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Editorial
Sarah Feliciello

Welcome to the Autumn edition of Travelwise: Journal of the BGTHA. I’m 
writing this editorial as my first piece for the Journal, having been elected 
onto the BGTHA committee in February. I’m a Community Pharmacist and 
have been providing Travel Health services to patients for several years, 
more recently my experience has allowed me to train other pharmacists 
to deliver Travel Health. I’m delighted to be involved in the BGTHA, and 
particularly with the Journal. I hope you enjoy the articles we’ve selected 
for you.

There have been some changes to our committee -you can meet two of 
our members in the “Meet the Committee” section. Dr George Kassianos 
is back with a Q&A feature discussing the immune response following 
re-vaccination with Typhim Vi. We have our regular Journal watch and In 
the News sections, and some more light-hearted reading in the Moun-
tain Rescue memories. As I write, many parts of the UK are facing further 
restrictions relating to Covid-19, making the article about viral load and 
Covid-19 a timely read.

Our Journal relies on you, our readers to submit items for publication. We 
are always looking for content and are willing to support those of you who 
may never have written an article for publishing before. I hope you’ll see 
from this edition that we’ve included a variety of topics and writing styles. 
Please give it a go!

Our Annual General Meeting is scheduled for 28th November – it would 
be great to see (virtually!) you all. More details to follow soon.

Enjoy this edition, and please do send in your ideas.

     3          2



Meet the Committee

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

Vice Chair: Laura Jones

Laura is currently the global staff health advisor at Save the Children International.  

Laura graduated from Kings College University, London with a BSc. in adult nursing 
before pursuing a Diploma in Tropical Nursing from London School of Hygiene and 
Tropical Medicine and an MSc. in Global Health and Development from University 
College London. 

Laura has clinical background in pre hospital, emergency and critical care nursing 
and a demonstrated history of working in the NGO sector. Her roles include interna-
tional health advisor for VSO in Bangladesh, Malawi, Uganda and Tanzania; medical 
officer for Operation Wallacea and Raleigh International in Ecuador, Nicaragua and 
South Africa; clinical educator for The Leprosy Mission in Nepal, and as a nurse for 
Doctors of the World in the UK.  

Laura is experienced in humanitarian development, disease outbreak control, crisis 
and disaster response, and is currently leading on the coordination of staff health, 
safety and wellbeing for Save the Children International during Covid-19.

With her passion to inspire and educate, Laura continues to contribute to the pro-
duction of evidence-based guidance in global health with a special interest in infec-
tious diseases and global mental health.

 
Dear Members,

The Executive Committee of the BGTHA has undergone a complete change. As a result of this we are currently 
reviewing what we can bring to our members. We are updating our Constitution, reviewing the website con-
tent and looking to bring new and exciting educational opportunities. A few of these have been posted recently 
on the website.

In November there will a webinar following our Annual General Meeting. During the meeting members will be 
asked to bring any issues so that the Committee can understand the needs of the members during this chal-
lenging time in global and travel health.

There are currently two vacancies on the Executive Committee, and we are seeking members to join us and 
help address the question “Where to now?” If you are keen to contribute to the development of the BGTHA 
please consider nominating yourself for a committee position at the AGM.

If you would like more information or an informal chat please email: chair@bgtha.org to arrange this.

I look forward to welcoming you to the AGM.

With best wishes,

Tricia

Patricia Armstrong MRPharmS MFTM RCPS(Glasg) 
 
Certificate in Travel Health™
 
Chair, British Global and Travel Health Association

Where to now?

Honorary Treasurer: Gwen Ronald

Gwen has been a community pharmacist for 25 years, taking on various roles throughout 
her career including senior leadership positions.  Her current role focuses on learning 
and development of pharmacy professionals for a large multiple community pharmacy. 
This includes the development of clinical, consultation, reflective practice and leadership 
skills.

She delivers training to enable pharmacists to confidently provide a Travel Vaccination 
and Health Advice Service in addition to providing this service herself direct to patients 
in store. She continues to develop her expertise through continued professional devel-
opment and attending travel conferences.

Gwen’s keen interest in travel medicine stems from her love of adventure travel, explor-
ing countries such as Borneo, Malaysia, Vietnam, Nepal and Tanzania.

She believes community pharmacy provides a great opportunity for patients to access 
Travel services and finds it rewarding to share her own expertise to develop other pro-
fessionals in this exciting area of travel health.

    5          4



Travel Health Minor Ailments: 
A Self-Care Aware Approach
David Kiy BA(hons), PGdip. Travel Clinic Nurse

Introduction
Self-care is seen as an important part of future sustainable 
health care1,2. The World Health Organisation defines self-care 
as “the ability of individuals, families and communities to pro-
mote health, prevent disease, maintain health and to cope with 
illness and disability with or without the support of a healthcare 
provider3.” The Self-care forum4 has a similar definition, “The 
actions that individuals take for themselves, on behalf of and 
with others in order to develop, protect, maintain and improve 
their health, wellbeing or wellness.” From these definitions it is 
clear that good quality pre-travel health consultations should 
support patients across the full spectrum of self-care. This can 
be seen with advice on insect bite avoidance, use of sunscreen, 
accident avoidance, travelling with long-term conditions, food 
and water precautions etc. An area of particular focus can be 
supporting self-care specifically for minor ailments amongst 
travellers, which is the focus of this article.

The 10 most common minor ailments that people in the UK 
seek GP appointments for are backpain, heartburn/indigestion, 
dermatitis, nasal congestion, constipation, migraine, cough, 
acne, sprains and strains, and headaches5. All of these can be, 
to varying degrees, managed with over the counter (OTC) medi-
cations. Several of these, for example back pain, dermatitis and 
constipation, can be caused or exacerbated by travel, particu-
larly long-distance travel. In addition, travel has its own minor 
ailments, these include travel sickness, most cases of traveller’s 
diarrhoea and jetlag. To safely and effectively practice self-care 
for minor ailments, a patient requires knowledge in three areas: 
identifying the problem, correct choice and use of treatments 
and knowing when to seek further support from a healthcare 
professional3,6.

Benefits
There are several potential benefits related to promoting self-
care for minor ailments amongst travellers: increased inde-
pendence, saving time, saving money and convenience. Many 
common health problems do not need input from a healthcare 
professional, these are usually self-limiting conditions that re-
quire symptom management or are conditions that are easily 
treated with over-the-counter medicines. In the UK, self-care 
helps reduce pressure on the NHS and empowers patients7.  
While abroad, accessing healthcare is usually more difficult than 
in a patient’s home country due to differences in language, cul-
ture, expectations, health systems and a lack of knowledge of 
the local area. This difficulty varies by location; accessing health 
care in a developed country where the same language is spoken 
is significantly easier than a developing country with few speak-
ers of the traveller’s language. Being unwell whilst travelling is 

inconvenient and unpleasant enough without the added stress 
of trying to access and navigate an unknown health system. Self-
care advice is also likely to be of more value to certain types of 
travellers. For example, a well organised expedition should have 
a medic as part of the group; therefore, participants should 
have relatively easy access to medical support. Backpackers are 
likely to be the group with the highest need for self-care input, 
they are usually younger with less experience of travelling and 
independent living. Most will probably have previously relied 
on parents or guardians for help with minor ailments. Learning 
self-care skills at a younger age will benefit them for the rest 
of their adult lives, as past experience of self-care positively 
influences future self-care behaviour8. Finally, from a business 
perspective, promoting self-care within a consultation can in-
crease clinic sales of additional items, such as first aid kits and 
OTC medications, which can be of significant benefit to private 
travel clinics. 

