
Travelwise:
Editorial
I welcomed readers to the first issue of the BGTHA journal in 2000.  
The advent of a new century seemed to be an auspicious time to launch  
the publication. The twice yearly journal was well received. In intervening 
years, it continued with minimal change in presentation, format or  
style for 28 issues. Each publication offered reviews, case histories, 
research articles and commissioned pieces to inform and educate 
association members. Authors from across the globe contributed and 
articles covered the broad spectrum of topics embraced by travel  
related medicine.

The 21st anniversary of the foundation of BGHTA arrives in September this 
year and now seems an appropriate time to update and rejig the journal. 
Travelwise, the quarterly newsletter has always had a snappier layout and 
the editorial team is combining the two, incorporating features of both 
publications to make the journal more readable and reader-friendly, with 
shorter articles presented in a format more easily assimilated. 

Although the journal changed little over the years our membership has 
altered substantially with more nurses, pharmacists and other health 
professionals now in the ranks. This dictates the content of our publications, 
if we are to satisfy changing educational and professional needs. The digital 
age, with much learning dependent on on-line communication, pressures 
on time and shorter attention-spans also demand simple, easily accessible 
reading material. Travelwise – the Journal of BGTHA will appear on-line 
quarterly, with important articles referenced and presented on-line at timely 
intervals. A hard copy of the year’s content will be published annually.

The content will include traditional pieces such as In the News and  
Journal Watch, along with Top Tips, clinical reviews and travellers’ tales  
as well as occasional research articles. At the launch 18 years ago, I 
exhorted members to support the journal and submit articles and I do 
so again. The success of the revamped journal lies ultimately with the 
membership. I hope the changes prove advantageous and wish the  
editorial team every success in this new venture.

Iain B. McIntosh
Editor in Chief
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In the News

Flu vaccination update
There has been some concern over the level of 
protection offered to older people by the influenza 
vaccines currently available, so it came as welcome 
news from the UK’s Joint Committee on Vaccination 
and Immunisation (JCVI) that a more effective 
vaccine is to be made available for the 2018/2019 
flu season. When it met in November 2017 the JCVI 
recommended the use of the adjuvanted vaccine  
Fluad for older patients in the next flu season 
(adjuvants are substances added to a vaccine to 
increase its immunogenicity). 

An extract from the JCVI’s minutes states that  
“The committee agreed that the available evidence 
indicated adjuvanted vaccines were more effective  
in those over 65 years of age, compared with influenza 
vaccine currently used in the UK. Mathematical 
modelling indicated that, under quite conservative 
estimates of effectiveness, the adjuvanted vaccine 
would be highly cost effective in both the 65–75 and 
75 and over age groups”. The JCVI went on to say that 
“switching vaccination of the 75 years and upwards  
age group to adjuvanted vaccine would be the first 
priority, given the un-adjuvanted vaccine showed no 
significant effectiveness in this age group”.

This was backed up by Dr George Kassianos, the RCGP 
lead on immunisation and BGTHA President, who 
stated that “It is becoming more and more evident that 
conventional non-adjuvanted vaccines do not provide 
sufficient protection for our older patients, particularly 
in years dominated by the influenza A (H3N2) virus”. 
The H3N2 virus is the virus responsible for the so-
called “Aussie flu” that caused serious problems in 
Australia during its winter, reached the UK this winter, 
and can be particularly serious in older people.

Our Treasurer is a Fellow!
Derek Evans, BGTHA’s Treasurer, has been designated  
a Fellow of the Royal Pharmaceutical Society. 
Fellowship is awarded to members who have made an 
outstanding original contribution to the advancement 
of pharmaceutical knowledge or attained distinction 
in the science, practice, profession or history of 
pharmacy. This is the first time a Fellowship has 
been awarded to a pharmacist for Travel Medicine. 
We are delighted that Derek’s contributions to travel 
health have been recognised in this way – many 
congratulations Derek!

Carrying medication abroad 
The ISTM Pharmacist Professional Group has  
produced the Database on International Regulations  
on Importation of Medicines for Personal Use.  
The database is intended as a guide only for 
practitioners wishing to research information on  
the importation of medicines for personal use across 
international borders. It is not a definitive statement 
on individual country requirements which may change 
between updates of the database. In addition the 
implementation and enforcement of the country 
regulations may deviate from the stated information. 
The accuracy of translation into English cannot be 
guaranteed. The database is therefore only one 
of various resources that should be used when  
exploring the potential issues in advising travellers  
and ISTM does cannot accept responsibility for any  
inaccuracies arising. 

To make it easier for our members to access the 
database, instead of typing in a very long URL we have 
produced this shortened URL: https://tinyurl.com/
ybqqfucb.

2

https://tinyurl.com/ybqqfucb
https://tinyurl.com/ybqqfucb


Tales from the travel clinic: Faints

Working in travel health has its lighter moments and sometimes distinctly 
odd moments. Here’s a selection of true stories from practitioners about 
fainting travellers. 

I once vaccinated a girl who was going travelling with her identical twin 
sister. They came to the appointment together, to hold each other’s hand. 
In the middle of the vaccine the second twin fainted and I caught her, and 
had to hold on to her while finishing the vaccine for the other! Thankfully no 
needle-stick injuries occurred and both left safely.

A vicar presented at travel clinic for vaccinations in preparation for a 
missionary trip to Kenya. Vaccines completed, the nurse noticed the vicar 
had dropped the information leaflet on the floor and bent down to retrieve it 
for him. At that moment, the seated Reverend toppled forward in a post-
vaccination faint, knocking the nurse backwards onto the floor and landing 
heavily on top of her. Now this was some time ago in the days when nurses 
still wore dresses and paper hats, so picture the scene as she shouted for 
help. Doctors and practice manager rushed in to see the nurse spread-
eagled on her back, legs akimbo with a heavy-breathing, dog-collared man 
face down on top of her. Confusion subsided once he had been rolled off 
her and she was able to explain. The vicar quickly regained consciousness 
but perhaps not his dignity. 

Part of my work as a nurse is to train health care professionals in the dark 
arts of vaccinology. On the ‘Introduction to Vaccination Day’ I included a 
session on injection techniques that required the doctors and nurses to 
role-play consultations in which to draw together all their newly acquired 
knowledge, skills and attitudes, including reconstitution and administration 
of a ‘vaccine’ (water) into their colleague playing the part of the traveller. 
For this purpose the traveller wore a dummy deltoid strapped to their 
upper arm which ensured a reasonably realistic practical session without 
actually receiving an injection. (In my experience doctors and nurses are all 
too keen to stick needles in others but show a marked reluctance to have 
anything done to them.) So, in the practical room set up as mock-clinics, 
they were busily engaged in their vaccine consultations. Suddenly there 
was a shout for help – one ‘traveller’ had fainted whilst being injected into 
her fake deltoid. She recovered spontaneously once helped to lay flat on the 
floor, and once she felt better, explained that although no needle had gone 
anywhere her skin, the process had felt sufficiently realistic to cause her to 
pass out. Oh, the power of psychogenic biofeedback mechanisms!

Adrienne Willcox

3



Norovirus Outbreaks on Cruise Ships: A Review

Abstract
This review examined norovirus features and assessed 
the literature investigating Norovirus outbreaks on 
cruise ships published between January 2002 and 
January 2018. This was achieved by using criteria 
defined below and systematically searching Pubmed, 
Ovid, WebofScience, Scopus, Google Scholar, Cochrane 
and Science Direct for articles pertaining to norovirus 
on cruise ships. 201 articles were collected and 15 
were reviewed. The 15 papers reviewed featured 
87 separate outbreaks of norovirus on cruise ships.
They showed that norovirus is still a potent public 
health issue on cruise ships, however noticeably 
less widespread than a decade ago. There is always 
a much higher incidence of norovirus amongst 
passengers than crew. Passengers and crew with 
norovirus are often not likely to report for medical care 
due to lack of knowledge or fear of isolation. There 
was a higher incidence of outbreaks on bigger, busier 
ships and in Europe and North America; however this 
may be due to searching for articles written in English. 
Age and hand-sanitation awareness were linked as 
risk factors, but the chance of a passenger becoming 
infected with norovirus is very low (0.0185%). 

Norovirus can only be controlled by rigorous hygiene 
and sanitation measures. Compliance in passenger 
and crew reporting needs to be improved and cruise 
ships should be vigilant in maintaining prevention 
strategies such as effective hand sanitization. There 
should also be calls for an international governing 
body to unite legislation across different countries  
and continents.

