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Editorial
Becky Swadling RN DTM (RCPSG) AMFTM. 
Editor

Welcome to our Spring 2020 publication.  Over the past couple of 
months, we have undergone a number of changes in the BGTHA com-
mittee including the chair Katy Peters stepping down and away from the 
BGTHA to concentrate on her business and family and we wish her well.  
We also welcome our new Chair, Tricia Armstrong and Vice Chair Laura 
Jones. You can find out more about them in our new feature ‘meet the 
committee’ further down in this publication.

I am extremely sad to announce the retirement of our Journals’ Editor in 
Chief, Iain Macintosh.  After 25 years, Iain has made the decision to retire 
from the BGTHA committee. Iain was co-founder of the BGTHA and over 
the years has served as treasurer, Chair and President.  He founded the 
BGTHA Journal and has tirelessly produced esteemed publications which 
have been an ongoing asset for BGTHA members. As education facilita-
tor he has created and delivered a highly regarded and popular webinar 
programme.  I think I can speak for all the past and current members of 
the BGTHA  in saying how much his invaluable support, knowledge and 
tireless dedication to the committee will be missed and we wish him well 
in his long overdue retirement. 

This is our first publication since the declaration of SARS-COV-2 as a 
global pandemic. The outbreak has caused a Global Health crisis and the 
implications of which on a short-term basis are clearly evident.  What is 
unknown is how this will impact and re-shape future travel, local health 
infrastructures, economies and priorities.  

What is hoped for, is that Global Health will become a priority and key 
component for national security which Governments will finally take se-
riously. There is a fear that current more familiar global health priorities 
such as malaria, Ebola, TB and polio may have less focus and we could 
potentially see a rise and spread in global numbers.

The significant efforts being put into vaccine development and drug 
treatments will hopefully lead us to a point that will enable relaxing of 
lockdown measures and subsequently lifting of FCO restrictions and re-
opening of borders.  It will take a significant amount of time for countries 
to recover, and what will that recovery look like? At this point we can 
only speculate what the future of Travel and Travellers health will be.

For those working in the global efforts and who maybe have time to 
consider contributing something for submission for our summer publica-
tion I would love to hear from you.   Please do contact me if you would 
like author guidelines or any support on topics you would like to cover. I 
really hope you enjoy reading the varied content in this edition as much 
as I have.
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Meet the Committee

Vice Chair: Laura Jones

Laura is currently the global health advisor at Save the Children International.
Laura graduated from Kings College University, London with a BSc. in adult nursing be-
fore pursuing a Diploma in Tropical Nursing from London School of Hygiene and Trop-
ical Medicine and an MSc. in Global Health and Development from University College 
London.

Laura has clinical background in emergency and critical care nursing and a demon-
strated history of working in the INGO sector. Her roles include international health 
advisor for VSO in Asia and Africa; medical officer, diver medic and expedition medic for 
Operation Wallacea and Raleigh International in Central and South America, and clinical 
educator and nurse for The Leprosy Mission and Doctors of the World in Nepal and the 
UK.

Laura is experienced in humanitarian development, disease outbreak control, crisis and 
disaster response. 

With her passion to inspire and educate, Laura contributes to the production of evi-
dence-based guidance in global and travel health with a special interest in infectious 
diseases and global mental health.

In her spare time, she is a keen adventurer and mountaineer.

Chair: Tricia Armstrong
 
Tricia is a Pharmacist Independent Prescriber, who qualified in the first cohort of 
prescribers in 2003. As a Specialist Practitioner in Travel Health, she has complet-
ed the Diploma in Travel Health and went on to gain membership of the Faculty 
of Travel Medicine at Royal College of Physicians and Surgeons Glasgow. She 
successfully gained the ISTM Certificate in Travel Health in 2016.

She is a Fellow of the Faculty of the Royal Pharmaceutical Society and was award-
ed the Faculty Champion in 2016 in recognition of her support and mentorship of 
pharmacists undertaking their own RPS Faculty journey.

Tricia works for a large pharmacy multiple, where she has held management and 
clinical roles in a number of therapeutic areas. She is central to delivery of the 
nationwide travel health service for the pharmacy chain. Tricia’s clinical practice is 
underpinned by her belief in patients sharing decision-making and this extends to 
her role in travel health.

In addition to her prescribing role Tricia provides advice to pharmacists managing 
patients with complex medical histories engaging in travel health consultations. 
Tricia has a special interest in supporting travellers living with HIV and pregnant 
travellers.

President of the BGTHA: 
Dr George Kassianos 

Dr George Kassianos is Greek Cypriot 
and studied medicine in Poland with 
a scholarship from the International 
Union of Students (IUS) where he 
graduated with honours at the Med-
ical Academy of Lodz. He trained as 
a General Practitioner at the London 
Hammersmith and St. Mary’s Hospitals 
before joining his pr actice in Brack-
nell, Berkshire in 1979. He retired from 
the Practice in 2017 after 38 years of 
service.

He writes extensively in the medical 
press and is a member of the British 
Medical Journalists’ Association. He 
was Editor-in-Chief of the international 
journal Drugs in Context for 10 years 
until October 2013 (he now remains 
as the Associate Editor), and past 
Medical Editor of the Audit in General 
Practice journal, Care of the Elderly, 
and Managing Heart Failure in General 
Practice. He is also serving as a mem-
ber on Editorial Boards of journals 
such as The British Journal of Cardiol-
ogy, Geriatric Medicine, Primary Care 
Cardiovascular Journal, The British 
Journal of Family Medicine, the Bul-
garian journal Preventive Medicine, 
and is the GP editorial consultant for 
the journal Guidelines in Practice.

He is currently preparing the 5th 
edition of his book ‘Immunisation 
Childhood and Travel Health’. Among 
other published work, he is author of 
a research paper on the willingness 
of European healthcare workers to 
undergo vaccination against seasonal 
influenza (Drugs In Context), co-au-
thor of the paper on Pneumococcal 
Infection in Europe (Advances in 
Therapy) and on Herpes Zoster, Guest 
Editor for the British Journal of Family 
Medicine, contributory author to the 

Public Health England Advisory Com-
mittee Malaria Prophylaxis (PHE ACMP) 
in Travellers from the UK up to 2019, 
first author of a research paper on 
Atrial Fibrillation in Primary Care (BMJ 
Open), and chaired the Guidelines 
Panel on Myalgia in Patients Who Are 
Taking Statins (Guidelines In Practice).

George Kassianos has been the Na-
tional Immunisation Lead for the Royal 
College of General Practitioners (RCGP) 
since 1996 and is a fellow of the RCGP. 
He is also a member of the UK Public 
Health Advisory Panel on Healthcare 
Workers Infected with Blood-borne 
Viruses. He is a founder member, 
Spokesperson, Fellow & President of 
‘The British Global & Travel Health 
Association’.

Between 1989 and 2001, George Kas-
sianos served as a GP Tutor in Berk-
shire and between 2000 and 2005 as 
the Chairman of the Bracknell Forest 
Primary Care Trust (PCT) Professional 
Executive Committee (PEC). In 2006 
he was awarded the Fellowship of 
the Faculty of Travel Medicine of the 
Royal College of Physicians & Surgeons 
of Glasgow, Fellowship of the Higher 
Education Academy and Fellowship of 
the Academy of Medical Educators. In 
2007, he was awarded the Fellowship 
of ‘The European Society of Cardiolo-
gy’ and in 2018 the Fellowship of the 
International Society of Travel Medi-
cine. 

In 2013, he was appointed Chairman 
of the Pan-European Committee RAISE 
(Raise Awareness in Influenza Strate-
gies in Europe). In 2014, he was award-
ed the Fellowship of the British & Irish 
Hypertension Society. In 2018, he 
joined the European Scientific Group 
on Influenza (ESWI) Board of Directors.

Over our next few publications, we would like to introduce you to the members of the BGTHA committee. 
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Addressing Mental Health in the Travel Clinic: An 
Overview
Dr Daniel Grace MBBS BSc (Hons) MRCGP (2017) Dip EWM. Portfolio GP, event and expedition doctor
http://dx/doi/org/10.21864/jbgtha.2020.147

Introduction
Dr Brock Chisholm, the first Director-General of the World 
Health Organisation (WHO), was a psychiatrist. He famously 
stated that “without mental health there can be no true physi-
cal health1,” and believed that the well-being of humanity was 
dependent on the world’s emotional health. Since stepping 
down from this position in 1953, mental health problems have 
become endemic and now affect 676 million people world-
wide. In the UK, 1 in 4 people will experience a mental health 
problem each year and at any given time 1 in 6 working-age 
adults will have symptoms associated with mental ill-health.

Mental health conditions are generally characterised by a 
combination of abnormal thoughts, behaviours, emotions 
and relationship difficulties. They include addictions, such as 
alcohol or drug misuse, anxiety, bipolar conditions, depression, 
eating disorders like anorexia nervosa and bulimia, obsessive 
compulsive disorders, paranoia, personality disorders, phobias, 
psychosis and schizophrenia.

Mental illness is responsible for 72 million lost working days an-
nually and costs the economy between £34.9 and £100 billion 
each year. It is the largest cause of disease burden in the UK, 
and is amongst the leading causes of ill health in travellers. In 
2015-16 the Foreign and Commonwealth Office (FCO) assisted 
with 562 overseas cases involving mental health issues, a 6% 
increase compared to the previous year, and mental ill health 
is a common reason for medical repatriation11. It is therefore 
important for travel health professionals to be able to give ap-
propriate advice to travellers with mental health problems. 

Why do people Travel? 
It is prudent to consider this question momentarily and its 
relevance to mental health. Hans Christian Anderson once 
said “to travel is to live” and travel can impart new vigour to 
the mind14.  Many people go travelling to “find themselves,” 
and if you type “why should I travel?” into Google, the first 
non-sponsored web page, at the time of writing, states that 
travel can help you “learn who you are, move forward, prove 
that dreams do come true, give you cool stories and a sense 
of accomplishment.” For 25% of the population, who suffer 
with a mental health problem, these statements may seem 
appealing, and it is important for clinicians to appreciate this 
and ensure that mental health is integrated into all pre-de-
parture travel consultations. This article will examine some 
of the issues surrounding mental health that are particularly 
pertinent to travel health and also signpost the reader to 
some useful resources.

Screening for Mental Health Problems
The majority of travel health professionals will use a stan-
dardised travel risk assessment form and a useful example 
of this can be found on the Travel Health Pro website. This 
includes the question “Have you ever experienced any 
mental health issues, even mild anxiety or depression16?” 
This is a useful screening question on paper however some 
patients may not wish to disclose this. Up to 28% of patients 
with mental health problems will wait over a year before 
they even tell a close family member about their condition, 
and many individuals fear the repercussions of disclosure. 
Within a working environment people will often not disclose 
a mental health problem due to a fear of stigma and discrim-
ination, whereas in the travel clinic they may see disclosure 
as a threat to their proposed trip. 

Figure 1: A “Travel Aware” Flyer to Promote Mental Health 
Awareness to Travellers

There are several ways in which this can be addressed within 
the consultation. It is important to create a relaxed and open 
dialogue and address the patient’s ideas, concerns and expec-
tations. It may be useful to outline the purpose of the pre-de-
parture consultation and explain that it is intended to pre-
pare them and optimise their safety rather than impose any 
barriers.  Listening and communicating in a non-judgemental 
manner can be beneficial and promoting holistic, integrated 
care with mental health considered alongside physical health 
is key.

It is important to emphasise to patients that they must 
declare any current or past mental health conditions when 
applying for travel insurance as otherwise they risk voiding 
any cover that they take out. They should read the full details 
of any policy, including the exemptions, and ensure costs of 
treatment abroad and medical evacuation for mental health 
conditions are covered. The MIND website has a list of insur-
ers who cover pre-existing mental health conditions and this 
can be a helpful resource for patients.

Risk Assessment and Red flags
An individual’s mental and physical health before and during 
a trip will influence how they will cope abroad. Therefore, it is 
important for travel clinicians to be able to broadly assess risk 
and recognise potential “red flag” presentations. The major-
ity of travel health professionals would not be expected to 
make a clinical management plan regarding a patient’s mental 
health, unless they had additional specialist training, however 
they should know where to direct patients if they are experi-
encing a mental health crisis.

SADPERSONS, shown in Figure 3, is a widely used acro-
nym and scoring system that can be used by non-psychia-
try-trained clinicians to assess an individual’s suicide risk. 
Patients with a score of 5 or less can be safely referred for an 
outpatient psychiatric evaluation, whilst patients with a score 
of 6 or more require emergent psychiatric consultation and 

possible hospital admission. Within the UK, this would usual-
ly be arranged via the GP, NHS 111, A&E or the local mental 
health crisis team.

As well as being able to assess suicidal risk, it is important for 
clinicians to be aware of other potential “red flags” that might 
prevent an individual from being fit to travel. As a minimum, 
the points in Figure 4 would warrant further discussion with 
the patient’s psychiatrist.

The impact of travel upon mental health
Mental health issues may occur in travellers with no pre-exist-
ing history as well as those with a current or previous history 
of mental illness11. Stress levels can be intensified during 
travel due to a lack of familiar support systems, disrupted dai-
ly routines, language barriers, culture shock and unexpected 
situations22.     

These factors can impact upon an individual’s self-care routine 
and may also result in individuals forgetting to take medica-
tion regularly11. Taking appropriate steps prior to departure 
to minimise the impact of these changes can make the differ-
ence between a trip being an enhancing or a destabilising life 
event20.

Figure 2: Potential Reasons for Non-disclosure in the Work-
place Can Also be Relevant in the Travel Clinic Setting17
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Prompting a patient to consider how they manage and react 
to daily stressors may help them appreciate whether they 
are ready to undertake their proposed travel venture. Asking 
about their adaptability and discussing personal relation-
ships and employment can give a valuable insight into how 
they may manage when taken out of their comfort zone. If a 
patient cannot go to work due to panic attacks, it would be 
sensible to discuss how they might feel in a crowded airport, 
for example. At this point it is also important to check a 
patient’s smoking history, whether they drink alcohol or use 
recreational drugs, as this may influence the advice that you 
give. It is sensible to advise travellers that seeking prohibited 
substances abroad, which in some countries will also include 
alcohol, can lead to criminal charges, fines and imprison-
ment20.