Incorporating self-care into travel health consultations
As part of pre-travel health consultations some self-care of mi-
nor illnesses is already often covered, for example traveller’s 
diarrhoea, but there is a lot that is not. Two important ques-
tions are what should be covered and what is the best way of 
providing the information and support to the patient? It is al-
ready difficult to fit everything into a 20-mintue consultation: 
completing a full risk-assessment, giving vaccinations, prepar-
ing medications, providing advice and completing paperwork. 
It is not feasible to include a significant amount of additional 
content into a normal consultation, especially as only a small 
amount of what is already covered is remembered by the pa-
tient9. A few simple questions can help determine a patient’s 
current level of self-care ability; patients will need varying levels 
of support depending on their current knowledge, experience 
and confidence. These questions can include asking about any 
previous first aid training; how comfortable the patient is with 
managing their own minor health problems; what sort of prob-
lems they have successfully managed in the past and what are 
their usual sources of guidance when they are unwell. Clearly 
each area may need to be explored further depending on how 
the patient responds. All patients are different and so are able 
to safely and effectively practice self-care to different levels. It 
is important to not try to force a patient to take on more than 
they are capable of, instead aim to increase the scope of their 
self-care abilities within the limits of the individual.

There are a range of options regarding providing self-care infor-
mation, these include signposting, group courses and delivering 
patient specific information in the consultation. Signposting can 

be to a range of reliable sources of self-care information, such 
as the Self-care forum patient portal, NHS 111/Choices web-
sites, first aid apps/books from the first aid societies, first aid 
courses, telephone helplines, etc. It is important to ensure that 
these resources still work overseas. It is also important for pa-
tients to have accessed them before they travel, as many of the 
benefits of self-care when travelling are lost if the traveller does 
not have an appropriately stocked travel health kit. Equally, just 
having a well stocked travel health kit does not mean a traveller 
will be able to effectively self-care. Group talks or courses allow 
a large number of people to learn the most common self-care 
advice for travel whilst also potentially acting as a marketing 
or revenue generating tool for travel clinics. It is also very im-
portant to continue including more specific information within 
the consultations. Remember that if patients are visiting riskier 
areas, they often have vaccines which require multiple visits, 
providing a good opportunity to reinforce and increase self-care 
advice at subsequent visits. Finally, clinics and pharmacies can 
participate in the annual self-care aware week to help further 
promote awareness of self-care in general, details are available 
from the Self-care forum website.  

Self-Care Vs. First Aid
It should be noted that self-care and first aid are closely linked, 
but with some important differences. First aid is the “…initial 
assistance given to a person who is injured or unwell.”10 There-
fore, self-care and first aid have some crossover, but self-care 
for minor ailments extends until the symptoms resolve and may 
continue after further help has been sought. First aid is not lim-
ited to minor ailments but includes actions to reduce negative 
outcomes from serious injuries and illnesses that need signifi-
cant expert care. Clearly another difference is that an important 
part of first aid is providing care to others. 

Self-care includes most parts of first aid that relate to minor in-
juries and illnesses. Therefore, a first aid course can be a good 
way for a patient to improve their confidence and ability with 
many practical aspects of self-care. The problem however, is 
that nearly all first aid courses are intended to meet workplace 
first aider requirements and therefore some of the information 
is unnecessary or incorrect for the context of overseas travel. In 
addition, the first aid societies and the Health and Safety Exec-
utive (HSE) have discouraged the use of OTC medications10-11. 
This means that patients may receive mixed messages: health 
care professionals encouraging self-care with OTC medications 
but first aid courses, in some contexts, discouraging it. Finally, 
these courses often cost several hundred pounds, which for 
some travellers, such as young backpackers, can be unafford-
able considering the already significant costs of vaccines for a 
patient group who generally have a very limited budget. In fu-
ture, this will be less of a problem as first aid and basic self-care 
have been introduced to the national curriculum12. 

Improving Clinician Knowledge
Some clinicians that deliver pre-travel health consultations are 
already knowledgeable and proficient at promoting self-care for 
minor ailments, for example community pharmacists. For oth-
ers, such as many nurses, care of minor illnesses is not regularly 
included in courses pre or post registration. There are further 
clinicians that may have a good knowledge of minor ailments 

but require more information on the licensing restrictions for 
OTC medications. It is important to remember that most med-
ications are indicated for a range of conditions, only some of 
which are covered by the OTC license. For example, prochlor-
perazine has a legal category of pharmacy medicine, but only 
for nausea associated with previously diagnosed migraines13, 
all other causes of nausea would require prochlorperazine to 
be prescribed. This leads on to the important point that some 
OTC medications available in one country may not be available 
in another country, in fact some may even be illegal14. Some 
examples include decongestants and codeine.  

There are a range of sources for more information regarding 
self-care for minor illnesses, including OTC medications. Some 
can be shared with patients; others are to increase healthcare 
professional’s knowledge.  

The PAGB offer a range of information regarding self-care and 
OTC products available. https://www.pagb.co.uk/self-care/

The Self-care forum has information for practitioners and fact 
sheets which patients can be directed to. http://www.selfcare-
forum.org/

Selfcare journal is a peer-reviewed journal with articles cover-
ing all areas of self-care. https://selfcarejournal.com/

Community Pharmacy: Symptoms, Diagnosis and Treatment 
by Paul Rutter. An excellent book that covers the diagnosis of 
common conditions that present to community pharmacies, 
along with OTC treatments and their evidence base. The 5th 
edition of this book was published in July 2020.

Free courses and modules. There are a wide range of courses 
and modules that cover minor ailments and their treatments. 
They are primarily for pharmacists and pharmacy support staff 
but are equally suitable for nurses and other healthcare profes-
sionals. Some examples include:
 https://carehcp.co.uk/
 https://www.rbforhealth.co.uk/
 https://www.tmmagazine.co.uk/category/otc-modules

Conclusion
As healthcare changes from a system where patients are pas-
sive subjects of care, to a system where patients take an active 
role in their own healthcare with professional support, resulting 
in a range of benefits for patients and the wider healthcare sys-
tem, it is important that travel health professionals also adapt 
their practice. A particular area for travel health practitioners 
to focus on is self-care of minor ailments as these are the most 
common health problems our patients are likely to face whilst 
travelling yet can have a significant negative impact on the pa-
tient’s journey if badly managed. There is no set answer for how 
to move forward but ensuring practitioners themselves have a 
good knowledge of managing minor ailments is a good start.
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Question
The speaker at a study day I attended told us that Typhim Vi vaccine is less effective with every booster we give, so much so that 
after five or six doses there is little benefit from having any more doses of the vaccine. The speaker mentioned that this does 
not happen with the oral typhoid vaccine. I am reluctant to change my practice on the basis of this advice alone. Can you shed 
any light on this, please?

Q and A: Typhim Vi
George Kassianos FRCGP, FBGTHA, FFTM, RCPS Glasg, FISTM

Answer
Typhim Vi, as with other polysaccharide vaccines, induces a T-independent immune response that does not trigger immune 
memory1. As immunity in non-endemic countries (the UK is one) has been shown to decline within 2-3 years after vaccination2,3 
, revaccination is recommended4 for UK travellers. The intensity of the immune response following revaccination with Typhim Vi 
has been assessed in several studies3,5,6,7,8 .  Here is a summary:

Unlike pneumococcal or meningococcal C polysaccharide vaccines for which the possibility of hyporesponsiveness has been 
observed9, results remain inconclusive regarding Typhim Vi, with few studies suggesting a relative hyporesponsiveness3,8,  while 
other studies failing to detect any statistical difference between the 1st or 2nd dose5,6,7. Currently, there is generally no robust 
data to support a potential risk of hyporesponsiveness following revaccination with a typhoid polysaccharide vaccine3,4,6,7,10.

Several studies were conducted to evaluate the hyporesponsiveness with Vi polysaccharide vaccines, 2 to 3 years after initial 
immunisation3,5,6,7,8,10 , however data showed conflicting results. Some studies showed that the response to a reimmunisation 
with Vi vaccine 2 to 3 years after the initial immunisation, when antibody titres have fallen, does not fully restore the titres to 
the peak level observed after initial immunisation3,8. Other studies showed no evidence of a diminished responses in subjects 
who had previously received Vi vaccine with similar peak titres after revaccination5,6,7.

