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On 25th April Nepal was struck by a severe earthquake, followed two weeks 
later by a further earthquake of only slightly lesser severity, with a prolonged 
series of aftershocks. The result was a death toll of over 8,000, many more 
injuries and widespread damage to buildings, many of them centuries old and 
of world heritage status. The worst effects were felt in remote rural areas, 
often difficult to access at the best of times, and made even less accessible 
by severe disruption of communications. Nepal is one of the world’s poorest 
countries, and although international aid has flooded in, it will be many months 
or even years before the full extent of the damage has been assessed and 
attempts made to recover from it and rebuild homes, schools, health clinics 
and infrastructure.

There has been much discussion of whether or not aid will reach those who 
need it most, and whether the Nepalese government is capable of handling the 
situation, being accused of both inefficiency and corruption. There is indeed 
a culture of tips or payment for services rendered in Nepal which I have 
personally encountered many times, but unlike corruption in more developed 
countries it often tends to be open and accepted as part of the way of doing 
business. Before we criticise such a system too severely we would be wise to 
look at corruption within our own business, banking and political systems, which 
occurs much less openly, with strenuous efforts made to hide it and pretend 
that it does not happen. As Jesus is quoted as saying in John 8:7, “He that is 
without sin among you, let him cast the first stone”. This is not to condone 
corruption in any situation, but given some of the stories of corruption that 
have emerged about businessmen, politicians and journalists in recent years in 
our own country we would be wise not to claim too much moral high ground 
with regard to corruption in Nepal and other resource-poor countries.

Given that there is corruption in Nepalese society, including its government, 
how best can we help those in that stricken country, and in other countries 
in similar situations? My own answer is to contribute to organisations that 
are capable of providing aid directly to those who need it, without its being 
distributed through government channels within the country. The Juniper Trust 
and Community Action Nepal are examples of such organisations, and it is also 
possible to find one’s own ways of transferring money to trusted individuals or 
organisations within the country.

Those of us who have visited the country have the greatest regard for its 
people. They have shown great kindness, helpfulness and loyalty to me and 
to my travelling companions on my many visits there and I have made many 
friends among them. They have also played an invaluable part in the defence of 
our country as Gurkha soldiers. Now is the time for us to repay such loyalty 
by helping them in their time of need. Most of the major tourist and trekking 
areas are completely safe to visit, and they need us to visit their country as 
tourists and trekkers more than ever, as so much of their economy depends 
on tourism. Some of us will be attending the Asia Pacific Travel Medicine 
Conference in Kathmandu on 2-5 March next year, and I urge other members 
to consider joining us to show solidarity with our Nepalese colleagues as well 
as enjoying what promises to be an excellent conference. Details can be found 
at http://apthc2016.com.

Administrator : Roger Morley
Email: info@bgtha.org
Telephone: 0845 003 9197
Postal address:
British Global and Travel Health Association
13 Burlington Street
Flat 5
Bath BA1 2SA

Patrons: Sir Christian Bonington CBE, Colonel John Blashford-Snell OBE, DSc (Hon),  Baroness Cox

Mike Townend
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Post exposure rabies treatment: how to manage patients 
in the private travel clinic.
Globally, over 15 million people receive post exposure rabies treatment (PHE, 2012). With 

mounting pressure on GP services and the ever increasing numbers of visitors to the UK (Office 

for national statistics, 2015) rabies post exposure assessment, follow up and treatment is falling 

on private travel clinics to manage. 

Between March and May 2015 our private London based travel clinic has responded to 5 requests 

for information and treatment following possible rabies exposure. In assessing these patients we 

identified there was a general gap in knowledge about transmission,  incidence and risk of rabies 

(Table 1). 

Patient Country of 
‘exposure’

Species Country Risk

A India Cow (lick unbroken skin) High 

B United Kingdom Dog (bite) No risk

C United Kingdom Cat (scratch) No risk

For those at actual risk the provision of post exposure treatment overseas was variable, human 

immunoglobulin treatment is not guaranteed and was not provided in both cases however the 

schedule for post exposure vaccination was implemented correctly in country (Table 2).