Travellers should be advised to adequately research their 
proposed destination beyond what travel agents and bro-
chures describe and ensure that their anticipated journeys 
are well thought out with contingency plans for coping with 
potential delays11.  Figure 5 highlights potential coping 
mechanisms that may be useful for patients to use whilst 
travelling26. Patients should be advised to consider how they 
will get help if their mental health deteriorates abroad and 
should keep details of friends, family or carers with them at 
all times27. 

Figure 5: Coping mechanisms when travelling

Local Resources
Patients should be signposted to the FCO country guides so 
that they can check the provision of mental health services 
and research local attitudes towards mental health in their 
planned destinations.  Access to appropriate healthcare may 
vary considerably compared to a patient’s home country and 
culturally compatible clinicians may be rare or non-existent.  
The IAMAT website  has a directory of trusted English-speak-
ing doctors worldwide, and this may be a helpful resource 
for patients.

Cultural attitudes towards mental health are likely to deter-
mine the type of psychiatric care a patient may receive: this 
may include forced admission without consent, arrest and 
imprisonment, poor facilities, questionable treatment, a 
lack of appropriate medication and difficulty finding English 
speaking mental healthcare professionals28.  Data from 2014 
indicates that 23% of countries worldwide have no stand-
alone mental health policies whilst 37% have no stand-alone 
mental health legislation.

Figure 6: The Distribution of Psychiatrists Worldwide (2011)

Medication
Patients taking regular medication should carry a letter from 
their doctor, that gives a brief summary of their mental 
health diagnosis27, along with their latest repeat prescrip-
tion, which should state the name and doses of all medica-
tions11.  Medication should be carried in the hand luggage, 
with an extra supply in the hold luggage in case it is lost or 
stolen in transit20.  Some UK prescription medications, such 
as psychotropics and benzodiazepines, may be illegal in the 
country that a patient is visiting. Advising them to contact 
the relevant embassy or look at the International Narcotics 
Control Board website prior to travel, is sensible in order to 
avoid any problems at customs. 

For patients taking lithium, or other mood stabilising drugs 
that require monitoring, locating in-country laboratory facil-
ities capable of measuring therapeutic levels can be chal-
lenging. Patients taking such medications should ensure that 
drug levels are within their therapeutic window and that 
their renal function is stable prior to departure. Travellers 
should not assume stability of levels however, particularly 
in environments with high ambient temperatures, where 
increased perspiration can lead to lithium toxicity, even on 
a consistent dose34.  Advising patients to stay well hydrated 
and informing them of the signs of lithium toxicity is there-
fore vital.

Figure 7: Clinical Symptoms and Signs of Lithium Toxicity

Certain travel-specific medications should be avoided in people 
with active or previous mental health problems. The anti-ma-
larial drug mefloquine (Lariam®) is contraindicated in patients 
with a current or previous history of depression, generalised 
anxiety disorder, psychosis, schizophrenia, attempted suicide, 
suicidal thoughts, or any other psychiatric disorder.  It has also 
been associated with rare but serious adverse reactions in 
patients with no known mental health conditions, including 
insomnia, abnormal dreams, depression, anxiety, agitation, 
restlessness, mood changes, panic attacks, forgetfulness, con-
fusion, hallucinations, aggression and paranoia.  These symp-
toms may continue long after mefloquine has been stopped37.  
The risk of developing adverse psychiatric side-effects is higher 
in first-degree relatives of patients with mental health con-
ditions36, and this is important to consider when discussing 
malaria chemoprophylaxis, even in individuals with no known 
mental health problems. 

In August 2019, mefloquine was implicated in the death of 
Alana Cutland, a Cambridge student who was usually fit and 
well, who fell from a light aircraft in Madagascar after devel-
oping paranoia and becoming disorientated.  There have also 
been well documented government enquiries into the histor-
ical use of mefloquine within the British Military,  particularly 
regarding the way in which soldiers were risk-assessed for 
psychiatric co-morbidities.  A resulting parliamentary report 
entitled “An acceptable risk? The use of Lariam for military 
personnel,” concluded that Mefloquine should be designated 
a ‘drug of last resort’ and only used after a face-to-face risk 
assessment in patients who are unable to tolerate any of the 
available alternatives39.  If considering an alternative antima-
larial medication, it is important to check for any potential drug 
interactions in the BNF, however ideally a discussion should be 
had with a traveller’s psychiatrist20. Lastly it is useful to note 
that no mental health conditions represent a contraindication 

to vaccination20.

Figure 8: Useful Resources for Travel Health Professionals

Figure 8 illustrates some of the resources mentioned in this 
article. Mental health is a complex topic and this review has 
merely scraped the surface. As Michelle Obama said in 2015 
“when it comes to mental health conditions, we often treat 
them differently from other diseases like cancer, diabetes or 
asthma, and that makes no sense…whether an illness affects 
your heart, your leg or your brain, it’s still an illness, and there 
should be no distinction”. Through discussing mental health 
in pre-departure travel consultations, we can help reduce the 
stigma associated with mental health and also aim to improve 
the outcomes.

www.thewildernessmedic.com
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Hazards of overseas travel: Problems of 
transport and environment
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Table 1 Some Travel Related Non-infectious Hazards

For most travellers overseas, the prime reason for seeking a 
pre-travel health consultation is to obtain any vaccinations 
that might be required to prevent endemic diseases at the 
destination. Travellers may often be aware of the risk from 
arthropod born infections or other local diseases of contact, 
for which they are given the appropriate advice and prophy-
laxis where indicated. Whilst the risk of contracting travellers 
diarrhoea can be very high for many destinations, most other 
such infections represent a relatively low risk to travellers. For 

instance, the risk of contracting travellers diarrhoea in many 
high-risk destinations is 20-30% whereas the risk of the next 
most likely infectious disease- flu is 1% falling to less than 0.1% 
for typhoid and Hepatitis A.  

It is the various non-infectious hazards that present the 
highest level of risk to the traveller in terms of both morbidity 
and mortality. A list of some common non-infectious hazards 
associated with travel is presented in table 1.

Highest on the list is undoubtably experiencing an accident 
whilst overseas, which is the most common reason for hospi-
talisation. A high percentage of such admissions are related to 
road, water and other ‘sporting’ activities.  In this article two 
potential areas of health hazards have been selected for de-
tailed consideration; some that are associated with transporta-
tion and those that might be encountered in extreme climatic 
or environmental conditions. 

Problems of transport

This section will cover two well recognised issues related to 
transportation; motion sickness and deep vein thrombosis 
(DVT) associated with long haul flights.  Not covered in this 

section is the common problem associated with long haul 
flight; jet lag, which can cause quite severe disruption to travel 
plans resulting from prolonged tiredness and upset to the 
circadian rhythms from crossing multiple time zones. A very 
important consideration for air travel is fitness to fly due to the 
lower oxygen partial pressure present in the cabins of most air-
lines, which may contraindicate flying for those with unstable 
advanced heart and lung conditions, but this is not discussed 
further in this article.

Motion sickness

Motion sickness is an extremely common problem and is most 
likely to be associated with sea travel, though many 

Category Example Some factors contributing to increased risk 

Transportation Deep Vein Thrombosis (DVT) 
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tendency, malignant disease or chemotherapy, paralysed lower limb 

Motion sickness Female, children 2-12 years age, fatigued or sleep deprived, anxiety, Chinese race 
Jet Lag Eastward flight, number of time zones crossed, older age, sleeping in the daytime at 

destination 

Environment Environmental extremes: 
hot climate 

Recent arrival, strenuous activity, lack of fitness, obesity, inappropriate clothing, some 
medication (e.g. sympathomimetic, diuretics), alcohol, insufficient fluid and/or salt intake, 
older age 

Environmental extremes: 
cold climate (hypothermia) 

Inappropriate clothing and equipment, poor health in older age, alcohol, fatigue, inactivity, 
dehydration 

Sun Lighter skin type 
Altitude Rapid ascent, respiratory/cardiac disease, poor physical fitness 

Accidents • Traffic 
• Sport 
• Drowning 
• Mountaineering  
• Animals: bites stings and 

envenomation 

Those of younger age more likely to undertake risky sporting activities 

Other • Chronic diseases 
 
• Health Care 

Poor healthcare facilities at destination 
 
 
 

Crime Politically unstable regions 
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also experience motion sickness in cars and less so in airplanes.   
It results from being subjected to an unusual form of motion 
to which an individual is not adapted to; the rise and fall along 
the vertical plane similar to that which would be experienced 
in a ship in turbulent waters. The physiology of motion sickness 
is not discussed here.  

Although the incidence of motion sickness in the population 
is not known, in one study of 20,000 ferry passengers, 11% 
reported feeling very unwell and/or vomiting and 25% felt 
slightly/quite unwell. The symptoms are well recognised; mild 
abdominal discomfort, sweating, light headedness/dizziness 
and depression which progress to the inevitable symptoms 
of nausea and vomiting.  Sometimes this may last for several 
days particularly if the sea conditions persist.  Children might 
present initially with drowsiness and lethargy, although they do 
eventually progress to severe nausea and vomiting.

The factors that influence motion sickness are shown in table 
1. Note the tendency for the incidence to be greater amongst 
Chinese though the reasons for this are not known.

There are a few non-drug treatments that can be recom-
mended to people in order to lessen the symptoms, although 
conclusive scientific evidence of efficacy is lacking.  Standing on 
the deck or keeping the eyes on the horizon helps to orientate 
the person, so reducing symptoms.  Alternatively lying down 
with the eyes closed, ideally at the centre of the ship where 
there is less motion is recommended.  In an airplane, choosing 
a position to sit which is near to or over the wings also reduces 
motion and might lessen the feeling of motion sickness.  If trav-
elling by car, looking out of the window, sitting in the front and 
avoiding looking down to read are advised.  Ginger powder has 
been shown in a few trials to have some benefits although the 
evidence is weak. `Sea bands` worn on the wrist are claimed to 
employ acupuncture points which lessen or prevent symptoms, 
but the evidence that they have an effect is extremely weak.

There are two major classes of medication that are most 
commonly used to prevent motion sickness, these are anti-
cholinergic and antihistamine preparations. They probably act 
by blocking cholinergic activity in the central nervous system 
which directly affects the vomiting centre, but overall the rea-
sons for their activity are not fully understood. They must be 
taken in advance of travel, sometimes up to a day or more, to 
have a full effect.  Once the person experiences the symptoms 
of motion sickness then taking such medication will usually not 
help resolve symptoms.

Of the antihistamines, cinnarizine is effective and proba-
bly causes the least drowsiness.  promethazine is the other 
antihistamine that is commonly used and causes the most 
drowsiness. Hyoscine, also called scopolamine, is a widely used 
anticholinergic agent. It is highly effective and can be taken 
as tablets or used as a patch to be placed behind the ears, al-
though the latter method may be associated with greater side 
effects and somewhat lower efficacy. Scopolamine is probably 
best avoided in the younger children as it can cause them to 
be overactive and excited and in the very elderly where it has 
been known to cause confusion and other problems such as 
urine retention. If the person has developed severe motion 

sickness and it needs to be treated then promethazine 

given by injection can be considered.

Deep Vein Thrombosis (DVT)

With the rise in long-haul air travel, there has been over the 
last 20 years increased reports of passengers developing a 
deep vein thrombosis, sometimes resulting in fatal pulmonary 
embolism associated with long haul flights.  This is known to 
be due to immobility over long periods of time, leading to a 
pooling of blood and clots developing in the veins of the leg. 
The relative risk from pooled studies has been estimated at 2.8 
(95%CI 2.2-3.7) increasing by 26% with each additional 2-hour 
increase. Absolute risk 1/4656 travellers and 1/12000 over 16 
hours.

Contributing factors include poor hydration due to insufficient 
fluid intake, high alcohol consumption, smoking and poor 
sitting posture due to movement restrictions by large people.  
Increasing age is also a risk factor due to a decline in peripheral 
circulation.  Similarly, a variety of conditions such as malignan-
cy, heart disease, previous history of DVT, clotting conditions 
and unsealed bone fractures may all predispose.  Hormonal 
contraception has also been implicated as a risk factor in some 
cases.

There are now well recognised guidelines for minimising the 
risk of DVT in long haul flights.  It is recommended that all 
travellers try to move around the cabin as much as possible, 
although this advice is often not very practical.  Passengers 
should avoid too much alcohol and possibly caffeinated drinks, 
preferably drinking water and fruit juices.  

Those with more minor risk factors should consider wearing 
the specially designed support stockings sometimes known as 
flight socks, which help with venous return and prevent the 
pooling of fluid in the legs.  Wearing flight socks will also help 
reduce swollen feet, also due to a lack of venous return that is 
experienced in air travel.

Those of moderate risk, including people over the age of 50 
years should wear support stockings.   If the medical opinion is 
that there is at substantial risk of deep vein thrombosis, an an-
ticoagulant such as a low molecular weight heparin  should be 
injected before the flight and also for a day or two on arrival. 
There is no evidence that taking a low dose of aspirin, which is 
sometimes used in other situations for preventing clots in coro-
nary arteries has any effect on preventing DVT due to air travel.

Problems of environment

Exposure to environmental risks can account for very high mor-
bidity in certain  circumstances. For instance,  a study conduct-
ed by a clinic in Nepal, visited by large numbers of travellers 
on trekking and climbing expeditions, found that of a cohort of 
10,499 patients, 2160 were seen for what is defined as envi-
ronmental exposure.  Amongst such exposures this included 
altitude sickness (28%), injury and animal bites (56%) and 
environmental exposure to climatic extremes (11%). It is not 
surprising that injury related problems are so high considering 
the activities of  the travellers, but underlies the earlier state-
ment that accidents represent amongst the highest reasons for 
a travel health related problem. Of the 231 exposure related 

problems only 96 were related to cold (frostbite) whereas the 
remainder were heat and sun related, principally dehydration. 
In this section we examine risks from hot climates and high 
altitudes.

