled dose at 8 weeks should have been given as a first 
dose. The second dose is due at 16 weeks and the third soon after the baby’s first birthday.  

There may be an exceptional case of an infant travelling abroad when a request may be to give the 
MenB after 6 weeks but before 8 weeks of age. In this case, administration of MenB will be “off-
label” and the right procedure should be followed. 

 Early administration of the first dose of MenB  
(July 2021)
George Kassianos CBE, FRCGP, President BGTHA, FFTM RCPS Glasg, FISTM

Q&A

Question
I normally work in a Travel Clinic. During the 
COVID-19 pandemic, I have been helping one 
of our local GP practices with their routine 
immunisations. I have just vaccinated an infant 
against MenB who is 7 weeks’ old. The infant was 
not exactly 8 weeks old as per recommendations. 
Can this dose count towards this infant’s 
vaccinations? Once I noticed this discrepancy in 
age, I postponed the other vaccines (Hexavalent 
and Rotavirus) for a week. Should I repeat this 
dose of MenB and when shall I repeat it?

Reference 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/998409/Meningococcal_B_
vaccination_information_for_healthcare_practitioners_July21.pdf
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Q&A 

Second dose of the Covid-19 vaccine 
(August 2021)
George Kassianos CBE, FRCGP, President BGTHA, FFTM RCPS Glasg, FISTM

Question
In my general practice, we have a 25-year old man who had a left basal ganglia infarct 
with normal cerebral circulation at the age of 6 (MRI at age of 7 showing infarct in the left 
lentiform nucleus), and a left hemiparesis. He also had significant cognitive dysfunction 
post-infarct. He is doing well and initially had the AstraZeneca COVID vaccine last March 
before the updated advice to use mRNA vaccines in the under 40s. Clearly there is concern 
given his history at having the second COVID immunisation, particularly for possible cerebral 
thrombosis. His stroke consultant rather vaguely recommends “given his background of 
stroke ... it may not be a bad idea to offer him the Pfizer vaccine one dose, followed by a 
booster dose after a few weeks, but please take relevant national vaccination team advice 
and support”

Following my readings around the subject and in spite of the possible increased risk of 
side effects of mixing vaccines, I feel it best for him to pursue Pfizer or Moderna for the 
second dose of the vaccine. Would this be correct? I am unclear as regards to the stroke 
consultant’s advice regarding a follow-up booster dose after a few weeks, as we don’t 
normally restart immunisations but pick up where we left off. I know you have covered 
this at the BGTHA Conference last June, but may I please have some specific advice as 
regards to the management of this case.

Answer
The first question is regarding the second dose, having had the AstraZeneca vaccine for his first dose. The 
patient has not adversely reacted to the first dose of the AstraZeneca vaccine, nor has the patient exhibited an 
anaphylactic reaction to the first dose of the vaccine. In the NHS communication we received on 7 May1, the 
following appears:

Second doses  
• All those who have received a first dose of the AstraZeneca vaccine should continue to be offered a second 
dose of AstraZeneca vaccine, irrespective of age. The second dose will be important for longer lasting protection 
against COVID-19.  

Therefore, everyone (excluding exceptions set out below) who has received a first dose of AstraZeneca and are 
due to receive their second dose, no further action is required, and these appointments should continue. 
MHRA are clear that the only individuals who should NOT have a second dose of AstraZeneca are: 
 
• Patients who have experienced major venous and/or arterial thrombosis occurring with thrombocytopenia 
following vaccination with any COVID-19 vaccine should not receive a second dose of COVID-19 Vaccine 
AstraZeneca. 

The second dose should, therefore, be completed at the recommended interval with the same vaccine, the 
AstraZeneca vaccine.

Continued on next page

Q&A

Answer
It is important that you complete this child’s immunisations, as per Public Health England advice1.

On page 6, of the PGD2 you refer to, you are directed to Chapter 18 of the Green Book3 (see page 7) where you will find the 
following:

The objective of the immunisation programme is to provide a minimum of three doses of hepatitis B vaccine for:

●● infants, as part of the routine childhood immunisation programme, to protect against future exposure risks (pre-
exposure immunisation)

●● individuals at high risk of exposure to the virus or complications of the disease (pre- exposure immunisation)

●● individuals who have already been exposed to the virus (post-exposure immunisation) including infants born to 
hepatitis B infected mothers 

The first bullet point here can fit this case, as you need to ensure this baby receives three doses of the Hepatitis B vaccine in 
order to be fully immunised – they have already had two doses. According to the PGD, the monovalent vaccine is “indicated 
for the active immunisation of individuals considered at increased risk of exposure to hepatitis B virus”. Our hexavalent 
vaccine contains also the hepatitis B vaccine component. This is to actively immunise our infants against hepatitis B virus 
infection and prevent future infection.

Hepatitis B immunisation  (August 2021)
George Kassianos CBE, FRCGP, President BGTHA, FFTM RCPS Glasg, FISTM

Question
I am reviewing a question one of my 
colleagues, a practice nurse, has asked 
about one of her infant patients and Patient 
Group Direction (PGD) or Patient Specific 
Direction (PSD).

The child is 9 months old now, born in the 
USA, has no at-risk clinical conditions, and 
has had Infanrix\IPV\Hib x three given but 
only two separate hepatitis B vaccines in 
the US. The child needs their third hepatitis 
B dose to complete the primary course.

I have looked through every PGD relating 
to Hepatitis B top-ups and cannot find an 
inclusion for monovalent doses to complete 
a primary course in a child not in any at risk 
groups.  I am planning to arrange a PSD for 
the baby but before I do, are you aware of 
anything within a PGD that already exists?

References
1. https://www.gov.uk/government/publications/vaccination-of-individuals-with-uncertain-or-incomplete-immunisation-status?utm_ 

source=4ff2c324-242b-4b70-9198-a41fb2cd1aff&utm_medium=email&utm_campaign=govuk-notifications&utm_content=immediate 
2. https://www.gov.uk/government/publications/hepatitis-b-vaccine-patient-group-direction-template
3. https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/628602/Greenbook_

chapter__18.pdf  
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Q&A 
Second dose of the Covid-19 vaccine 
(August 2021)
George Kassianos CBE, FRCGP, President BGTHA, FFTM RCPS Glasg, FISTM  

Answer (continued)

Public Health England issued version 3.9 of its “COVID-19 vaccination programme Information for 
healthcare practitioners” on 6 July 20212. On page 24 & 25 you will find the following: 
“Individuals who experience a clotting episode with concomitant thrombocytopaenia following the first 
dose of AstraZeneca vaccine should be properly assessed. If they are considered to have the reported 
condition, further vaccination should be deferred until their clotting has completely stabilised, and they 
should then be considered for a second dose of an alternative product.  
 
Individuals who have received the first dose of AstraZeneca vaccine without developing this rare 
condition are advised to receive the second dose of the same vaccine at the currently recommended 
interval. To date, there is no signal of an increased risk of this condition after the second dose and the 
rate of other reactions is lower at the second dose than after the first dose of this vaccine. Using an 
alternative product for the second dose is more likely to lead to common side effects.”

In chapter 14a, page 22, The Green Book3 points to the contraindications of COVID-19 vaccines 
and states that a previous systemic allergic reaction to any of the vaccine components (excipients) 
contraindicates further doses. Your patient has tolerated well the first dose of the AstraZeneca vaccine.

The second issue was raised by his hospital consultant, namely the need for a booster. The NHS has 
taken advice from the JCVI (published on 1 July)4 as regards to which patients are going to be receiving 
a booster dose in Stage 1 and Stage 2. As far as I know your patient is not immunosuppressed (you 
don’t say so) and past stroke per se is not on the list of the extremely vulnerable patients5. Therefore, 
the booster will be administered in Stage 2 which, we expect to take place once we complete Stage 1. 

Finally, a case like this one can be discussed with your local Public Health Team. Their opinion is very 
important, particularly if the patient is insisting on a mRNA vaccine for his second dose and the fact 
that the Stroke Consultant has recommended a mRNA vaccine for his second dose.

The world has moved on since Dolly Parton first released 
the song ‘9 to 5’.  We are surrounded by evidence of the 
changes which affect us every day of our lives. Instant food, 
instant entertainment, instant communication, instant 
gratification, instant news and knowledge and the list goes 
on and on. For many of us practicing medicine and living 
in ‘Western Civilisation’, the world has become an instant 
place and any delay in providing the expected answers 
defines the practitioner as inadequate. To compound the 
problems, all the knowledge we may be able to provide is 
filtered against what the patient has gleaned from their 
few seconds on social media and various search engines!
The practice of ‘Travel Medicine’ is not immune to the 
changes which are surrounding us; so, what can we do to 
alleviate this challenge and ensure that we are constantly 
providing a 21st Century service to help and support our 
patients?