The oral live attenuated typhoid vaccine Ty21a Vivotif does not experience the problem of hyporesponsiveness. For travellers 
who remain at risk, a reinforcing dose is recommended for both oral attenuated typhoid vaccine as well as the parenteral poly-
saccharide typhoid vaccine.
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with water and soap, and apply an antiseptic cream to the 
skin around the bite

• Contact your GP promptly if you begin to feel unwell, re-
membering to tell them you were bitten by a tick or re-
cently spent time outdoors

Babesiosis
Babesia microti is transmitted by the bite of infected Ixodes 
scapularis ticks. A majority of those  with babesiosis will have 
either no symptoms or mild symptoms of infection, but  those 
with impaired immune systems can become very ill and pres-
ent with flu-like symptoms such as fever, chills, muscle aches, 
fatigue, and jaundice. 

Because Babesia parasites infect and destroy red blood cells, 
babesiosis can cause haemolytic anaemia with jaundice and 
dark urine. Babesiosis can be a severe, life-threatening dis-
ease, particularly in people who:
• Do not have a spleen
• Have an impaired immune system for other reasons (such 

Tick-Borne Infections in the UK: More Than 
Just Lyme Disease
Dr Mike Townend MB, ChB (Hons), Dip Trav Med, FFTM RCPS (Glasg), Hon Fellow & Past Chairman BGTHA

The risk of babesiosis or TBE for the general public is very low, 
and Lyme disease occurs more frequently from bites from in-
fected ticks.  PHE has stated1 that it is important to ‘be tick 
aware’ and take precautions to reduce the risk of being bitten 
by ticks when enjoying green spaces this summer:

• Keep to footpaths and avoiding long grass when out walk-
ing

• Wear appropriate clothing such as a long-sleeved shirt, 
and trousers tucked into your socks makes it less likely 
that a tick will bite and attach

• Use repellents containing DEET
• Make it a habit to carry out a tick check regularly when 

you’re outdoors and when you get home
• If you have been bitten by a tick, remove it as soon as 

possible using fine tipped tweezers or a tick removal tool 
which is sold by many outdoor stores, vets and pharma-
cies. Grasp the tick as close to the skin as possible and pull 
upwards slowly and firmly. Once removed, wash your skin 

According to Public Health England (PHE)1 there has recently been a case of babesiosis in Devon, the first record of 
a UK-acquired case and a probable case of tick-borne encephalitis (TBE) in Hampshire, the second case of TBE being 
acquired in the UK. Babesiosis is caused by a parasite which infects red blood cells whilst TBE is a viral infection that 
affects the central nervous system. Both are rare infections spread by the bite from an infected tick.

PHE has surveyed sites in Devon close to where the person with babesiosis lives, collecting and testing hundreds of 
ticks. All tested negative for Babesia. PHE has tested deer blood samples from Hampshire in areas near to where the 
person with probable TBE lives and they have shown evidence of likely TBE virus infection, which matches similar re-
sults found in 2019.

as cancer, lymphoma, or AIDS)
• Have other serious health conditions (such as liver or kid-

ney disease)
• Are elderly

Complications of babesiosis can include:
• Low and unstable blood pressure
• Severe haemolytic anaemia
• Thrombocytopenia
• Disseminated intravascular coagulation, which can lead to 

blood clots and bleeding
• Multi-organ failure
• Death

Diagnosis of babesiosis is confirmed by the presence of Babe-
sia parasites in red blood cells on microscopy.

Treatment
Most asymptomatic persons do not require treatment. 
For ill patients, babesiosis usually is treated for at least 7-10 
days with a combination of two prescription medications, 
usually either:

• Atovaquone plus azithromycin; OR
• Clindamycin plus quinine (the standard treatment for se-

verely ill patients)

Tick-borne encephalitis (TBE)
TBE is a flavivirus infection that affects the central nervous 
system and is transmitted to humans via the bite of an infect-
ed tick. Ixodes ricinus and I. persulactus are the main vector 
species. TBE is zoonotic, wild vertebrates being the main hosts 
of TBE virus (TBEV), thus acting as a reservoir of infection 
from which ticks act as vectors to humans. The infection ex-
ists mainly in eastern, central and northern Europe, northern 
China, Mongolia, Russia, Japan and South Korea. Infection is 
asymptomatic in approximately 66% of cases. Symptomatic 
infection presents as an acute febrile illness with neurological 
signs. 

The incubation period is 2-28 days (most commonly 7-14 
days) after a tick bite and the mortality rate is 1% in Europe 
but higher in the eastern areas. In 26 – 46% of those with se-
vere disease there are chronic neuropsychiatric or neurologi-
cal sequelae, and morbidity is higher in older people.

Signs and symptoms of TBE
The western (European) illness is biphasic illness, with a first, 
viraemic, flu-like phase for  2 - 7 days, an asymptomatic period  
for 2 – 10 days and a second phase in 20-30%, in which the 
virus spreads to the central nervous system causing a sudden 
onset high fever, headache, signs of CNS inflammation pre-
senting as meningitis, meningoencephalitis. Neuropsychiatric 
symptoms may include cognitive impairment and, behavioural 
changes.

The Siberian/Far Eastern illness is monophasic. Around 80% 
cases show no neurological involvement, while around 20% 
develop severe meningoencephalitis. 1-2% of patients devel-
op chronic disease, either long term neurological or neuropsy-
chiatric effects or epilepsy.

Diagnosis of TBE
Serology is the main method of diagnosis Antibody detection 
(IgM and IgG) is used in the second phase after viraemia. IgM 
is detectable for several months post infection while IgG per-
sists lifelong.  There may be a cross reaction with other flavivi-
rus infections and repeated samples with a rising titre are re-
quired. Virus can be isolated from blood using PCR in the first, 
viraemic phase only. Samples in the UK are tested in the Rare 
and Imported Pathogens Laboratory of Public Health England.

Treatment of TBE
There is no specific treatment for TBE, but supportive treat-
ment reduces mortality and morbidity.

References
https://www.gov.uk/government/news/rare-tick-borne-in-
fections-diagnosed-in-england

In The News

Covid-19 Effect on Global Tourism

According to Secretary-general Antonio Guterres of the United Nations, the global tourism industry has 
lost £244.5bn in exports in the first five months of the year.  Tourism is the third biggest export sector of the 
global economy and employs one in every 10 people on the planet.  This has had an impact on all nations, 
but especially many small island developing states and African countries. The fall in revenues has led to 
increased poaching and habitat destruction in many areas.
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Viral Load and the Risk of COVID
Dr Jane Wilson-Howarth

In any outbreak of a new disease, information emerges slowly 
and rumours are rife. Knowledge and understanding of how 
to avoid the infection and also what treatments may work 
against it become apparent slowly over time. Often though it 

is helpful to look at how similar diseases behave. 

COVID-19, like many disease-causing microbes, is a virus. A 
great deal has been written about coronaviruses but one area 
that hasn’t had much publicity in the popular media is the 
idea of viral load. This is the concept that means the amount 
or actual numbers of virus particles that invade a body have 
an impact of how badly a person will suffer from the disease. 

A viral infection familiar to us all is chickenpox. Many of us will 
have suffered from chickenpox as children and although this 
was unpleasant at the time, the symptoms departed and we 
were left somewhat immune.

One fascinating fact about chickenpox is that usually the se-
verity of the diseases varies greatly within a family. The first 
child to develop it is often only mildly unwell. They will have 
24 hours of fever and few pox on their skins. The next child 
in the family will experience worse symptoms and the third 
worse still. This worsening of symptoms with each successive 
case within the family is because of increasing viral load.

The first child to have the disease will probably have inhaled 
some virus particles at school and because few viruses en-
tered that child’s body the immune system fights it with some 
success. When that ‘index case’ shares air within the home 
with siblings, they will inhale frequent ‘doses’ of viruses. Then 
as more than one sibling is affected there will be a lot of virus 
floating around the domestic environment.

In the case of COVID-19 infection it is thought that most peo-
ple are illest around day five or six after being exposed to an 
index case. This is also the time when a patient will probably 
be coughing out a lot of virus particles. This may be the time 
when the patient will visit a doctor or be admitted to hospital. 

People working in hospitals therefore will be likely exposed 
repeatedly to lots of COVID-19 virus particles. This might ex-
plain why doctors, nurses and health care workers are among 
the people who have sadly died from the infection during this 
pandemic. 