Patient Country 
of 

exposure

Species Country 
risk

Treatment 
overseas 

HRIG
given

Registered 
with GP 

D India 
Mumbai

Dog High DTP and 
two doses 
of rabies 
vaccine

No Yes

E Turkey 
Istanbul

Dog High 1 dose 
of rabies 
vaccine

No No

Both patients were advised to take HRIG and complete the post exposure vaccinations  following 

the schedule 0,3,7,14,28-30. 

In an internet based world, travel clinics are naturally selected by patients seeking help for post 

exposure rabies. Google searches for rabies treatment or injections lead directly to such clinics; 

unregistered visitors, students and the wider population have no option but to seek help from 

travel clinics or A and E. Travel clinics through no choice of their own need to respond to this 



need. The following guidance will assist 

travel health practitioners to manage these 

patients efficiently and effectively.

Public Health England formally known as 

The Health Protection Agency is responsible 

for recording and managing post exposure 

rabies cases in the UK. This is the first step. 

They have a dedicated department and staff 

on hand 24 hours a day to respond, advise 

and provide post exposure care plans. They 

will provide human immunoglobulin and 

vaccine to clinics and GP’s on a named 

patient basis sent by cold chain immediately 

following assessment. 

Protocol for managing PPE patients.

1) Patient presents following bite or scratch 

from animal.

2) Take a full history to include:

• Patient details, name, date of birth, 

address, contact details

• Patient GP details, address and contact.

• Date and time of presentation.

• Medical history, allergies, medication 

history

• Vaccination status 

• Date and time of exposure, place of 

exposure ( country) 

• Country rabies risk 

• Species of animal 

• Site of exposure 

• Additional information and history.

• PPE treatment to date including first aid 

carried out, HRIG/vaccinations provided.

A good example of this can be found at: 

PHE rabies post exposure management and 

treatment, risk assessment form for rabies 

post exposure treatment.

3) Notify the PHE virus reference 

department by phone - 0208 200 4000 

( 9-5 weekdays) or the duty doctor HPA 

Colindale Duty Doctor - 0208 200 6868. A 

rabies immunization specialist nurse will 

request the information noted above and 

information on your organization, from 

this they will provide a detailed care plan 

and courier HRIG and vaccines where 

necessary. This can be delegated to the 

patient’s GP or you can agree to take 

responsibility, (invariably a necessity where 

there is no GP).

Guidelines for administering HRIG can 

be found on the PHE website, the risk 

assessment form received from the PHE acts 

as a prescription.

Experience indicates that as travel clinics 

replace GPs as the point of contact between 

patients and Public Health England, 

information and guidelines in post exposure 

rabies management needs to be incorporated 

into travel health clinicians’ training.

References: 

NHS England. Improving general practice – 

a call to action. [Accessed 6/6/15] Available 

from: http://www.england.nhs.uk/ourwork/

qual-clin-lead/calltoaction/igp-cta/
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Q&A

Office for National Statistics. (2015) Statistical 

bulletin: Overseas Travel and Tourism, 

Provisional Results for March 2015. [Accessed 

6/6/15] Available from: http://www.ons.gov.uk/

ons/taxonomy/index.html?nscl=Tourism.

Public Health England (2015) PHE guidelines 

on rabies post-exposure treatment (January 

2015) [Accessed 6/6/15] Available from://www.

gov.uk/government/uploads/system/uploads/

attachment_data/file/402386/Rabies_PHE_

guidelines_on_postexposure_treatment_

January_2015.pdf

Further reading 

Public Health England, 2014. Immunization 

against infectious disease, rabies chapter 

27. Available from: https://www.gov.uk/

government/uploads/system/uploads/

attachment_data/file/85762/Green-Book-

Chapter-27-v3_0.pdf 

World Health Organization. Rabies - Guide 

for post-exposure prophylaxis. Available from: 

http://www.who.int/rabies/human/postexp/en/

Katy Peters

Question
A 28-year old female patient and her 26-year old brother have asked at the Practice Reception 

if they can have the MMR vaccine as they have never been vaccinated in the past. On looking 

through their notes, we found that the brother has had one dose of the MMR vaccine in the past. 