Specialised Travel Medicine software has rapidly become 
an essential addition for many Travel services seeking to 
ensure that advice provided is up to date and relevant 
to the task in hand. With the sword of litigation always 
hovering overhead we need to ensure we have sensible 
and suitable practices in place to provide cover for our 
patients, but we also have a duty to our staff and practice 
as a whole.

This short paper outlines Travel Medicine Software 
currently being used in a private chain of travel clinics. 
It provides an overview of the main elements of the 
software’s capabilities.

WHO - The Right Patient
Ideally the new patient will have registered their own 
personal details in the software before attending for 
their consultation. This lessens the risk of errors, though 
never perfectly! Providing a fool proof facility to enter 
the date of birth is useful (separate day, month, and year) 
and the email / contact numbers should be validated. On 
submitting the details, the patient is registered in a ‘holding 
waiting room’ and an automated email sent to the address 
registered for the patient. This is to enable them to check 
the information is correct and to provide the option to 
update. The provision of this ‘myDetails’ section (or similar) 
on a secure web portal opens many possibilities for both 
the patient and the medical staff who could potentially use 
this portal to upload results or referral letters etc.

Sometimes a family may use the same email for two or 
three children and so each one needs to be identified 
in a separate and unique way. The software provides a 
‘username’ against a patient’s record which is not based on 
their email or other common address details.

To ensure an international service for patients, the 
software abides by WHO standards and uses the 
DDMMYYYY format on all screens and reports.
Patients who are already registered on the system used by 
our clinics, are able to log in to their personal ‘myDetails’ 
portal and use that facility to organise appointments, 
view results which have been shared by the clinic staff, 
see information on the prescriptions they have been 
issued, reprint invoices (if required) and have access to 
many other relevant details (relating to any underlying 
medical conditions they may have such as asthma, using 
contact lenses in a tropical climate, avoiding deep venous 
thrombosis etc).  

WHAT / WHEN / WHERE / WHY - details of the travel 
plans
Once the patient is securely confirmed (the Who), the 
consultation begins. The software leads the patient (and 
the practitioner) through a series of screens so that all the 
relevant details are clearly identified. It also records details 
against the patient records in case any confirmation is 
required at a later date. 

So, what type of trip is being planned? Is it organised or 
disorganised? Are all flights and accommodation in place 
or just the initial flight and accommodation? Are they 
using 5 star hotels or basic backpacking hostels?  What, if 
any, potential risks are anticipated (safari parks, going to 
altitude, using public transport, or considering hiring cars 
or motorbikes, social activities, scuba diving etc)? When 
are they leaving (perhaps too soon for certain vaccines) 
and where in the world are they planning to visit (urban or 
rural, monsoon or dry seasons etc)? What is the purpose of 
their trip? (a routine hotel based holiday, trekking, business 
trip, stag party etc). 

The software records all this information in just a few 
minutes.  A global map is provided with countries and 
regions easily identifiable; this speeds up the process to 
help with those awkwardly named places!

Living in a Digital World
Dr Graham Fry Medical Director, Tropical Medical Bureau, Ireland, Nomad Travel Clinics

Tales from the clinic
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To help the practitioner know where to place the emphasis 
of their discussion on vaccines, the software provides 
specific data related to the trip in question.  Vaccines may 
be ‘required’ or ‘recommended - though not essential’ or 
‘standard’ (used for most going to the regions selected) 
or in the category of ‘should be considered’ depending on 
various extra factors specific to the planned itinerary. 

Linked to the itinerary the software identifies any of 
the regions within the countries which will be visited 
with regard to the potential for various specific diseases 
(including malaria, japanese encephalitis etc) and also 
details the altitudes which will be encountered and 
seasonal variations (dry season, monsoon season, 
hurricane season etc). 

Showing the relevant information in a ‘presentation type’ 
visual format helps to enforce the need for vigilance while 
they are travelling (against sun burn, food and water borne 
diseases, avoiding mosquito bites, potential risk from a Zika 
infection, risks from altitude etc) and the fact that these 
were discussed is recorded against the patient record.
The software provides guidance before administering some 
specific vaccines - such as for yellow fever – itemising any 
contraindications or precautions required.  

Entering a patient's past medical history is crucial as this 
may impact on vaccine selection (egg allergy and YF or 
MMR vaccines, panic or anxiety and using Mefloquine; 
jaundice). The software also has the option to manually 
enter any past vaccines which shows if the individual is 
already covered against diseases relating to their trip. The 
system allows the practitioner to record vaccines which 
were definitely given (and records are seen) against others 
where the only source is the patient’s memory.
Specialised Travel Medicine software comes into its own 
when all the factors above are entered, it allows the 
practitioner to set up a vaccine schedule, incorporating 
single doses of certain vaccines (e.g., typhoid, 
meningococcal disease, yellow fever) and also of others 
with a multidose schedule (hepatitis A & B, rabies etc). At 
times, changes may be needed to the original schedule, 
and this is can be done and clearly identified within the 
comprehensive audit trail.

The vaccine schedule page provides between 6 to 8 
columns to allow the practitioner to set up the desired 
schedule although it is unusual that more than 3 or 4 are 
needed. The date related to the column indicates if the 
practitioner selects a date which is after the recorded date 
of departure- which is of assistance during this planning 
phase.

The next screens allow the practitioner to prescribe 
medications relevant for the trip and also order any 
laboratory tests which are considered important (blood 
group, hepatitis A or B antibody levels etc). Once 
completed the user is brought back to the waiting room 
and will either then start the consultation process again 
for the next patient or proceed directly to administer the 
scheduled vaccines.

The vaccine administration screen shows the schedule 
which was set in place (allowing changes if required) and 
also identifies if any vaccines are linked to underlying 
contraindications or cover which is already in place as an 
aid to the practitioner. The software identifies the female 
patients pregnancy status among other precautions and 
also when an incorrect vaccine has been scheduled against 
a patient. Most commonly this would be down to the age 
of an individual where an adult vaccine is scheduled for a 
child in error.

The final print out pages of the consultation process 
include any prescriptions relating to the proposed travel 
and link all the consultation details together as this 
provides the facility for the practitioner and the patient to 
sign off against what is being proposed once consent has 
been clearly given.

There are many other niceties to consider with regard 
to how an efficient and specialised Travel Medicine 
software will work well in clinical practice and become 
the cornerstone of any 21st century practice, including an 
efficient booking system and the provision of automated 
reminder email/texts but not forgetting of course the 
benefits of stock control and an automated ordering 
of vaccine supplies. What is outlined above is only an 
overview of some of the main components of the software 
we currently use in our clinics.

In the news

Chikungunya

As of 27 August 2021, 111,633 cases of chikungunya globally have been reported.  Brazil has reported the highest number of 
cases (87,595), followed by India (25,166), and Guatemala (1,091). 

Chikungunya is spread via the bite of the Aedes aegypti or Aedes albopictus mosquito. These mosquitoes are active throughout 
the day but most often bite just after sunrise and just before sunset. Bite avoidance is currently the best form of protection. The Netherlands          Rotterdam       March 16-18, 2022    

Welcome to Rotterdam, the Netherlands  
and  to:

8th Northern European Conference on 
Travel Medicine

You find all inforamtion  at: 

MARCH 16-18, 2022

www.nectm8.com

    21           20



bodily secretions.

In summary, although we know the traveller was diagnosed 
with HIV in 2017, we don’t know when she contracted the 
infection. She could, therefore, have been HIV positive at 
the time she received her yellow fever vaccine in 2001. 
Due to her well-preserved immune system the consultant 
expected her response to her yellow fever vaccination 
to have been similar to that of a person who is not HIV 
positive. Therefore, in his opinion, she would not require a 
further dose of yellow fever vaccine.

Following the discussion with the traveller’s HIV consultant 
we contacted the traveller to advise she would not require 
another dose of yellow fever vaccination before her 
imminent trip to Ghana. She was counselled to be aware 
that she may need a reinforcing dose of yellow fever vaccine 
in the future, if she plans travel to a yellow fever risk area.