The concept of social distancing then is very important be-
cause if we avoid close contact with people (the WHO suggest 
at least a metre distance; the UK government have plumped 
for two metres; further is probably even better) we are less 
likely to encounter someone with COVID-19 infection and, if 

we do, we are unlikely to inhale or swallow large numbers 
of virus particles. This should help ensure that the disease, 
when it strikes, is mild.

Early in the pandemic, a friend of a friend returned to the 
UK from a trip to Italy. This was when the pandemic was 
very bad there so – very responsibly – he isolated him-
self at home. However he needed some materials from 
his office, and went to work one evening after everyone 
had gone home. Some days later he tested positive for 
COVID-19. A week or so later my friend developed a sore 
throat. She worked at the desk next to the person who had 
just returned from Italy; this friend also tested positive for 
COVID-19. Happily, she recovered in just three days and her 
husband didn’t get any symptoms at all.

It seems to me that this is a situation where the friend ac-
quired the infection from one of the hard surfaces at the of-

fice but swallowed so few virus particles that she effectively 
immunised herself without getting especially ill.

At the opposite end of the spectrum of illness in England 
are the young people in London who have become very ill 
from coronavirus. It was first thought that healthy young 
adults were not at risk from the disease so some people 
felt that this meant that they could continue to go out, and 
even go clubbing. The air in crowded night clubs tends to be 
stagnant and shared with lots of people so that these would 
be perfect environment for acquiring lots of virus.

Many disease-causing microorganisms will either be inhaled 
or swallowed; a few are spread by direct contact – skin to 
skin.  Unfortunately, COVID-19 is able to pass from a victim 
to someone else both through the air (aerosol spread) as 
well as by being swallowed. Virus is excreted with faeces 
too, so it continues to be crucial to practise good personal 
hygiene especially after trips to the toilet. It is difficult to 
avoid disease organisms that are coughed out by a victim 
and then inhaled, except through social isolation and dis-
tancing. It is easier, though, to avoid transferring virus into 
the mouth (or perhaps the eyes) by thinking about how vi-
rus might get there. Since the virus can live on hard surfaces 
for at least 72 hours, we all need to consider what happens 
if a surface that has been coughed on is touched. Then put-
ting a hand to the face thus transfers infection. 

This is why we are being constantly reminded to wash our 
hands with plenty of soap and water frequently. And who 
amongst us is not guilty of not washing for the full 20 sec-
onds recommended? Alcohol gels are useful but do not 
clean nearly as well as proper hand-washing and also need 
to be applied liberally and rubbed in for a good chunk of 
time (I’ve not seen a judgement on how long).

We are all waiting and watching and wondering when 
COVID-19 will fade into history. Meanwhile, we must encour-
age everyone to wear effective masks – buffs and scarves just 
aren’t good enough, and sometimes even make people think 
they are protected and so need not worry about social dis-
tancing.

It is hard to really know the extent and effects of the pan-
demic, where we cannot know how many people have been 
infected and testing is patchy, but I take great comfort in what 
happened on the cruise ship the Diamond Princess. The peo-
ple on board were quarantined tested and 712 contracted 
COVID-19. Of these 98.5% recovered, and yet this was in an 
older population where one might expect the outcome to be 
much worse. Unarguably any deaths are a disaster for the be-
reaved family and friends, but a 98.5% survival rate sounds a 
lot more positive than the impression we get from the media 
and the press.

Dr Jane Wilson-Howarth writes on travel and health and is a 
regular contributor Wanderlust magazine; www.wilson-how-
arth.com. She has been actively involved in the new open-
source, community-owned, bilingual, multidisciplinary plat-
form https://www.COVID19nepal.support which launched 
in April and has advised BBC Media Action on health pro-
grammes for radio broadcasting in Nepal. 

A slightly longer version of this article was first published here 
https://en.setopati.com/view/152694 in Setopati – a bilin-
gual Nepali on-line newspaper in April 2020.
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Karen Ainsworth
Travel Health Nurse

When consulting with a client
With backpacking wanderlust
Travelling to far flung destinations
Advising a medical kit is a must.

But acknowledge in your consultations
The risk to those who are ‘Fly and Flop-
pers’
In my experience, on 2 weeks All Inclusive
You and the family can come a cropper.

Surely, relaxing on a sunbed
I can come to little harm
Oh no! Get the insect bite cream…..
There’s a wasp stuck in my arm!

A fun day at the waterpark
Results in various cut and bruises
Ibruprofen needed for aches and pains
In the muscles one rarely uses.

Tales From The Clinic

Holding on tightly on a banana boat ride
(the family med kit was such a blessing)
Chunk of skin rubbed off from my little finger
Needed antiseptic spray and a sterile dressing.

Asking other parents sitting around the pool
If they have any Calpol I can borrow
Kids aren’t well, pharmacy closed ½ hour ago
And not open again til day after tomorrow.

In Mexico – traveller’s diarrhea and vomiting
Not really sure what was the cause
Must have been the ice (surely not the tequila?)
Ever thankful of loperamide and ORS.

So whilst travelling there have been lots of things
Like son’s broken nose falling from a swing
Ear infections from swimming pool water
Gout for my husband, jelly fish sting for my 
daughter.

Paracetamol, antihistamines, lozenges for sore 
throats
Tablets for motion sickness on coach trips and 
boats
I hope you can see from my tales of woe
That on any trip …..
A medical kit is the way to go!

Ode to the Travel Medical Kit
As we are all aware the specialism of travel medicine is still 
within its infancy when compared to other medical speciali-
ties. As such it has evolved during the last century with the in-
creased advent of travel and in the latter half benefited from 
the improvements seen in the transport of individuals around 
the world. This in turn has allowed a specialism to develop 
that has become multi professional in its delivery with med-
ics, nurses and pharmacists all able to supply components of 
a travel medicine service.

At an international level, the International Society of Travel 
Medicine (ISTM) held its first conference in 1988 in Zurich 
and since then bi-annually. From the initial membership, that 
originally was formed from doctors with an interest in travel 
medicine, the society expanded to include travel nurses and 
also pharmacists with similar levels of interest. Indeed, one of 
the first founders of the Pharmacist Professional Group was 
former BGTHA chairman, Professor Larry Goodyer, from the 
UK. 

Currently I am the Chairman of the Professional Pharmacist 
Group (PPG) of the ISTM and hold office for 2 years. The PPG 
has a global membership of just over 220 members covering 
40 different countries. The focus of the PPG is to progress the 
role of the pharmacist in supporting the continued develop-
ment of travel medicine through practice, education and col-
lective working with other groups.

At this point it is important to recognise that all healthcare 
professionals have strengths in differing areas, and we all 
have a uniform general education, which in the ISTM is rec-
ognised by their own qualification, the Certificate in Travel 
Health. Beyond this each professional group can bring its own 
strengths to supporting the requirements of other healthcare 
professionals. Within my current tenure the PPG have been 
involved in the early reviews of the published therapeutic in-
formation of treatments for the Covid-19. We are currently 
working on a multi-author study of the potential pharmaco-
logical impacts of ayahuasca use on drugs used in the treat-
ment and prevention of travel related diseases. As chair of 
this group our specialist pharmacological knowledge is now 
being applied to benefit all ISTM members in the future.

As with all specialisms there is an area of development which 
in turn leads itself to educating others. The PPG have been 
involved within the the ISTM to produce some of the thera-
peutic case studies but more importantly to establish a stu-
dent body known as a chapter. This is usual practice in many 
American universities to have a student representation of a 
specialist professional body that allows early identification 
of the specialism moving on from general practice and allow 
students to gain early access into the the next steps of spe-

Personal View 
Working with International Organisations to Promote Travel Medicine
Derek Evans FRGS, FRPharmS, MISTM, MFTM RCPS(Glasgow), Independent Travel Medicine Specialist

cialised training.

Whilst working within the multi-professional sector there is 
also a need to reflectively look inward at ones’ own profes-
sion. One of the major concerns within the pharmacy profes-
sion was the lack of any pharmacy standards for the practice 
of travel medicine. These already existed (see above) but in 
many countries are optional rather than a formal require-
ment. 