Should we vaccinate them on the NHS or privately? They have confirmed their request is not 

associated with travel abroad.

Answer
Clinically, the brother needs one more dose of the MMR vaccine. His sister needs two doses, at 

least one month apart.

They should not be charged as the NHS will cover these vaccinations.  In fact, the GP Practice can 

claim a fee of £7.64 per dose as this is an enhanced service (ES), now extended to 31 March 2016.

Reference: http://www.nhsemployers.org/~/media/Employers/Documents/Primary%20
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Rebuilding Nima’s house

Nima Kitar is a retired Sherpa guide who helped me on several of the treks that I led in the Khumbu region of Nepal. He is now 75 years old 
and makes a living by cultivating his small area of land. He is one of the kindest, most loyal and most generous people I have ever met. I still 
remember one occasion when I arrived in his village in pouring rain with 10 very wet trekkers after a full day on the trail. Nima insisted that we 
should all go into his house to drink tea and dry out in front of his fire, and although he had already done more than his duty, helping some 
tired members of the group by adding their rucksacks to his own load, he set about erecting our tents in his vegetable garden so as to avoid 
our having to use a very wet campsite.

He is pictured above with me outside his house in the village of Chaumrikharka on the last occasion when I visited him. That house was de-
stroyed in the earthquake on 25th April, and since then he has been living in a tent. My immediate reaction on hearing of his plight was to start 
raising funds to help him to rebuild his house, to repay him for all that he had done for me and my trekking clients, and for many other similar 
groups over the years. I am delighted to be able to report that at the time of writing we have raised over £3500, with money still coming in. I 
have a trusted contact in Kathmandu who is able to pass on to Nima the money that is being sent in instalments. The picture below shows that 
first instalment being handed over to Nima’s daughter.

I have been amazed by the generosity shown by all those who have donated money. If you would like to be among them, I am able to accept 
payment by PayPal to my email address miketow@msn.com or by cheques made payable to me and sent to me at Smithy Cottage, Millhouse, 
Hesket Newmarket, Wigton, Cumbria CA7 8HR. If more funds are raised than are needed for this project, any excess will be donated to 
similar rebuilding projects in Nepal.

Mike Townend
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A cross - sectional study of the destinations visited and ages of ninety clients 
attending the London Vaccination clinic between January - March 2015

This study took a random sample of 90 clients who attended the clinic for travel advice and vaccinations between 
January and March 2015. It investigated the different destinations and also the range of  ages.

Results

Table 1 shows the destinations of  the 90 clients attending the clinic between January and March 2015. 7 of the 
clients went to multiple destinations. 

Table 1

Continents n

S.E. Asia 55

Middle East 1

Africa 18

S. America 13

Caribbean 1

C. America 3

N. America 1

Australia 5

Table 2 shows the ages of clients

Table 2

Age n

>6 months- <9 months 1

>9 months - 9 years 4

10-19 years 1

20-29 years 33

30-39 years 31

40-49 years 11

50-59 years 4

>60 years 5

Discussion

The destinations travelled to were varied but there was a high percentage (61%) travelling to S. E Asia. Within S.E 
Asia, India and Thailand were the most popular. 20% were travelling to Africa and 14% to S. America. There was 
a spread of African countries visited but within S. America 62 % visited Ecuador. These results could help travel 
clinics to stock the correct vaccines and focus our learning and knowledge base on the most popular continents 
and countries visited. 

37% of the clients attending were between 20-29 years followed closely by 35% between 30-39 years. The lowest 
number was only one client aged 5 months and one 19 year old. The age of clients visiting the clinic is dominated 
by the ages between 20-39 years old. This is expected as young people  are more likely to be travelling between 
school, university, starting their careers and then settling down to start a family. The clinics offering travel vaccines 
should use this information to tailor their marketing and advertising towards this age group using social media 
networks such as Facebook, Twitter and university websites. 