Hot climates

There are two types of hot climate to be considered. The hot 
wet climates of the tropical rain forests where there is very 
little variation in temperature between night and day.  The 
humid conditions can make it very difficult for the body to lose 
heat by sweat evaporation from the skin. The hot dry climates 
as in desert where there is a much lower humidity and there-
fore it is easier to cool due to sweat evaporation.  Also, the 
temperature at night tends to be much lower than daytime 
temperatures.

When one travels from a more temperate area to a hotter cli-
mate the body can adapt physiologically to handle the change, 
although the process can take some time. Such adaptation 
involves an increase in sweat production, conserving sodium. It 
is usually harder to adapt to tropical conditions such as rain-
forest conditions than to the hot dry climate of the desert. This 
is because in the former it is hot both day and night resulting 
in little rest for the sweat mechanisms to recover overnight. In 
the hot dry conditions, it tends to be cold at night and so the 
sweat mechanisms do have a period of recuperation to achieve 
a better output during the daytime activities.

A poor adaptation can lead to the problems related to heat. 
More minor problems include heat lassitude, muscle cramps 
and heat syncope (fainting). These minor problems are usual-
ly quite easily treated by resting and increasing fluid and salt 
intake.  Heat edema (swelling in the legs and ankles) is some-
times seen due to fluid and salt retention as part of the adap-
tion process. Heat exhaustion is a more disabling condition and 
can lead to life threatening heat stroke.
 
There are few factors that can contribute to these problems 
and one of the most important is probably undertaking too 
much strenuous activity on arrival before the body has had a 
chance to acclimatise.  

Those who might be overweight would find it harder to 
acclimatise. Also, inappropriate clothing that impairs cool-
ing and certain drugs such as those that impair sweating e.g. 
anticholinergic agents. A high alcohol intake may contribute to 
dehydration.  Salt lost through increased sweating needs to be 
made up in the diet. Probably the most important factors in 
many cases are simply that the person fails to take additional 
fluid to make up for the increased sweat loss as well as under-
taking to much strenuous activity before properly acclimatised.

Acclimatisation consists of gradually increasing strenuous ac-
tivities over a period of time which can take up to 10 days and 
would tend to be longer in hot wet climates.  When acclima-
tised, heat production increases and the thirst mechanisms are 
more properly adjusted to prevent dehydration.  It is some-
times advised to drink a bit more than simply quenching the 
thirst until you are acclimatised but you should take care not to 
over hydrate.  Travellers to hot climates should be aware of the 
warning signs of dehydration.  

Heat exhaustion is due to insufficient water intake and/
or excessive loss of sodium.  Dehydration is often apparent 
through increased thirst and continuous dry lips and mouth, 
but the most telling sign is a reduced urine output producing a 
very concentrated urine.  As the dehydration increases so the 
traveller may feel giddy and disorientated due to a fall in blood 
pressure and with more severe dehydration poor circulation, 
rapid breathing and become confused. This is not in itself 
usually life-threatening  providing  subjects can rest and make 
up the fluid loss through drinking.  When managing heat ex-
haustion, it is important to rehydrate and avoid any strenuous 
activities until recovered.  

Heat stroke is a life-threatening condition and its onset can be 
quite rapid if the subject is undertaking strenuous activity. In 
this, the regulating mechanisms that control body temperature 
are completely overwhelmed and core temperature can rise to 
>400C. This is particularly likely in younger subjects who have 
not properly acclimatised undertaking strenuous activity; a 
scenario that might be seen in the younger traveller partaking 
in sporting or trekking activities. The subject will initially exhib-
it signs of neurological disturbance (disorientation, confusion 
and aggression) and dry skin. Coma and death can follow quite 
rapidly.  Keeping the subject as cool as possible is key, some-
times involving water immersion or keeping the clothing wet. 
Fluid replacement with intravenous solutions would be lifesav-
ing.

Altitude

Mountain sickness is a common problem experienced amongst 
those travelling to altitudes greater than 2000 or 3000 metres; 
most commonly on trekking or climbing expeditions. This is 
particularly true when visiting the Himalayas in Asia, Andes 
in South America or Mount Kilimanjaro in Tanzania.  Cohort 
studies have identified 30-50% of those trekking or climbing 
at altitudes 2,000- 4,000 meters can exhibit acute mountain 
sickness.  Many people can travel to these attitudes and higher 
without any problems or minor problems such as a disturb-
ing cough and trouble with sleeping, but some develop more 
severe and sometimes life-threatening conditions.  

The symptoms of what is termed acute mountain sickness 
(AMS) include headaches, weakness/tiredness, gastrointesti-
nal upset and fluid retention.  There is a widely used scale for 
assessing the severity of AMS called the Lake Louise Score. 
AMS can ruin a trip but is not in itself fatal. The risk of develop-
ing mountain sickness is related to the speed of accent, hence 
those who rapidly ascend mount Kilimanjaro or fly directly 
to destinations in the Andes are more likely to develop the 
condition.  Mountain sickness is related to a reduction in the 
partial pressure of oxygen, so chronic/lung disease and some 
other conditions may contraindicate such travel.  The body is 
able to adapt to higher altitudes and maintain adequate blood 
oxygenation but this can take some days at any one altitude.  
Preventing acute mountain sickness is therefore about slow-
ing as much as possible the rate of ascent and if symptoms do 
develop, climbing no higher or descending to a lower altitude.  
It is recommended that if possible, to sleep at a lower altitude 
than the one that you have reached during the day.
One prophylactic medicine often recommended 
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is acetazolamide which is a diuretic that causes a mild meta-
bolic acidosis. It increases the respiratory drive and so aids in 
adapting to the lower partial pressure of oxygen at altitude. 
Side effects are usually quite mild causing a slight tingling in 
the fingers called paresthesia and a change in  taste sensation, 
strangely making fizzy drinks taste flat. It is recommended to 
take 125 mg twice a day starting the day before climbing and 
for a few days at the highest altitude.

There are two life threatening forms of acute mountain 
sickness that require special management: High Altitude              
Pulmonary Edema (HAPE) and High Altitude Cerebral Ede-

ma (HACE). HACE results in a swelling in the brain and in all 
circumstances,  dexamethasone is the drug of choice. HAPE is 
associated with pulmonary construction so a pulmonary vaso-
dilator would be indicated and nifedipine is the drug of choice.  
Administering oxygen is important but this is often not avail-
able in the field.  A special inflatable bag (Gamow Bag) in which 
the individual can be placed while descending is sometimes 
carried by groups and expeditions. The most important step if 
these two conditions are encountered is a very rapid descent 
to a lower altitude.

In the News: 
Poliomyelitis recurrence in Pakistan
Pakistan has had a setback to its polio eradication programme. Officials 
confirmed an outbreak of a virus strain believed to have been stamped out. 
Seven children have been paralysed in recent months after being affected by 
a strain thought to have been eradicated which was formerly used in vaccina-
tion campaigns. A new vaccination programme has been commenced to target 
this particular  strain. Global health workers have come close to eradication of 
the three different types of polio viruses, with vaccines containing weakened 
versions of each strain. Type 2 of the wild virus was declared eradicated in 
2015 and Type 3 in August this year. In rare cases the virus used to create polio 
vaccination drops remains in sewage and mutates to become harmful. Vaccine 
derived outbreaks have been recently seen in the Congo, Angola and Nigeria. A 
WHO spokesman stated that poliovirus type 2 was first detected in August and 
that it stemmed from type 2 contained vaccine.

In the News: 
Air travel - decreased legroom on aircraft
Air passengers travelling in economy class have lost up to 8 inches of 
legroom between seats since 1980.  Analysis of the seat pitch (the 
spaces between rows in aircraft), shows that travellers are subject to 
just 28 inches now; the lowest recorded on 18 major global carriers. 
The squeeze on space started some years ago when manufacturers 
reduced legroom from the industry standard of between 34 and 35 
inches, to just 32. A study in 1990, comparing seat pitch on some ma-
jor airlines including British Airways and Virgin, showed they offered 
between 31 and 34 inches depending on the aircraft. Now only Quan-
tas offers more than 31 inches, while Virgin goes as low as 29 on some 
of its A330 planes. Boeing the manufacturer concedes that seat pitch 
has been reduced by 3 inches on average for long haul flights since 
the 80s, stating that today’s seat pitch and seat design provide similar 
if not improved comfort from the bulky metallic structure and foam 
dense designs used in the past. The majority of passengers would 
not agree to this comment. It seems likely that this decrease in space 
between seats might contribute to the increased  possibility of passen-
gers suffering venous thrombolytic events during prolonged air travel. 
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Tales from the Travel Clinic: Do you really mean that?
Mike Townend, MB, ChB (Hons), Dip Trav Med, FFTM RCPS (Glasg)

I think we would all agree that doctor-pa-
tient communication is a vital factor in all 
out professional contacts with patients, 
but there are many potential barriers 
that interfere with the process. Not least 
of these barriers is language. Even if we 
share the same mother tongue we do 
not necessarily use that language in the 
same way or allocate the same mean-
ing to words. Add to that the variety of 
dialects and accents in different parts 
of the country and, in some cases, not 
having English as one’s first language, and 
communication may become less than 
effective. 

I was born and raised in Yorkshire, re-
ceived my medical training in that county 
and worked in several hospital specialties 
there before deciding to become a GP, 
so I was well acquainted with the York-
shire dialect and accent and understood 
that, for example, a “peff” is an irritating 
cough. It was not the local language, 
therefore, that caused me problems 
when, for six months, I worked in the 
geriatric unit of a large general hospital; 
rather it was the cognitive impairment of 
many of the patients. The consultant did 
a large number of domiciliary visits from 
which he usually sent the patient into 
hospital, often with very little accompa-
nying information, for me to deal with. 
On one such occasion an elderly woman 
was admitted from home in a confused 
condition and my attempts at taking a 
history from her met with total failure. 
Confusion in the elderly is often the re-
sult of a physical illness, so I decided that 
the only course of action was a compre-
hensive physical examination. 

All went smoothly as I took her pulse and 
blood pressure and passed a stethoscope 
over her chest. The next step was an 
abdominal examination, so I said “I’d like 
to lift up your nightie and examine your 
tummy. Is that OK?”. My overture was 
met by the same uncomprehending stare 
that had greeted my previous attempts 
at conversation, until the nurse rolled 
down the sheet and I began to lift the 
hem of her nightdress. Suddenly her gaze 
fixed on me and she shouted “Ey young 

man, what d’yer think yer doin?” 

Gently I explained “I’m just lifting up 
your nightie to examine you, like I said”. 
She considered this for a while and then 
asked “D’yer do this to everybody who 
stops in this ‘otel?”.

My first practice as a GP was in Teesside, 
and it was here where I first experienced 
a form of English with which I was not fa-
miliar. A mother brought her young child 
to see me with the complaint that “E’s 
bin thrown all night doctor”. Looking at 
the somewhat unkempt mother and the 
dirty, snotty-nosed child it seemed unlike-
ly that they had been indulging in noctur-
nal equestrian activities, so how, where 
and from what had he been thrown? As 
I began to question the mother along 
these lines she looked at me as if I were 
a complete idiot and said, more loudly 
“No, thrown” and made gestures with 
her hand and mouth to indicate that he 
had been vomiting. It dawned on me that 
“thrown” was the local way of pronounc-
ing “throwing”, meaning “throwing up”, 
or vomiting.

The next patient to give me the 
same pitying look was a woman 
who complained of problems with her 
“front body”. I felt that it was important 
to narrow this down to which part of the 
front of her body was causing problems, 
and it was not until she came out with 
the almost universal phrase “down there” 
that I realised that she was referring 
to her genitalia. When another patient 
appeared complaining of trouble with 
her “back body” it dawned on me that 
the good ladies of Teesside referred to 
the fore and aft orifices on the perineum 
as “front body” and “back body” rather 
than the more familiar, at least to me, 
descriptions “front passage” and “back 
passage”.

My next move was to take over a sin-
gle-handed practice in Cumbria. Here 
the language did not cause me too many 
problems as I had spent many holidays 
in the Lake District and climbed with a 
well-known Cumbrian climber whose 
local dialect I came to understand well. 
Here it was mainly malapropisms used 
by the patients that caused me endless 

amusement, for example the female 
patient whose complaint was that she 
had “various veins” in her legs. Better still 
was the young woman who came to tell 
me about her erratic menstrual cycle who 
unfortunately used the wrong vowel in 
her complaint, telling me “It’s me peri-
ods doctor, they’ve gone all erotic!”. Not 
perhaps a malapropism, but a somewhat 
misleading use of language came from 
an elderly woman whose reply to my 
“What can I do for you?” was “Oh it’s not 
me doctor, it’s me ’usband”. “What’s the 
problem with your husband?” I 

asked. She replied “Ah’ve bin married to 
‘im for forty year doctor, an’ ah’ve never 
‘ad ‘im in bed once”. Images flashed 
through my mind of where else they 
might have indulged in their connubial 
bliss other than in bed, until I realised 
that what she was telling me was that 
she was worried about her husband be-
cause in forty years of marriage she had 
never known him to retire to bed ill. 

Much of the humour observed in the 
consulting room is spontaneous and 
unintended, but occasionally humour can 
be used to good effect as a communica-
tion tool. A young single woman came 
to see me complaining that her periods 
appeared to have stopped for a couple of 
months. I do not think that it constitutes 
a nasty, suspicious mind to put pregnancy 
at the top of the differential diagnosis 
in such circumstances, but that was 
what was uppermost in my mind when I 
suggested that I should carry out a com-
prehensive physical examination which 
confirmed my suspicion when I found a 
uterus enlarged to the size of an eight to 
ten weeks pregnancy. Emerging from the 
examination cubicle the young woman 
asked “What do you think doctor?” There 
was no way to break the news gently 
so I replied “I think you’re at least eight 
weeks pregnant”. She flushed bright red 
and began to stutter “I can’t be…I didn’t…
we haven’t…we’ve never…”. Ignoring her 
confusion I walked to the window and 
stared out. Her protestations eventually 
petered out and curiosity overcame her. 
Seeing my intense gaze into the distance 
she asked “What are you looking at doc-

tor?”. Then came my best ever one-liner 
“I don’t want to miss it. The last time this 
happened there was a star in the East!”. 