Introduction
Ever since Norovirus was originally discovered in 
Norwalk, Ohio after a 1968 outbreak, it has been 
the subject of many decades of research.1 Norovirus 
(NoV) or ‘Winter Vomiting Bug’ was the first virus 
that was recognised to cause gastroenteritis,2 yet 
60 years after its discovery it still affects 685 million 
people annually.3 Although usually self-limiting, 
the effects cannot be understated in the elderly, 
immunosuppressed or developing populations. The 
annual mortality rate is estimated to be around 3 to 5 
million4 and even healthy individuals may develop post-
infectious irritable bowel syndrome.5  

NoV is a highly infectious virus that produces 
‘outbreaks’ or periods of accelerated spreading, 
making confined spaces such as cruise ships very 
susceptible. Indeed, outbreaks and infections on ships 
were so common that the America-based Centers 
for Disease Control and Prevention (CDC) established 
the Vessel Sanitation Program (VSP) to collect and 

investigate data on outbreaks and hygiene in an effort 
to prevent and control gastrointestinal infections on 
cruise ships.6 The WHO lays out guidance for ship 
sanitation which incorporated into VSP and European 
Union legislation (SHIPSAN).7 International Health 
Regulations 2005 dictate that a ship must inform the 
relevant public health authority when docking at a port 
of any infections or any risks to public health, who then 
verify that appropriate isolation and hygiene measures 
are in place.8

Yet despite increasing awareness in the prevention 
of NoV and the vast array of literature on it, NoV still 
poses serious problems in confined areas where 
infection can spread more easily such as hospitals and 
cruise ships. In addition, the number of cruise ships 
has significantly risen over the past few decades. The 
reasons for this popularity can be attributed to greater 
affordability, convenience, awareness and perception 
of safety.9 The VSP define an outbreak on a cruise ship 
as >3% of the crew and passengers having contracted 
gastrointestinal infections.10 The existing literature 
surrounding NoV is comprehensive and studies 
regarding NoV and general acute gastroenteritis on 
ships do exist. A systematic review of NoV on cruise 
ships examined studies of outbreaks from between 
January 1990 and July 2013.11 This paper will 
therefore review literature up to the present date to 
examine the trends, epidemiology and extent of the 
problem of NoV on cruises.

Clinical Background
NoV is a non-enveloped, plus stranded RNA virus 
responsible for 95% of all nonbacterial gastroenteritis12 
and is highly infectious. When a person is infected with 
a virus, generally they release billions of viral particles, 
and the infectious dose required to infect another 
person with NoV is far smaller than most viruses, 
requiring only 18 particles.13 After exposure to the 
virus, the incubation period lasts 12–48 hours before 
vomiting, nausea, abdominal pain and diarrhoea begin 
to occur. The major complication arising is dehydration. 
These symptoms usually last a maximum of 72 
hours after which time the patient should recover. 
There is currently no specific treatment for NoV. The 
recommended treatment is simply to replace fluids 
and electrolytes if dehydration is severe and to wait 
until the infection is over.14  

Transmission may occur from consumption of infected 
food or water (faecal-oral), but environmental fomites 
and person to person spread are the principal modes 
of transmission. Viral resistance to ethanol means 
sodium hypochlorite should be used as a disinfectant 
and standard hand washing measures should be 
used as a method of prevention.15 The most common 
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prevention strategy for NoV on cruise ships is isolation. 
VSP 2011 Operations Manual dictates that isolation 
is necessary for infected crew and recommended for 
infected passengers. Crew who handle food should 
continue to be isolated for 48 hours after their last 
symptom and other crew or passengers require 
isolation for 24 hours.16 
 
NoV is very diverse; there are 7 different genogroups 
containing a large number of genotypes (though the 
GII.4 strain accounts for 80% of all infections). There 

Figure 1: This figure shows the lifecycle of NoV and the natural protection of the population against it. Some people are 
naturally resistant, and some are immune to a specific NoV infection. Figure extracted from Hall et al (2013).18 

Methods
In order to select studies that were applicable to 
this literature review Google Scholar, Science Direct, 
Cochrane, Pubmed, Ovid, WebofScience, and Scopus 
were searched. All search engines used had the option 
to conduct a search solely on articles’ titles, abstracts 
and keywords (TITLE-ABS-KEY). Consequently, it was 
decided to search on these fields only to eliminate the 
number of invalid results. The search term entered on 
each site aimed to be as generic as possible to widen 
the scope of this review. Therefore, it was decided 
to search using ‘norovirus’ and ‘cruise’ together as 
keeping the search criteria simple would allow for the 
different variations of the words ‘cruise ship’. This 
appeared as ‘norovirus AND cruise’ or ‘norovirus 
cruise’ depending if the search engine recognized the 
term AND. Out of all the articles returned, they had to 
meet the selection criteria to be chosen. The selection 
criteria were as follows:

i)   studies that are based specifically on NoV  
    outbreaks on cruise ships with quantitative data.
ii)  Must be a cruise ship – this review was not  
      examining private ships or merchant ships such 
      as oil tankers.
iii) Study must be based on outbreaks from 2002  
      till present.
iv) Study must be written in English.

As a result, a total of 201 articles were returned. 
Articles failing to meet the criteria or duplicates were 
not included. In addition, articles that did not meet the 
criteria but were thought to be relevant in providing a 
commentary regarding the extent of NoV outbreaks on 
cruises were chosen so they could be referenced in 
the results. Data was then extracted from the selected 
articles pertaining to the extent and quantification 
of NoV outbreaks. This data was tabled in the results 
section to allow trends to be identified.

is evidence to suggest the viral capsid evolves to 
escape immunological memory yet remarkably is still 
able to bind to the same cell binding site: Polymorphic 
Histoblood Group Antigens (PHGA).17 This means whilst 
immunity to certain strains is possible, there is no 
telling how long it will last. Additionally, not everyone is 
symptomatic when contracting NoV- statistics detailing 
the number of people ‘immune’ to NoV are shown in 
the figure below:
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Author Year of 
Cruise

Continent No. of 
outbreaks

Reported No of 
Passengers with 

NoV Symptoms (%)

True % of 
passengers 
with NoV*

No of 
Passengers

Reported 
No of Crew 
with NoV 

Symptoms 
(%)

True % of 
Crew with 

NoV*

No of Crew % of Cruise 
reportedly ill

CDC19 2002 North America 5 167 (13%) 1318 2 (2%) 564 8.98%
101(8%) 41% 1281 14(2%) 598 6.12%
70(4%) 19% 1984 2(0.2%) 1.5% 941 2.46%

106(5%) 2882 25(3%) 944 3.42%
260(12%) 21% 2318 17(2%) 988 8.38%

Isakbaeva et al20 2002 North America 1 175(8%) 2318 28(3%) ≈767 6.58%
Widdowson et 

al21
2002 North America 20 11(<1%) 1895 3(<1%) 874 0.51%

48(2%) 2103 7(<1%) 850 1.86%
167(13%) 1318 9(2%) 564 9.35%
189(14%) 1336 30(5%) 571 11.48%
356(18%) 1984 13(1%) 941 12.62%

4(5%) 77 7(2%) 35 9.82%
399(30%) 1336 23(4%) 600 21.80%

33(3%) 1269 7(2%) 596 2.14%
155(12%) 1273 18(3%) 586 9.31%

53(4%) 1232 16(3%) 562 3.85%
416(18%) 2318 17(2%) 988 13.10%
195(8%) 2456 23(2%) 999 6.31%
55(3%) 2153 6(<1%) 1026 1.92%
30(1%) 2474 6(<1%) 1020 1.03%
32(1%) 2579 2(<1%) 1024 0.94%

288(15%) 1861 28(3%) 868 11.58%
224(7%) 3154 39(3%) 1184 6.02%
63(2%) 3072 31(3%) 1181 2.21%
41(2%) 2604 2(<1%) 821 1.26%
64(2%) 2605 10(1%) 821 2.16%

Adak et al22 2003 Europe 1 ≈500 Passengers 
+ Crew

≈1800 ≈800 19.23%

Chimonas et al23 2004 North America 1 190(9.4%) 24.1% 2018 20(2.2%) 896 7.21%
Takkinen24 2006 Europe 7 

(Information 
incomplete)

15

70 15
61 -
70 15

116
Verhoef et al25 2006 Europe 1 47% 104 7% 33 35.00%

Neri et al26 2006 North America 3 101(5.3%) 1888 814
252(7.8%) 3245 1184
112(5.6%) 1904 840

Verhoef et al27 2006 Europe 43 48% (only 
highest 
of all 43 

outbreaks 
listed)

19% (only 
highest 
of all 43 

outbreaks 
listed)

41%

Campbell et al28 2006 North America 1 536(19%) 2804 143(12%) 1166 17.10%
Vivancos et 

al29,30
2008 Europe 1 191(16%) 1194 5(<1%) 520 11.44%

Wikswo et al31 2009 North America 1 141(8%) 15.4% 1842 7(<1%) 859 5.48%
Gabbay et al32 2011 South America 1 42(3%) 1224 11(2%) 554 2.98%
Wang et al33 2014 Asia 1 345 1(3%) 47% 32 25.2%

Freeland et al34 2008-2014
Overview 

of all cruise 
ship voyages 
to show NoV 

extent

0 13,568+ 73,500,000 1343+ 0.0185%  
Of all 

passengers 
on all 

cruises 
between 

2008-2014

Table 1: The table above details figures pertaining to the number and size of NoV outbreaks on cruise ships. The data 
extracted from the sources listed is a combination of raw and calculated data from the information that could be 
obtained. *Calculated percentage of NoV infection amongst crew and passengers based on health questionnaires.
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Epidemiology
The tabled results depict 87 separate outbreaks and 
largely consist of studies from North American and 
European cruises. The reason for this may be that 
cruising is more popular in these areas or perhaps 
because the selection criteria stated that only 
articles in English could be used. The figures above 
demonstrate how an uncontrolled outbreak can affect 
the population of a cruise ship. It is however important 
to keep in mind there are many thousands of cruises 
a year and norovirus outbreaks are rare. The chance 
of any individual cruise passenger being affected by a 
norovirus outbreak is 0.0185%.
 