Emily Brewster



Altitude, ageing and 
cardiovascular disease

Not all travellers to high altitude are 
vigorous, healthy young climbers and 
trekkers. Many now live to much older 
ages than their forebears did, and many 
of those are more affluent than were 
previous older generations, enabling them 
to afford to travel abroad. Older people 
are becoming ever more adventurous 
in their choices of holiday destinations, 
some of them travelling to high altitude in 
parts of the world such as South America 
and Tibet on package tours. Not only the 
destination, but also the choices of holiday 
activities are becoming more adventurous, 
and it is not unusual to find trekkers in their 

60s and 70s on the trail in countries such as 
Nepal and Peru. Travel health advisers may find it difficult to advise such travellers, some of whom may have 
cardiovascular problems such as ischaemic heart disease or hypertension, either diagnosed or latent, treated or 
untreated. Fortunately three papers published in the June 2015 edition of High Altitude Medicine and Biology1,2,3  
have come to their rescue and offer a basis for advice to older travellers with or without cardiovascular problems.

Richalet and Lhuissier3 point out that it is generally accepted that ageing may be protective, at least at moderate 
altitude, and that there have been several ascents of peaks at much higher altitudes of over 8000m by older 
people. They also state, however, that there have been few studies exploring the influence of ageing on tolerance 
to high altitude and prevalence of altitude related diseases that take into account such factors as speed of ascent, 
altitude reached, sex, training status and other potential confounding factors. Their study of 4675 subjects aged 
14 to 85 years over a 20 year period showed a decrease in cardiac responsiveness but an increase in hypoxic 
ventilatory response on exposure to hypoxia with increasing age. They concluded that ageing per se is not a 
contraindication to travel to high altitude provided that there was no pathological condition present and that the 
individual’s level of fitness was appropriate for the chosen activity.

Parati et al2 refer to studies on young and middle aged subjects that show an effect of high altitude tending to 
increase levels of arterial blood pressure. They point out that ageing also has a tendency to increase systolic 
blood pressure by a combination of atherosclerosis, renal dysfunction and impaired baroreflexes. Though there 
have been few studies of the effect of altitude on blood pressure in older people, the authors state that there 
does not appear to be much difference in the blood pressure response to high altitude from that of younger 
people. One study4 on subjects with a mean age of 69.8 years at an altitude of 2500m showed a clear increase 
in blood pressure on the first day of exposure to altitude, decreasing on subsequent days, the increase being 
much higher in hypertensive subjects. There have been no specific studies on the effect of altitude on drug 
control of hypertension in older people. In young and middle aged subjects, studies have found varying results. 
The β adrenergic blocking drugs carvedilol and nebivolol were both shown to reduce the altitude effect of raising 
blood pressure at altitude in one study5, the effect being greater with carvedilol. In another study6 the effect of an 
angiotensin blocker telmisartan was investigated, It was found that at sea level and at 3400m, ambulatory blood 

An elderly trekker on the Everest trail in Nepal



pressure was reduced but the pressor effect of altitude was not affected, whereas at 5400m the blood pressure 
lowering effect of the drug was no longer evident, due no doubt to the suppression of the renin-angiotensin-
aldosterone mechanism that is known to occur at high altitude. When the effect of telmisartan in combination with 
the calcium channel blocker nifedipine was investigated7 the blood pressure reducing effect of the combination 
was well maintained at 3260m. The authors suggest that it would be wise to monitor blood pressure in hypertensive 
subjects going to high altitude and to be prepared to modify their treatment regimes, particularly those subjects 
with a labile blood pressure or those who are known to have had a significant rise in blood pressure on previous 
exposure to altitude.

Levine1 points out that atherosclerosis, both clinical and subclinical, progresses with age, and that as a result 
the risk of high altitude exposure in older individuals is linked closely with both clinical and subclinical coronary 
heart disease. Hypoxia may cause or exacerbate symptoms at altitude, as may stress, exertion and dehydration. 
Adverse events such as acute coronary syndromes (unstable angina or myocardial infarction) or sudden death 
may occur, especially in older and unfit men, within the first few days of altitude exposure, and the affected 
individual is likely to be far from advanced medical care, resulting in worse outcomes. The author states that it 
is necessary to ensure optimal fitness for the chosen activity and to allow adequate time, at least 5 days, for 
acclimatisation. Optimising drug therapy such as statins and aspirin is important, and a graded exercise test at 
sea level will assess exercise capacity and the presence of provocable ischaemia. The author’s opinion is that 
with these provisos most older individuals with coronary heart disease should be able to tolerate exposure to 
high altitude safely.