This case study highlights the importance of the holistic care 
of the traveller and the need to involve a multidisciplinary 
team, in accordance with best practice guidelines.

A female traveller, aged 47 years old, came to the clinic 
seeking antimalarials for an imminent trip to Ghana 
(Accra) for 3 weeks in total. She reported living with 
HIV but taking amlodipine only. Her vaccination history 
included yellow fever vaccine administered in 2001. 
Although the traveller only attended the clinic to seek 
antimalarials for her trip, it was important to consider 
her travel requirements holistically. For that reason, we 
explained that she may need an additional yellow fever 
vaccination.

In 2016, the International Health Regulations (2005) were 
amended1 to state that one dose of yellow fever vaccine 
provides protection for the life of the person vaccinated. 
However, there are some groups that may require a 
reinforcing dose. According to the Green Book Yellow 
Fever chapter 352 travellers who are HIV positive may 
require a further dose of yellow fever vaccine.

According to the above flow chart, it was important to 
establish when the traveller was diagnosed with HIV in 
order to determine whether another dose of yellow fever 
vaccine was required. She explained she was diagnosed in 

2017 and attends her HIV clinic every six months.

In line with the Guidelines for malaria prevention in 
travellers from the UK3 we contacted the traveller’s HIV 
physician to agree the most appropriate antimalarial. In 
addition, we also wanted to discuss antiretroviral therapy 
(ART) and seek the HIV consultant’s view regarding the 
need for a reinforcing dose of yellow fever vaccine.

On calling the clinic we spoke with the specialist HIV 
pharmacist who explained that the traveller was not 
prescribed any ART. The reason being that the traveller is 
classed as an elite controller, long-term non-progressor. 
According to i-base4 a long-term non progressor is an HIV 
positive person whose CD4 count stays above 500 copies/
mm3 with very low viral load for more than five years, 
without using ART. Elite controllers maintain undetectable 
viral load. 

Given that the traveller is not prescribed ART we could 
offer her a choice of antimalarials - atovaquone/proguanil 
or doxycycline. Mefloquine couldn’t be offered due to the 
interaction with amlodipine5. The HIV pharmacist agreed 

these were appropriate options.

Regarding an additional yellow fever 
vaccine dose, it was important to obtain the 
consultant’s view. He explained that as the 
traveller is an elite controller her immune 
system is preserved. Given that her immune 
system is so well preserved, it is likely that her 
immune system has always been within normal 
range and she probably mounted an equivalent 
immune response to the yellow fever vaccine 
as an immunocompetent person. 

The traveller’s latest CD4 count was 
941cells/mm3 and her plasma viral load was 
‘undetectable’. We wondered if this means as 
her plasma viral load is undetectable that her 
virus is untransmissible (U=U). The consultant 
explained that HIV is compartmentalised within 
body systems and her plasma viral load, rather 
than her vaginal viral load, had been measured. 
He further explained that U=U is attained by 
those HIV positive patients compliant with 
ART. As the traveller’s plasma viral load was 
undetectable and her CD4 count was 941cells/
mm3, the consultant advised it was unlikely 
that she would transmit the virus via some 

Traveller reporting living with HIV but 
declaring no Antiretroviral Therapy
Tricia Armstrong FFRPS MRPharmS MFTM RCPS(Glasg) 
Liz Barker MRPharmS

Case study
References
1. World Health Organisation. Amendment to International 

Health Regulations (2005), Annex 7 (yellow fever).https://
www.who.int/ith/annex7-ihr.pdf?ua=1. Accessed 10 August 
2021.

2. Public Health England. Immunisation against Infectious 
Disease (Green Book). Chapter 35. January 2020. https://
assets.publishing.service.gov.uk/government/uploads/
system/uploads/attachment_data/file/857058/Greenbook_
chapter_35_yellow_fever_January_2020.pdf 

3. Public Health England, Advisory Committee for Malaria 
Prevention, Guidelines for malaria prevention in travellers 
from the UK 2021. https://www.gov.uk/government/
publications/malaria-prevention-guidelines-for-travellers-
from-the-uk. Accessed 10 August 2021.

4. I-base info. https://i-base.info/long-term-non-progressor-
ltnp/ Accessed 10 August 2021.

5. Medicines Complete. Stockley’s drug interactions. 
https://www.medicinescomplete.com/#/interactions/
stockley?terms=amlodipine,mefloquine Accessed 10 August 
2021.

Travellers Tale

My first and last encounter with a pig toilet!
Becky Swadling RN DTM RCPS (Glas) Independent Specialist Travel Health Nurse 

It was my second trip to India, 
and I arrived thinking I felt 
fairly prepared and unfazed by 
the hole in the ground toilet 
situation.  I was staying with 
a family in southern Goa near 
the beach and arrived late at 
night. The first morning I woke 
up needing the loo urgently 
(as often was the case while 
travelling). I staggered out of 
bed bleary eyed and started the 
walk down the garden to the 
toilet about 100 metres away 
from the house. Although I was 
tired and fuzzy, I was feeling 
quite pleased with myself as I 
had remembered to take with 
me my bottle of water in case toilet roll was not available. As I wandered down to the toilet (crossing my legs and hoping to 
make it), I looked to my right and noticed three pigs running beside me grunting. How sweet I thought! I opened the wooden 
door and just about managed to close it before squatting down over a shute ready to start my ‘business’.  Just as I relaxed, and 
things started moving (literally) I suddenly heard a scurry beneath me and some snuffles. I wondered where it was coming from, 
so peered down between my legs and up the shute shot a pig!!! It was aiming straight for my ‘deposit’. I have never moved so 
quickly in my life! It turns out that a ‘pig’ toilet is a very effective sewage system, requiring no pipes or cleaning.  When it came to 
dinner that night however, and ‘pork’ was on the menu, I couldn’t quite bring myself to eat it!
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During September, Public Health England (PHE) 
updated and published a number of policies / 
guidelines that may be of use to those of you 
working either with pre or post travellers or in 
migrant health.  Below is a summary of each 
guideline and links to the full publications.

Guidelines on managing rabies postexposure 
(September 2021)
These guidelines are for health professionals who may be 
involved in the assessment and management of potential 
rabies exposures. They detail how to assess a patient post 
exposure and complete a risk assessment, when and who 
to contact depending 
on the time/day of 
week and cover the 
logistics on how to order 
rabies vaccines and 
immunoglobulin when 
required.  

The guidelines have 
been updated with a 
section on importing 
pets since the rules 
have changed post 
Brexit, availability of the 
vaccine in NHS trusts 
and also a useful table 
detailing working hours 
and who to contact 
when required for clinical advice or to obtain the vaccine 
or HRIG.

Enteric fevers: migrant health guide (September 
2021)
PHE have updated their advice and guidance for migrant 
patients and healthcare professionals.  These guidelines 
relate to Enteric fevers (typhoid and paratyphoid A, B 
or C) which are of particular risk for travellers visiting 
friends and relatives (VFRs) in endemic countries.  Primary 
care practitioners are reminded to opportunistically ask 
patients from, or with family links to, enteric fever endemic 
countries whether they are travelling to visit friends or 
relatives and advise them when to seek travel health and/
or offer appropriate advice.

In the event of fever, an enteric infection should not be 
overlooked, and the guidelines advise on symptoms, 
testing/treatment and prevention strategies.

Helminth infections: migrant health guide 
(September 2021)
Up to 20% of migrants from endemic countries may 
have helminth infections at the time of their arrival 
in the UK. Infections may include strongyloides 
stercoralis, schistosomiasis, soil-transmitted 
helminths (Ascaris, Trichuris and hookworm), and filariasis. 
The guidelines summarise the main symptoms and 
recommended testing procedures.  The prevalence 
statistics have been updated and also the resources which 
include an interesting YouTube video of a Migrant Health 
Training Seminar by London School of Tropical Medicine – 
parasitic infections-diagnosis in primary care. 

https://youtu.be/7cr-QYbjZN8

What’s new?
PHE risk assessment of MERS-CoV (September 
2021)

According to the guidelines, as of 17 August 2021, 2,578 
cases of Middle East Respiratory Syndrome (MERS-CoV) 
have been reported by WHO, with at least 888 related 
deaths. Most cases are reported from the Kingdom of 
Saudi Arabia however outbreaks have occurred elsewhere 
such as in the Republic of Korea. 

The guidelines provide an overview of the epidemiology of 
the infection including risks of transmission. PHE have risk 
assessed the situation and state that the current risk to UK 
residents is very low although risks may increase slightly if 
travelling to affected areas.