She immediately saw the futility of her 
denials, we both had a good laugh and 
I set about arranging for her pregnancy 
test.

As doctors we tend to pride ourselves 
on having insight into our patients and 
their behaviour, but patients often have 
perceptive insights into their doctors and 
their behaviour and do not hesitate to ex-
press them. Newly returned from a win-
ter climbing trip to Scotland where I had 
camped in the snow with the only water 
supply being from an icy burn nearby, 
making shaving something to be avoided, 
I went to a party casually dressed and 
sporting my newly grown beard. The very 
middle-class wife of one of my patients, 

somewhat in her cups, buttonholed me 
and said “I don’t know what’s come 
over you. When you first came to this 
town you were clean-shaven and wore a 
decent suit, and just look at you now!”. It 
was well known by most of my patients 
that I enjoyed hill walking and rock and 
ice climbing and that occasionally I would 
be away for a few weeks in the Himalaya. 
Consequently, patients whom I met so-
cially would sometimes introduce me to 
their friends not as “This is our doctor, he 
saved little Willie’s life, you know” but as 
“This is our doctor, he climbs mountains, 
you know”. On one occasion my recep-
tionist reported a conversation in the 
waiting room. A local farmer was sitting 
waiting for his appointment, having just 
seen the patient before him ushered into 
the consulting room and recognising this 
patient as being a climber like myself. Into 
the waiting room came a young woman 

who looked around and, seeing only the 
farmer waiting, said “Oh, there’s only 
you waiting, I shouldn’t be here too long 
then”. The farmer gave her a knowing 
look and said “Ah shouldn’t bank on that, 
lass, they’ll be climbing bloody mountains 
in there!”.

Medical practice has many sad moments 
and we should always be prepared to 
follow the advice of St Paul to weep with 
those that weep, but we must not forget 
that Romans 12;15 also exhorts us to 
rejoice with those that rejoice. It does 
both parties good if we can laugh with 
our patients but we should never laugh 
at them. Finding absurdity and humour 
in our interactions with patients and real-
ising that they probably see just as much 
absurdity and humour in us helps to keep 
us grounded and surely prevents us from 
taking life and ourselves too seriously.

In the News: Dengue fever and sexual 
transmission
Dengue is transmitted mainly by the Aedes aegypti mosquito 
which lives in densely populated tropical climates and breeds 
in stagnant pools of water. The disease is fatal only in extreme 
cases but symptoms are extremely unpleasant, including severe 
headaches, high fever and vomiting.  It most commonly affects 
people travelling to hotter climates such as Southeast Asia, Afri-
ca and Australia, the Caribbean and South and Central America. 
In 1970 the virus was endemic in just nine countries but has 
now taken hold in more than a hundred countries, with half the 
world’s population at risk. Incidence rates are increasing,  the 
result of rapid urbanisation, increasing Inter-continental travel 
and warming global temperatures.

Spanish health authorities have confirmed the case of a man spreading dengue through sexual contact. Madrid’s regional 
health department reports on a 41-year-old man from Madrid who contracted dengue after having sex with his male partner, 
who picked up the virus from a mosquito bite during a trip to Cuba. His infection puzzled doctors, as he had not travelled to 
a country where the disease is common. His partner had however presented the same symptoms as he had, around 10 days 
earlier and he had previously visited Cuba and the Dominican Republic. Analysis of their sperm revealed that not only did they 
have dengue, but it was exactly the same virus circulating in Cuba. The European Centre for Disease Prevention and Control 
which monitors health and disease in Europe stated that this was the first account of sexual transmission of the dengue virus 
among men having sex with men.
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The BGTHA convened for their 18th annual conference at the 
Royal College of General Practitioners in London on November 
16th, 2019.  The day was filled with eminent speakers deliv-
ering lectures on Global Health, Vaccine Hesitancy and Travel 
Health including guest speakers from the USA and India.  The 
proceedings began with opening remarks from the BGTHA 
chair Katy Peters who welcomed everyone to the event.  Many 
of the speakers have kindly summarised the content of their 
talks below to share with those unable to make the day.

What is Global Health and how does it relate to Travel Medi-
cine
Presentation by Eric Walker, Professor (Hon) in Global and 
Travel Health, Glasgow University

What do we mean by ‘Global Health’? Global Health aims for 
a level playing field – shared responsibility and working togeth-
er.

‘All is not healthy in wealthy countries: All is not unhealthy in 
poorer countries’

It is not about ‘you and me ‘– it is about ‘us’

Travel and global health
Travel health advisors can be aware, for example, that:
• Personal protection against malaria is important but the 

global approach is to support malaria eradication pro-
grammes

• Vaccination against rabies in high risk situations is import-
ant but for locals when a vaccine is not available as too ex-
pensive, their approach is to avoid approaching unfamiliar 
dogs. We can also encourage support for very successful 
rabies eradication programs  

Travel and commercial international trade
The huge growth in this has resulted in gross atmospheric 
pollution, climate change, unsustainable use of land for food 
production and cultural instability. It has been said that ‘Homo 
Sapiens’ has evolved to become ‘Homo Destructans’. 

 

The 4 Global Health ‘R’s
• Respect cultures and ways of life different from our own
• Recognise that our behaviour at home impacts on the 

whole planet
• Realise that money (quantity) does not equate to happi-

ness (quality)
• Respond right now to the indisputable fact that we are 

destroying our environment

Is Travel Health as a speciality still fit for a globalised world in 
the 21st century?
Presentation by Rebecca Gibney 4th year Medical Student, 
University of Glasgow

I spoke about a qualitative study I was involved in at the Uni-
versity of Glasgow alongside Professor Eric Walker, Dr David 
Blane and Dr Michael Townend in which we explored the views 
of international travel medicine stakeholders about the de-
velopment of travel medicine in their countries. As a specialty 
pioneered in Europe and North America, much of the research 
and standards informing the practice of travel medicine are 

The BGTHA 18th Annual Conference 
November 16th, 2019

In the News: 
Tickborne encephalitis
A serious brain disease spread to 
humans by tick bites has been found 
in Britain for the first time. Tickborne 
encephalitis virus is endemic in many 
European countries, but the disease 
may have been brought into Britain by 
migratory birds. Public Health England 
has confirmed that viruses have been   
found in a small number of infected 
parasites in Thetford Forest, Norfolk 
and on the Hampshire/Dorset border. 
Areas were checked after a European 
tourist developed TBE symptoms after 
being bitten by a tick in the New For-
est. Public official health officials state 
that the risk is low but advise walkers 
in these areas to take precautions 
when in wooded or grassy areas in this 
region.
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still driven by a focus on travellers from high income countries 
going to lower income countries. However, evolving patterns 
of migration have seen a dramatic increase in travel originating 
from low- and middle-income countries. One in four trips now 
originate from Asia and the Pacific, and China leads the world 
in outbound travel expenditure. The findings of our study re-
vealed some of the major challenges facing the global devel-
opment of travel medicine, including a lack of training among 
medical professionals, underutilisation of services, and insuf-
ficient administrative support structures. In emerging econo-
mies in particular, there is a paucity of research and guidelines 
to inform the practice of travel medicine. We concluded that 
there is an urgent need to identify and amend gaps in guide-
lines and knowledge as they pertain to travellers from emerg-
ing economies. 

The scope of Travel Medicine practice in India
Presentation by Dr. Divya Deodhar, MD, PDF(ID), DTM&H, 
Associate Professor, Dept. of Infectious Diseases, Christian 
Medical College and Hospital, Vellore, Tamil Nadu, India

There are many reasons why people travel to India. The Indian 
government has taken a number of initiatives for the develop-
ment of the tourism industry but is struggling to care for the 
health of their tourists.  Travel Health in India is at the very 
initial stages. It lacks well established travel clinics and remain 
synonymous with Immunisation Clinics. This can be illustrated 
by many examples like failure to recognise a post travel syn-
drome of Disseminated Coccidioidomycosis in a young man 
who travelled to South America, and a student from the UK 
who could not seek proper advice when she had a dog bite 
in India. Awareness, training programs and establishment of 
well-structured travel clinics are some of the ways to further 
develop Travel Health in India.

Safe surgeries: improving access to NHS healthcare for mi-
grants in vulnerable circumstances
Presentation by Dr Joanna Dobbin, Doctors of the World

Healthcare is not free for everybody within the UK. Since the 
introduction of the 2017 ‘Charging of overseas visitors’ regula-
tions, patients from outside the European Economic Zone are 
charged 150% of estimated NHS prices for nearly all secondary 
care and some community care. The consequence of this is 
that patients are being denied healthcare based on their ability 
to pay for the first time. Examples of patients being denied 
lifesaving cancer treatment and palliative care are abundant in 

the media, as well as black and ethnic minority British citizens 
being denied care, in for example the Windrush scandal. This 
practice has brought condemnation from the wider health 
community, with the BMA, the Royal College of Physicians and 
the Royal College of Paediatric & Child Health among the pro-
fessional bodies speaking out against it. The practice is driven 
forward by the governments’ xenophobic hostile environment 
policy and is a step away from the World Health Organisation's 
goal of Universal Health Coverage. Doctors of the World run a 
clinic in East London where they work with migrants in vulner-
able circumstances to help them access healthcare in England.

Influenza immunisation – New Vaccine Technologies
Presentation by Dr George Kassianos, BGTHA President and 
RCGP National Immunisation Lead

We first reminded ourselves that influenza vaccine is also a 
travel vaccine and that influenza infection in the tropics and 
subtropics circulates throughout the year. 

We then looked at the effectiveness of the influenza vaccines 
in the last 5 to 15 years and found low effectiveness against 
the influenza virus A/H3N2 continues. This is worse in older 
adults (65 years and over), but it is also observed across all 
ages. According to European research, in older adults, influen-
za vaccine may have no effect after 3 to 4 months from admin-
istration for A/H3N2. The US CDC is already suggesting starting 
to vaccinate from the end of October.

Three reasons have been identified for the low effectiveness of 
the influenza vaccine, particularly for A/H3N2; antigenic drift, 
immunosenescence, and egg adaptation. The WHO tries to 
match as closely as possible to the circulating influenza virus, 
the candidate vaccine viruses it supplies the manufacturers 
within February to produce the vaccines. This is not an easy
task as the influenza viruses are RNA viruses and do mutate 
with time (antigenic drift). Come autumn, the vaccine virus 
may not match well to the circulating virus.

Immunosenescence is the process by which older adults do 
not respond well to infections but also to vaccines. In order to 
ensure a greater effectiveness in older adults, we now have
two vaccines licensed for the 65+s in the UK that are using 
new technologies; the adjuvanted and the high dose influenza 
vaccines – both trivalent this year. The addition of an adjuvant, 
such as squalene, or the increase in the amount of antigen in 
the influenza vaccine (four times the usual amount of anti-
gen) ensure a greater response in the immune system in older 
adults.

Egg adaptation is the process by which the influenza viruses 
undergo changes in their glycoprotein hemagglutinin in order 
to be able to grow better in the chick embryo. This can lead 
to a degree of reduction of the effectiveness of the influenza 
vaccine produced on embryonated eggs. Already we have in 
the UK a licensed quadrivalent vaccine that avoids egg adap-
tation by growing the virus in a cell culture. Another method 
that avoids egg adaptation is the recombinant vaccine (not 
as yet licensed in the UK). Here, the manufacturing process 
uses a baculovirus expression vector system instead of eggs to         

produce the hemagglutinin for the influenza vaccine.

Although we are observing a low effectiveness of the influenza 
vaccine for A/H3N2 across all ages, we now have vaccines that 
use new technologies that improve the influenza vaccine effec-
tiveness, particularly for the older adults.

Travel Health Update
Presentation by Jane Chiodini  MSc (Trav Med) RN RM FFTM 
RCPS(Glasg)Queen's Nurse FISTM, Dean of the Faculty of 
Travel Medicine, Royal College of Physicians and Surgeons of 
Glasgow, Fellow of BGTHA

Jane Chiodini presented a fast moving travel health update 
which covered a number of topics but she thankfully provided 
us with links to many of the resources mentioned in the pre-
sentation and several more (not all) can be found at https://
www.janechiodini.co.uk/education/update/resources/
A case study approach was used to look at some key subjects 
as followed:

• Japanese encephalitis vaccine can be given off licence on a 
day 0 and 7 schedule in children from 2 months and those 
over 65 years according to the latest Green Book chapter 
20  

• The Green Book chapter for yellow fever updated in Janu-
ary 2019 stated that individuals who had had an incidental 
surgical removal of their thymus could be given yellow 
fever vaccine HOWEVER STOP PRESS – on 21st Novem-
ber NaTHNaC announced that new recommendations for 
clinical practice with strengthened measures to minimise 
the risk of serious and fatal reactions post vaccination had 
been published and a letter summarising the advice had 
been issued by the Medicines and Healthcare Regulatory 

Agency (MHRA), Public Health England (PHE), the National 
Travel Health Network and Centre and Health Protection 
Scotland.  Within this we were informed that anyone who 
had had their thymus gland removed for any reason 
should now not receive YF vaccine (YFV).  A stark remind-
er of why it’s so essential to ensure you keep up to date 
in travel health.  Jane also went on to explain that no one 
who had had a thymectomy for a thymoma could receive 
YFV.  Resources were shown for an advice leaflet for YF, 

the new risk assessment checklist from NaTHNaC, and 
information for travellers 60 years and over.  Jane has since 
written a blog about the changes which can be found at 
http://bit.ly/34mgfxm 

• Other resources highlighted were an electronic index for 
back copies of the Vaccine Update, a UK and international 
immunisation schedules comparison tool, updated leaflets 
explaining off label vaccines and use of vaccines involved 
in a cold chain breach

• Polio for travel was touched on briefly in light of the on-
going Public Health Emergency of International concern; 
MMR and the outbreak situation plus the need for travel-
lers to be adequately covered and there was a debate on 
the administration of giving live vaccines with less than a 
four-week gap.  See https://travelhealthpro.org.uk/fact-
sheet/82/children for NaTHNaC’s opinion on this matter   

• Non clinical issues such as who is providing a travel med-
icine service (some GP practices appear to have opted 
out, but there is a question as to whether they have given 
formal notice); the falsified medical medicines direc-
tive (FMD) guidance that was adopted in February 2019 
although many of us are not yet scanning the drugs or 
de-commissioning  them upon use, and an update on 
indemnity for nurses working in primary care in relation to 
the private travel vaccines.  Again blogs can be found on 
these topics at http://janechiodini.blogspot.com/

• Jane rounded up the session highlighting the newer rapid 
schedule of rabies vaccine and the fact that the post expo-
sure rabies helpline contact phone number has changed 
to 0330 128 1020; that the Public Health England PGD 
template for administration of twinrix on the 0, 7 and 21 
day schedule can now be given off license from 16 years of 
age.  