Vivancos et al29,30 included a comprehensive study on 
the epidemiology. The average age of the passengers 
was 60.8 years, yet the average age of those infected 
with NoV was 71.6, showing that age is a risk factor. 
Vomiting and diarrhoea were the most common 
symptoms in all studies and the busiest decks on a 
ship such as the Main deck and Bridge deck had the 
highest incidence of NoV. The results demonstrate that 
NoV remains a risk for cruise ships and if an outbreak 
is not properly controlled it can spread very quickly 
and have devastating consequences to passengers, 
staff and the reputation of the cruise company.

Trends
Data was not always available for every field of 
the results table. Therefore, information that was 
not present has been left blank in the table. When 
available, the true value of NoV infections is 
significantly higher than reported passenger and 
crew values. This is because reported passenger and 
crew values are taken from the cruise ship infirmary 
logs whereas true values are obtained through 
investigations from third parties such as CDC during an 
established NoV outbreak. Using an anonymous survey, 
passengers are questioned about symptoms and if 
the symptoms meet the criteria, a diagnosis of NoV or 
Acute Gastroenteritis can be presumed. Additionally, 
cruise outbreaks of NoV in Europe involve a greater 
percentage of passengers and crew than those from 
other continents. There would appear to have been 
considerably more outbreaks from the studies dated 
2002–2010 than the studies dated 2010–2018. 

Interestingly, the percentage of crew infected with 
NoV is consistently lower than the percentage of 
passengers infected. This is especially unexpected 
considering the crew live below deck in more crowded 
and confined conditions instead of the comparatively 
luxurious quarters of the passengers. According to 
Wang et al,33 only one crew member reported feeling 
unwell and was diagnosed with NoV, yet 15 out of  
the 32 cruise members tested positive for a strain  
of NoV. This may suggest that crew members are 
unwilling to come forward and inform the cruise’s 
medical team about their symptoms or are simply 
asymptomatic carriers.

Neri et al,26 examined passenger behaviour during 
outbreaks. The article details how a questionnaire was 
handed out to the passengers during the 3 outbreaks. 
At the third outbreak, the questionnaire enquired 
why, if the passenger was ill, they didn’t report to 
the infirmary. Seventy per cent of passengers replied 
they did not feel their condition was serious. This 
implies a lack of education and knowledge about the 
seriousness, infectivity and consequences of NoV for 
both the subject and fellow passengers. Additionally, 
those who had NoV reported they did not believe 
hand-washing was effective and were less likely to 
wash or sanitize their hands. This is clearly an area 
in which more could be done to educate passengers 
why they should sanitize their hands. However not all 
hand-sanitizers are effective against NoV, such as the 
aforementioned ethanol, so using effective sanitizers 
is necessary.

Lastly one study which did not meet the criteria as 
it had no statistics on outbreaks, was relevant as 
it tested hygiene and effectiveness of cleaning on 
cruises. Carling et al35 took environmental swabs of 
potentially contaminated objects such as toilet seats 
and flush handles from 56 cruise liners. Only 37% of 
the 8344 objects were disinfected on a daily basis and 
over half of the cruise ships cleaned less than 30% of 
these objects on a daily basis. Some of these cruise 
ships however had excellent ratings for VSP inspection, 
indicating that current sanitation guidelines may not 
be effective.

Discussion
Larger numbers of people met the criteria for acute 
gastroenteritis compared with the low numbers of 
reported cases. This may be due to a fear of reporting 
to the ship’s infirmary or a lack of education about 
NoV. The consequences of seeking treatment may 
scare some passengers and crew into not reporting 
their condition. The consequences for passengers 
include cabin isolation or being removed from the 
ship. Similarly, for the crew it may result in isolation, 
suspension from the ship and a reduction in pay. The 
crew consistently reported notably lower infection 
rates than did passengers. Reasons for this may 
include the average age of a crew member being  
lower than the average age of a passenger since age  
is a risk factor. Crew are also subjected to small doses 
of NoV more often as they work on cruises, meaning 
they may have greater immunity. It may also be related 
to crew living and dining in separate locations from  
the passengers. 

The higher percentage of passengers infected in 
outbreaks occurring in Europe may be attributable to 
discrepancies between VSP and SHIPSAN guidelines 
or the increased likelihood that an outbreak will be 
reported if it involves a large proportion or number 
of passengers. Indeed, of the studies chosen, the 
majority of outbreaks occurred on large cruise ships. 
Larger cruise ships are more likely to have passengers 
carrying NoV purely by chance and outbreaks amongst 
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larger populations will attract more media attention. 
The higher number of older studies (2002–2010) 
compared to recent ones (2010 – present) might  
reflect a greater understanding about the control and 
spread of NoV in combination with effective prevention 
strategies such as hand washing, though the lack  
of more recent literature may simply be because 
 it takes a few years for a study to be written and 
consequently published.

This literature review aimed to cover comprehensively 
all the current literature specific to NoV on cruise ships. 
However, there were some problems encountered in 
trying to achieve this. The search criteria were very 
broad, returning 201 articles; this was very time-
consuming to sift through. Additionally, some of the 
articles selected did not include all the data needed. 

When collecting results data, it was noticed there  
were not many relevant articles from the past few 
years – yet literature between 2002–2010 was 
plentiful. An explanation for this may be that NoV 
outbreaks are no longer so heavily publicised and are 
not attracting as much media attention now. It may 
also point to hygiene and infection control measures 
by cruise ships being an effective prevention strategy. 
Yet this is a growing gap in our knowledge as the 
studies published are getting progressively more 
outdated without continual published surveillance. 
This should be an area of focus for future studies.

Conclusion
In conclusion, NoV remains a significant risk about 
which cruise companies must remain vigilant. Despite 
this, it has been proven that risk of contraction of  
NoV during a cruise ship outbreak is low and the issue 
may not be particularly common. Nevertheless, when 
an outbreak begins, the infectivity of NoV means the 
confined nature of cruising vessels leaves passengers 
vulnerable to the infection. The elderly are particularly 
vulnerable and NoV will most commonly manifest as 
vomiting and diarrhoea. Outbreaks are more likely  
to occur on large cruise ships and of all the studies 
that met the criteria, the worst outbreaks seemed  
to be in Europe whilst they most frequently occurred 
in North America and Europe. These outbreaks have 
occurred in cruise ships in nearly every continent 
proving although studies have mainly been conducted 
in Europe and North America, it is an international 
problem. Therefore, it would make sense to combine 
individual efforts such as the American CDC (VSP) 
and European Union legislation (SHIPSAN), which 
follow World Health Organization Guidelines, into 
one international organization that is internationally 
responsible for Cruise Ship outbreak surveillance  
and prevention. This would allow international 
standards to be developed for hygiene and sanitation. 
It may also prove useful to report all NoV infections  
to this international body, regardless of whether  
there is an outbreak or not, to allow analysis of 
international trends.

Environmental swabs have proven that thorough 
cleaning, which is vital in preventing NoV outbreaks, 
could be an area of improvement. Prevention 
strategies such as hand sanitation, isolation, and 
disembarkation have proven effective, yet the finality 
of some of these strategies may lead to under-
recording of outbreak statistics as passengers are 
unwilling to seek treatment being fearful of the 
consequences. Changing the hand sanitizer used and 
ensuring every surface is disinfected could also be 
vital in an effort to prevent outbreaks. 
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ABC of Travel Health course: an update

Since the launch of the course in November 2017 over 700 people have 
registered on the course website. At the time of writing over 50 have paid 
the course fee and to date 43 have completed the course and been given 
certificates of completion. Over the 2018 Easter period we gave free access 
to the whole of the course as a promotional event, and no less than 22 
people managed to complete the course during those 4 days. 