The guidelines highlight the importance of remaining 
vigilant for clinical presentations compatible with MERS-
CoV as early identification and implementation of control 
measures is crucial. They reiterate the advice that should 
be imparted to travellers and a section on Hajj and Umrah.

In the news
Leishmaniasis

The annual report from WHO Global Health Observatory 
(GHO) for 2019-20201 indicates that leishmaniasis 
endemicity continues to cause major health problems. 
There are 200 countries and territories that provide 
data to GHO and of these 89 are endemic cutaneous 
leishmaniasis (CL) and 79 for visceral leishmaniasis (VL). 
There are 71 countries endemic for both CL and VL.

Since 2014, 14 countries have had a high burden for VL (i.e. >100 cases), 12 countries have a high burden for CL (i.e.> 
2500 cases) and one has a high burden for both. In 2020 an additional two countries reported high disease burden.

In 2020 both the number of countries and the completeness of reporting has decreased compared with 2018. It is not 
known how the Covid-19 pandemic has affected leishmaniasis surveillance.

Reference
https://www.who.int/publications/i/item/who-wer9635-401-419

Credit DR P. MARAZZI / SCIENCE PHOTO LIBRARY
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“Never was anything great achieved without 
danger.” ― Niccolo Machiavelli

In a previous article I wrote about the much lower 
risk involved in climbing than in some other popular 
sports, and I have enjoyed many risk-free days in the 
mountains and on the crags, but somehow it is the 
lucky escapes that seem to stick in the mind more than 
the easy successes.

At the beginning of my climbing career, I had joined the 
Austrian Alpine Club (AAC) in order to use their huts 
on my first trip to Austria and later I began to attend 
weekend meets of the Club’s British branch during 
which I walked and climbed in the Lake District, Wales 
and Scotland, and after joining the local Mountain 
Rescue Team in Cumbria I found more climbing 
partners in my fellow team members. Among my AAC 
friends was John, who became a regular climbing 
partner and together we had some wonderful days on 
Ben Nevis, on winter routes such as Gardyloo Gully, 
Tower Ridge and Observatory Ridge. 

Figure 1: Northeast face of Ben Nevis in winter

One day we were having a relatively easy day in Glencoe 
climbing a broad, easy gully on good snow when we started 
to be a little bored and took off out of the gully on to the 
rocks to our right to seek more excitement. 

Travellers tales 

Some lucky escapes
Dr Mike Townend MB, ChB (Hons), Dip Trav Med, FFTM RCPS (Glasg), Hon Fellow & Past Chairman BGTHA

  
Figure 2: An easy snow gully between iced-up rocks

The climbing at first was still fairly easy, on rocks plastered 
with snow and ice, and we did not bother to rope up for 
it. John had put on his crampons, but I preferred not to 
wear crampons on a route that was mainly on rock, though 
this decision soon came back to haunt me. All went well 
until we reached an inclined slab of rock that appeared 
to be covered in snow. John, who was ahead of me, made 
his way up it with some difficulty and when I reached it I 
found that he had scuffed most of the snow off it, leaving 
exposed rock covered with verglas, a thin coating of ice, 
on which my cramponless boots could find no purchase 
at all, and there was nowhere where I would be able to 
rest to put my crampons on safely. I had a good purchase 
with both my ice axes above the slab, but the only grip I 
could find for my feet was to extend both legs sideways, 
almost in splits, to where my boots could grip on dry rock 
to either side of the slab. I found myself precariously 
balanced and unable to move upwards, and any retreat 
downwards was impossible. I looked down between my 
legs, seeing the floor of the corrie a considerable distance 
below and thought “If I come off, I’m going to bounce 
once or twice and then hit that corrie floor and die. I’m 
too young to die!” I then looked up at John, several feet 
above me and to my left and shouted up to him “John! 
I’m stuck here and can’t get any further. Can you help?”. 
John looked down, summed up the situation quickly and 
replied with a terse “No!”. “Can you at least find a belay 
and drop me a rope?” I asked. John fiddled around above 
me for a while and then shouted down “I’m belayed. Here 
comes the rope”. The rope slithered down, but as John 
was not only above but to my left, the rope was dangling 
a couple of feet or more to my left and out of my reach. 

The only firm holds that I had were my two ice axes above 
the slab and my feet, precariously perched way out to 
either side, felt far from secure, but the only way I could 
reach the rope was to remove my left-hand axe from its 
placement and reach out to the left to hook the rope with 
it. This I managed to do, but what could I do with the rope 
after that? I would clearly need both hands to tie on to 
the rope, so to give myself some thinking time I took the 
rope between my teeth and slammed my axe back into its 
secure placement. With a quick prayer I braced both feet 
as firmly as I could against the rock on either side, released 
both my ice axes to free my hands and quickly tied on to 
the rope, grabbing my axes again before I could slip off. 
I cannot explain how it comes about, but as soon as one 
ties on to a rope and is given a sense of security the moves 
required to extricate oneself become not only obvious but 
also instantly achievable, so I was soon standing beside 
John on easier ground and feeling intensely grateful to him, 
until I saw what he had used as a belay. A belay is meant 
to be a firm point of attachment to the rock, snow or ice 
that will be able to withstand the shock loading of a fall, 
but the belay on which John had brought me up consisted 
of the point of his ice axe buried to about an eighth of an 
inch in a thin film of ice. Had I fallen, both of us would have 
finished up several hundred feet below in the corrie. It had 
been nothing more than what is known in the trade as a 
psychological belay. 

One summer I went with a group of AAC members to 
Switzerland. The trip was less than successful and started 
with several days of terrible weather, so we decided to 
break camp and head south to Italy. Here the weather 
was much better, and soon we were heading out for our 
first climb on the Sella Towers, huge spires of Dolomite 
limestone. Not having intended to be in Italy, we were 
completely unprepared and the only rock climbing guide 
we could find in the local shop was in German. My German 
runs to little more than ordering beer and sausages and a 
bed for the night, and the rest of the group were no better, 
but we selected our route and set off. The route was long 
and consisted of many pitches, but the first few pitches 
were well within my capability, so I led the first of three 
or four ropes of two climbers each. Eventually we came to 
an interesting-looking pitch consisting of a steep slab with 
a crack up either side. The youngest member of the party 
in his late teens, a young patient of mine called Paul, was 
anxious to show off his prowess and lead it, so I stepped 
aside, and Paul tried first to climb the right hand crack to 
no avail and then the left hand crack, again to no avail. 
As he stood at the bottom of the slab trying to figure out 
how it could be beaten, I stepped up and said “Step aside, 
laddie, and let a real climber show you how to do it!”. I was 
rather taller than Paul and found it easy to place one hand 
and one foot in each of the cracks and climb it in that way, 
tying on and belaying my second up to join me. 

Figure 3: The Sella Towers

After that, I felt that I was flying and could not put a foot 
wrong, making short work of the following pitches. Until, 
that is, we reached a ledge on which we could all assemble 
before tackling what looked like a much harder pitch. From 
the ledge there was a long traverse out to the right to the 
crest of an arete, a steep and narrow ridge of rock which 
would then have to be climbed. Off I went, traversing 
right and placing occasional pieces of protection until I 
reached the arete, which looked much more difficult than I 
expected, with few and very small holds. Above me a could 
see an old-fashioned ring piton that had been hammered 
into the rock, probably many generations ago, which I 
could use for protection if I could reach it. I reached up 
and to my right to try to clip into the piton but could not 
reach it. In front of me was a small crack, and I reasoned 
that if I hammered in a piton, attached a sling and stood 
in the sling I could reach the ring piton, so I did just that, 
put my right foot in the sling and reached up. I was much 
nearer, but could still not quite reach my objective, but if I 
stood in the sling with my left foot, I would almost certainly 
reach it. I decided to change feet in the sling and shouted 
to my second “I might come off here” so that he would be 
prepared to protect my fall. Holding on to minute finger 
holds I took my right foot out of the sling but was unable 
to get my left foot into it. Without a point of contact for 
my feet I could not hold on to my finger holds and shouted 
out “I’m coming off” and a blur of green and brown flashed 
past my eyes as I fell.