• Any finally Jane shared an image in her ‘robes’ as Dean of 
the Faculty of Travel Medicine and explained the benefits 
the Affiliate membership can bring.  

Don’t forget to click on the resources link in the first paragraph 
to obtain more information.  
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On-board Infection- 
“cruisers’ cough”
IB Mackay, retired GP

New Year was celebrated by leaving the rainy, dreary British 
winter for warmer, sunnier climes and embarking on an an-
nual transatlantic cruise to the Caribbean. At the time, social 
distancing, self- isolation, lock-down and Covid-19 were not 
in the conversational lexicon. Thoughts were directed to 
calm seas, sunshine and the delights of island cultures. All 
750 passengers nonchalantly signed a form stating we were 
free of any recent respiratory and diarrhoeal infection - what 
sane person with holiday in prospect would acknowledge 
the contrary? A week later after leaving Madeira for the 
transatlantic crossing, we became aware of a stowaway in 
our midst.

Persistent coughs and intermittent sneezing punctuated 
entertainment events and dining. Spaces at restaurant 
tables and cancelled artistes presentations signalled that the 
unwanted guest was mingling with the throng and prepar-
ing to infiltrate the ranks of passengers and crew. As with 
many cruise liners in winter, the passenger complement was 
heavily skewed towards elderly people. The average age for 
this cruise was 73 years.  Many were of very senior age and 
the majority had other clinical conditions with many being 
obese, frail or infirm. The crew came predominantly from 
the Far East and many passengers had recently returned 
from cruises to exotic destinations.

The first clinical emergency, tender evacuation occurred 
shortly after leaving port for the six day ocean crossing, with 
a helicopter evacuation a day later. On a previous cruise 
there had been five helicopter evacuations and two tender 
transfers over its duration, so these events did not invite 
untoward passenger interest. In an aged population, conven-
tional illness from chronic or acute conditions and limited 
ship health care facilities ensure people will be transferred 
to hospital promptly when practicable. This was however the 
prelude to a viral invasion.
 
Once sailing the ocean, it became obvious that the intruder 
had a particular liking for men who were predominantly 
infected and more seriously affected than women. Patients 
were becoming dyspnoeic very quickly and developing 
pneumonia. Nurses were dispensing expectorants and cough 
suppressants and there were queues at the sick bay for doc-
tor consultations. People began to disappear for four days 
of cabin quarantine. The captain stopped hand shaking on 
guest nights and advised that an infection was invading the 
ship and stringent handwashing and sanitising procedures 
would be put in place.

One woman passenger was coughing and sneezing contin-
uously at our dining table and did little to protect 

neighbours from droplet transmission. My wife and I hoped 
that our flu vaccination and usual immunity would protect 
us from succumbing to infection. However three days later, 
I began to experience shivering, and the usual signs of an 
impending cold. However this very quickly developed into a 
persistent hacking, unproductive cough with sneezing and 
debility. I had prided myself in personal fitness and that I 
rarely succumbed to the British winter infections. Incapaci-
tated however, bed became a welcome refuge, but isolating 
from my spouse was difficult in a confined cabin space. In-
evitably my wife was affected, felt unwell for three days and 
very quickly recovered.

I however was very fatigued, lost appetite – a personal 
disaster with luxurious dining experience only a deck away- 
and felt very ill. Limbs were heavy, movement painful, I 
was depressed and had only one desire - to sleep, but this 
was marred by disturbing hallucinations. For a several days 
thereafter breathing was difficult, the cough very trouble-
some and I could not recall ever feeling so unwell with any 
virus type infection before.

Once across the ocean, I began to recover but found reha-
bilitation very slow. Accustomed to running a mile round the 
decks, swimming quarter of a mile every day and exercising 
in the gym, I discovered that climbing stairs between decks 
was challenging and breath-taking. 
 
The Coronavirus outbreak in China had at that time yet to be 
declared an epidemic, far less a pandemic, and the diagnosis 
was not considered for what was jokingly referred by pas-
sengers  as the “cruisers cough”. In retrospect the symptoms 
and response were akin to those common to the presen-
tations in what is now a global health crisis. Half of the 
passengers and several crew were infected and recovered, 
from a ‘flulike illness’. Young crew members were mainly 
unaffected. The medical and nursing staff were swamped by 
the demand for care in a very vulnerable aged population.  
During the sea crossings, transfer of patients for hospital 
support was impractical. Tenerife was our first return port of 
call.  Here unchallenged passengers dispersed through the 
island on coach tours. A week later an outbreak of Covid-19 
infection was confirmed in the city.

On disembarkation in UK in mid-February, passengers re-
turned home by road, rail and air with destinations ranging 
from St Ives to Lerwick, taking with them any residual virus 
infection, or immunity. There were no health checks on 
board, or on the quayside and no questions as to the current 
well-being of passengers or while on board. I returned home 
and three days later suffered a recurrence with symptoms 
more rampant. I was exceedingly fatigued, demotivated and 
happy to lie in bed with a tight chest and impaired breathing 
for a week, before returning to improved health. Debilitation 
and fatigue remained with the slightest effort for a month 
before final recovery.                       

Personal Views

Auschwitz
Mike Townend, MB, ChB (Hons), Dip Trav Med, FFTM RCPS 
(Glasg)

On the 75th anniversary of the liberation of the Auschwitz 
concentration camp by Russian forces, Holocaust Memorial 
Day has reminded me of my own visit to Auschwitz some years 
ago; it was one of the most overwhelming experiences of my 
life. As I approached the gate bearing the grotesquely cynical 
inscription “arbeit macht frei” (work makes you free) I felt a 
chill creeping over me. It intensified as I passed the gas cham-
bers, the cremation ovens and the wall against which prisoners 
were lined up to be shot. I was horrified by the punishment 
cells, of a size that allowed neither sitting, standing or lying 
down and by the piles of battered suitcases, human hair and 
shoes. Perhaps most poignant of all were the discarded chil-
dren’s toys and tiny shoes. 

Among the photographs on display I remember particularly 
vividly a picture, taken as Jews were being rounded up at some 
unknown location, of a little girl pulling her father by the hand 
as if to persuade him to hurry away to safety, unaware of the 
bullet hole in his forehead.

Figure 1: Entrance to Auschwitz

Later I stood at the entrance to the Birkenau part of the Aus-
chwitz-Birkenau complex. The infamous railway line was still 
there, passing through the arch in the gatehouse to where its 
passengers, disgorged from the cattle trucks, were sent to the 
right or the left, to live, if existing in the camp could be called 
living, or to die. A few of the wooden huts had been preserved, 
still containing the crowded, multi-tiered bunks which the 
inmates had been forced to share with the living, the sick and 
the dying. The rest had been demolished, leaving only a bleak 
forest of brick chimney stacks as far as the eye could see.

Personal Views

In retrospect it seems that the unwanted fellow passenger 
was a coronavirus and possibly Covid-19. This may initially 
not have been considered in differential diagnosis, as its 
global spread was only beginning to be appreciated. 

By time of a return to Britain the UK was belatedly preparing 
for its arrival. There was however no testing and record of 
clinical well-being at the port. Were we inadvertent carriers 
of infection across the land? The cruise line certainly appre-
ciated the potential health hazard to a particularly vulnera-
ble cohort of society and were the first company to lay up all 
its fleet. For the next month, cruise ships across the world 
were quarantined or denied access to port with Covid -19 
affected crew and passengers with resultant fatalities. The 
limitations of on-board social distancing, segregation and 
medical health care were exposed. The value of comprehen-
sive and adequate health insurance protection was tested 
and sometimes failed the challenge.

The common cold, influenza illness and viral infections are 
common occurrences on cruise ships where many people 
live close together in a congested environment in air-con-
ditioned airspace with crew and passengers drawn from 
many parts of the world. Despite strenuous efforts on cruise 
ships to mitigate the risk with personal hygiene, cleanliness 
and rigorous sanitisation procedures, these infections are 
brought on board by incoming passengers and cannot be 
avoided.  The potential transmission of imported infection 
has to be assumed ship-board. In cruise ships carrying a 
large complement of elderly passengers there is now the 
added risk of hazard to health from Covid-19 to threaten all 
and particularly the vulnerable.

Intending older travellers and travel health professionals 
must now keep pandemic infection and recurrence in mind 
and add Covid-19 vaccination- when available- to pre-travel 
health considerations. Travel health insurance protection will 
have to be scrutinised to ensure there are no exclusions and 
comprehensive cover includes pandemics.                              
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Figure 2: The railway and “Death Gate” at Birkenau

Of the 6 million Jews who were killed during the holocaust 
more than 1 million died at Auschwitz. There were probably 
also more than 10 million non-Jews killed during that time, 
including homosexuals, disabled people, Roma, Poles, Russians 
and other groups, all of whom were considered to be “unter-
menschen”, i.e. sub-human, by the Nazi regime that sought 
to establish the superiority of the Aryan race. “Never again” 
was the cry when the full horror of what had occurred became 
known, yet within the living memory of the current generation 
we have seen examples of genocide.

As I pondered on my visit to Auschwitz, I was forced to the 
conclusion that every time that we feel or express superiority 
over any other group, be it racial, social or intellectual superi-
ority, we show that we all have within us the seeds of another 
Auschwitz. The “us and them” philosophy must give way to the 
“all of us together” state of mind that sees us all as part of the 
same human race despite any racial, cultural or educational 
differences that exist. This surely is also the essential message 
of the concept of global health, that we must all work together 
for the ultimate benefit of all.

 Figure 3: Interior of a hut at Birkenau

In the News: 
Drug toxicity and elderly people 
The NHS chairman for Pharmacogenetics has warned that older people are in danger 
of drug toxicity as their ageing bodies cannot process powerful medications. This is 
largely because of the decline in renal function with ageing. Many travellers in the 
elderly age group are ingesting several drugs with the risk of interactions and further 
interaction with travel related medications. Drug reactions are common in this group. 
This is a consideration for travel health professionals prescribing antimalarials.
He points out that the evidence from clinical trials in this group is actually not fit 
for purpose, as it doesn’t apply to elderly people who are receiving treatment and 
medications. Drugs have been tested in clinical trials in younger people and tested 
in people without multiple diseases and on medications. He argues the case for a 
change in regulations to force pharmaceutical companies to conduct trials involving 
elderly people and those with multiple medical conditions.

A Doctor’s Reflections on 
Knowledge, Research and Education

Eric Walker: MBE; MB, DSc (Madras) FRCP and FRCGP:
Professor in Global and Travel Health (Dept. of Primary care 
and General Practice) Glasgow University

Why I see myself as a ‘Generalist’ rather than a ‘Specialist’

One of my childhood mentors was a much-loved adopted 
uncle. He was a family friend and managing director of a well-
known toffee factory who befriended my mother while my 
father was in India during World War 2. When I was wondering 
whether to apply to go to University, he advised me that it 
should be a time of study, learning about life and having fun - 
all in equal parts. I had thought it would be all about study and 
exams, but his advice influenced me throughout my subse-
quent time at university and beyond. 

I managed to pass all my exams (except statistics!) despite my 
father’s concerns that I was not sufficiently academic to ‘do 
medicine’. I stayed in a traditional student hall of residence for 
4 years, extended from the usual maximum of 2 years allowed 
because I was repeatedly re-elected onto the hall’s student 
committee as bar treasurer. I organised a student discussion 
group to learn about life and we chose, in rotation, a topic 
for each week. This was held in the Principal’s apartment and 
sampling his various wines encouraged free speech. Being in a 
hall of residence meant most of my friends at University were 
not studying medicine.

I travelled quite a lot as a student and in the 1960s cheap road, 
train and air travel was unusual so I hitchhiked a lot which 
was at that time not considered risky. I visited various parts of 
Europe and went to Rhodesia (now Zimbabwe) on a 3-month 
overseas student exchange during my final year. After graduat-
ing I felt fortunate to be placed at a very general hospital (rare 
these days) rather than in a hospital with mainly specialist 
units. I left university with little sense of any personal career 
ambition, which was at the time and probably still is unusual. 

All this variety impressed on me that there is never just one 
way of achieving something and if someone adamantly thinks 
this is the case then they are wrong!  

A quote recently from a friend - ‘What I love is the black and 
white one sidedness of youth....they find it hard to be passion-
ate about something and still see the other side of the argu-
ment...as someone older I am not sure I am any better, but at 
least I recognize it.....’

*************

Another way of looking at my Uncle Eric’s advice is that edu-
cation is a conscious on-going experience in the here and now 
(or ‘in the moment’ to use the modern expression). We all 
have objective moments (observing) and reflective moments 

(being aware of what we are doing) – sometimes described as 
vertical and horizontal. 