One of the first to complete the course was one of our European colleagues, 
someone who is well known to many in the field of travel health, and his 
feedback was “YES! I’ve finished and I must confess this is really a SUPER 
COURSE!!!! I promise I’ll advise many other colleagues to take it! It’s really 
worth it!” Here is some of the other feedback we have received:

• Many thanks for a very useful update in Travel Health I haven’t  
been involved with travel clinics for 10 years and I found this  
very comprehensive. 

• Thank you for the excellent course. 

• Thank you for a wonderful update to my learning. 

• Found this course a very useful knowledge check and update.  

• The course was very informative with suitably challenging questions. 

• I have now completed this informative and valuable e-learning. 

• I am pleased to have finished this useful course. 

• I really enjoyed doing this course. 

• Thank you for the excellent and comprehensive course. It’s relevant for 
my work as I provide travel consultations. 

• I have just completed the 10 lessons which were great. 

• I have enjoyed it and learnt a lot.

All this is very encouraging, 
but we still need to promote 
the course vigorously if it is to 
continue. It is unique in that 
not only is it a comprehensive 
introduction to travel health and/
or a useful refresher course to 
those already involved in the field, 
with self-assessment questions 
to test the knowledge you have 
gained, but for a relatively modest 
fee it can be completed in the 
student’s own time and at the 
student’s own pace, at home or  
at work, needing only a computer,  
tablet or smartphone connected 
to the internet. 

As a BGTHA member, you can 
play your part. Go to https://
www.abcoftravelhealth.com 
and register (you do not need 
to pay at this stage). Have a 
look at some of the free lessons 
and, if you like what you see 
and feel that you could profit 
from it, you can pay the reduced 
fee for BGTHA members using 
a voucher code that you can 
obtain by contacting editor@
abcoftravelhealth.com. You can 
also help by recommending  
the course to all your friends  
and colleagues involved in 
advising travellers. 
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Complex post-surgical patient travelling to altitude

A patient presented for a week’s skiing trip in 2 weeks time at altitude in 
excess of 3000 metres on the French/Italian border. She was 46 years of 
age, not taking any medication but previously had carotid artery surgery. 
This was her first time at this altitude since the surgery and she had 
approached her GP who refused to provide her with a prescription for 
acetazolamide as he considered it a ‘luxury’ medicine and also declined to 
provide a private prescription.

A quick revision of the anatomy of the neck and carotid artery surgery 
established that the carotid body is responsible for the regulation of hypoxia 
within the body, and according to Hackett 1 is commonly damaged or 
ablated during this type of surgery. Studies have shown that the ventilatory 
response to hypoxia, above 1500 metres was abolished by the surgical 
procedure. An earlier report highlighted a traveller on a first time ascent 
to Namche (3400m) following irradiation of the neck suffered unexpected 
levels of unconsciousness (oxygen saturation 33%) and was diagnosed 
with high altitude cerebral oedema (HACE) and high altitude pulmonary 
oedema (HAPE) on the second day of a trek. Upon recovery the proposal 
was that the radiation therapy had damaged the carotid bodies in the 
neck making him more susceptible to acute mountain sickness2 (AM). In a 
2010 study it was reported that neck irradiation or surgery involving one or 
both of the carotid arteries can damage or ablate the carotid bodies. The 
results indicated that all patients had a suboptimal ventilatory response and 
significantly decreased arterial partial oxygen pressure (PaO2).

3

The evidence indicated that patients with this type of surgery lack adequate 
ventilatory responses to acute altitude hypoxia. Considering the risks of 
this patient, an increased risk of AM would require consideration of using 
preventative medication such as acetazolamide; using a personal oximeter 
to measure her oxygen saturation; education and training on the symptoms 
of HACE, HAPE and action to be taken if these appeared along with 
informing her insurance company of her intended trip activity. 

At the consultation the patient attended with her partner and the attitude 
was that they were going to continue with their ski trip irrespective of any 
negative advice that could be provided as this was in their ‘bucket list’. As 
the consultation moved from the explanation of acute mountain sickness 
syndrome to the prophylaxis using acetazolamide, the question of insurance 
was raised. A quick phone call to their trip insurers was followed by a reply 
of an increased premium of over £500 for this patient due to the risk of 
altitude sickness and the lack of emergency medical services within the 
immediate area.

In conclusion, the identified risks could be managed successfully using 
acetazolamide, but there were still increased risks of developing HACE 
and HAPE due to the lack of ventilatory responses. As in many cases the 
patient was balancing all the risk information but the deciding factor was 
the increased insurance premiums. The patient and her partner decided 
to continue the skiing adventure but adjusted the altitude to 2600m and 
to take a course of acetazolamide. Whether the insurance company was 
informed and increased premium paid remains unknown, however, upon 
reflection, it highlights the value of introducing the question of insurance 
into a travel health consultation. 
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Journal Watch

Interventions for preventing high  
altitude illness: Part 2. Less commonly-
used drugs.
Garav AG, Franco DM, Estrada VHN, Marti-Carvajal AJ, Arevalo-Rodriguez 
I. Cochrane Database of Systematic Reviews. DOI: 10.1002/14651858.
CD012983

This review included randomized controlled trials conducted in any setting 
where one of five classes of drugs was employed to prevent acute high 
altitude illness: selective 5-hydroxytryptamine receptor agonists; N-methyl-
D-aspartate (NMDA) antagonist; endothelin-1 antagonist; anticonvulsant 
drugs; and spironolactone. The four main comparisons reviewed were: 

• Sumatriptan versus placebo (1 parallel study; 102 participants)
• Magnesium citrate versus placebo (1 parallel study; 70 participants)
• Spironolactone versus placebo (2 parallel studies; 205 participants)
• Acetazolamide versus spironolactone (1 parallel study; 232 

participants). 

The review concluded that there is a scarcity of evidence related to these 
interventions and that clinical benefits and harms related to potential 
interventions such as sumatriptan are still unclear. The conclusions stated 
that the evidence is limited due to the low number of studies identified 
(for most of the comparisons only one study was identified); limitations in 
the quality of the evidence (moderate to low); and the number of studies 
pending classification. The final conclusion was that there is a lack of the 
large and methodologically sound studies required to establish or refute  
the efficacy and safety of most of the pharmacological agents evaluated  
in this review.

Comment
Many pharmacological agents have been suggested as a possible  
means of avoiding acute altitude illness, ranging from the tried and tested 
acetazolamide to ginseng and chewing coca leaves. There are possible 
theoretical reasons why some of the agents referred to in this Cochrane 
review might be effective, but the review has shown that there is a lack of 
suitably strong evidence for the use of sumatriptan, magnesium citrate or 
spironolactone. Adequate acclimatisation by limiting the rate of ascent to 
high altitude is the one reliable means of avoiding acute altitude illness, but 
in situations in which drug prophylaxis is deemed necessary the standby 
medication for most travellers remains acetazolamide, and corticosteroid 
drugs such as dexamethasone may have a part to play for some travellers. 
Situations in which drug prophylaxis may be required include flying directly 
into a high altitude airport without time for acclimatisation; itineraries in 
which a safe rate of ascent is not possible because of the lie of the land; 
and previous acute altitude illness in spite of appropriate attempts  
to acclimatise.

First case of 
Stevens–Johnson 
syndrome after 
rabies vaccination.
Ma L, Du X, Dong Y et al. Brit 
J Clin Pharm. DOI: 10.1111/
bcp.13512

The authors describe the first 
case of Stevens–Johnson 
syndrome (SJS) occurring 
eight days after the first dose of 
a three-dose rabies vaccination 
series. The patient had no history 
of vaccine-related rash or other 
adverse drug reactions, nor had 
she received any other drug 
therapy. The authors conclude 
that the temporal relationship 
between the development of SJS 
and the vaccination suggests that 
the rabies vaccination probably 
was the causal agent. 

Comment
Stevens-Johnson syndrome is  
a serious hyperimmune reaction 
characterised by blistering and 
peeling of skin and mucous 
membranes. It is usually 
precipitated by infection or  
a variety of different medications.  
It is also more likely to 
occur in the context of HIV 
infection or other causes of 
immunosuppression, a previous 
or family history of SJS or in 
individuals who possess the 
HLA-B*1502 gene. Although there 
have been no previous reports of 
SJS following rabies vaccination, 
the authors failed to identify 
any other potential cause in this 
case and so it was assumed that 
rabies vaccine was the cause of 
SJS. Since the human diploid cell 
rabies vaccine was introduced in 
1967, millions of doses have been 
administered. The fact that this 
is the first recorded cases of SJS 
caused by the vaccine, if this is 
indeed the case, should not deter 
us from vaccinating those at risk 
of this fatal disease.
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New Patient Group Direction from  
Public Heath England

PGD for Travel Clinics for Typhoid Vi 
Antigen vaccine
This patient group direction (PGD) template supports the administration  
of typhoid Vi polysaccharide vaccine to overseas travellers at risk of 
exposure to Salmonella enterica serovar typhi (S. typhi) in accordance  
with recommendations from the National Travel Health Network and  
Centre (NaTHNaC). It is valid from 1 March 2018 to 29 February 2020.