My senses returned slowly and gradually and my thoughts 
ran something like this: “There’s something wrong…..what 
is it…..I know, I’m upside down”. I wriggled upright and 
thought “There’s blood on that rock….. I wonder whose it 
is….. there’s no-one else here…..it must be my blood…..I 
wonder where I’m bleeding from”. As full consciousness 
returned, I realised that I had fallen some considerable 
distance and come to rest on a chockstone, a large boulder 
wedged in a gully. Soon one of our group, Chris, clambered 
down to me as asked “Are you all right?”. “I think so”, I 
answered, but I’m dying for a cigarette” (I was a smoker in 
those days). “Where are your fags?” asked Chris. “In my 
right had pocket” I said, so Chris fumbled in my pocket, 
fished out the packet and handed it to me. I pulled out a 
cigarette but found myself unable to lift either arm to put it 
in my mouth, so Chris put it in my mouth and lit it. “When 
you’ve recovered a bit more we’ll have to abseil out of here 
and abandon the route” said Chris. At this point 

    27          26



I realised that I could not move my arms enough to abseil, 
so Chris had a shouted conversation with my second, also 
called Mike, who had tried his best to hold my fall. They 
arranged that Mike would lower me down sitting in a rope 
seat on Chris’s back. The ropework was expertly set up 
and I was soon at the bottom of the crag. In those days 
the method of controlling a fall was by using a waist belay, 
the rope passing around the second’s body like a friction 
brake and I did not realise until later that my fall had run 
out about seventy feet of rope around Mike’s waist, cutting 
through his thick climbing shirt and causing second degree 
rope burns around two thirds of his waist, in spite of which 
he had still managed to mastermind my rescue. My arms 
soon recovered, the only damage being bruising of both 
shoulders as I had pendulumed across the rock, pulling out 
all the protection I had placed on the traverse and crashing 
upside down into a gully, my shoulders rattling from side 
to side of the gully on my descent. One arm recovered very 
quickly and the other after two or three days whereas I 
had to do daily dressing on Mike’s burns for the rest of the 
trip and he was out of action for longer than I was. As my 
harness had turned me upside down as I fell, I had landed 
on my head, which my friends were unkind enough to say 
was what had saved me from any serious damage, but at 
the expense of my helmet, which was cracked. Twenty-four 
hours later I was back on the rock, albeit on much simpler 
routes, with one arm in a makeshift sling.

Another year a group of us from the Mountain Rescue 
Team spent a winter training week in Scotland practising 
our snow and ice climbing. Towards the end of the week, 
we set out to tackle a route on the Northeast Buttress of 
Ben Nevis. 

Figure 4: Northeast Buttress of Ben Nevis in winter

I was paired up with Tony, a good climber and a down to 
earth Cumbrian lad. We took turns at leading, and when 
we were a considerable way up the route my turn to lead 
came round again. Tony was belaying on a small ledge 
below a large ice bulge that I set out to tackle. I managed 
to get both my ice axes placed above the bulge and the 
front points of my crampons firmly, as I thought, placed in 
the ice below the bulge. My next move would be to pull 
hard on both axes and gradually creep my front points up 

and over the bulge. Giving my axes a trial pull I thought 
that my right hand axe was not too firmly placed, so I took 
it out to replace it more firmly. As I did so, both my feet 
came off the ice and down I went, hanging from the sling 
attached to my left hand axe. This axe was on a bandolier 
sling around my shoulder, and as I fell the axe was pulled 
out of my hand and the sling rode up under the back rim 
of my helmet, leaving me in effect hanging by the chinstrap 
of my helmet. I was by then not very far above Tony who 
looked up and saw twenty-four sharp crampon points 
pointing straight down at his face. Feeling that I needed 
encouragement to re-attach my feet to the ice he shouted 
up at me “Get them f***ing feet in!”. Unfortunately, 
the outward bulging of the ice was preventing me from 
“getting them f***ing feet in”, which left me in somewhat 
of a quandary. I had only one tenuous link with the ice, 
one axe above the bulge, well out of my reach, and could 
neither reach above the bulge to get the other axe in nor 
reach below the bulge to get my crampons into the ice. 
If I fell off, I would probably pull Tony off as well, as his 
belay was not ideal, and being several hundred feet up, we 
would both almost certainly die. My left arm is weaker that 
the right as the result of a neurological problem I had many 
years ago which left me with one of my shoulder muscles 
non-functioning, but summoning all my strength, I did 
something that I had not been able to do before and have 
not been able to do since. I seized hold of the left hand 
axe sling and did a one-handed pull-up with my weaker 
left arm up to a point at which I could insert my right hand 
axe above the ice bulge. I could then carry out my original 
intention of pulling up on both axes and over the bulge at 
last. It truly surprises me what the human mind and body 
are capable of doing when threatened with serious injury 
or death.

The reader may by now be wondering what it is that 
induces someone to take the kind of risks that I have been 
described. It is certainly not a lack of fear; I felt great fear 
on all the occasions that I have described and on many 
more. Indeed, I have often said to myself “If I get out of 
this situation alive and unharmed, I will never do anything 
like this again”, but still I ventured on to the mountains 
and crags once again. Some degree of fear is necessary for 
the climber, as it is essentially fear that makes him or her 
take all appropriate precautions and use all appropriate 
safety techniques. I have only once climbed with someone 
who knew no fear and he certainly frightened me. He was 
an ex-paratrooper who had greatly enjoyed his two tours 
of duty during the troubles in Northern Ireland and his 
service in other dangerous places. He had no fear for his 
own safety, which implied to me that he would have no 
fear for my safety either, which made him a dangerous 
climbing partner. True courage lies not in a lack of fear but 
in accepting and overcoming fear.

Perhaps in my case it was an over-protected childhood that 
led me to take risks later in life. Perhaps it was a reaction 
to not having been good at most organised sports at school 
that instilled a wish to prove myself at something physically 
demanding. Perhaps it was a perceived need to discover 
how far I could push myself to conquer fear and physical 

adversity, or simply a desire to live a fuller life, a life less 
ordinary. The French Nobel prize-winning writer André 
Gide is quoted as saying “It is only in adventure that some 
people succeed in knowing themselves”, and US President 
Theodore Roosevelt said “Far better it is to dare mighty 
things, to win glorious triumphs, even though checkered 
by failure, than to take rank with those poor spirits who 
neither enjoy much nor suffer much, because they live in 
the grey twilight that knows neither victory nor defeat”. 
Another French writer, Jean-Paul Sartre said “To know what 
life is worth you have to risk it once in a while”. I can echo 
all of those sentiments expressed by such illustrious writers 
and thinkers.

I am not necessarily suggesting that in order to live a fuller 
life it is necessary to take up climbing, though to quote a 
current colloquialism “Don’t knock it till you’ve tried it”. 
We live in a risk-averse society, and I feel that I should offer 
the advice given by another Roosevelt, Eleanor Roosevelt, 
the wife of President Franklin D Roosevelt “Do one thing 
every day that scares you”. If that one thing happens to 
be climbing, while accepting the risks involved it would be 
wise to follow the advice of Edward Whymper who made 

the first ascent of the Matterhorn in 1865: “Climb if you will 
but remember that courage and strength are nought without 
prudence, and that a momentary negligence may destroy 
the happiness of a lifetime. Do nothing in haste; look well 
to each step; and from the beginning think what may be the 
end.”

Figure 5: The Matterhorn, first climbed by Edward-
Whymper in 1865

In the news
Malaria Free Certification: China
The World Health Organisation (WHO) have award China a certificate of malaria 
elimination.1 This means that China have demonstrated that malaria transmission 
has been interrupted. In the 1940’s China was reporting 30 million cases of malaria 
annually.  The government and health authorities rigorously adopted a combination 
of approaches- chemoprophylaxis, treatments and bite avoidance measures.

Countries are awarded the certificate of malaria elimination when they have 
completed the WHO steps in certification of malaria elimination. The staging criteria2 
are that the country has “proven, beyond reasonable doubt, that the chain of local 
transmission of all human malaria parasites has been interrupted nationwide for 
at least the past 3 consecutive years, and that a fully functional surveillance and 
response system that can prevent re-establishment of indigenous transmission is in 
place”. 

There are now 40 countries that have been declared malaria free.

References
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In the news
Malaria diagnostic 
testing challenge
A rapid diagnostic test widely 
used in Africa is looking to 
become ineffective since the 
Plasmodium falciparum parasite 
has undergone a genetic mutation. 
It is emerging that the protein 
that the test targets – histidine-
rich protein (HRP2) is no longer 
being expressed by a growing 
number of Plasmodium falciparum 
parasites across Africa. According 
to the Malaria Policy Advisory 
Group, there is an increased prevalence of the Plasmodium 
falciparum parasite with gene deletions.

