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A number of pharmacological interventions may be made to prepare the traveller going overseas, 
which include immunisation, malaria chemoprophylaxis and medication for self- treatment, included 
in a medical kit. 
 
This article considers the range of medications that may be prescribed or purchased by the elderly 
traveller. There are four important principles for consideration: 
1 Is the prescribed medication likely to interact with other medication taken for chronic conditions. 

Poylpharmacy is common in elderly people, so a medication history should always be sought at 
consultation. 

2 Is the medication prescribed for travel likely to be contraindicated? Again the elderly person is 
more likely to suffer multiple pathologies than a younger individual. 

3 Is the way that the drug is handled by the body (Pharmacokinetics) likely to be affected in older 
age e.g. declining liver or renal function. 

4 Do much older people tend to respond differently when compared to a younger population 
(Pharmacodynamics). 

 
Other points are also worth considering when preparing the traveller who will be carrying any form 
of medication: 
• Carrying medications across international borders can meet restrictions even when intended for 

per-sonal use. This particularly applies to those which are designated narcotic or psychotropic 
drugs. As a rule of thumb, this would cover any medicine that has an effect on the central nervous 
system and in particular if it could potentially be abused. Carrying a prescription or note from the 
prescriber and keeping the medication in its original packaging is advocated, but there are some 
countries, such as the United Arab Emirates, where a range of medicines is completely banned. 

• Adherence to medication may be affected due to a change and disruption in routines whilst away 
from home. 

• It is always advisable for medications to be purchased before leaving home rather than relying on 
a local supply even if this is much cheaper. It is estimated that in some countries of Africa and 
Asia, up to 60% of medicines are counterfeit and many locally produced medicines are of poor 
quality. Each of the common drugs prescribed in the elderly for travel will be discussed below 
with consideration to these four principles. 

 
First though a brief review briefly of the principles that influence Pharmacokinetics and Pharmaco-
dynamics in old people.1,2 

 
Medication Handling in elderly people 
The subject of drug handling is usually considered under headings with the pneumonic ADME; 
absorption, distribution, metabolism and excretion. Also of particular relevance to the elderly are 
changes in drug response due to general declining homeostatic mechanisms. 
 
Absorption of drugs by the gastrointestinal tract is not particularly impaired in the elderly. Gastric Ph 
tends to be slightly higher in older people but there is no particular evidence that this makes them 
more prone to travellers' diarrhoea. It is worth bearing in mind that, conditions such as heart failure 
can potential reduce blood flow to the GIT and thus affect absorption. Drugs with anticholinergic 
properties such as hyoscine can also potentially reduce drug absorption. 
 
Distribution of drugs around the body can be influenced by the higher proportion of fat and lower 
proportion of water in the body composition of the elderly person. Further, reduced drug binding to 
plasma albumin can markedly alter the pharmacokinetics of certain drugs. It is beyond the scope of 
this chapter to describe the consequences of this in detail, but it can contribute to changes in drug 
response. One particularly important change in distribution is that drugs tend to cross the 
blood/brain barrier more readily in the elderly. Thus any drug with potential CNS side effects may be 
more likely to cause an undesirable outcome and such medication should be prescribed with greater 



caution. In general, a decline in regional blood flow due to a fall of cardiac output with ageing can 
reduce the response in target tissues. 
 
Metabolism of drugs. This decline in blood flow is the major factor contributing to a lower ability to 
metabolise certain drugs by the liver in the elderly leading to an increased half-life. Other drugs are 
affected by the decline in liver enzyme activity some-times manifesting as a reduced first pass affect. 
 
Excretion of drugs by the kidney is also impaired with advancing age, due to the decline in renal 
function, again manifested by an increased half-life of certain drugs. These affects are particularly 
important in the presence of extremes of liver/renal dysfunction, or failure. 
 
One important contributor to the general observation that the elderly are more prone to the 
adverse effects of drugs is the decline in homeostatic mechanisms. For instance the elderly are more 
prone to postural hypertension which is exacerbated by pre-scribing any medication that can lower 
blood pressure. Another example of a potential travel scenario might be, the elderly person taking 
an ACE inhibitor and diuretic who contracts a prolonged bout of travellers' diarrhoea. In such a 
situation there is a greater potential for serious fluid and electrolyte disturbances. 
 
Commonly prescribed drugs in travel medicine and implications for the elderly traveller 
Drug - drug interactions where clinically relevant need to be considered, as the elderly are more 
prone to issues relating to polypharmacy e.g. potential contraindications of prescribed travel 
medicines to conditions more commonly encountered in senior citizens, such as cardiovascular 
problems and diabetes should also be considered. Seniors are frequently more prone to the adverse 
effects of drugs, discussed where they are particularly clinically relevant. The points below are not 
an exhaustive or complete list of all of the prescribing issues, but are presented as an illustration of 
the principles for careful use of all medicines in elderly citizens. 
 