Practitioners must not use this PGD template until it has been authorised  
in Section 2. This is a legal requirement in the UK and elsewhere (see 
Human Medicines Regulations 2012). Practitioners should follow local 
policy and procedures to access authorised PGD documents. This PGD 
template should be used with reference to current national guidance: in  
the UK this is the ‘Green Book’ (Immunisation Against Infectious Disease), 
and the Summary of Product Characteristics for the vaccine. For full  
details of the PGD go to https://www.gov.uk/government/publications/
typhoid-vi-vaccine-patient-group-direction.

PGD for MMR Vaccine 
This patient group direction (PGD) template supports the administration of 
measles, mumps and rubella (MMR) vaccine, to individuals from one year 
of age for routine immunisation or from six months of age if early protection 
is required, in accordance with the national immunisation programme and 
PHE guidelines on post-exposure prophylaxis for measles. It is valid from 1 
March 2018 to 29 February 2020.

The same legal requirements apply as for the typhoid vaccine (above). 
For full details of the MMR PGD go to https://www.gov.uk/government/
publications/mmr-patient-group-direction-pgd-template#history.
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Bhutan: Land of the Thunder Dragon

Last September I was privileged to visit once again 
the wonderful Kingdom of Bhutan. I had been there 
several times before as a tour leader, but this time 
I was accompanying a friend who had seen my 
photographs and was eager to see the country  
for herself.

Bhutan is a small landlocked country of around 14,800 
square miles with a population of fewer than a million 
people, sandwiched between India and the Tibet 
Autonomous Region of China and situated to the east 
of Nepal. It is still a kingdom, though becoming more 
democratic in recent years, and its official religion is 
Buddhism. The current king is young and appears to 
have the welfare of his subjects and their culture at 
heart whilst bringing it into the 21st century. His father, 
the previous king, abdicated in order for his son to 
be able to do so. It was the old king who said that he 
was not as interested in the gross national product 
as in the gross national happiness, and so far his son 
appears to be following in his father’s footsteps whilst 
adopting some of the better aspects of modern life. 

Bhutan’s landscape varies from the tropical southern 
region continuous with West Bengal in India to 
Himalayan mountains in the north, the highest of 
which, Gankar Puensum, at over 7500 metres, is the 
world’s highest unclimbed peak.

Figure 1: Map of Bhutan

Bhutan holds firmly to its culture and traditions. It 
has its own language (Dzongkha) and currency (the 
Ngultrum) and all buildings must conform to traditional 
style. Houses feature elaborately carved and painted 
wood and the walls are often painted with Buddhist 
symbols and depictions of the male phallus, a symbol 
of both power and protection. Although some people 
wear western-style clothes, traditional dress (the gho 
for men and the kira for women) is still worn by many 
and is worn by everyone on formal occasions.

Figure 2: men in traditional dress

Figure 3: women in traditional dress

Figure 4: A Traditional Bhutanese house
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The central focus of every town of any size is the 
dzong. This is a combination of fortress, town hall, 
temple and monastery and is the religious and 
administrative centre of the community. 

Figure 5: The Dzong at Punakha

The capital of Bhutan is Thimpu, but the country’s only 
international airport is at Paro, situated in the only 
valley suitable for large aircraft to fly into and out of. 
A “must do” when visiting Paro is to walk up to the 
famous Tiger’s Nest monastery, situated on a step  
cliff. Tradition has it that Vajrayana or Tibetan 
Buddhism was brought to Bhutan in the 8th century  
by Guru Padmasambhava, who flew from Tibet on  
the back of a tiger and landed in a cave on this cliff, 
where he meditated for three years, three months  
and three days; the temple was eventually built in the 
17th century.

Figure 6: The Tiger’s Nest monastery

Each major centre of population has its annual festival 
or Tsechu which goes on for several days, with dancers 
in amazingly colourful costumes perform folk dances, 
religious dances and dances re-telling stories from 
the history of Bhutan. Our visit last year was timed to 
coincide with the Tsechu in the capital, Thimpu.

Figure 7: Dancers with drums at the Thimpu Tsechu

Figure 8: Dancers in animal masks

Enlivening the proceedings are the Atsaras, who 
appear at first sight to be clowns, with their grotesque 
masks and clownish antics, including brandishing huge 
red-painted phalluses, especially at young girls and 
embarrassed tourists. The Atsara character, however, is 
more than just a clown for entertainment. He combines 
the spirit of the sacred and profane, wit and wisdom, 
humour and responsibility and helps the audience to 
forget their worries and problems and to forget their 
self-importance, hypocrisy and false propriety.

Figure 9: An atsara entertaining the audience
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In spite of its small size, Bhutan offers its people  
a free health service and free education up to and 
including higher education. For those not going 
into academic higher education there are training 
programmes in traditional crafts and skills. The main 
source of income is from the sale of hydro-electric 
power to India. It would be easy for such a small 
country to become a pawn in the power game between 
its neighbours India and China, but so far Bhutan has 
managed to walk this tightrope without sacrificing its 
culture or its independence.

In a short article such as this is it impossible to show 
the complete range of experiences that Bhutan has 
to offer, but perhaps some of our readers will be 
tempted to visit this remarkable country. They will 

not be disappointed. There is a widespread belief 
that numbers of tourists are restricted. This is not 
strictly true, but there is a charge of US$250 per day 
levied on all tourists. which, however, includes travel 
and accommodations costs within the country. Only 
the Bhutanese airline Druk Air operates to and from 
Bhutan, flying from Delhi, Kolkata and Kathmandu, but 
it is possible to travel by road via Phuentsholing on the 
border in West Bengal. All visitors must travel with an 
approved tourist guide and must be approved prior 
to travel for the issue of a Bhutanese visa, which is 
collected at the point of entry. 

Mike Townend

Q&A: Hepatitis B boosters

Question
Please clarify the question of the need for boosters after a complete primary 
course of hepatitis B vaccine for travellers. We understand the single 
booster at 5 years is no longer needed. 

Answer
You are aware of the shortage of some travel vaccines we have been 
experiencing recently. Hepatitis B vaccine is one such vaccine. The shortage 
of this vaccine since 2017 has been due to global manufacturing issues. 
In February 2018, Public Health England announced its plan for phased re-
introduction of hepatitis B vaccine for lower priority groups (see reference 
below). We expect vaccine supplies to improve this year as manufacturing 
issues have been resolved in the major supplier. This does not mean the 
vaccine supplies will be plentiful. Around the world there is backlog demand 
from 2017 and here in the UK there are reduced allocations from another 
manufacturer. There is, therefore, a need to prioritise the use of hepatitis B 
vaccine. Travel per se is not a priority.

The new advice is that boosters will no longer be routinely required in 
healthy, immunocompetent adults who have completed a primary course of 
hepatitis B vaccine. This advice applies also to healthcare workers who are 
known responders. 

I suggest you access the reference given below where you will find 
important information on the groups at risk and how they should be 
managed as well information on the priority groups.

Reference: 
https://www.gov.uk/government/
publications/hepatitis-b-vaccine-
recommendations-during-supply-
constraints Ref: Gateway number: 
2017806

Dr George Kassianos
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Travellers’ tales: rabies in Tofo

You’re never “off duty” if you are a travel health 
specialist. “Hey, Caroline you are a doctor aren’t you?” 
I’d been in Tofo, a small sleepy village on the coast of 
Mozambique for a week, scuba diving and relaxing 
with a book, overlooking the ocean. My husband and 
I had just finished a morning of diving and we were 
enjoying coffee and cake in the dive shop. The expat 
South African owner walked over and interrupted our 
discussion about whale sharks. “What do you think 
about Maria’s dog bite?” We had seen a lot of dogs 
around the village but they all seemed to have owners, 
or at least to be known and tolerated by the local 
establishments. Every restaurant had a resident dog, 
gazing at diners, hoping to be given tit-bits. They all 
looked well fed and cared for. 

Maria was a two year old living in the village with her 
Portuguese mother. She had been bitten on the arm 
by a local dog the previous week and her mum had 
taken her to Inhambane, the largest town that morning. 
It was an hour on the bus over rutted roads. She had 
initially gone to the pharmacy and was sold three 
doses of rabies vaccine, and told to go to the local 
community clinic for administration of the vaccine on 
days one, 7 and 21. However the nurse told her that 
Maria was “too young” to be given three doses of 
vaccine, and that she should only have two, a week 
apart. She had given her the first dose that morning. 
Mum was now very confused about conflicting advice 
she had received, and was obviously worried what to 
do. She had heard that there was an English doctor on 
holiday in the village, hence Gill’s questioning. 