The information contained in these papers and the wealth of references that they contain should provide an 
evidence base for advice to older travellers, especially those with hypertension and coronary heart disease, who 
wish to travel to high altitude.

Mike Townend
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CONFERENCE REPORT

CONFERENCE

REPORT

Conference of the International Society of Travel 

Medicine (CISTM14)

The 14th CISTM conference was held in beautiful 

French-speaking Québec city in Canada from May 

24th-28th 2015. The opening ceremony featured a 

moving address from Dr. David Shlim, outgoing 

President of ISTM, who paid special tribute to the 

people of Nepal, where he has worked and lived 

for the past 15 years. David spoke of the “coming 

of age” of travel medicine as a discipline and he 

encouraged all travel medicine practitioners to 

embrace the deeper scientific basis of travel 

medicine. A spectacular acrobatic display from 

Cirque du Soleil delighted the delegates, which 

numbered over 1500. The scientific programme 

proper started on Monday, May 25th and over 4 

days, there were some 126 oral presentations and 

130 posters to enjoy. The new CDC Yellow Book 

2016 was launched and we were told that the new 

edition, which is published every 2 years to coincide 

with CISTM, featured country-specific yellow fever 

maps, 16 selected destination profiles, as well as 

new sections on cost-benefit analysis of malaria 

chemoprophylaxis and the use of complementary 

medicine in travel health. 

 The first plenary, entitled “Our Shrinking 

World: Travel in the 21st Century” focused on 

urbanisation, climate change, air travel growth, 

increased expectations of people living in 

developing countries, and the growing global 

burden of non-communicable diseases. I attended 

an excellent workshop on aviation medicine, 

which covered such topics as flight physiology, 

avoiding otic barotrauma (remember to ask the 

flight attendant to let you know when the aircraft is 

starting its descent so you can perform the Valsalva 

manoeuvre!), fitness to fly guidelines (useful 

resource: IATA Medical Manual), and in-flight 

medical emergencies. Having once been called on 

to assist with two medical emergencies in the one 

day on two legs of a Dublin-Kathmandu flight, I was 

reassured to learn that no physician has ever been 

successfully sued for rendering medical assistance 

on a commercial aircraft!  Sickness on the high 

seas was the topic of an excellent symposium 

on cruise ship travel, delivered by some very 

experienced cruise ship doctors. We learned that 

malaria is extremely rare on cruise ship itineraries, 

that we should advise our travellers to use their own 

cabin toilets (and not to shake hands; remember 

alcohol hand sanitisers do not kill norovirus!), 

that modern cruise ships are very well equipped 

to cope with complex medical emergencies, but 

that helicopter ranges in the open seas are very 

limited for the purposes of medical evacuation, and 

that we should avoid scopolamine patches for the 

treatment of sea sickness. “Dysbiosis” of our gut 

microbiota and the limited evidence for the use of 

probiotics in preventing travellers’ diarrhoea were 

addressed in a lively plenary on this important 

subject. The role of travel medicine in educating 

Visiting Friends and Relatives population, and  

issues relating to mental health problems in “left-

behind children” of immigrant workers were among 

the topics discussed in a special symposium on 

migrant health. We were reminded of research 

which has shown that we tend to overestimate 

the actual scale of migrant influxes into developed 

countries. 

 There was much focus on emerging viral 

infections at this CISTM, with a symposium devoted 

to dengue, chikungunya and Zika virus infections. 

We were told that over-diagnosis of malaria may 

account for the under-estimation of dengue in 

Africa, and we were warned about a possible future 

chronic arthritis epidemic secondary to chikungunya 

infection. A whole workshop was devoted to the 

transportation and use of medical devices during 

travel, including glucometers, insulin pumps, CPAP 



machines, and portable INR meters. We were 

treated to a delightfully entertaining workshop on 

extreme weather travel, jointly delivered by Dr. Mike 

Jones, Dean of the Faculty of Travel Medicine in 

Glasgow and Dr. Chris Van Tilburg, an American 

expedition physician. We were reminded not to rub 

a frostbitten limb or to thaw it before the victim is 

removed to definitive care, in case it refreezes in a 

cold environment. 