With the rapid expansion of pharmacist clinical services and 
practices it was inevitable that some form of standard was re-
quired. and this needed to be supported internationally. The 
International Pharmaceutical Federation (FIP) is the global 
body that receives direction from health bodies such as WHO 
and designs frameworks, education etc for the delivery of ser-
vices and practices. A meeting with the CEO, President and 
members of the PPG was able to convince them of the gap 
within pharmacist education and knowledge regarding immu-
nisation and travel medicine training.

The impact that another healthcare practitioner group could 
have on the global health delivery through the supply and ad-
ministration of vaccines and immunisations was realised by 
the leadership. This has led to the establishment of a work-
ing party presenting to the Community Pharmacy Group at 
World Conference, the role and advised minimum standards 
for the education, practice and assessment of pharmacists to 
be able to supply immunisation and travel medicine services. 
The minimum advisory standards are to be designed from 
the existing recognised qualifications and those regarded as 
better practices by other professions. The principle and vision 
of this steering group is that following publication these will 
allow national professional organisations to have a stronger 
platform when negotiating the supply of these services in 
their home countries and extending the role of the pharma-
cist beyond the perception of dispensing.

Travel Medicine has always been a specialism that has evolved 
rapidly since its conception and therefore the leadership of 
any group requires the ability to expand the number of spe-
cialists. The demand from the travel public was, until recently, 
expanding at a global rate around 5% per year according to 
WHO. Recent problems with Covid19 has only applied a brake 
to this expansion but not a cessation. When the coronavirus 
situation becomes resolved then predictably, I believe travel 
will re-commence and swiftly rise to pre-2019 levels. There-
fore we have a window of time to develop, influence and per-
suade regulators that to be able to respond to travel demands 
and also positively support global health there is a opportu-
nity to define practice standards and expand the number of 
specialist practitioners.
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Mountain Rescue Memories
Mike Townend MB, ChB (Hons), Dip Trav Med, FFTM RCPS (Glasg), Hon Fellow & Past Chairman of BGTHA

In my 15 years or so in the Cockermouth Moun-
tain Rescue Team there were many memorable 

callouts, but some of them stand out in my mem-
ory more than others.

Cockermouth Mountain Rescue Team in action

Perhaps the most memorable of all was the night we rescued 
the Army. Two NCOs and a group of young recruits had set out 
too late on a Winter day from Keswick to Buttermere via the 
summits of Catbells, Maiden Moor and Dale Head. The lads, 
who were not mountain fit, were marched too hard with-
out adequate rest or refreshment stops and without being 
able to put on all their foul weather gear when it started to 
snow. By the time they eventually managed to find the top of 
Dale Head, darkness had fallen and they were all exhausted, 
but the NCOs did not appear to recognise they had a prob-
lem until their men started to drop unconscious in the snow.

The summit of Dale Head in Summer

It was raining when we set off up the valley, but by the time 
we reached Dale Head it was snowing hard, the wind was up 
and visibility with the aid of our head torches was poor. When 
we located the group several of them had collapsed in the 
snow. We quickly put up a bivouac tent and got them all inside 
to warm them up before carrying them off the hill. We soon 
had a good warm fug worked up inside the tent, and one by 
one the young recruits began to regain consciousness. I was 
keeping an eye on one of them, and as the temperature inside 
the tent rose, I shed layers of clothing and put them over him. 
Meanwhile, I looked in his rucksack and found uneaten food, a 

thermos full of hot drink which had been little touched, if at 
all, and waterproof trousers that had not been worn. When I 
asked him why these items had not been used when he had 
obviously needed them, his reply encompassed for me the 
complete philosophy as well as the vocabulary of the army:  
“Look’ere, mate, when you’re in the f***ing Army, you don’t 
put your f***in trouser on till the f***ing corporal tells you!”

We eventually descended the fell for the last time at 
about 3.00 am having stretchered six or seven of them off 
the hill, a mammoth night’s work. On the way down one 
of my fellow team members remarked with a fine touch 
of irony “It’s good to know we can all sleep comfortably 
in our beds knowing the Army’s there to look after us!”

Another memorable occasion was the time we rescued the 
RAF Rescue Team. They were tackling the ill-advised scram-
ble up Sourmilk Gill at Buttermere, the scene of several trag-
edies involving our team, not least of which was the sad loss 
of the young son of one of our own team members. Almost 
inevitably one of the RAF Team had fallen from the usual 
treacherous point on the route, landing in the usual place 
from which we had picked up others on previous occasions.

Expecting him to be dead, as was usually the case with 
falls on this route, we were surprised to find him still 
alive, though seriously injured. What had probably saved 
his life was his old-fashioned Compton Climber helmet. 
These helmets were extremely tough but also very heavy, 
and most of us had long since stopped wearing them in 

Sour Milk Gill, Buttermere Buttermere and Haystacks

favour of much lighter ones. He had obviously bounced 
on his head at least twice before coming to rest; the first 
two impacts had caused depressed fractures of only the 
helmet, and it was not until the final impact that he sus-
tained a depressed fracture of the skull as well as sev-
eral other severe injuries including a pneumothorax.

Having got him on to a stretcher, we then watched a su-
perb display of flying from the Sea King pilot who brought 
his aircraft down at the same rate as the winch was wound 
in so as to minimise movement of the stretcher, keeping 
it at the same level as the aircraft descended towards it.

I recall for very different reasons, a callout to a walker with 
a fractured ankle on the descent from Haystacks to Scarth 
Gap. I had just finished a 15-mile training run for the Cock-
ermouth Marathon and was just about to dip my toe into 
the bath water when the call came in. I was one of the first 
to arrive at the scene, the only other person there being our 
team leader Jim. Jim grabbed a radio and said, “You take this 
and follow me”, setting off up Scarth Gap at a run. “This” 
turned out to be the Entonox machine, which weighed con-
siderably more than a radio! This, combined with my just 
having run 15 miles, set me at a distinct disadvantage, and 
by the time I arrived at the casualty I felt that I was prob-
ably in a worse condition than he was. When the rest of 
the team arrived we decided to move  the casualty on to 
a stretcher, and as the Entonox did not appear to be giving 
him enough pain relief I decided to give him some morphine 
to cover the lift on to the stretcher and the subsequent car-
ry over rough ground. At this point I noticed the casualty’s 
rucksack was open and nestling inside it was a can of la-
ger. My next move was obvious: “Let’s make a deal – you 
get the morphine and I get the lager!” Thus, was conclud-
ed a mutually satisfactory arrangement and all ended well.

On a fine Spring day we were notified that someone ap-
peared to be stuck near the top of the screes on the face 
of the same fell, Haystacks, that faces down toward  But-
termere and was waving his orange anorak as a distress 
signal. The screes there are loose and treacherous, a place 

where no climber would go and no walker should go, and the 
headwall above them is steep. We decided that the only safe 
way to approach him was to go to the top of the fell and lower 
a rescuer down to him on a rope with a spare harness into 
which we could put him to haul him up from his precarious 
position. This we managed successfully, and when he final-
ly reached the top, we soon noticed that he was carrying a 
completely empty rucksack. Usually, we thought, the purpose 
of a rucksack is to carry the requirements for the day’s out-
ing, so why would someone carry an empty sack…….unless, 
perhaps, he intended to bring something back in it? At that 
time, peregrine falcons were still a threatened species and it 
happened that there was a nesting pair in that vicinity. Per-
egrines’ nests were frequently raided for their eggs, either 
by pigeon fanciers whose birds made an excellent lunch for a 
hungry falcon, or by people wanting to raise the chicks to sell 
them for falconry, usually to rich men from the Middle East. 
We soon put two and two together, and our leader Jim said 
“Right lads, we’ll teach this b****r a lesson. Turning to our 
rescued casualty he asked, “Do you know your way off this ‘ill, 
lad?” “Er – no”, replied the potential egg thief. “You’ll ‘ave to 
follow us then, won’t you”, said Jim, and set off at a brisk run. 
We were all quite fit in those days and running down the fell 
posed no problems for us, but not so our casualty. Halfway 
down, Jim stopped, and when the casualty caught up with us, 
panting for breath and looking as if he was not sure if he was 
going to die or just wanted to die, Jim greeted him with “You’ll 
‘ave something to tell your Mam when you get home won’t 
you? You’ll be able to tell ‘er you took up mountain climbing, 
then you got yourself rescued, then you took up fell running 
– hee hee!” and set off once again at the same brisk pace.