“Do you know the dog?” I asked. “Oh yes, it’s a local 
dog, belongs to a neighbour. It’s a lovely dog, but 
Maria might have frightened it so it snapped at her.” 
She had a small scratch on her upper arm. Gill then 
explained that all the local dogs wore collars if they 
had an owner, and a vet from South Africa came to 
the village regularly, vaccinating and worming all dogs 
with collars, and any dog seen without a collar was 

shot by the local police. So little Maria was bitten by a 
dog with a collar, and she didn’t need post exposure 
vaccination after all. 

I chatted with mum and established that she had not 
worried about rabies vaccination until Maria had been 
bitten, and that Maria had never received pre-exposure 
vaccination. I was able to reassure her that Maria had 
not been exposed to rabies by the dog bite, but she 
had received the first vaccine in a course of three 
which would help to give her protection in the future.  
I also explained that it would be a good idea to get the 
rest of the family vaccinated-something she had never 
considered.

Local knowledge about rabies in both locals and 
expats seemed to be lacking. No one working in the 
dive shop had received pre-exposure vaccination and 
even local health professionals gave conflicting and 
incorrect advice. I was happy to give Gill information 
about rabies and why pre-exposure vaccination is so 
important in an area where rabies is endemic. 

You are never off duty if you are on holiday. Locals 
will often seek you out for what they perceive as 
more expert advice. Don’t assume that local health 
professionals are as up to date as you are, or that  
they have access to rabies immunoglobulin. If Maria 
had been bitten by a real stray, she would probably 
have had to go to Maputo or Johannesburg to get it,  
a journey of several hundred miles, if it had been 
advised at all. 

The dog in the cafe sighed, as if to apologise for the 
trouble Maria had been put through, put his head on 
my knee and waited for another piece of carrot cake - 
how could I turn down such a request?

Caroline Evans
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Vaccination troubleshooting Part 1

Figure 1 Deep s/c technique

Adrienne Willcox

Help! I gave Stamaril vaccine but it 
trickled out of the site and down the 
traveller’s arm.
Make sure your technique is correct: a deep subcutaneous route should  
be used. Bunch the deltoid and insert the needle at a 45° angle. It is 
important that the vaccine is deposited in the subcutaneous tissue and  
not too superficially, as can happen with too acute an angle – when the 
needle is almost parallel with the arm! Dribbling down the arm implies a 
significant loss of vaccine which may require immediate re-vaccination.

There is little published research on whether to inject from above or below 
and in my role as a practice educator I see a variety of techniques. In the 
absence of published evidence, a strong clinical rationale is required. 
Inserting the needle from above allows gravity to do its job and stops 
leakage of vaccine upwards through the track made by the needle (see 
image). If the direction of injection is from below, i.e. pointing the needle 
upwards into the arm, the vaccine can flow down and out of the arm when 
the needle is removed, especially if the traveller contracts their muscle or 
conversely, has loose skin that has little elasticity.

Ensure pressure is applied (without rubbing) to the site immediately  
after injection.
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The Impact of Voluntourism on Health and Poverty

Now tell me my friend, for I don’t comprehend
Why E=Mc squared;

And why nations keep arming, with half the world starving
And people are worried or scared.

Sometimes we can make our ambitions come true,
With a truly great effort, for sure;

And if pipe-dreams we share (be as bold as we dare)
They too may quietly mature.

Figure 1: The Brandt Line, Copyright © 2018 BBC 8

Introduction
The aim of this paper is to define the term 
“voluntourism” and assess its impact on poverty  
and health in the Global South. 

It is widely understood in the 21st century, that health 
and poverty are closely linked; and are the products 
of many social, economic and environmental factors. 
Addressing these intertwined issues, such as access 
to education, employment and clean water, is the 
focus of many international outreach programmes. 
The providers of these programmes are traditionally 
either government sponsored organisations, charities, 
or other non-governmental organisations ( NGO’s). 
However, a new concept of “voluntourism” has 
emerged, which facilitates ordinary members of 
the public to combine leisurely holidaymaking, with 
volunteer work in poorly resourced countries. The 
projects commonly involve volunteering in local 
schools and orphanages, working on conservation 
projects or building infrastructure. The trip length 
varies from weeks to months, and no relevant 
experience is required for projects, including those 
involving teaching and infrastructure.1 The leisure 
element is such of any foreign holiday, encompassing 
sightseeing with relaxation in exotic settings. 
Voluntourism has been endorsed by the government  
of the United States of America (USA). A bill passed  
in 2009 states that its citizens involved with 
international volunteer work, “play critical roles in 
responding to the needs of people living throughout 
the developing world.”1

Not only in the USA is this form of travel increasing in 
popularity. Professor Nancy Gard, from Virginia Teach 
University in the USA, estimates as many as 10 million 
people from across the globe partake in voluntourist 
projects annually.2 Individuals are likely influenced by 
the media: films such as ‘Hotel Rwanda’3, television 
infomercials3and initiatives including Band Aid4, 
have inspired a new generation of social activists to 
experience these poorly-resourced countries first 
hand. Advocates for voluntourism praise the concept. 
They cite altruistic aims of contributing to sustainable 

development, poverty alleviation, and global solidarity 
as being voluntarist’s central motivations.3 However, 
critics argue that voluntourism is a selfish pursuit, 
motivated by the acquisition of “cultural capital” for 
employment purposes in an increasingly competitive 
corporate market5. In addition, due to increasing 
popularity and demand for voluntourism providers, 
a competitive market of commercially orientated 
companies has developed. The experiences they 
offer tend to be more commodified and are profitable 
for the companies. Figures from 2016 state that 
the travel volunteer industry was worth $2 billion 
annually.6 This has led to the question of who are the 
real beneficiaries of voluntourism?

In practice, does voluntourism 
unite or divide communities of the 
Global North and Global South? 
The Global North/South divide is a conceptual 
line (Brandt line7), in terms of development and 
wealth, roughly between the northern and southern 
hemispheres. The Brandt line postulates that whilst 
much advancement has been made to lift millions 
of people out of absolute poverty, inequalities within 
countries have grown, as has the gap between the 
world’s richest and poorest countries. 
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Critics claim that voluntourism perpetuates 
paternalistic attitudes of voluntourists from the Global 
North, by reinforcing status differences between the 
host and voluntourist communities. Voluntourists 
attitudes marginalise community members as “them” 
who are deprived, and “us” who are privileged9. 
This “saviour” mentality, coupled with the relatively 
passive role bestowed upon community members, 
can have negative consequences of disenfranchising, 
disenchanting and undervaluing communities and their 
capabilities. In the long-term, social identity theory 
suggests that the nature of this relationship can limit 
self-belief among the disadvantaged group, preventing 
them from working together to improve their standards 
of living.10 

Socio-political critics argue that due to the 
“unidirectional flow” of volunteers and materials  
from the Global North to the Global South, “post 
colonialist” relationships are reinforced.10 This 
relationship can firstly develop with groups’ attitudes. 
Voluntourists, assuming the role of ‘givers’10 are 
deemed more knowledgeable and capable than 
community members in whatever tasks they pursue3, 
despite often having little or no experience in the task 
at hand. By providing free labour, they may also take 
away valuable employment opportunities from more 
qualified locals.3 In addition to imposing a culture of 
Western authority and superiority3, this attitude can 
promote host community dependence on volunteers’ 
contributions10, a conflicting outcome with regards  
to the supposed altruistic aims of these projects. 

In some countries, being literate in English is 
associated with “computers, technology, science, 
internationalisation and global markets.”1 Hence, 
a grasp of the English language in some poorly 
resourced countries, is associated with social 
mobility, economic and political emancipation. 
Real connections between English literacy and an 
individual’s ability to lift themselves out of poverty,  
is dubious however.1 Moreover, English education 
in rural communities may generate additional, 
unforeseen consequences. Exacerbation, or indeed, 
construction of linguistic hierarchies, can relegate 
native languages to more humble domains; of religion 
and child-rearing for example.1 This black-and-white 
view can be damaging for communities living in 
poverty, as there are many benefits of being literate 
in the native language. This is especially true for 
women and the very poor, as gaining respect and 
independence for being literate, increases their  
life chances. 