 The six current candidate dengue vaccines 

were discussed by Prof. Annelies Wilder-Smith 

from Singapore in a hopeful plenary on vaccines 

in the pipeline. Vaccine refusal and strategies to 

improve vaccine uptake were also discussed, 

with the most common reason for refusal cited 

by patients as a perception of not being at risk of 

the disease concerned, rather than cost or safety 

fears. An excellent workshop by Nurse Sheila Hall 

from Scotland challenged our views on so-called 

“voluntourism” and “orphanage tourism”. 

The winning research poster was a study looking 

at the mental health of expatriates from Mexico, 

while the top oral research presentation reported 

the behaviour of Kilimanjaro trekkers who had 

developed severe high altitude illness, confirming 

our observations that the majority of ill trekkers do 

not descend to a lower altitude as advised. Other 

noteworthy research presentations addressed topics 

such as travellers’ diarrhoea in immunosuppressed 

travellers, ESBL E. coli in patients treated with 

antibiotics for travellers’ diarrhoea, the controversial 

prospect of using twice-weekly atovaquone-

proguanil for malaria chemoprophylaxis, and new 

malaria vaccines based on whole sporozoites which 

are showing promising results in trials. There were 

interesting posters on the host country perspective 

from India with the experiences of a clinic in Kolkata 

in treating ill travellers, and a collaboration between 

travel medicine and the travel industry in an effort 

to prevent dengue infection in Bali by educating 

hotel guests about the disease. There were many 

other interesting sessions on a diverse range 

of topics, including: malaria chemoprophylaxis 

versus emergency standby self treatment, Ebola 

virus infection, rabies vaccine, managing jet 

lag, schistosomiasis, the immuno-compromised 

traveller, rashes in the returned traveller, TB and 

travel, travel medicine kits, travelling at altitude, and 

pregnant travellers. 

 CISTM15 will be held in Barcelona, May 

14-18, 2017, and promises to be equally enjoyable 

and enlightening. Before then, we have a lot to look 

forward to, with the 11th Asia Pacific Travel Health 

conference being held in Kathmandu, Nepal, March 

2-5, 2016, the Regional CISTM meeting held in 

conjunction with the South African Society of Travel 

Medicine in Port Elizabeth in September 2016. The 

highlight of 2016 for many of us will of course be the 6th 

Northern European Conference on Travel Medicine 

which will be held in London, June 1-4, 2016. It is 

a testament to how far travel medicine has come 

that we now have a range of major international 

congresses each year with ample scientific content 

and a burgeoning published literature on which to 

base our travel health recommendations. 

Gerard Flaherty

Reproduced with the kind permission of the Travel 

Medicine Society of Ireland



Immediate Past President of ISTM, Dr. David Shlim (left), and Journal of Travel Medicine Editor-in-Chief, 

Prof. Eric Caumes

ISTM President, Prof. Annelies Wilder-Smith, introduces the new ISTM Executive Board.

Dr. Gerard Flaherty delivers the Congress Highlights at CISTM14.

Fiona Genasi (left) and Sheila Hall (right), two leaders in travel medicine, enjoying CISTM14



The new BGTHA website is launched

Check out our new improved website at 

www.bgtha.org

The new BGTHA web site is now live. The web address remains the same, and you can use your previous login 
details to enter the Member Area. There are still some additions to be made, and the search function of our 
publications by keyword is still being worked on, but most of the site is now fully functional. It will now be much 
easier to update and add new features, and we hope that you will find it

We hope that you will find the fresh new appearance attractive and will find the site easier to use. Our Administrator 
Roger Morley has worked hard to design and produce this new website and we all owe him our gratitude for his 
efforts. Well done, Roger!

If you have any comments or questions about the website, or any difficulty in navigating through it, please 
address contact Roger at info@bgtha.org. 