************

I first became formally involved in education when appointed 
as a lecturer in medicine at the Christian Medical College and 
Hospital in Vellore in India in 1975. Ever since then and after 
returning to the UK, apart from a short period in General Prac-
tice, I have held University teaching posts. 

While I believe successful basic teaching and learning methods 
have remained the same, a variety of alternative terminolo-
gies have come in and out of fashion over the years. However 
I always go back to my Uncle Eric’s advice that education is a 
combination of study, learning about life and having fun.

When I was at University in the 1960s many new medical 
sub-specialties were being created but at that time in hos-
pitals we also had General Physicians and General Surgeons 
to whom patients were initially referred to by their General 
Practitioners. In General Practice at that time (now called 
primary care in academic circles) very few investigations could 
be requested directly and most diagnoses were based on a 
very careful and detailed case history and examination. Tests 
such as urine microscopy, a blood film and erythrocyte sedi-
mentation rate were usually carried out by the GP but other 
investigations, including even a chest X-ray, required referral to 
hospital. 

A lot of minor surgery was carried out in general practice such 
as suturing and lancing abscesses – at one time even tonsillec-
tomies!  General Practitioners have now effectively replaced 
Hospital based General Physicians with a wide variety of inves-
tigations being available to them.
Specialisation in hospitals has clear benefits giving access to 
up to date expert care, albeit usually within a narrow field 
of expertise, but the other side of the coin is that patients 
may need to repeatedly attend different hospitals or hospital 
departments to find the relevant specialist which may not be 
straight forward and be confusing especially for the elderly 
and those with disabilities. Specialists are also unlikely to have 
the time or find it possible to go into the details of a patient’s 
overall health needs during a short consultation. 

Another change is that many other professions apart from doc-
tors and nurses have become involved in providing health care 
both within and outside the formal national health services in 
addition to the long-established speciality of homeopathy. Ex-
amples include chiropody, osteopathy, acupuncture, hypnosis 
and cognitive behavioural therapy. 

************

In my experience there are increasing numbers of doctors and 
nurses who wish to reflect over the real meaning of health and 
‘look at the bigger picture’. This is very obvious to me while 
teaching undergraduate students. However much medical 
practice still focuses only on managing disease or illness and 
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saying we have a National Health rather than a Disease Ser-
vice adds to the confusion. 

Health quality surely involves our relationships with others, 
with our environment and respecting other cultures. We 
often don’t even consider these ‘un-measurable’ (in nu-
merical terms) qualities during consultations but these are 
intrinsic components of human behaviour including caring, 
compassion and loving in spiritual terms (agape). There are 
numerous examples of where these attributes are over-
looked or lost altogether leading to psychological trauma, 
family breakdowns, racial and sexual disharmony, violence, 
wars and environmental disasters. 

**************

What do we mean by ‘scientific research’?
One reason for this confusion may be how research is un-
derstood and conducted. It is frequently presumed without 
hesitation that ‘good’ research must be numerically based 
(i.e. quantitative) or else the findings are of poor or unac-
ceptable quality. The term ‘evidence based’ is often poorly 
understood – evidence of what?
Science can be defined as the ‘disinterested’ search for truth 
and we have become used to thinking that science means 
breaking down the subject under consideration into small 
theoretical or observational particles and then putting these 
together using statistics as findings or results.  This is the 
quantitative approach, it uses observations, collection and 
analysis of numbers and is commonly, and naively, accepted 
by many to be the only acceptable way to discover ‘facts’.
Einstein used the term ‘natural philosophy’ which accepts 
that our own conscious selves are part of all decision mak-
ing – the qualitative approach. He considered that ‘Everyone 
who is seriously involved in the pursuit of science becomes 
convinced that a ‘spirit’ is manifest in the laws of the uni-
verse—a spirit vastly superior to that of man, and one in the 
face of which we with our modest powers must feel humble. 
In this way the pursuit of science leads to a religious feeling 
of a special sort, which is indeed quite different from ‘naïve 
‘religiosity.’

Scientific research cannot tell us what questions to ask or 
how to use the findings – this is a personal or collective 
group decision. For example, science led to us being able 
to ‘split the atom’ but we decide how to use this informa-
tion. Science can suggest many ways to prevent malaria but 
it is up to us, individually or collectively, to choose which 
ways we wish to follow.  If individually or as businesses, 
the research aim is to make financial profit, then studying 
economics can help achieve this. However, if other consid-
erations are ignored the outcome may be at very great cost, 
for example, to the global environment and established 
healthy lifestyles, cultures and traditions. 

Also, something that has become more obvious to me 
during my lifetime is that when scientific studies are seen 
as the only route to understanding the truth, ‘common 
sense’ based on a life time of experience can lead to a lack 

of respect for the opinions of the older generations. In many 
less ‘so called’ advanced countries the elderly are still highly 
revered and are the ones routinely approached for help with 
difficult decisions. 

Looking at Research itself in more detail 
Quantitative research involves making observations as an 
unbiased third party. However, as discussed above, this 
can never be followed precisely since we must remember 
we personally choose the topics to be studied and how 
the information is to be collected.  Also, with quantitative 
research, even when the overall study aim stays the same, 
the circumstances and figures are often continually changing 
depending on how, when and where the data is collected. 

As mentioned above this is ‘vertical’ thinking, which became 
widely accepted during the 20th century and can lead us to 
consider qualitative studies are of little value. This view is 
still prevalent and dominates the acceptance of articles for 
medical journals. There is also evidence that ‘negative find-
ings are less likely, to be accepted for publication.

Travel medicine research frequently falls into this trap of 
thinking there should be ‘clear and uncontroversial’ statisti-
cally sound health advice available for travellers and this will 
be available if we seek hard enough using quantitative or 
third-party observations of travellers’ experiences. 

Qualitative research
The essential role and value of the qualitative approach is 
fully recognised in the social and health sciences and is be-
ginning to enter more into medical research. When studying 
global health issues this is essential since there are many 
legitimate variations in personal and community aspirations 
and cultural practices. This is ‘horizontal’ thinking.

Many are now recognising that man’s self-centred practices 
are seriously and permanently damaging societies and the 
environment to our potentially fatal cost. We do not own 
the world to do with it as we wish for personal or collective 
(often seen these days as financial) gain. 

Failure to recognise that ‘first party’ or ‘horizontal’ (in the 
moment) observations are an essential source of research 
material has led some to see personal experiences as simply 
unproven fantasy. Personal care, compassion, love, com-
panionship and spiritual experiences for example, cannot 
be studied using third party or vertical observations.  Ap-
preciation of art, music and poetry is also a personal quality 
judgement. 

Travel Medicine Research
This has tended to focus on infections for understandable 
reasons because of the effectiveness and commercial impor-
tance of vaccinations and other forms of prophylaxis. 

The most commonly used method is to look at data relating 
to infections the traveller presents with after return home 
and usually only those which have warranted laboratory 

investigations. Very importantly, this does not include illnesses 
due to infection occurring overseas or those in the returned 
traveller that never result in a medical consultation or investi-
gations. 
Identifying epidemiological patterns and management of other 
risks are often poorly understood by those advising travellers 
and this comes more within the province of social science and 
especially within the rapidly expanding speciality of global 
health. Most of the health risks travellers face are quite simply 
the same as those faced by residents in the countries being 
visited, so that is where the research to reduce the risks has to 
be carried out.

In addition to an understanding of the value and limitations of 
scientific research we need an understanding of the current 
widely used concept of ‘intended learning outcomes’ – see 
below.

There are at least 3 stages involved in protecting travellers 
from illness while travelling and when abroad. 
Firstly, considering the health issues in the countries being 
visited, secondly making information easily available to the 
travellers by a means and in a form, they will be able to under-
stand and make their own decisions about precautions they 
wish to take and thirdly training travel health specialists both 
in the issues involved and how to transmit this effectively to 
the travellers who seek their advice. 

Of these, studying and helping to improve the health of the 
population and environment in the countries being visited, 
should come first when seeking to advise travellers both from 
a global health and ethical perspective.

This is a major and often unfamiliar challenge involving re-
search into often nebulous, ill-defined, constantly changing 
and incredibly complex health risks on a worldwide scale. 

Collecting and collating information to convey to the traveller 
involves ‘searching for truth’ about the risks using the meth-
ods of science. This means identifying a possible health risk 
followed by collecting data and then analysis. 

A few words about Intended learning outcomes
This recently introduced expression is often misunderstood. 
The basic intent is that they define the particular knowledge, 
skills, and abilities that an instructor decides that the students 
should learn (doesn’t that sound like indoctrination!). The 
expression was introduced to education to facilitate learning 
and should be both specific and therefore measurable usually 
through quantitative analysis of an examination result. 

Is this possible in the context of advising travellers?
• Firstly, we don’t formally examine a traveller’s knowledge 

after we have passed on our advice.
• Secondly the most appropriate advice relates closely to 

personal behaviour and varies depending upon numerous 
lifestyle and activity choices. 

• Thirdly we talk about undertaking a detailed ‘risk assess-
ment’ and do our best but eventually we nearly always fall 
back on simply determining what immediate pre-travel 

actions might be suggested against infections involving 
vaccination and prescribing medications such as malaria 
prophylaxis. 

• Finally, surely the best way now is for the traveller to learn 
about these and other risks is to advise them to access a 
continually updated and easy-to-use website designed for 
the public such as ‘fitfortravel.nhs.uk. This advice can be 
referred to repeatedly without a travel clinic appointment 
and also while travellers are abroad if necessary.

As discussed above, possible exposure to these and other risks 
is continually changing, and this is why travellers’ health is a 
global health challenge where countries have to work together. 
Acknowledging and helping to reduce or eliminate risks in the 
countries being visited themselves is surely the only long-term 
ethical approach – not simply caring for the usually well off 
and privileged traveller.

 ******************

What do we mean by ‘evidence-based’ practice advice for 
travellers?
Education is like music – technique is important but there is no 
such thing as perfection, and its success depends upon how 
much the students or travellers respect and relate to the per-
sonalities of the teachers. Of course, reliable scientific knowl-
edge, in as far as it is available, also has a role as well as the 
‘common sense’ built up from the experience and the priorities 
of both the educators and travellers.  

Evidence based practice is usually seen as being based on 
scientific research – but what is science?
In philosophical terms this is the application of the scientific 
method using empirical observations, analysis and with an atti-
tude of ‘disinterest’.  This is an attempt to discourage trying to 
prove things because we want them to be true which may be 
related to personal ambitions, which often fails. Also scientific 
‘truths’ are relative, not absolute and only apply to the cohort 
or groupings similar to the one being studied. These principals 
are often forgotten in the world of politics where misinter-
preted statistics are frequently used to try and score points off 
opposition parties. 

So called ‘evidence-based practice’ tends to focus on quan-
titative scientific methods involving numbers and statistical 
analysis – this can lead to helpful protocols and guidelines but 
do not necessarily, if followed to the letter, mean they are best 
practice for every similar situation. There are always excep-
tions to statistical probability especially if these parameters are 
being used in similar but not identical situations to the cohorts 
that have been studied. 

The biggest challenge when giving travel health advice is to be 
aware that the ‘best’ advice can quickly become inappropriate 
for a particular traveller’s situation. As well as the accuracy 
of the information constantly changing sometimes it is open 
misinterpretation or misuse, for example if financial interests 
within a travel clinic or pharmacy setting take priority over the 
travellers’ best interests.
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Often, we accept the claims of someone who is in a position 
of authority or claims to be an expert (e.g. the travel health 
educator or the experienced traveller) rather than working 
through the ‘for and against’ arguments ourselves with our in-
dividual clients or patients. Of course, if then something goes 
wrong, we can blame others, dismissing personal responsibil-
ity!

In all travel health care situations, qualitative advice is im-
portant and considers that the recipient of advice is entitled 
to contribute to decision making when attitudes, previous 
experiences, feelings, emotions, cultural background and con-
siderations for companions are important and especially the 
impact of the travel on local communities comes into play. 

**************

Some might find the following references interesting: 

Morality and the Environmental Crisis. Roger Gottier. CUP. 
2016; Hutchinson’s Clinical methods (preferably an early edi-
tion) Hunter et al. (e.g.15th edition 1968); A Practical Guide 
to Personal Freedom: Don Ruiz. Toltec pub. 1997; A Doctor’s 
Reflections on Change: Eric Walker. Resonate and Blue 2016; 
The Art of Travel: Alain De Botton. Penguin Books 2014; The 
Food of Love: Reflections on Music and Faith. Christopher 
Campling.  SCM Press 1997; Qualitative Researching: Mason. 
Sage publications. Routledge classics, 2018; Through Music 
to the Self: Hamal 1978; Science and Poetry: Midgley. 2001; 
The Psychology of Happiness (a good human life):  Samuel 
Franklin. CUP 2009; Yoga and the Science of Living: Osho 
2002 Penguin Books

In the News: 
Malaria like tick borne parasite
 
Researchers have detected a malaria like tick-borne parasite in sheep 
in northern Scotland, The organism Babesia venatorum (B venato-
rum) has been identified in animals in the UK, but this is the  first time 
that it has been found in sheep anywhere in the world. Scientists ae 
University of Glasgow School of Veterinary Medicine believe that the 
presence of the parasite in the UK raises a new risk to humans living, 
working and walking in areas where there are infected ticks and live-
stock. There is concern that this parasite may be more virulent than 
the species of Babesia usually found in the UK although the risk of 
contracting the infection is believed to be low. 

The parasite causes Babesiosis, a malaria-like tick-transmitted animal 
disease which infects red blood cells and is recognised as an emerg-
ing infection in humans. Babesiosis is treatable in most cases but this 
depends on rapid and accurate diagnosis. Local health and veterinary 
professionals need to be aware of the disease, if the health risk from 
this tick-borne disease is to be fully understood. The findings follow 
the recent report of the detection of tick-borne encephalitis virus in 
the UK. 