Antimalarials - It has been reported that some antimalarials lower insulin requirements in diabetic 
patients and can lead to hypoglycaemia in those treated with insulin or oral hypoglycaemics such as 
glibenclamide. However, the evidence is only avail-able for treatment doses of such antimalarials 
rather than prophylaxis.There have been limited case reports of an interaction between warfarin 
and proguanil and atovaquone/proguanil resulting in a raised INR. A similar effect has been observed 
with doxycycline. It is wise to monitor the INR of patients taking warfarin after commencing any 
additional medication such as antimalarials. Also INR should be self- monitored for those away 
longer than 2-3 weeks due to changes in diet and difference in time zones. Chloroquine has been 
reported to cause a rise in digoxin levels in ani-mal models but no clinically important interactions 
have been observed. Both chloroquine and mefloquine also have the potential to increase the risk of 
arrhythmias if given with other antiarrythmic agents such as amiodarone. It is best to avoid a range 
of cardioactive drugs including beta blockers, antiarrythmics and calcium antagonsists in 
combination with mefloquine. This is due to the risk of prolonging the QTc interval and inducing 
other cardiac adverse effects. Tetracyclines such as doxyclyine can have their absorption and 
therefore efficacy greatly reduced by coadminsitration with antacids based on magnesium, 
aluminium or carbonate compounds. One ACE inhibitor –quinapril - contains a magnesium 
carbonate in its formulation sufficient to cause a significant fall in the absorption of teracyclines. 
Chloroquine absorption is also reduced by these antacids. Although caution is recommended when 
prescribing chloroquine in the presence of renal impairment, no dosage adjustment is necessary in 
prophylactic use. 
 
Tetracyclines such as doxycycline can cause oesophageal damage if not swallowed correctly, sit-ting 
upright with ingestion of plenty of water. This could be an issue for those with any swallowing 
difficulties or prone to oesophageal reflux. There have been reports of increased hypoglycaemia 
developing in diabetic patients taking glibenclamide when prescribed ciprofloxacin, which seems 
more commonly to occur in the old and in epileptic patients. It is best to avoid quinolones in this 
case and also in elderly patients on chronic NSAID treatment due to the risk of convulsions. 
Tendonitis and tendon rupture have been reported to occur, sometimes within 48 hours of 
commencing therapy with ciprofloxacin and the risk seems to be greater in those over 60 years of 
age. It is wise to warn that therapy be discontinued at the first sign of tendon pain, though in most 
cases, just a single dose is needed to treat Traveller's Diarrhoea. 



 
Azithromycin and others in its class - the macrolides, can cause a rise in digoxin levels, so the 
combination is best avoided. They should also not be given in combination with other drugs that can 
prolong that can prolong QT interval, 
 
Loperamide - The elderly may be more prone to fluid and electrolyte disturbances resulting from a 
moderate to severe bout of travellers' diarrhoea and the use of oral rehydration therapy is justified. 
Antidiarrhoeals such as loperamide can also be used as to help control the symptoms though more 
pro-longed therapy may result in constipations. 
 
Analgesic - E.g. Codeine - Over the counter narcotic analgesics may also cause constipation and for 
reasons discussed previously are best avoided when car-rying the products across international 
borders, NSAID induced peptic ulceration is more likely in the elderly as well as the more recently 
recognised risks of the cardiovascular and renal adverse effects associated with NSAIDs. For 
occasional use for acute pain, ibuprofen can be carried in the medical kit, but parac-etamol is the 
drug of choice. 
 
Hyoscine containing products for motion sickness are best avoided in the elderly, due to the 
anticholinergic side effects resulting in potential cardiovascular or other problems, such as urine 
retention.  Hyoscine patches in particular seem to be associated with a high incidence of confusion 
in the elderly. There is also some evidence of an increased risk of death and mental decline when the 
over 65s take a combination of drugs with anticholinergic properties, including anti-histamines such 
as chlorpheniramine. 
 
Proton pump inhibitors (PPIs) and H2 antagonists - This group of medicines are commonly used by 
older people for self-treatment of dyspeptic symptoms as well as prescribed for peptic ulcer disease. 
PPIs in particular raise the gastric pH sufficiently to allow a greater burden of potentially pathogenic 
organisms to reach the gastrointestinal tract and result in a higher incidence of severe forms of 
travellers' diarrhoea, a particular problem in the elderly. Those travellers who require continuous PPI 
therapy might be considered for antibiotic chemoprophylaxis to offer protection against GIT 
infections. 
 
Acetazolamide - Acetazolamide has been associated with a higher risk of metabolic acidosis in the 
elderly, those with diabetes and in those with reduced renal function. The clearance of 
acetazolamide is reduced in the presence of a poor renal function resulting in higher blood levels. 
There is limited data on the occasional use of low dose acetazolamide in the elderly for preventing 
acute mountain sickness but it should be prescribed with caution in such individuals. It is well 
documented that acetazolamide when used in the treatment of glaucoma can produce metabolic 
acidosis of clinical significance especially in elderly patients and in those with other medical 
problems. There is also evidence that the elderly have higher blood concentrations of 
acetazolamide. The BNF recommended dose is 250-1000mg daily, and many patients take a dosage 
towards the higher end of that range. There is little evidence of the effects of low dose 
acetazolamide (e.g. 125mg bd as some authorities recommend for the prophylaxis of AMS). In one 
study of elderly glaucoma patients 75% had blood concentrations increased by a factor of 2, which 
would equate to a dose of 250mg bd. Extrapolating this to the use of the drug for AMS, it seems 
likely that elderly people taking it for AMS are indeed at risk of significant metabolic acidosis.3,6 
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