English education can however, be seen purely as a 
pragmatic tool. In addition to making the Global North 
more accessible, English literacy also facilitates host 
country’s entry into the “economic grid”; arguably 
bolstering the agency and power of the country1.  
This form of education is advocated for by many 
national leaders and policy makers. Such is the case 
in Nigeria and South Africa, with decision makers 
acknowledging the link between English literacy, and 
scientific and technological advancement within their  
respective nations.1

Figure 2: Peruvian women selling produce on a pavement. By Isobel 
Robertson. Reproduced with permission

Figure 3: Voluntourists pose with young Monks at the end of 
their two week English education project. By Isobel Robertson. 
Reproduced with permission

In contrast to previously discussed issues, it can be 
argued that voluntourism has the effect of empowering 
community members9, and helping communities 
to realise their capabilities. It is a frequently shared 
anecdote among voluntourists, of local community 
members laughing at the foreigners for their lack 
of “reflexivity” and proficiency at carrying out their 
projects. Voluntourists weaknesses and lack of 
expertise can change the dynamic of their relationship 
with the host community. People living in poverty are 
often depicted as lacking “legitimate knowledge and 
analytical ability”. Therefore, voluntourists willingness 
to accept and act on advice from community members 
can be empowering for the hosts and improve their 
self-esteem. A local member of a community in the 
Philippines credited the presence and work of the 
voluntourists for the increase in the community’s 
confidence, while also “rejuvenating the spirit”9.  
An example of this inspired initiative was witnessed 
in the rural Nicaraguan village, La Fortuna. Andreas, 
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a local Nicaraguan man, worked closely with 
voluntourists, and took ownership of a task to create 
signage signifying the importance of clean water. 
Andreas refined the manufacturing methods and 
overall quality of the signage, and of his own accord 
chose to display the sign proudly in front of his home.

Figure 4: Nicaraguan local carving signage. Author’s  
own photograph.

Figure 5: Nicaraguan local proudly displaying his hand-carved sign. 
Author’s own photograph.

Supporters argue that voluntourism cannot be 
dismissed as being an egotistic enterprise because 
deeper relationship-building facilitates cross-
cultural learning and highlights the value of the 
host community’s culture9. Indeed, the presence of 
voluntourists can ignite a sense of belonging within 
the community. A host community member from the 
Philippines said of the impact of the voluntourist 
project in his neighbourhood, “The difference is that 
we are now part of this barrio, where before we just 
lived here”. Ironically, voluntourists ignorance of some 
cultural social etiquette, have a uniting effect on the 
host community. Being ignorant of, or seemingly 
disregarding the “class system” in the Philippines  
for example, community members were not made  
to feel “inferior, second rate citizens”, but were 
treated as equals.9 

Are voluntourist projects designed 
with a superficial understanding 
of poverty, development and 
community health needs? 
Critics argue that voluntourism lends itself to giving 
volunteers a naïve understanding of poverty.3 Since 
most projects are based in areas which are relatively 
safe, or aesthetically pleasing, voluntourists may 
neglect to appreciate the complicated, nuanced, 
and “often hidden” processes of poverty, therefore, 
overlooking factors such as colonial history, 
precarious democratisation processes, World Bank 
and IMF loans and debts, and structural violence 
for example3. Confusing “seeing” poverty with 

“knowing” it, foreigners may associate poverty with 
dramatic images seen in fundraising campaigns 
and in the media. Once in country, they may reflect 
on their experiences, developing notions that hosts 
may be “poor but happy”. In this sense, poverty is 

“romanticised” as voluntourists leave communities 
believing that material deprivation equates to social 
and emotional wealth; naïve to the real hardships of 
living in poverty.3

Figure 6: Rocinha favela in Brazil suffers from extreme poverty. By 
Caitlin Millar. Reproduced with permission.
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Figure 7: Rocinha favela. Colourful murals distract from the extreme 
poverty. By Caitlin Millar. Reproduced with permission.

It may also be argued that the project coordinators, 
employed by provider organisations, fail to consult 
local experts when determining project aims and 
objectives.3 In fact, in many projects, voluntourists 
have free reign to determine what the host community 
needs10, and what activities they would like to 
carry out. While some voluntourists believe “doing 
something is better than nothing”, local experts say 
this approach can result in resources being wasted, 
projects faltering, and community needs not being 
met.3 The Malawi Ministry of Women and Child 
Development state: “We know better the things that 
will work best to alleviate these situations, but very 
few people come to the government to find out.”3  
The ministry does not dispute their reliance on outside 
donors but considers that if volunteers were better 
informed about the social and political factors which 
shape the experiences of people living in poverty, then 
voluntourism need not be discouraged. 

This issue of voluntourist ignorance may be resolved 
by living with host families, to gain a realistic view of 
local’s lifestyles and values.11 This approach is adopted 
by many organisations, and is credited to helping 
contextualise issues, and inspire effective solutions. 
Ramon Ivan Bertrand, a local project partner in 
Nicaragua, acknowledges that volunteer involvement 
and engagement is “vital” for the work of local grass-
root organisations working alongside voluntourist 
projects. Living with host families gives project 
coordinators a “more accurate picture of the needs 
felt by people”, which helps to set achievable short 
and long-term outcomes.11 Additionally, integration 
of voluntourists into the daily routine of host families 
helps to build positive relationships and promote 
positive behaviour such as hand-washing.12

Figure 8: Host family and voluntourist carrying out chores in rural 
Nicaragua. Author’s own photograph.

Some voluntourist organisations also recruit host-
country volunteers to work alongside foreign 
voluntourists.11 Local volunteers may have the 
benefit of speaking the local language, and through 
conversation, develop a better understanding of 
community needs and issues. Local volunteers may 
also have a better appreciation of local customs, 
therefore integrating into host communities more 
easily and having a greater influence with regards 
to promoting positive behavioural changes.12 This 
strategy is twofold, in that host country volunteers 
may benefit personally from the experience, enabling 
benefits to span across communities. Daniela Meza 
Figueroa, a host country volunteer from Costa Rica, 
said of her experience of a voluntourist project, 

“Working shoulder-to-shoulder with the community,  
we realised that we – especially women – are able to 
do a lot of things that we thought we couldn’t.”11 

Figure 9: Voluntourist with a young member of her host family in 
Nicaragua. Author’s own photograph.
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How does voluntourism affect child 
development in host communities? 
Voluntourists often engage with local children in 
any community based project, but a large portion 
of projects are dedicated to supporting the care 
work in local orphanages. This type of voluntourism, 
is controversial, and has the potential to cause 
psychosocial problems among vulnerable children3. 
Due to the temporary nature of the visits, vulnerable 
children who may already have a distressing past  
must tolerate the introduction of new caregivers  
who come and go. Consequently, children may  
develop associative-dissociative disorders3, 
attachment and trust issues. At a critical stage of  
their development, these issues can be permanent, 
further disadvantaging them for life outside the care  
of an orphanage. 

Children may also develop unrealistic expectations 
for their future3, due to well-intentioned voluntourists 
attempting to nurture children’s ambition and 
aspirations. Whilst instilling a positive work-ethic and 
realistic goals may have its place; suggesting that 
desire, persistence and enthusiasm alone equate to 
opportunity and success, hinders children’s potential 
for escaping the cycle of poverty.3 Individuals may 
become apathetic when they must compete for a job 
or place in further education; when resource poor 
countries such as Namibia, have an unemployment 
rate of 34%. 13

The financial support provided by voluntourists; does 
in fact perpetuate the unnecessary institutionalisation 
of children.3 Foreigners tend to assume that most 

“orphans” in these care centres are abandoned without 
caregivers;3 when in fact, 80% have at least one living 
parent,14 and many others have a network of extended 
family who take on the responsibility of caring for 
them.3 Jürgen Conings, general direction of Nepalese 
charity Action for Child Rights, estimates that most 
orphanages in Nepal are founded for exploitation 
purposes, and personal profit.15 Often, impoverished 
parents send their children to these orphanages, with 
the belief that they will receive a good education and 
thus have more opportunities. However, sometimes 
these beliefs don’t materialise, and orphanage owners 
may pocket profit from donations from sympathetic 
volunteers, rather than provide for the children.15

Contrary to criticism in the media, voluntourism 
providers continue to praise their orphanage-based 
projects. Whilst they recognise that some orphanages 
have heartlessly exploited vulnerable children and 
their families,16 they argue that this is not the case 
with all orphanages. Growing up in a supportive family 
environment is sometimes not an option, and for these 
children, orphanages are a place of refuge away from 
abusive and neglectful parents and relatives. In fact, 
the kindness, respect and compassion offered by 
voluntourists can help to rebuild children’s self-esteem 
and respect for others. The demand on these care 
centres is greater than the resources, thus by helping 

with daily tasks, voluntourists can free up carers to 
have valuable time with the children.16 

Figure 30: Local children in Peru play with balloons supplied by 
voluntourists. By Isobel Robertson. Reproduced with permission. 