The use of rapid diagnostic tests have been instrumental in 
transforming malaria control over the past few years. The 
tests enable improved surveillance and better targeting of 

treatment. Between 2010 and 2019, 2.7 billion tests were sold 
globally, the majority of which were distributed in sub-Saharan 
Africa to help diagnose Plasmodium falciparum by targeting 
one if its antigens HRP2.

Urgent action is required to address this issue, to continue 
surveillance and change to non-HRP2 diagnostic tests.

The influenza vaccine may provide important 
protection against COVID-19, new research 
shows. It was presented at the European 
Congress of Clinical Microbiology & Infectious 
Diseases (ECCMID), held online in July 2021.

Analysis of patient data from around the world strongly 
suggests that the annual influenza vaccination reduces 
the risk of stroke, sepsis and DVT in patients with 
COVID-19. Further, patients with COVID-19 who had been 
vaccinated against influenza were also less likely to visit the 
Emergency Department and be admitted to the intensive 
care unit (ICU).

This was a retrospective study carried out by Susan Taghioff 
and her team, at the University of Miami Miller School 
of Medicine, Miami, USA. They analysed data of patients 
from around the world. In the largest study of its kind, 
the team screened electronic health records held on the 
TriNetX research database of more than 70 million patients 
to identify two groups of 37,377 patients. The study was 
conducted using patients from countries including the US, 
Singapore, UK, Italy, Germany, and Israel. 

The researchers matched the two groups for factors that 
could affect their risk of severe COVID-19, including age, 
gender, ethnicity, smoking, as well as health problems such 
as diabetes, obesity and chronic obstructive pulmonary 
disease (COPD). The first group had received the influenza 
vaccine between 2 weeks and 6 months before being 
diagnosed with COVID-19. Those in the second group also 
had COVID-19 but were not vaccinated against influenza. 
They then looked at the incidence of 15 adverse outcomes: 
sepsis, strokes, deep vein thrombosis, pulmonary 
embolism, acute respiratory failure, acute respiratory 
distress syndrome, joint pain, renal failure, anorexia, heart 
attack, pneumonia, Emergency Department visits, hospital 
admission, admissions to ICU, and death. The timing 
of these adverse events was within 120 days of testing 
positive for COVID-19. They then compared the incidence 
of these adverse outcomes between the two groups.

The results of their analysis revealed that those who had 
not had the influenza vaccine were significantly more likely 
to have:

•	 been admitted to ICU – up to 20% more likely
•	 visited the Emergency Department - up to 58% more 

likely
•	 developed sepsis - up to 45% more likely
•	 have had a stroke - up to 58% more likely
•	 and a DVT - up to 40% more likely

The researchers pointed out that it is not known exactly 
how the influenza vaccine provides protection against 
COVID-19 but most theories centre around it boosting the 
innate immune system, a defence we are born with that is 
not tailored to any specific illness.

The results of this study strongly suggest that the influenza 
vaccine protects against several severe effects of COVID-19. 
The researchers pointed out that more research is needed 
to prove and better understand the possible link. In 
the future, the influenza vaccine could be used to help 
provide increased protection in addition to the COVID-19 
vaccination. A very important use of the influenza vaccine 
can be in countries where the COVID-19 vaccine is not 
available or is in short supply.

Comments
This is an important study. Although a retrospective 
study and not a prospective randomised clinical trial, 
nonetheless, it shows that apart from COVID-19 vaccines, 
the influenza vaccines have the potential to help us reduce 
the complications that may result from getting infected 
with the SARS-Cov-2 virus. In the future, we should not just 
look at the degree of protection influenza vaccines give us 
against influenza viruses. Their effect on the clinical process 
of COVID-19 may be equally important.

Journal watch

The influenza vaccine protects more than 
just influenza infection
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In the news

National protocol for Inactivated influenza vaccine 2021
Pharmacies
It has been announced that in addition to doctors, nurses and pharmacists delivering inactivated flu vaccination services, 
pharmacy technicians will also be able to prepare and administer flu vaccines under the national protocol. They are not 
allowed to assess whether the vaccine is suitable for patients or gain their consent to vaccination. Where pharmacy 
technicians are involved in service delivery there must be a clinical supervisor, who has overall responsibility- this must be a 
doctor, nurse or pharmacist. This follows successful inclusion of pharmacy technicians in delivering elements of the COVID-19 
vaccination programme.

General Practice
The assessment of patients for safety, eligibility and consent must be done by a healthcare professional. Other tasks such 
as vaccine preparation, administration to the patient, and data capture can be done by a non-professional health-care 
worker, including a healthcare assistant. In this case, no patient specific direction (PSD) is required. There must be a Clinical 
Supervisor (as stipulated in the National Protocol) present at every clinic. 

The National Protocol is specifically for the parenteral inactivated influenza vaccine. It does not cover the children’s live 
attenuated influenza vaccine (LAIV). Vaccines such as the pneumococcal or shingles require a PSD. 

Reference
National protocol for inactivated influenza vaccine https://www.gov.uk/government/publications/national-protocol-for-
inactivated-influenza-vaccine?utm_medium=email&utm_campaign=govuk-notifications&utm_source=79751770-dbb3-40a3-
b0d6-ced2c2b26f79&utm_content=daily 

     30

https://www.gov.uk/government/publications/national-protocol-for-inactivated-influenza-vaccine?utm_medium=email&utm_campaign=govuk-notifications&utm_source=79751770-dbb3-40a3-b0d6-ced2c2b26f79&utm_content=daily
https://www.gov.uk/government/publications/national-protocol-for-inactivated-influenza-vaccine?utm_medium=email&utm_campaign=govuk-notifications&utm_source=79751770-dbb3-40a3-b0d6-ced2c2b26f79&utm_content=daily
https://www.gov.uk/government/publications/national-protocol-for-inactivated-influenza-vaccine?utm_medium=email&utm_campaign=govuk-notifications&utm_source=79751770-dbb3-40a3-b0d6-ced2c2b26f79&utm_content=daily


    32     33     

ABSTRACT
Chikungunya virus has increased its global impact in the 
last 20 years using mutations and a specific mosquito vector 
Aedes albopictus that is less sensitive to climatic changes. 
It has spread its distribution, across Europe and into the 
UK, via vehicles traveling internationally. The increase in 
spread is also occurring across the US and Asia. The Aedes 
albopictus vector has progressed further north than its 
relative Aedes aegyptii and studies have shown it to survive 
at lower temperatures and feed more aggressively than 
local species of mosquito. Although vaccines have been 
attempted in the past, the current phase 3 trial from Valneva 
shows reduced viraemia and post-infection protective 
titres, similar to that of the wild-type virus. As case reports 
of infection increase, the impact of neurological and 
cardiac conditions and long-term quality of life need to be 
considered. The production of a vaccine will assist in the 
current high infection areas but also needs to be considered 
for longer term travellers to these areas. Although cooler 
areas have reported the vector, they currently remain 
without the infection. Climate change could alter this 
situation and public health strategists should be reviewing 
the use of the vaccine for outbreak purposes.

BACKGROUND
Chikungunya is a single strand RNA alpha virus with 3 
different strains; West African, East/Central/South African 
and Asian. Chikungunya virus (CHIKV) is transmitted to 
humans via the Aedes species of mosquitoes predominantly 
the Aedes aegyptii and Aedes albopictus species. There 
have been outbreaks of the disease since it was first 
identified in Tanzania in 1952. In late 2013 the first locally 
acquired cases were reported on the Caribbean islands 
leading to an estimated 2.7million cases in the Americas 
by 20171. One mutation may have allowed the CHIKV to 
be efficiently transmitted by the most abundant mosquito 
species – Aedes albopictus and may explain the noted 
robustness of the epidemic2,3. 

EPIDEMIOLOGY and DISTRIBUTION 
In Europe, the recent distribution map (Figure 1) of shows 
countries with active infection that include France, Spain, 
Italy, Greece, the Balkans and parts of Germany and 
Switzerland4.
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Figure 1. European distribution of Aedes albopictus, March 2021

Within the UK, the number of Public Health England (PHE) 
reported chikungunya infections has risen steadily as travel 
has expanded into higher-risk countries. 