Finally, on a bright Winter Sunday morning we were called out 
to a man in his 70s who had collapsed while walking up the val-
ley of Gascale Gill between two of our local fells. Let us call him 
Fred. He was out with a group of friends who had been going 
out for regular Sunday walks on the fells for years. When the 
group stopped for a rest, they noticed that Fred was not with 
them. “Where’s Fred got to?” one of them asked. “Probably 
stopped for a pee” another replied, so they decided to wait for 
him. When he failed to appear, they turned back to look for him 
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and found him a short way down the path lying prone on the 
ground. When they failed to rouse him, they realised that he 
was dead, and we were called out to retrieve his body. This 
had been his favourite walk, and Fred had died on a beauti-
ful sunny morning doing what he enjoyed most in the whole 
world in the beauty of the mountains that he loved so much. 
We all thought that, although any death is sad, it was such a 
fitting way to come to the end of his earthly journey. No time 
for too much philosophising, however, as there was a body 
to be carried down to the road on a stretcher, so we set off 
down the path, and soon everyone’s mood was considerably 
lightened, except mine. As we were crossing a beck (stream 
to you Southerners or burn to you Scots) with the stretcher 
I put my foot on a boulder in the middle of the beck only to 
find it was coated with an invisible layer of ice. My feet shot 
from under me and I sat down sharply in the middle of the 
beck, soaked to the skin from the waist down with icy water. 
Once I was safely inside the Land Rover, out of my wet trou-
sers and into the team’s emergency down-filled trousers to 
warm me up again, even I was able to see the funny side.

Gascale Gill

As I write this, we are still in Covid-19 lockdown, and though 
we are able to go out for walks I am sticking to low level 
footpaths in spite of living at the foot of the Lake District’s 
Northern Fells. All our mountain rescue teams are made up 
of volunteers, most of whom have families and day jobs. 
None of us knows if a sudden illness is going to overtake us 
while out of doors or if a sudden slip will fracture an ankle, 
and I feel it would be unfair to put my former colleagues  and 
their families at risk by having to come out to retrieve me or 
to burden an already stretched NHS by having to treat my 
injury. I hope that others will take the same approach and 
keep off our mountains during this time. Apart from pro-
tecting our volunteer rescuers, perhaps it will give our much 
loved but over-trodden mountain paths some time to recov-
er from the damage done by the passage of too many feet.

Polio
Poliovirus has been detected in sewage 
outlets near a pharmaceutical company 
Utrecht – Netherlands. The Poliovirus 
contamination was found in sewage sam-
ples in early August.  While the virus can 
survive outside of a human host, water pu-
rification should deactivate the virus, elim-
inating it as a threat to the public. 

The health ministry investigating has re-
ported the source was likely either from 
an infected employee using the toilet or 
directly from the lab where the vaccine 
is being developed (e.g. the sink). Polio 
screening of employees has commenced.

http://www.diseasedaily.org/diseasedaily/
article/poliovirus-found-sewage-near-vac-
cine-manufacturing-facility-nether-
lands-9420

In The News

A 37-year-old lady and her 14-month-
old son attended for a travel health 
consultation. They were due to travel 
to Ghana in 4 days for the funeral of 
a close family member. They were go-
ing to stay in both a hotel and homes 
of family members. The trip involved 
time in both rural and urban areas, no 
high-risk activities planned. In total, 
the trip was due to last 10 days. The 
patient had already approached their 
GP for a travel health consultation but 
were turned away due to the short 
time before departure, they were told 
to go to a private travel clinic.

The main reason for attending was for 
a yellow fever vaccine for the child and 
malarial chemoprophylaxis for both 
mother and child. The mother was 
aware that an International Certificate 
of Vaccination or Prophylaxis (ICVP) 
against yellow fever was required, as 
per World Health Organisation (WHO) 
guidelines1, for her son to enter Gha-
na. She was also aware that it takes 
10 days for the certificate to become 
valid after receiving the vaccine, but 
due to the nature of the trip, it could 
not be delayed. She was confident she 
would be able to enter the country. 
The risks to the child were pointed out 
to her, but she was unable to leave the 
child in the UK.

The child was up to date with the UK 
childhood immunisation schedule2. 
The mother was also up to date with 
the UK vaccine schedule for someone 
of her age; she had also had a dose of 
yellow fever vaccine about 5 years pri-
or to this trip and had her ICVP. They 
were both recommended to receive 
vaccination against Hepatitis A. The 
mother was also recommended to 
have a Tetanus, Diphtheria and Polio 
booster. In addition, she was encour-
aged to consider starting a Hepatitis 
B course, finishing it upon return. Ra-
bies vaccine was also discussed, again 
for her to consider starting now and 
finishing after the trip. All of these 

Case Study: Breastfeeding Traveller 
David Kiy BA (hons), PGdip. Travel Clinic Nurse

were declined due to the cost.

The child weighed 9.5kg and so was 
provided with paediatric atovaquone 
plus proguanil at a dose of ¾ of a tab-
let per day. The mother was still occa-
sionally breastfeeding the child, about 
once a day. As a result, the mother 
was not eligible for either of the two 
options we offered: atovaquone plus 
proguanil or doxycycline. As a clinic 
we do not provide mefloquine; in ad-
dition, mefloquine should be started 
at least 10 days before travel3, there-
fore the patient did not have suffi-
cient time for this option. The moth-
er was not willing to completely stop 
breast feeding, which is what would 
have been required for the provision 
of atovaquone plus proguanil. Check-
ing with the supervising doctor, who 
is not a travel health specialist, I was 
informed to refer the patient back to 
their GP. The patient was confident 
her GP would not see her before her 
trip. The Public Health England Adviso-
ry Committee on Malaria Prevention 
(ACMP) recommend that mefloquine 
is the first choice during lactation but 
that atovaquone/proguanil is “not 
recommended because of the ab-
sence of data however, can be used 
when breastfeeding if there is no suit-
able alternative antimalarial.”4

Comments
This case study raises a few import-
ant points regarding the wider travel 
health market within the UK. If GP 
practices refuse to see last minute 
travellers, which appears to be very 
common, it can put some patients at 
an increased risk of tetanus, typhoid 
and hepatitis A, especially as GP prac-
tices are the only group that can pro-
vide these vaccines free on the NHS. 
From my time working in general 
practice I often heard comments simi-
lar to “If the patient can afford foreign 
holidays, they can afford the vaccines 
to go with it.” Clearly this sort of com-
ment is inaccurate as a course of hep-

atitis B, rabies and Japanese encepha-
litis vaccines may be more expensive 
than the holiday itself. It also misses 
the important point that is relevant to 
this case study, that not all overseas 
trips are for holidays or business. In 
addition, many last-minute travellers 
are already having to pay addition-
al costs regarding last minute flight 
tickets and, as in this case, the travel 
may not be something the patient had 
budgeted for. In addition, the wide-
spread reliance on patient group di-
rections (PGDs) within travel health 
can lead to some patients falling 
outside of the inclusion criteria and 
therefore not getting the protection 
they should. With the recent changes 
to the requirements to become an in-
dependent prescriber, it may be time 
for the travel health industry to start 
moving away from PGDs. Afterall the 
Specialist Pharmacy Service5 and the 
Green Book6 both state that the use 
of PGDs should be a last resort and 
should not be used where there is 
the option for medications to be safe-
ly prescribed on an individual basis 
within the care pathway. NICE states 
“Consider investing in the training of 
additional non-medical prescribers to 
enable redesign of services if neces-
sary, as part of a wider development 
or review of local medicines policy.”7

Unfortunately, it has not been possi-
ble to ascertain the outcome for the 
patient, but it is most likely that she 
went to Ghana without antimalarial 
chemoprophylaxis cover as her alter-
native options were very limited. She 
could have attended a private GP ser-
vice, but considering her already limit-
ed budget for the trip, this is unlikely. 
In addition, she could have tried con-
tacting alternative travel health pro-
viders to see if any would have been 
able to help, but considering the very 
short interval before departure, this is 
also very unlikely to have happened.  
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In the News
Wolbachia method decreases dengue incidence in Indonesia

According to the London School of Tropical Medicine (LSTM), a three year randomized controlled 
trial which tested whether if infecting mosquitoes with the wMel strain of Wolbachia could reduce 
the incidence of dengue infections in 2 to 45 year olds in Yogyakarta (Indonesia) has shown a 77% 
reduction in incidence of virologically-confirmed infections. The three year trail has been undertaken 
by The World Mosquito Program (WMP) of Monash University and its Indonesian partners the Tahija 
Foundation and Universitas Gadjah Mada and involved 8,144 participants who presented with acute 
undifferentiated fever of between 1 to 4 days duration and compared the frequency of dengue cases 
in Wolbachia areas of the city against areas that continued to receive routine dengue control efforts. 
Detailed results of the trail will be presented at the international scientific congress in November 2020.