Does voluntourism balance the 
need for infrastructure with 
environmental conservation? 
Paradoxically, the effects of conservation voluntourism 
can be more damaging to the environment, than 
it is beneficial.5 There is the obvious issue of 
contribution to global warming, due to the rising 
CO₂ levels due associated with long haul commercial 
flights.5 Ironically, it is these poorly resourced 
countries attracting conservation voluntourists 
which are expected to be worst affected by climate 
change.11 Similarly, to meet demands of this influx in 
voluntourism, airports have been built to the detriment 
of local wildlife. This is the case for the Honduran 
island, Utila. The island’s popularity with voluntourists 
and ordinary tourists alike, led to the bulldozing of 
425,000m² of forest to make way for an airport.5 
Dramatic consequences to the island’s ecosystem 
were quickly visible. The removal of natural ecological 
corridors caused the departure of many bird species 
on the island, as well as reducing the endangered 
iguana population. The island’s reef ecology is  
also threatened by erosion and sediment loss from  
the airport. 

Nature’s significance in the 21st century has shifted 
from a living entity all of mankind depends upon; to a 
product that can be packaged and sold into a lucrative 
market.5 Captured in 2D then broadcast across the 
world via presentations from “conservationists in 
action”, voluntourists can buy into this commodified 
nature, adopting attributes of generosity, worldliness 
and adventurousness in the process.5 Alongside this 
ethical issue, is an economic one. As a consequence 
of voluntourists’ financial donations, responsibility 
of conservation is pushed away from the state and 
into the hands of NGOs.5 These NGOs are reliant on 
volunteer funding to operate, and often barely manage 
to fund their conservation projects. Lack of support 
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from the government results in a lack of enforcement 
against deforestation, construction in protected zones 
and illegal poaching.5 The work of NGOs can therefore 
be limited, when competing with highly motivated, 
profit centred companies.   

Figure 11: Ranger station in La Cangreja National Park, Costa Rica. 
Author’s own photograph.

However, voluntourists can fill the gap in local 
conservation efforts, by completing tedious, tasks 
in National Parks for example. Harvesting and 
preparing seeds, preparing soil and planting seedlings 
is important work in La Cangreja National Park in 
Costa Rica for example, as construction of biological 
corridors is essential to maintain wildlife.11 Also, 
building and clearing trails assists park rangers 
in patrolling the National Parks. This is important 
to prevent poaching and forest fires. Increasing 
accessibility for scientists to unexplored areas 
via suspension bridges is also worthwhile as their 
research and findings could warrant the area with 
increased protection rights.11 

Figure 12: Tree saplings planted by voluntourists in La Cangreja 
National Park. Author’s own photograph.

Community based infrastructure such as eco-ovens, 
eco-latrines and gravity water feed systems; are 
beneficial for the both the community and for the 
environment.11 By keeping human waste contained 
via use of an eco-latrine; community water sources 
are protected, since there is no risk of waste seeping 
through the earth into rivers and streams (as has 
been an issue with regular latrines). Eco-latrines have 

the added benefit of providing organic compost for 
families to use in agriculture. Eco-ovens improve the 
air quality of local homes, by directing the decreased 
amount of smoke produced, out of a chimney. Eco-
ovens also use 50% less fuel11, minimising human 
impact to deforestation. Gravity fed water systems 
provide communities with a clean, reliable water 
source.17 The reliability and volume of water available 
also ensures that in periods of drought, fresh water 
need not be imported into communities, thus saving 
time, energy and fuel.17 

Figure 13: Gravity fed water system built together by voluntourists 
and locals in Sabah, Borneo. By Isobel Robertson. Reproduced  
with permission.

Is voluntourism a mutually 
beneficial and worthwhile strategy 
to help meet global needs?
It can be argued that voluntourism is an example of 

“ethical consumerism”. This concept is applicable in 
most consumer societies and refers to civic action 
being demonstrated via one’s choice of purchases. 
Charity Christmas cards, pink breast cancer awareness 
ribbons and Fairtrade produce all provide opportunities 
to support a worthy cause and are examples of ethical 
consumerism. Arguably, voluntourism is of the same 
branch. Choosing a volunteer vacation to a resource-
poor country, rather than a lavish cruise, may be seen 
to be a more altruistic endeavour. 

As a concept, an enterprise derived from compassion 
for others and an appreciation of the planet would 
lend itself to endorsement by any responsible global 
citizen. Indeed, studies suggest that voluntourism 
experiences are likely to increase social activism, 
thus promoting future benefits shared globally. 
Furthermore, in a society which condemns itself for 
becoming increasingly materialistic and disconnected 
from the planet, the pursuit to appreciate the humbler 
aspects of life – fleeting trend or not – would likely be 
encouraged. 
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However, this illustration of the motives of 
voluntourism is perhaps based on an ideal world 
where corruption is obsolete, and one’s respect for 
others outweighs their own greed. The view that 
change on a large scale requires support at both 
grass-root and government levels, is indisputable. 
Nevertheless, structural development, empowerment 
of marginalised community members, and the 
cultivation of an inspired, compassionate society is 
achievable through voluntourism and is a step towards 
poverty alleviation globally.  

There are as many arguments to support and condemn 
voluntourism as there are global issues to solve. Since 
there is a huge variety of projects and tour providers 
to choose from, the issue is complex. Each project 
has its own limitations and personal victories; yet 
it is the organisations and individuals who are self-
reflective, which have the potential to achieve positive 
sustainable development. While the pursuit to save the 
world is a noble one, voluntourists should ensure they 
are undertaking their venture for the right reasons; to 
ensure mutual benefits for both the host country and 
the individual. 

If voluntourists educated themselves about their 
chosen host country’s customs, traditions, political 
situation, history and their present circumstances, 
it would help voluntourists to engage with local 
community members and appreciate the complexity 
of the issues impoverished communities face. 
Voluntourists should adopt an open mind, embrace 
opportunities for cross-cultural learning, and approach 
all exchanges with a view of equality between 
the voluntourists and the hosts. To support these 
actions, voluntourists should thoroughly research the 
organisation providing and arranging their experience. 
Is the organisation a registered charity? An NGO? A 
profitable company? By establishing the organisation’s 
motives, prospective voluntourists can more easily 
ascertain what the impact of their project will be for 
the host community and to the environment. 

This response has not only defined voluntourism but 
has also discussed its impact on poverty and health  
in the Global South. It can be said that while there  
are key issues with the concept, voluntourism is  
an ideology which should not be overly criticised.  
Rather, it should be refined to ensure a more  
thought provoking experience for the voluntourists;  
yet fundamentally more beneficial for the countries 
that require development in the areas of health and 
social inequalities. 

Figure 14: Voluntourist painted mural in Costa Rica. Author’s  
own photograph.

The author has no conflicts of interest.
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Is the World Getting Healthier?
The latest guidelines from the Advisory Committee for Malaria 
Chemoprophylaxis (ACMP)1 have recognised that there are some regions 
of the world where the malaria situation has improved significantly. There 
has consequently been a trend by the ACMP to recommend for travel to a 
growing number of regions that chemoprophylaxis may not be required. 
However, where malaria is endemic, bite avoidance is always recommended 
and there might be certain circumstances in lower risk destinations where 
chemoprophylaxis is still considered for some more vulnerable travellers in 
whom malaria would be particularly difficult to treat, e.g. a person without  
a functioning spleen. 

There does appear to be general trend in Global Health where over the last 
20 years we are seeing improvements in many of the important measures 
such as maternal and childhood mortality and access to clean water and 
sanitation.2 Despite these encouraging trends there are parts of the world 
where targets for improvement are not being met, for instance in many 
countries of the WHO Africa Health Region. 

This does prompt a consideration of whether the health of travellers is at 
any lesser risk to say ten or twenty years ago? Apart from malaria there is  
some evidence that the incidence of travellers’ diarrhoea could be falling 
in certain regions. Also to be considered is that increasingly many vaccines 
for travel are giving longer protection times without the need for boosters 
and in some cases, for lifetime after a primary course. More research and 
surveillance is needed to map trends in traveller morbidity and the variables 
that might influence such changes before we can truly answer the question 
of reduced health risks to travellers.

Does this information influence the approach we should be taking to advice 
for travellers? The first step is to ensure that those at higher risk of travel 
health related problems do seek pre-travel health advice. This would include 
a consideration of the elements of the travel health risk assessment, i.e. 
the health risks posed by the destination, activities undertaken, length of 
time away and any pre-existing health issues the traveller might have. If 
these messages could be communicated to the traveller effectively, then 
those at higher risk and more complex cases could be encouraged to seek 
advice from a specialist travel clinic or health professional. On the other 
hand, if the traveller is at a lower risk then they might receive a shorter but 
more focussed consultation from non-specialists, be that in a GP surgery or 
community pharmacy. If there is a trend towards a healthier world, then this 
latter group may be growing. Perhaps we need more effective screening 
tools, that could also potentially be used by the traveller themselves, to 
ensure the most efficient delivery of travel health services. Prof. Larry Goodyer
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