The last study highlighted the spread north of the mosquito 
to the French channel ports and the likelihood of incursions 
into southern England. The Mosquito Reporting System 
published the results of active surveillance at ports, airports, 
motorway services, distribution centres and used-tyre 
importers. The 
import of used 
tyres has been 
identified as an 
important route 
of entry into other 
European countries 
with the dry eggs 
being dispersed 
along major road 
networks (Figure 
2). This has led to 
reports of Aedes 
albopictus being 
found in the UK5.

Figure 2. Aedes albopictus distribution in UK, 2016-2018

Similarly, in the US the CDC has reported increasing Aedes 
albopictus distribution mainly on the eastern side of the 
country, throughout all the states (Figure 3), with a range of 
different temperatures and climate conditions6.

Figure 3. Aedes albopictus distribution in the United States, 2017

The distribution of Aedes albopictus, and potentially 
chikungunya, is not only related to the higher income 
countries of Europe and North America (Figure 4). The 
origins are from Africa and the global distribution reflects 
its continuance there and in South American and Asian 
countries. This distribution indicates the potential for 
infections from the mosquito at home (in the UK) and for 
international travellers7.

Figure 4. Global distribution of Aedes albopictus, 2020 (https://
www.cdc.gov/chikungunya/geo/index.html)

ENTOMOLOGY of Aedes albopictus
It has long been considered that Aedes albopictus is more 
robust in cooler temperatures than Aedes aegyptii. A 
scoping review of vector competence factors indicated 
that, in the Americas, transmission of infections by A. 
albopictus occurred in a range between 18 to 34oC with 
the maximal range being 26 to 29oC. Aedes albopictus 
was found to perform better in cooler temperatures with 
low temperatures and low food availability increasing the 
susceptibility to dengue serotype 1 infections8. Another 
study from Germany concluded that Aedes albopictus 
has differing strains, all of which maybe able to survive a 
Central European winter9.

These comments are supported by Yee10, who summarised 
the US position regarding Aedes albopictus as having 
higher larval survival and population growth and being 

able to outcompete other species when nutrients are limited. 
The duration of time feeding is greater and more focused 
when compared to resident species. He concludes that the 
species has been able to exploit container habitats in the US 
better than resident species10.

VACCINE
Several attempts have been made to prepare a chikungunya 
vaccine. As early as 1962 the US military were trialling a 
vaccine which continued in trial during the epidemics in 
the Caribbean, India and the Indian Ocean. The strategies 
for the development of a vaccine continued and included 
chimeric alpha virus candidates, a DNA vaccine using 
plasmid coding and a Vero cell adaption11 .

Of these, the Vero cell adaption has reached phase 3 
trials with Valneva (VLA 1553). This vaccine candidate 
is produced from the African and Indian Ocean lineage 
with cross-protective immunity to the Asian isolate. In 
trials, the vaccine has shown, when compared to wild-type 
chikungunya, a strongly reduced viraemia and infection, 
protection against chikungunya in animal trials and post- 
vaccination titres reaching similar levels as wild-type 
infection12. This vaccine is being developed for commercial 
use and in August 2021 the company announced that the 
pivotal study13  met its primary endpoints of:

•	 Protective neutralizing antibodies titres in 98.5% 
of patients after a single vaccination (exceeding the 
agreed FDA threshold of 70%)

•	 The vaccination was well tolerated and provided 
high anybody titres in all adult age groups, including 
the elderly

DISCUSSION 
As chikungunya has reported an increasing number of 
outbreaks in the last 20 years with an adapted vector that 
can survive in cooler climates, consideration needs to be 
given to prevention of infection. As with other arboviruses 
the prevention of insect bites using chemical repellents 
is the prime protection pathway. The levels of circulating 
chikungunya are increasing14 and the production of a 
vaccine will support the use of insect repellents. 

For those patients contracting chikungunya, morbidity is 
increased compared to mortality. The consequence of the 
infection is a high level of arthralgias and inflammatory 
symptoms (4 in 5 patients)1 and a low proportion of patients 
returning to their previous health status15. These persistent 
conditions include neurological disorders from encephalitis, 
cardiovascular sequalae and a negative impact of the quality 
of daily life. 

With the adaption of the mosquito vector to cooler climates, 
there is a proven opportunity for chikungunya infection to 
reach areas previously considered outside of the infectious 
area. The reasons for this are not covered in this review, but 
may include global warming and climate change. Although 
vector distribution is reported in climates that include the 
UK, northern Germany and some US states, there are no 
reports of autochthonous infections. 
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This may indicate that there are insufficient vectors with the 
infection or a mis-diagnosis of another virus or arbovirus 
condition. However, in the warmer southern states of the 
US and the Americas there are increasing numbers of the 
mosquito vector and reported cases of chikungunya, with 
2.6 million cases confirmed in 201716.

CONCLUSION
Firstly, with the increasing number of infected cases 
reported, there is a potential requirement for a vaccine to 
be used in the high-risk areas of the indigenous community. 
Secondly, with the increase in travel to these areas, 
travellers staying long-term would be at greater risk of 
contracting the disease. Thirdly, the spread of the vector to 
cooler climates means public health consideration should be 
given to using the vaccine if an outbreak of infection occurs 
locally in a previously non-infected area.
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This article looks at the impact of COVID-19 on 
international travellers and discusses important 
considerations for travel health professionals as 
international travel opens up.

Introduction
The COVID-19 pandemic has overwhelmingly changed 
how we travel; travel restrictions, pre-travel testing, 
vaccination certificates, immunity passports, and quarantine 
or self-isolation when visiting a country or returning to 
your home base are now familiar features of international 
travel.1 The lack of international standards and differing 
rules depending on your country of residence, destination 
country, and nationality adds further complexity. While the 
practice of travel medicine paused for many last year, the 
re-opening of borders now has emphasised the need for 
accessing timely and accurate advice. Travellers are now 
acutely aware of the need to research and prepare for any 
destination; travel health advice is more important than 
ever.

Pre-travel preparation
The pandemic has meant that we have had to change 
the way we deliver healthcare. Remote consultations, 
ensuring a COVID-secure work environment,2 and personal 
protective equipment are now a routine part of clinical 
practice. 

Travel health risk assessments too have changed. While the 
principles remain the same, we now need to consider on 
the additional risks posed by COVID-19 bearing in mind 
the context of both home and destination country policy. 
Evaluation of the traveller’s personal risk of COVID-19, 
the risk of COVID-19 through the entirety of the journey, 
COVID-19 epidemiology in destination countries, COVID-
security of accommodation and planned activities, local 
public health systems, and impact on local health systems 
are now essential for all assessments regardless of 
destination. 

For individual risk evaluation, does the traveller have 
risk factors for severe COVID-19, are they vaccinated, 
which vaccine did they have, what is the efficacy against 
the circulating variant in their destination country? For 
air travel, airport location, passenger numbers, transit 
requirements, contact with other travellers, and airline 
procedures (seating, cleaning, and air exchange and filtering 
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systems) all impact on risk.1 Similar considerations apply to 
sea travel with the additional complication of the possibility 
for amplification of infection in this unique environment.3  
In terms of COVID-19 epidemiology at the traveller’s 
intended destination, what are the rates of infection, how 
do they compare with rates at home, do we have confidence 
in the data? What are the procedures for testing, contact 
tracing, isolation or quarantine, what happens if a traveller 
tests positive for COVID-19, and how has COVID-19 
impacted on health systems? The shocking media 
coverage of the impact of India’s second COVID-19 wave 
highlighted how easily healthcare could be overwhelmed;4 
important not just for COVID-19, but also for other health 
emergencies while abroad.

These questions have to be considered with an 
understanding of national and international policy. The lack 
of standardisation globally, and policy in different countries 
being informed by varying and competing priorities 
can make guidance difficult to navigate. With shifting 
restrictions and stringent rules, ensuring the traveller not 
only understands their health risk, but also has the correct 
documentation for travel is key. The potential for policy 
to change rapidly in response to evolving epidemiology 
also needs to be acknowledged and accepted; many will 
remember the panic and scramble for travel back to the 
UK in 2020 when UK quarantine advice for popular tourist 
destinations changed at short notice.5

Vaccine passports 
With the roll out of COVID-19 vaccination, ‘vaccine 
passports’ for international travel have been introduced in 
many countries. Seen as a way of allowing fully vaccinated 
individuals to travel more freely and with fewer restrictions, 
the concept of vaccine certification for travel purposes 
is not new. However even with the well-established 
International Certificate of Vaccination or Prophylaxis used 
for yellow fever and polio vaccine under the International 
Health Regulations 20056, instances of inconsistent 
border checks and forged documentation continue.7 The 
introduction of COVID-19 ‘vaccine passports’ will be 
subject to the same problems, with a number of additional 
dilemmas; no international certificate framework exists, a 
variety of vaccines are in use but not all are internationally 
recognised, documentation of vaccination varies from 
country to country, and questions remain about efficacy, 
duration of immunity, and the impact of variants of concern. 
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In the news

Extensively drug-resistant 
(XDR) typhoid fever, 
Pakistan
During the week ending 14 August 2021, 52 
cases of XDR typhoid fever were reported 
in Karachi, Pakistan. So far in 2021 there 
have been a total of 1,739 cases reported. 
Between1 January 2017 and 14 August 2021, 
a total of 15,224 cases of XDR typhoid fever were reported in Karachi, from with more than 
7,000 cases reported in 2019 alone.