IBD is a complex umbrella term for diseases like Crohns and 
Ulcerative Colitis (most common) which can both cause 
inflammation, bowel damage, and symptoms such as un-
predictable bloody diarrhoea. The speaker explained that 
650,000 people are affected in the UK. IBD can lead to so 
many other issues, and often strong drugs are used to treat 
it which can lead to limitations when travelling. The chal-
lenges presented by travel are usually multifaceted. 

Pre-Trip Health Advice
According to a survey of 2000 people who travelled with 
IBD1, only 33% sought pre- trip information, and the ma-
jority of travel advice was gained from the IBD team (who 
are not travel health specialists). Just one percent sought 
advice from a travel clinic and 26% sought internet advice 
only. This is something that clearly needs to be filtered into 
travel clinics and staff need to have more awareness of this 
area. 

Practicalities
Travellers may find that toilet facilities are limited abroad. 
Urgency often accompanies IBD and sanitary conditions 
may not be high. Flying can cause issues – pressurisation 
in the cabin can cause flare-ups which people often are not 
prepared for or aware of. Altitude has the same effect2. 
Stoma care needs to be considered, and eventualities like 
being searched at airports can have dignity compromises. 
Dehydration is more likely if someones’ colon has been 
removed, and if they are immunosuppressed from certain 
medications, they may not receive the same response to 
vaccinations. The risks are clearly higher in this group than 
for the general medically stable traveller. 

Medical Care Abroad
Availability of health care at the destination could be sparse 
and according to the speaker, in her experience people with 
IBD often stick to Europe for this reason. Ruptures and per-
forations of the bowel are a medical emergency needing 
prompt surgery, and the risk of this happening is increased 

for those who have IBD. Flare-ups require specialists, steroids 
and medication adjustments. Insurance may not cover trip 
cancellations or treatment abroad and will be costly. Also, the 
risk of infection in general is high if immunosuppressed. Di-
etary changes can cause issues, psychological stress will be 
increased and deep vein thrombosis is more likely in persons 
suffering with IBD3.

Medication and Equipment
The safe carriage of medications abroad is also a consider-
ation. Prescriptions should be brought along, however, avail-
ability at the destination may be difficult. Long haul trips 
could prove problematic if lots of medication has to be car-
ried and storage of certain medications might be difficult. For 
instance, IBD medications may not be just in tablet form; they 
can be injectable or in suppository, foam or enema form. Peo-
ple are likely to adhere less rigidly to medication regimens 
while abroad which can also have consequences and carrying 
lots of equipment, such as stoma bags can be restrictive in 
terms of luggage allowances.  

Multidisciplinary Working
Patients often will get sent back and forth between a travel 
specialist and a bowel specialist, especially when it comes to 
yellow fever (YFV) and other live vaccines. The speaker said 
she has never been contacted by a travel health specialist but 
would love to hear from one and do some joint decision mak-
ing. If the patient is on immunosuppressants they need to be 
off them 3-6 months before having Yellow Fever vaccine, so 
subsequently a lot of planning is required.  IBD patients get 
checked routinely for diseases that have live vaccines avail-
able such as Varicella, TB and MMR. If these are negative on 
serology, then they will be vaccinated prior to starting the im-
munosuppressant medications. Non-UK based disease such 
as Yellow Fever will not likely be risk assessed at this stage, so 
perhaps travel health practitioners should not be too quick to 
tell patients to ‘return nearer the time’ for trips that require 
live vaccines and instead we should encourage them to start 
planning that next bigger trip well in advance. 

Education

Travel with Inflammatory Bowel Disease - A Review
Alys Bunce Travel Health Nurse

At the RCN conference in February 2020 there was an interesting talk 
delivered by a specialist bowel nurse. She was not a specialist in travel 
health, which made it particularly fascinating to hear from an Inflamma-
tory Bowel Disease (IBD) perspective.
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Resources for IBD Patients
A useful resource is the IBD passport site https://www.ibd-
passport.com/. This addresses many of the issues above and 
has a global interactive map showing IBD clinics around the 
world.  It has information on vaccines, diet, and it is in mul-
tiple languages and adapted for each country. Also,  https://
www.crohnsandcolitis.org.uk/about-crohns-and-colitis/pub-
lications/travel-ibd.  
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Where to now?

Vaccines for measles, mumps, rubella, and 
varicella in children

Journal Watch

Carlo Di Pietrantonj, Alessandro Rivetti, Pasquale Marchione, Maria Grazia Debalini, Vit-
torio Demicheli

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD004407.pub4/full

Existing evidence in this Cochrane review (138 studies; n=23,480,668) supports safety and 
effectiveness of measles/mumps/rubella (MMR) and MMR-varicella (MMRV) vaccines for 
mass immunisation. What is not known is the length of immunity. More evidence is there-
fore needed to assess whether the protective effect of MMR/MMRV could wane with time 
since immunisation.

Erin A Mordecai, Sadie J Ryan, Jamie M Caldwell, 
Melisa M Shah, A Desiree LaBeaud
DOI:https://doi.org/10.1016/S2542-5196(20)30178-9

According to a paper led by researchers at Stanford 
University, climate change is likely to affect the distri-
bution and endemicity of mosquito borne diseases in 
the future.  Research has found that different species 
of mosquito, transmitting different diseases, thrive at 
various temperature ranges.

Warmer temperatures increase transmission of diseas-
es up to an optimum temperature or ‘turn over point’, 
above which transmission then slows.  For example, 
Malaria spreads most effectively in climates of 25 de-
grees and dengue fever at 29 degrees.  The anopheles’ 
mosquito that spreads malaria is prevalent in Sub-saha-
ran Africa, and malaria focused strategies to eliminate 
the disease have been successful in reducing numbers 
through the use of bed nets and indoor spraying.  With 
global warming, Africa could see a dramatic increase 

Climate change could shift disease burden from 
malaria to arboviruses in Africa

in other mosquito borne diseases such as dengue, chikun-
gunya, Zika which are spread via the Aedes aegypti mos-
quito. This mosquito breeds in more urban areas such as 
discarded tyres, gutters, water storage pots and is known 
to bite during the day. Current public awareness and 
mosquito elimination strategies may not be effective in 
controlling these species of mosquito which will increase 
exposure risk.  Inadequate testing and misdiagnosis as 
malaria also is likely to occur.  

The paper concludes with suggesting that ‘as has been 
done in the Americas, new public health efforts in 
Sub-Saharan Africa to target Aedes aegypti and den-
gue, chikungunya and other viruses need to be added 
to existing malaria control measures.  In particular, the 
development of accurate point-of-care diagnostics for 
dengue and chikungunya viruses and community-based 
mosquito control, such as trash removal and covering of 
standing water will be increasingly important for target-
ed care and prevention.’
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Abstract
The use of Direct Oral Anticoagulants (DOACs) is increasing 
in the prophylaxis of conditions such as Deep Vein Throm-
bosis (DVT) and embolisms. These conditions are flagged 
as high risk when patients undertake a travel risk assessment 
which involves the prophylactic use of antimalarials. The 
current Advisory Committee for Malaria Prevention (ACMP) 
guidelines highlight there is little evidence or studies report-
ing the use of these two groups when taken together and 
specialist advice should be taken if necessary. This review 
looks to estimate the priority of antimalarials to be consid-
ered according to the relative inhibition status on the drug 
metabolising enzymes. By comparing the metabolising data, 
the metabolic pathways were identified, and the probability 
levels were extracted and placed into a table for comparison. 
A review of the results of the two major metabolic pathways 
showed that the drug with the highest non-inhibitor range 
was proguanil but this could not be utilised in practice due to 
resistance issues with the parasite. Of the remaining anti-ma-
larial preparations doxycycline appeared to have the highest 
levels and range of non-inhibition and this is proposed as 
the primary drug of choice when considering the supply of 
antimalarials to patients taking DOACs.