Together these findings suggest there may be a significant change in 
the landscape of tick-borne pathogens in Britain and the underlining 
causes for this require investigation. Scientists have been collecting 
blood from sheep, cattle and deer in the North East of Scotland in 
areas where tick-borne diseases have previously been detected. In 
the last 20 years the B venatorum parasite has been recorded in the 
Far East, China and Europe. There have been two confirmed human 
infections in Italy. The possibility is that the parasite may be carried by 
migratory birds such as fieldfare’s coming to UK from Scandinavia in 
winter.

Much of the central and eastern highlands of Scotland are a reservoir 
for tick-borne transmission of Lyme disease and hikers and foresters 
have to be aware of the risk when traversing high wild places fre-
quented by deer. This potentially emergent disease threatens health 
risk to the many more people wandering the byways and pasture 
lands often densely populated by sheep.

Q&A: Gelatin (November 2019)
George Kassianos FRCGP, FBGTHA, FFTM, RCPS Glasg, FISTM

Question
In our practice in South West England, we have a Muslim family visiting friends 
and relatives this winter in Bangladesh. One of the members of the family is a 
healthy 2 years 4 months old child. At the risk assessment in our Travel Clinic, 
we have identified the need to vaccinate this child against influenza. We offered 
the free nasal vaccine, but parents will not agree to their child having it as, they 
say, the vaccine contains material from pig. They have offered to pay for the 
injectable flu vaccine, but they are our NHS patients and the child is eligible for 
free NHS flu vaccine, whether they travel or not. What should we do? Should we 
advise them to go to an NHS pharmacist or a private clinic?

Answer
There are three issues here that need to be discussed. The 
first issue is the “pig material” in the vaccine. What the 
parents highlight is the porcine gelatine used to produce 
the live attenuated influenza vaccine quadrivalent (LAIV4), 
licensed for children aged 2 to 17 years. Gelatine generally 
is derived from animal collagen. In the case of the LAIV4 the 
gelatine is porcine and is necessary as it acts as a stabiliser, 
something important for effective storage of the vaccine at 
+2 to +8°C. 

During its production, the gelatine undergoes a high tem-
perature sterilisation step during a purification process and 
then is subjected to additional chemical, physical, and bac-
terial testing before being released for the production of the 
LAIV4 vaccine. A study was conducted by the manufacturer 
to determine the concentration of porcine deoxyribonucle-
ic acid (DNA) in two samples of type A hydrolysed porcine 
gelatine used in the LAIV4 vaccine. Porcine DNA was not 
detected in either of the samples tested. In other words, the 
gelatine ready to use to produce the LAIV4 does not contain 
identifiable pig DNA, according to these tests.

There is diversity of opinions among the Muslim commu-
nities. In the case of your patient, you need to accept the 
wishes of the parents. As the child is healthy (does not 
belong to any of the ‘at risk’ clinical groups), the injectable 
inactivated influenza vaccine is not available for this child on 
the NHS in England (the injectable is available in England in 
such cases, only if the child is in one of the clinical groups at 
risk). 

You ask if you should refer this child for vaccination to a 
pharmacist. Pharmacists in the UK vaccinate eligible patients 
from the age of 18 years. They will not be able to vaccinate 
this child on the NHS. A private travel clinic is a possibility.

You have noticed that the parents have come to see you for 
travel advice and vaccinations because they are travelling 
abroad. In this case, the young child is not eligible to the 
inactivated influenza vaccine (requested by the parents) on 
the NHS but, as the influenza vaccine is requested for travel, 
in this case, you are allowed to offer the child a suitably li-
censed for this age injectable Quadrivalent influenza vaccine 
(QIV), and charge the parents for the cost of the vaccine and 
administration. You are administering the influenza vaccine 
as a travel vaccine and you are charging the parents because 
this vaccine is not available for this child on the NHS for the 
reasons I have outlined above. 

Which QIV should you use? Certainly not the QIV your Prac-
tice Manager has ordered via ImmsForm as that vaccine can 
only be used for NHS patients eligible for an injectable flu 
vaccine. You should purchase this child’s flu vaccine privately 
and must not claim reimbursement of this vaccine from the 
NHS.

You can find information on vaccines and porcine gelatine 
on the following NHS website. The leaflet is available in four 
languages (English, Arabic, Bengali, and Urdu): 
https://www.gov.uk/government/publications/vac-
cines-and-porcine-gelatine?utm_source=523d6dfe-b31e-
4fb3-a80d-b57e248f1e8f&utm_medium=email&utm_cam-
paign=govuk-notifications&utm_content=immediate
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Q&A: Mumps (APRIL 2020)
George Kassianos FRCGP, FBGTHA, FFTM, RCPS Glasg, FISTM

Question
Our General Practice population includes a University. We look after most of the stu-
dents. As part of a review of our protocols, we have discussed what action we should 
take in case of a mumps outbreak among our University students. Should we adminis-
ter a third dose of the MMR to our students if we are faced with a mumps outbreak in 
the University Campus? Another idea is to give our students a third dose anyway, well 
in advance of an outbreak. What should we do?

Answer
First, I take it you have ensured all students have received two doses of MMR vaccine 
in the past. Care should be taken with those vaccinated in November 1994. During 
that year and in order to prevent a predicted epidemic of measles, children age five to 
16 years were offered MR (measles – rubella) vaccine instead of MMR vaccine (due to 
shortage of vaccine). Those who had only MR or no MMR ever, require two doses of 
MMR vaccine, at least one month apart, so that they have two doses of mumps-con-
taining vaccine documented in their notes.  MMR vaccine can be given irrespective of 
a history of measles, mumps or rubella infection.

We introduced MMR vaccine in our routine immunisation schedule in 1998. By Octo-
ber 1996, the UK had introduced a two-dose MMR schedule because a single dose of 
mumps-containing vaccine was giving UK children only 61% to 91% protection against 
mumps. Therefore, two doses of MMR vaccine were necessary to give good immuni-
ty against mumps. Still, with time post vaccination, the mumps neutralising antibody 
progressively falls to low levels. In one study where children received a dose of MMR 
vaccine at one year and another at four years, it was found that four years after the 
first dose all children had mumps neutralising antibody, but this fell to 5% 12 years 
after the second dose. You can understand now why some states in the US experienc-
ing mumps outbreaks may recommend a third dose of MMR for students in certain 
situations. 

You are correct that administration of a third dose of MMR vaccine has been used as 
a possible mumps outbreak strategy, but this has been mainly in the USA. The Green 
Book does not suggest such an action nor does it recommend giving University stu-
dents routinely a third dose of MMR vaccine.

Journal Watch

Efficacy of a Tetravalent 
Dengue Vaccine in Healthy 
Children and Adolescents

Shibadas Biswal, M.D., Humberto Rey-
nales, M.D., Ph.D., Xavier Saez-Llorens, 
M.D., Pio Lopez,     M.D., et al.
https://www.nejm.org/doi/full/10.1056/
NEJMoa1903869

A tetravalent dengue vaccine candidate 
(TAK-003) in regions of Asia and Latin 
America ( where the disease is endemic).
has efficacy data from part 1 of an on-
going phase 3 randomized trial. Healthy 
children and adolescents 4 to 16 years 
of age received two doses of vaccine or 
placebo 3 months apart. Participants 
presenting with febrile illness were test-
ed for virologically confirmed dengue by 
serotype-specific reverse-transcriptase 
polymerase chain reaction. The primary 
end point was overall vaccine efficacy 
in preventing virologically confirmed 
dengue caused by any dengue virus 
serotype.

Data from part 1 of ongoing RCT 
(n=20,071) showed the vaccine was 
efficacious against symptomatic dengue 
in countries in which the disease is en-
demic vs. placebo (80.2% [95% CI 73.3 to 
85.3, p<0.001]; 61 cases of virologically 
confirmed dengue vs. 149 cases, respec-
tively).

Comment
This study confirms the basis of AMS symptoms as being those of mild cerebral 
oedema. What it also adds is that some degree of cerebral oedema can be shown 
to persist after acclimatisation and even after  returning to low altitude, suggesting 
that caution is needed with regard to further ascent in those who have suffered 
symptoms of AMS, even if symptoms have resolved.

An Observational Cerebral Magnetic Resonance 
Imaging Study Following 7 Days at 4554 m.

Kühn S, Gerlach D,  Noblé H-J et al. High Altitude Medicine & Biology. 
https://doi.org/10.1089/ham.2019.0056

Although in human beings exposed to high altitude, cerebral magnetic 
resonance imaging (cMRI) has shown alterations ranging from subclinical 
cerebral oedema formation to subtle brain abnormalities,  brain structure 
after adaptation to high altitude and recovery after return to lowlands 
have rarely been investigated. 

The authors examined 10 healthy individuals by cMRI before, 12 hours 
after descent (R + 12h), and again 3.5 months after a 7-day high altitude 
exposure at 4554 m. After a 3-day stepwise ascent to 4554 m, all subjects 
suffered acute mountain sickness (AMS) after the first night which  com-
pletely resolved after 4 days at 4554 m. Twelve hours after descent, mean 
white and grey matter volumes were increased compared with before 
altitude exposure (p = 0.045 and p = 0.002); these volumes had returned 
to normal 3.5 months later. They also observed significant focal volume 
alterations probably attributed to either vasogenic or cytotoxic edema 
formation. Two subjects presented new brain findings after altitude expo-
sure. In one individual the number of pre-existing white matter hyperin-
tensities (WMHI) transiently increased, in the other individual a reversible 
splenial lesion syndrome (RESLES) emerged. Both findings had resolved 15 
and 8 days after descent, respectively. None developed structural lesions 
like brain atrophy, cerebral infarcts, microbleeds, or high-altitude cerebral 
oedema.

These results show that 3 days after recovery from symptoms of AMS and 
return to low altitude, there was still evidence of subclinical cerebral oe-
dema and, in two subjects, other cerebral abnormalities. All abnormalities 
had resolved completely after 3.5 months.
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In the News

Cruise travel
Enforced lockdown has been catastrophic for the  travel and tourist industry with 
aircraft grounded, railway schedules decimated, and ships laid up. The cruise in-
dustry in particular may take years to recover after cruise ships were plagued with 
coronavirus affecting passengers and crews. Some were quarantined in distant 
ports and forced to stay at sea as no country would allow them to berth. 

Passengers were either quarantined in foreign parts or flown back to the UK to 
face 7 to 14 days in self isolation on return. Most cruise lines were affected and 
among the last ship to return to UK was the Queen Mary carrying 270 passengers 
from Melbourne who, for varying medical reasons, were unfit to return by aero-
plane.
 
The risk from norovirus infection outbreaks on cruise ships is well recognised and 
has largely been combated by rigorous hygiene precautions and hand sanitising 
by passengers and crew. Conventional influenza type infections have always been 
prominent on sea voyages as there is passenger congestion in lounges, restau-
rants, theatres and in air-conditioned closed environments.  In winter especially 
when large numbers of senior citizens travel, outbreaks are common on board. 
Now there must be added the hazard from coronavirus infection. The ease with 
which this has infected ship complements in the last few months is now a concern 
for potential travellers. As many repeat cruisers are elderly people and particularly 
vulnerable to a fatal outcome from this infection, this must be a serious consid-
eration for those wishing to take to the high seas when conventional living styles 
return again.
Elderly people may be the last cohort to escape lockdown health precautions and 
be isolated for months.  Potential cruisers will have to include, influenza, pneumo-
coccal and Covid-19 vaccinations in pre-cruise health preparation. The availability 
of the latter and the immediacy of health intensive care facilities may determine 
when senior citizens can again cruise with equanimity. Elderly men travellers are 
more likely to have a fatal outcome if infected with the virus. They are in the mi-
nority of elderly cruisers and health concerns may reduce their number further.

Prior to the start of the pandemic the cruise industry was going from strength to 
strength and the number of cruise passengers broke through the 2 million barrier 
in 2019, up more than a third over a decade. Worldwide numbers grew from 18 
million in 2009 to about 30 million in 2019. Ten years ago there were only four 
ships carrying 4500 passengers, now there are 27 and ships carrying 6000 passen-
gers are on the stocks. It is no longer uncommon for there to be 10,000 passen-
gers and crew on board a large liner, and infection brought on by a passenger or 
crew member can swiftly sweep round the ship and infect many people. Sickbay 
resources and staff can quickly be overwhelmed, and quality measures are not 
always effective in ending outbreaks.

The need for ship passengers to have comprehensive insurance has always been 
paramount  but this outbreak has brought focus to limitations of some health in-
surance policies and the inability of  ships doctors to offload ill infected passengers 
when countries obstruct port entry of the vessel and transfer of patients for fear 
of spreading contagion. The immediate availability of a doctor and nurses on pas-
senger ships has always brought reassurance to travellers, especially elderly peo-
ple and those with underlying chronic conditions. Intending travellers must now 
be aware of limited on board medical resources and potential delay in transfer to 
optimal shore side health facilities and the possibility that access may be denied.

Abstract
The provision of yellow fever vaccinations and exemption cer-
tificates can vary according to the limitations of the PGD that is 
used, when considering community pharmacists. The use of the 
medical exemption certificate was highlighted in the review and 
additional guidance published by NaTHNaC late in 2019. In a 
small group study of community pharmacists supplying yellow 
fever vaccinations, the review highlighted not one record of 
supply of an exemption certificate but evidence of the supply of 
yellow fever vaccinations to destinations not on the WHO list 
of at-risk countries. The review highlighted a difference in the 
understanding of when a yellow fever vaccine could be given 
and this in part was related to the limitations of the PGD. The 
evidence suggests that as there is a national body for control 
of supply of yellow fever vaccine then a single standardised 
PGD should be provided to ensure improved compliance to the 
guidelines.