XDR typhoid is caused by a strain of the bacterium Salmonella enterica serotype Typhi 
that is resistant to at least five antibiotic classes recommended for treating typhoid fever. 
These figures highlight the importance of ensuring good food and water precautions are 
maintained whilst travelling to Pakistan.  All travellers should be reminded of techniques to 
help lower their risks.
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There also remains the concerns that inequitable access to 
vaccine will impact negatively on resource poor countries.
As with other COVID-19 policy decisions, there is a 
need for global agreement; should such ‘passports’ be 
electronic or paper-based, and if the former, what does 
this mean in terms of privacy and accessibility, what is the 
universal language for certificates, how do you identify the 
vaccinee, will there be a standardised approach to border 
checks, and how will fraud be prevented? The WHO has 
recently published guidance on technical specifications 
for COVID-19 vaccination certification,8 and while a 
welcome initiative it is too early to know if principles 
will be accepted by policy makers globally, and what the 
implications might be for countries where ‘passports’ have 
already been implemented.

Advising the traveller
With ever evolving science and policy, and the widespread 
media information it is not surprising that travellers 
can find guidance and recommendations ambiguous 
or confusing. They also may not appreciate nuances 
in guidance; for example, many British travellers are 
unaware that the UK COVID-19 travel advice,9,10 is 
distinct from the international travel traffic light system 
(and associated border measures).11 For the travel health 
professional, the distinction is clear; the former assesses 
risk to a UK traveller from COVID-19 when travelling 
to another country, and the latter assesses risk to the UK 
from travellers arriving in the UK with COVID-19. For 
the traveller however, the difference may not be obvious, 
relevant, or important.

Assessing, understanding, and advising on traveller risk is 
difficult;12 travellers are a diverse group, with varying levels 
of health literacy. They get information from innumerable 
sources, preventive or therapeutic interventions change, 
evidence base may be limited, health risks are dynamic, 
national and international guidelines differ, and traveller 
choice will be affected by numerous factors including cost 
of interventions, their personal experiences and values, 
and their risk perception and tolerance. With the rise in 
conspiracy theories, fake news, anti-vaccine movements, 
and misinformation, communicating COVID-19 risk adds 
an additional layer of complexity. Distinguishing scientific 
evidence and facts from less reliable sources of information 
can be hard but travel health professionals are in an ideal 
position to support travellers to navigate the sometimes 
convoluted guidance that exists and make decisions that are 
right for them. 

Good risk communication will allow the traveller to 
understand in real-time the risks they may face, and any 
protective measures they can take to help minimise this, so 
having access to timely, reliable guidance is vital. While 
there is no right way to communicate risk, communication 
will be facilitated by using official resources, 5,13,14,15,16 using 
easy-to-understand non-technical language, being consistent 
in messages, acknowledging uncertainty explicitly, and 
indicating what is known and what is not known at a given 
time. 

Unintended consequences
The disproportionate impact that COVID-19 has had on 
certain groups has been a stark reminder of the health 
inequalities that exist both in the UK and worldwide.17 This 
impact applies to certain traveller groups too; we already 
know that there are travellers who are disproportionately 
affected by travel related diseases,18 compounded further 
by barriers to accessing advice and healthcare.19 COVID-19 
has resulted in an enhanced imbalance both directly and 
indirectly. For example, the cost of testing and quarantine 
or self-isolation requirements following international travel 
may make travel unaffordable for many, resource poor 
countries have more commonly had travel bans imposed, 
and the implemented rules and restrictions that exist in the 
UK arguably favour those planning to travel to Europe for 
leisure purposes over the VFR traveller needing to visit 
family in Africa or Asia. Added to this, the new ways of 
delivering healthcare, while opening up opportunities, may 
also disadvantage some.20 Finally other health risks have 
not gone away, and the effect that public health focus on 
COVID-19 has had on other communicable disease control 
is yet to the seen.21 

The future
The COVID-19 pandemic has had a significant impact 
on international travel, and global control measures and 
restrictions are likely to continue for some time.1 For 
travel health professionals, COVID-19 has affected not 
only the way we deliver travel healthcare, but also in how 
we communicate risks with rapidly changing national 
and international policy and constantly evolving disease 
epidemiology. 

There continue to be a number of challenges and 
unanswered questions, and evidence and developments 
will continue to evolve. How we travel, and how we 
behave when we travel is unlikely to revert back to the pre- 
COVID-19 era anytime soon and will inevitably need to be 
flexible. Those advising travellers will need to keep up to 
date with changing evidence and policy to help travellers 
negotiate the many new complexities that COVID-19 has 
created. Access to reliable and credible sources of advice, 
consistent messaging, and appropriate signposting to health 
professionals will be key.
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Can you help TRAVELWISE: JOURNAL OF THE BGTHA?  We are looking for submissions! 

The BGTHA journal is published quarterly and free to members.  It is aimed at Health Professionals working day to 
day in Global or Travel Health and fully relies on contributions from those working in the field. It features a variety 
of topics and writing styles to suit the experienced writer to the novice.  If you have ever considered sharing your 
knowledge and/or writing something for publication, then please do get in touch – we’d love to hear from you! 

Below is an idea of just some of the features we cover in each issue and just a few ideas for future submissions but 
this list is not exhaustive!  

ARTICLE TYPE TOPICS/CONTENT COVERED IN PREVIOUS 
ISSUES

SOME IDEAS FOR NEW CONTENT

Q and A •	 Hep B boosters
•	 Shingles
•	 Polio
•	 Asplenia
•	 MMR - gelatin

Rabies Boosters

Hepatitis A – do you need it?

Dengue vaccine for travellers

Do I need Japanese Encephalitis vaccine?

How to…. •	 PGDs: typhim/MMR
•	 Culture shock

How to perform good risk assessment in limited time

Case study Post-surgery – altitude, Midges, Atax-
ia, Warfarin 

Use a case you have dealt with in clinic or make one up!

Ideally this would be referenced where relevant
In the news •	 Flu vaccine update

•	 Carrying medication abroad
•	 DE awarded Fellowship
•	 Diamox

Anything you find in journals / news relevant to travel or 
global health. These can be snippets of information.

Referenced reviews / 
articles

Malaria / Yellow Fever vaccinations 
/ The Health Needs of Overseas 
Missionaries  / counterfeit drugs / 
FGM / Voluntourism / cardiovascular 
disease in sub-Saharan Africa / Nor-
ovirus-cruise ships / SARS / Frequent 
Flyers

Maybe a review on a vaccine preventable disease e.g. 
Yellow Fever or a non-vaccine preventable disease or 
global health issue 

 

Top tips •	 Injection troubleshooting
•	 FGM, YF checklist
•	 How to deal with children in clinic
•	 Health issues children backpacking 

Vietnam

•	 How to deal with anxious patient?
•	 Any hands-on tips from the clinic  - maybe a tool 

you’ve developed for use or personal travel tips you 
can share -these can be as long or short as you like

Travellers’ Tales •	 Rabies in Tofu
•	 Bhutan overview
•	 Dilemma in rural Zambia
•	 Ethiopia overview
•	 Medical kits

Any tales from previous travels or a country overview

Have you worked abroad? What struggles did you face? 

How was your latest expedition? What health risks did 
you / locals experience? 

Tales from the clinic Faints / tattoos Any funny story / something you’ve experienced in 
practice or maybe you’ve had an unusual itinerary? 

Special interest 
traveller

Asthma / COPD / HIV child / mental health 
issues

Pick a complex medical need and write a review on their 
management abroad and recommendations

If you would like to learn more about how you can contribute please email the Editor editor@bgtha.org.
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