Background
The use of DOACs has increased as alternatives to coumarin 
based anticoagulants such as warfarin. The pharmacological 
methods of action are of two subgroups namely Factor Xa 
inhibitors (rivaroxaban, apixaban, edoxaban, fondaparinux) 
or thrombin inhibitors (dabigatran, argatroban, bivalirudin). 
The use of both sub groups includes the prophylaxis of 
venous thromboembolism, recurrent DVT and pulmonary 
embolism1.

These medical conditions are recognised as important factors 
when undertaking a travel risk assessment and in travel 
to areas of high malaria presence the requirement of oral 
antimalarials needs to be considered along with the possi-
ble interaction between these drugs. The ACMP guidelines2 
recognises this important review of interaction and advises 
as there is limited experience with the DOACs then there 
may be a potential inhibition affect with some antimalarials 
that could lead to increased bleeding. The advice extends to 
consider the latest drug interactions section of the BNF and if 
necessary seek expert opinion from a haematologist.

A review of the BNF (issue 79, March-September 2020) 
shows no drug interactions and therefore it could be assumed 
that none exist, or none have been reported. Considering the 

Review: 
Anti-malarial use with new Direct Oral 
Anticoagulants (DOAC)- what is the evidence?
Derek Evans FRGS, FRPharmS, MFTM RCPS(Glasg)
http://dx/doi/org/10.21864/jbgtha.2020.161

latter option then a data search was conducted to identify any 
drug interaction reports and consider the probability of a drug 
interaction using molecular engineering reports.

Method
To complete a literature search review to establish the current 
level of trials and results that determine the potential levels 
of drug interaction. A database search of Google Scholar, 
Promed, QxMD and Cube search engines for the antimalarial 
drugs doxycycline, atovaquone, proguanil and mefloquine 
with the DOAC drugs of rivaroxaban, apixaban, edoxaban, 
dabigatan. 

The Canadian database Drugbank3 has a detailed entry for 
each named drug and includes predicted ADMET (Absorp-
tion, Distribution, Metabolism, Excretion, Toxicity) features 
and a probability score. This data is predicted using admet-
SAR, a free tool for evaluating chemical ADMET proper-
ties4. Each of the anti-malarial drugs were reviewed for its 
probability scores as the pharmacokinetic mechanism is 
outlined in the ACMP guidelines. The metabolism for each 
drug was reviewed for its effect on the two substrates p-gly-
coproteins and the enzyme pathway CYP4503A4 as apixaban 
and rivaroxaban are substrates of CYP3A4 and p-glycopro-
tein and dabigatran is a substrate of p-glycoprotein.

Results
The predicted probability is a numerical value between 0 and 
1 that represents the percentage probability of the aforemen-
tioned predicted value, where 0=almost never happens and 
1=almost certainly happens.

Definitions5

P-glycoprotein substrate- A p-glycoprotein substrate is a 

substance that uses the P-glycoprotein transporter for various 
activities, including drug absorption, drug excretion, and 
other important activities which can lead to changes in the 
body or changes in the effects of other drugs on the body 1,2. 
P-glycoprotein (ABCB1) is one of the most widely studied 
transporters involved in drug resistance and drug-drug inter-
actions. P-glycoprotein is expressed in many organs such as 
the small intestine, blood-brain barrier, kidney, and liver.
P-glycoprotein 1- This describes a substance that inhibits 
P-glycoprotein I. P-glycoprotein (Pgp/MDR1), is one of the 
most clinically important transporters in the human body, and 
is encoded by the ABCB1/MDR1 gene 2. The inhibition of 
the p-glycoprotein I transporter may have various medical 
effects and serious effects on other drugs that are given.
P-glycoprotein 2- This describes a substance that inhibits 
P-glycoprotein II, which is also known as MDR2. The inhibi-
tion of the p-glycoprotein transporter may have various med-
ical effects and serious effects on other drugs that are given, 
as it plays important roles in drug uptake and excretion.
CYP Inhibitory promiscuity- Inhibitory promiscuity refers 
to the capacity for a drug or chemical to bind to and decrease 
or diminish the activity of multiple different CYP450 isoform 
enzymes. Low CYP Inhibitory Promiscuity refers to the drug 
being discussed not possessing substantial CYP450 inhibito-
ry promiscuity. 
CYP inhibitor- This describes a substance that inhibits the 
CYP4503A4 pathways. The CYP 450 family of isozymes is 
responsible for approximately 75% of total drug metabolism.

Discussion
By assuming a minimum figure of inhibition as 0.76 (ie 70% 
or 7 in 10 cases the inhibition occurred), the selected antima-
larials all showed a non inhibitor effect on p-glycoprotein1 
except for mefloquine, on p-glycoprotein2. Therefore, the 
probability above the threshold of 0.7 indicated a favourable 
degree of predicting low levels of p-glycoprotein enzyme 
inhibition and drug interaction with the DOACs. With small 
number of reports on drug interactions there was insufficient 
data to analyse if this was statistically significant.

The cytochrome pathways showed above the threshold for 
inhibitory promiscuity, with the exception of atovaquone. 
Along with a range of non-inhibitor (0.8309-0.9109) values 
the antimalarials identified showed an almost certain non-in-
hibitor effect of CYP isoenzymes and drugs metabolised 
by these pathways, highlighting another low probability of 
interaction with DOACs.

Of the individual drugs or combinations, the atovaquone 
component of the combination with proguanil accounts 
for its comments of minor inhibition of CYP isoenzymes. 
Whereas proguanil alone consistently highlighted high 
non-inhibitor scores for both p-glycoprotein and CYP450. 
In practice the use of proguanil according to this evidence 
would be compromised by the drug resistance shown by the 
malaria parasite.

Mefloquine has indicated an inhibitor of the p-glycopro-
tein2 pathway which is also know to have serious affects on 
drug uptake and excretion; the degree of this is measured at 
0.5419, indicating a 50% probability of this occurring and 

raising the risk of higher anti-coagulation levels.

Doxycycline is a successful antimalarial which currently has 
no reports of malaria resistance. The non-inhibitor values 
range from 0.8038 to 0.8628, highlighting that in over 8 of 
10 events non-inhibitor occurs across both p-glycoprotein 
and CYP450 isoenzymes. This would place it as the prima-
ry drug for consideration when supplying antimalarials to 
patients concurrently taking drugs of the DOACs.  

New factor Xa inhibitors fondaparinux and the thrombin 
inhibitors argatroban and bivalirudin are all classified as 
a non-substrate and non-inhibitor of p-glycoproteins and 
CYP450 with low inhibitory promiscuity, therefore, theoret-
ically can be considered to be used with antimalarial drugs, 
however further tests would be required to confirm this. As 
the haematological advice is that the new DOACs do not 
require therapeutic blood level monitoring when compared 
to warfarin (INR values); the amount of studies of interac-
tions between the two groups is minimal and insufficient to 
provide any statistical data.

Conclusion
From the theoretical data, proguanil would appear to be the 
drug of choice when using drugs in the class of DOACs due 
to its high probability values of non-inhibitor of enzymes. 
This is compromised by the resistance to proguanil demon-
strated by the parasite.

Of the remaining drugs doxycyline shows significantly 
high values of probability of non-inhibitor of enzymes and 
remains effective in areas showing drug resistant malaria. 
Therefore, this is the primary drug of choice when consider-
ing anti-malarials used in combination with a patient taking 
DOACs.
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