Background/Objective
Community pharmacists who practice travel health can be 
registered by National Travel Health  Network and Centre 
(NaTHNaC) to provide yellow fever vaccinations. The supply 
of yellow fever vaccine is made using Patient Group Direc-
tives (PGDs) which are written with exclusions and inclusion 
categories. These limitation categories can vary between PGD 
suppliers and hence the availability to supply the yellow fever 
vaccine. A request for administration of the yellow fever vac-
cine can be waived in defined circumstances and border entry 
can be assisted by the supply of a medical exemption certifi-
cate (1,2,3). The interpretation of when and how this medical 
exemption certificate should be offered is covered in initial 
training and recently has been reviewed in the UK following 
two serious reports of side effects.

The objective of this review is to establish the extent of which 
user patient groups were routinely  excluded from the PGDs; 
determine the use of the exemption certificate process and test 
the knowledge of the practitioners in identifying potential high-
risk patients.

Method
A selected number of community pharmacies (CP) (n=6) reg-
istered as yellow centres were invited to participate in a survey 
investigating the supply of the yellow fever vaccination and 
also the extent of their clinical knowledge by means of a test. 
The responses to the questions regarding supply were measured 
against the information found on NaTHNaCs website and the 
Green Book (Public Health England. Immunisation against 
Infectious Disease). The results were aggregated to protect 
individual identification. Where a serious area of concern was 
identified, the registered supervising clinician (RSC) contacted 
the individual pharmacist to discuss the concern and clarify the 
correct course of action.

Each CP was sent a standard audit form that required 3 respons-
es, these being:

Which of the following patient groups can be vaccinated ac-
cording to the Yellow Fever 
PGD used in your travel clinic? (tick all groups covered)
o Less than 1 year
o Over 60 years
o Pregnant
o HIV or immunosuppressed
o Post bone marrow transplant
o None of the above

Please complete the following information for all patients as-
sessed at your YF clinic since 1.1.2019.

Which of the following patients would be allowed to receive 
a YF vaccination, (assuming 
no restrictions on PGD) Yes/No

• Pregnant woman (26 weeks) travelling to a high-risk area
• HIV male with CD4 count of 680 and no viral load
• Patient who experiences a tingling in the mouth and swol-

len tongue when eating eggs
• 10 month old child visiting a high risk country for 12 

months
• Patient who received a bone marrow transplant 2 years ago

Review of yellow fever PGD supply and practitioner’s 
knowledge in community pharmacy 
D.P.Evans FRPharmS, MFTM RCPS (Glasgow)
http://dx/doi/org/10.21864/jbgtha.2020.153

Patient  Patient 
age 
(years) 

Exemption 
certificate issued 

What additional Yellow Fever  information was given? Please tick 
information given at the assessment. 

Yes/No Country NaTHNaC NaTHNaC 
under 1 

yr 

NaTHNaC 
over 60 

Travax/ 
FitFor 
Travel 

Patient 
Info 

leaflet 

Other 
(specify) 

 

     32



    34     35     

Results
In response to the patient groups covered by the PGD to be 
supplied with yellow fever vaccine, 80% allowed vaccination 
of patients over 60 years; 60% allowed vaccination under 1 
year of age and 20% were excluded from vaccinating all the 
groups. No single PGD allowed the vaccination of pregnant 
women, HIV, immunosuppressed or post bone marrow trans-
plant patients.

From the collected patient data, 137 entries were analysed. 
Of the total vaccinated, 1.4% were over 60 years of age and 
all travelling to high risk countries. No exemption certificates 
were issued during the period although 7.0% of travellers 
were vaccinated for low/no risk areas, including Tanzania, 
Singapore, Thailand and Vietnam. Further enquiries were 
made at these CPs and feedback highlighted these were vac-
cinations issued for stop-over reasons in yellow fever endem-
ic countries. 

When asked to indicate what supporting information was 
issued to each vaccinated traveller; all CPs provided a copy 
of the patient information leaflet but less than half (47%) 
gave a copy of the NaTHNaC information for traveller’s fact-
sheet. The practice of providing supporting information to all 
patients receiving the vaccine, was reviewed in NaTHNaC 
guidance and re-issued in November 2019.

The responses to question 3 were included to highlight the 
knowledge of the individual pharmacist and were measured 
against Green Book information. Of the total number of CPs, 
66.7% of pharmacists thought that pregnant women could 
not be vaccinated at all (Green Book does allow vaccination 
in pregnancy when travel is unavoidable to high risk areas); 
83.3%, thought that a stable HIV positive patient with a high 
CD4 count and negative viral load could not be vaccinated 
(Green Book considers it is possible as long the patient is 
stable and additional guidance sought). 

The majority correctly reported that a 10-month-old child 
and a patient 2 years post bone marrow transplant could be 
vaccinated, although some PGDs prevented this. In response 
to the potential egg anaphylaxis question, one community 
pharmacist failed to recognise the indicators and would have 
considered a supply. After contact with his RSC the CP con-
firmed he had viewed the CDC guidance(4) which allowed 
vaccination in this circumstance following a desensitisation 
under direct supervision of a physician experienced in the 
management of anaphylaxis. 

Discussion
Some of the risk assessments and vaccinations were com-
pleted prior to November 2019, where limited guidance was 
available from NaTHNaC, and pharmacies followed best 
practice as guided by their PGD supplier or RSC (6 remind-
ers supplied during the period). 

To reduce the levels of risk to the traveller at assessment, a 
small number of PGD suppliers appeared to restrict supply to 

lower risk groups of travellers and therefore compromising 
CP in the supply of yellow fever vaccination to all travellers. 
This decision of restriction requires further investigation to 
determine the reasons behind the supplying PGD decision, 
and if this is regarded as an inability of CP to adequately 
complete a risk assessment. When questioned on how did 
the CP signpost patients excluded from the PGD; anecdotal 
evidence provided was to return them to the GP; many GPs 
then referred to a private travel clinic.

Of all the risk groups categorised in question 1, the over 60s 
were the group who received the greatest number of vacci-
nations.  During the course of the study, this sub-group was 
reviewed by National Agencies and further guidance on the 
administration of the vaccine to this age group was provided. 
This part of the audit should be repeated next year to review 
if the supply to the over 60 years group has been influenced 
by the guidance.

All of the PGDs excluded the supply of YFV to pregnant 
women, HIV, immunosuppressed and post bone marrow 
treatment (2 years). When cross referenced with the Green 
Book, YFV could be given to pregnant women and patients 
two years post bone marrow treatment. This highlights that 
an expert opinion was required, and the traveller should be 
signposted for further evaluation. During this time the NaTH-
NaC YFV advice line times were listed as Monday to Friday 
mornings 9:00-11:00am, Monday and Wednesday afternoon 
13:00-14:00 and Tuesday, Thursday, Friday afternoons 
13:00-15:30(5). 

This limited the free information available for CPs with com-
plex cases, and patients were deferred whilst authorisation 
was sought or another provider found. 

Concern was noted with the number of YF vaccinations 
administered for travel to countries with no or low risk for 
YF for the purposes of stopovers without the use of exemp-
tion certificates. The supplementary feedback highlighted a 
lack of recognition and evaluation of risks associated with 
the disease versus those of the vaccine.This indicated that the 
decision making part of the risk assessment needs reviewing 
to ensure the new guidance can be interpreted and reinforced 
regarding the supply of YFV and use of exemption certifi-
cates in low/no risk countries.

Less than half of the travellers vaccinated received addi-
tional information about the disease from the (NaTHNaC) 
publication in which the requirement for all travellers to be 
aware of both the disease conditions and vaccine information 
is highlighted. This was addressed in the guidance issued in 
November 2019.

The responses to question 3 were all measured using refer-
ence to the Green Book. These indicated 
that for the complex traveller some community pharmacists 
had insufficient understanding and 

clinical knowledge. The question was not asked of how they 
would proceed with a patient presenting with these signs. No 
single community pharmacist answered every question cor-
rectly and one thought supply could be made with a red flag 
indication of a possible anaphylaxis, following a reference of 
the CDC Yellow Book, the information of which did not appear 
in the Green Book.

Conclusion
In community pharmacies the PGD limitations appear to reduce 
the number of high-risk travellers attending a community 
pharmacy and being able to receive a yellow fever vaccination. 
The low numbers of issued exemption certificates highlights 
possible revision of their use and the NaTHNaC guidance of 
November 2019 should be followed. This guidance now advis-
es that both a PIL and NaTHNaC information should be given 
to every traveller receiving a YF vaccination.

Community pharmacies providing a yellow fever vaccination 
clinic place a high emphasis on following the inclusion/exclu-
sion criteria of their respective PGD. This leads to differing 
levels of supply being available. Considering the higher levels 
of risk surrounding yellow fever vaccination and the changes 
made to the assessment process; there is now an option that 
the clinical supply should be allowed by following a single 
standardised PGD for this vaccine. This could be made by 
NaTHNaC as the lead agency and a wider support service being 
maintained by making initial referrals to the Registered Super-
vising Clinician.
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Abstract
Between 2017-2018 the UK and large parts of Europe experi-
enced a severe shortage of hepatitis B vaccines. If this were to 
happen again, one potential way of conserving limited stocks 
might be to administer the vaccine intradermally based on 
its efficacy from previous studies.  This report examines the 
seroconversion rate to hepatitis B vaccine administered via 
the intradermal (ID) route in young adult travellers following 
an accelerated schedule. Twenty young adults age 16-18 years 
departing together for a school volunteering trip received intra-
dermal hepatitis B vaccine administered on days 0, 7 and 28. 
Seroconversion was tested 4-8 weeks after the third dose.  Of 
the 20 participants, 16 returned for blood tests within the sug-
gested time period of eight weeks. The seroconversion rate was 
82%. Results from this small cohort does indicates that the ID 
route could be considered when hepatitis B is in short supply 
and provides reasonable protection rates.

Introduction
Administration of vaccines for travel via the intradermal route 
(ID) is not common and few vaccines are licensed currently for 
this form of administration. It is common practice for rabies 
vaccine administration though, where there can be considerable 
cost savings in that only a fraction of the intramuscular dose is 
required when administered intradermally. Another potential 
scenario where such administration may be desirable is when 
there is a shortage of a particular vaccine in order to conserve 
supplies. Between 2017-2018 the UK and much of Europe ex-
perienced a severe shortage of hepatitis B vaccines. If this were 
to happen again, one potential way of conserving limited stocks 
might be to administer the vaccine intradermally, as this re-
quires a lower volume of vaccine. Administration by this route 
is considered ‘off label’ for the licensed vaccine, but could be 
justified in view of the vaccine shortage. 

There have been some studies and reviews examining the 
efficacy of Hepatitis B vaccine administered intradermally. 
One group of patients that have been more closely studied are 
those with chronic renal failure undergoing dialysis. These 

patients are known to be poor responders to hepatitis B vac-
cination, and the ID route has been examined as a means of 
improving seroconversion. A meta-analysis of 12 studies in 
such patients did indicate that seroconversion via the ID route 
was superior to that of the intramuscular (IM) route. An earli-
er Cochrane review concluded that for 7 studies examined on 
different types of patients, the hepatitis antibody titers were 
higher when comparing 20 micrograms IM with 2 micrograms 
ID, but the difference was less than two-fold. A further review 
indicated that of the 15 studies conducted since the early 1980s, 
the majority resulted in a seroconversion rate of >90% for ID 
Hepatitis B falling to around 70% for some groups of patients, 
such as those with insulin dependent diabetes mellitus, chronic 
liver disease and HIV patients given a shorter course. A me-
ta-analysis investigating reports of response rates to intradermal 
hepatitis B found that seroconversion was 14% less likely to 
be achieved (risk ratio pooled 0.86; 95% confidence interval: 
0.77–0.95) than through the intramuscular (IM) route, although 
this is only reported on the 6-month regimen.

We report on the seroconversion rate of hepatitis B vaccine ad-
ministered via the intradermal route to a cohort of young adult 
travellers following an accelerated schedule.

Method
Twenty young adults age 16-18 years departing together for 
a school volunteering trip to Botswana and Zambia agreed to 
receive ID hepatitis B (Engerix B ™) vaccine. At the time there 
were not sufficient stocks available to provide vaccine to the 
whole group via the intramuscular route. The vaccine therefore 
was administered ‘off label’ ID with the person’s fully informed 
consent.

The regimen was two 0.1ml ID doses at separate sites (deltoid 
region) administered on days 0, 7 and 28. They were invited to 
attend the Nomad Travel Clinic UK on return from travel, 4-8 
weeks after the third dose to test for seroconversion. Those not 
seroconverting were tested again after a further two weeks.

Response to intradermal hepatitis B administered 
as an accelerated schedule to young travellers
Goodyer LI1,2,  Howarth A1, Pine E1 , Patel KD4,3 ,Fry G4, Gibbs J1

Results
Of the 20 participants, 16 returned for blood tests within the 
suggested time period of eight weeks. Hepatitis B antibody 
titres are shown in table 1. Four were classified as non-respond-
ers (<10 mIU/ml) and blood levels were repeated after a further 
two weeks. A total of 13 (82%) were classed as responders. 
Two participants experienced mild itching at the sight of the 
injection but otherwise no side effects were reported.

Discussion
The expected seroconversion rate for a short 21-day regimen 
given intramuscularly is 76% in the second month after the first 
dose in those aged over 18 years. Our younger cohort, using the 
intradermal (ID) route, achieved a 67% rate in those measured 
in the second month, rising to 82% by the third month. Our 
small study does indicate that the ID route could be considered 
when hepatitis B vaccine is in short supply and provides a 
reasonable protection rate when used as an accelerated two site 
schedule. A fourth dose should also be given after one year for 
these accelerated regimens followed by confirmatory serology.

Subject number Time of Blood test 
from 3rd  dose (days) 

Result of First test 

MlU/ml 

Result of second test 

MlU/ml (days from 3rd 
dose) 

1 28 <10 <10 (48) 
2 28 526   
3 28 186  
4 28 <10 <10 (42) 
5 28 <10 23 (48) 
6 29 >1000   
7 28 35   
8 28 36   
9 28 52  
10 30 <10 37 (48) 
11 43 488   
12 40 120   
13 49 100   
14 51 1000   
15 35 <10 Did not return 
16 35 170   
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